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BACKGROUND: Massachusetts One Care was the first
program approved among the Centers for Medicare &
Medicaid Financial Alignment Demonstrations for dual-
ly eligible beneficiaries. The only program focusing on
dually eligible beneficiaries ages 21–64, One Care
espouses an independent living philosophy for persons
with disabilities. Researchers engaged with enrollees to
develop new measures of enrollee quality of life and
health to understand changes experienced in this new
model of care.
OBJECTIVE: To examine whether enrollee knowledge of
care plans and care teams predicts improvements in en-
rollee reported quality of life outcomes.
DESIGN AND PARTICIPANTS: We engaged with people
with disabilities to develop and implement a longitudinal
survey in One Care in Massachusetts. This analysis
presents the self-reported outcomes of a panel of 315
enrollees’ experiences with key plan features in Massa-
chusetts One Care enrollees.
MAIN MEASURES: Knowledge of care plan, care team,
and long-term services and supports (predictors); overall
health, improved control, improved quality of health care,
and improved hope for the future (outcomes).
KEY RESULTS: Enrollee-reported knowledge of a care
plan and a care team over 2 years of enrollment in Mas-
sachusetts One Care was associated with increased odds
of reporting more control over health (OR 2.58, CI 1.33,
5.03), improved health care quality (OR 3, CI 1.27, 7.06),
and overall health (OR 2.07, CI 1.05, 4.08). Access to new
services or equipment to live independently was associat-
ed with increased odds of reporting all four positive out-
comes, notably for improved perceptions of hope (OR
2.33, CI 1.56, 5.39), overall health (OR 5.03, CI 2.44,
10.39), and improved quality of care (OR 4.22, CI 1.85,
9.62).
CONCLUSION:Engagement of personswithdisabilities in
care teams and care planning, as well as qualitymeasure-
ment, can improve their experiences of quality of life and
health care.
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INTRODUCTION

Approximately 11.7 million Americans were dually eligible
for Medicare and Medicaid in 2016, and approximately 40%
of those are adults under 65 years of age. Among those who
are dually eligible and nonelderly are individuals with signif-
icant physical disability (SPD) or serious mental illness (SMI)
whose per capita health care costs are significantly higher than
other Medicare beneficiaries.1, 2

In 2011, the Centers for Medicare & Medicaid Innovation,
in partnership with the Medicare-Medicaid Coordination Of-
fice, announced its Financial Alignment Demonstration for
dually eligible beneficiaries. The demonstration offered two
payment models: (1) managed fee-for-service and (2) a capi-
tated model in which the Centers for Medicare & Medicaid
Services, a state, and participating health plans would enter
“three-way contracts” that send prospective, blended pay-
ments to plans for providing comprehensive care to their
dually eligible enrollees.3–6

The Massachusetts One Care program, using the capitated
option, was the only program focusing solely on fully dually
eligible beneficiaries ages 21 through 64.7–9 When the initial
three-way contract was executed, an estimated 105,000 Mas-
sachusetts residents were eligible for participation in 2013.
Among these, 79% had a physical disability, 65% had a
behavioral disability, and 14% had a developmental disability;
60% had more than one of these conditions. Collectively, this
group accounted for more than $1 billion in annual health care
costs. A higher share of those costs was for long-term services
and supports (LTSS) than for medical care.7 By February
2015, 17,763 people were enrolled in One Care.6 The three-
way contract for Massachusetts One Care invoked the inde-
pendent living philosophy, defined as “a philosophy which
advocates for the availability of a wide range of services and
options for maximizing self-reliance and self-determination in
all of life’s activities.”10 One Care aimed to integrate physical
health care, behavioral health care, and new long-term services
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and supports. Key to care integration and coordination,
according to the three-way contract, was the health plans’
obligation to engage with enrollees in the formulation of
Individual Care Plans working within Individualized Care
Teams.10 The contract also includes guidance on the integra-
tion of LTSS services into care plans.10

As One Care launched in 2013, newmeasures developed by
people with lived experiences of disability were absent.11–14

Disability rights advocates created the Disability Health Alli-
ance to give voice to their goals for One Care, asking for
improved measures of quality for eliciting enrollees’ percep-
tions of their quality of health care and quality of life.11 As part
of a study funded by the Patient-Centered Outcomes Research
Institute, our team worked with key enrollee and community
stakeholders to develop new measures.
This paper describes the experiences of a panel of One Care

enrollees. We examined enrollees’ knowledge of the care plan
and care team, as well as their experience with long-term
services and supports benefits. We also report enrollees’ ex-
perience of their quality of life in One Care, including their
health, perception of control over their health care, their hope
for the future, and their overall quality of health care.

METHODS

Source of Data

The data reported here come from the Persons with Disability
Quality Survey (PDQ-S) developed by our team through
extensive collaboration with persons with lived experiences
of disability. Persons with lived experience led the study as co-
principal investigators and comprised two different stakehold-
er research and consumer advisory groups. Persons with lived
experience also recruited for focus groups, co-moderated fo-
cus groups, conducted key informant interviews and cognitive
testing interviews, and analyzed data from all these efforts in
collaboration with senior survey researchers. The survey in-
strument and its development have been described in further
detail elsewhere.15–18

Eligible Population, Sample Design, and Data
Collection

The population eligible for study were enrollees in the largest
participating One Care health plan—a private, nonprofit plan
with both employed and contracted providers covering 9 of 14
Massachusetts counties. Eighty-five percent of Massachusetts
One Care enrollees participated in this plan.
Eligible enrollees were ages 21–64with significant physical

disability (SPD) or serious mental illness (SMI) who had been
enrolled in One Care for a minimum of 6 months and were
assigned a MassHealth rating category of C2A, C2B, C3A,
and C3B. We excluded from eligibility people living in insti-
tutional care, and approximately 8000 One Care enrollees at
this time were in rating category C1 and did not have the same

needs as the C2 and C3 enrollees. Those included for our study
were living in the community and had high behavioral health
needs and/or high-cost long-term services and supports care
needs related to a significant physical disability (as measured
by the number of limitations in activities of daily living).6, 10

We selected enrollees from 27 primary care practices, each
of which cared for 50 or more One Care members who met
study participation criteria. Collectively these practices
accounted for approximately 75% of then-current enrollees
in the plan.
We administered the PDQ-S twice, first in the fall of 2015

(wave 1) and again 1 year later in the fall of 2016 (wave 2).
Outreach to sample members began with validating mailing
addresses and telephone numbers; in week 1 of the field
period, a survey invitation letter was sent via first-class mail.
In week 2, contact included a postcard reminder, email invi-
tation to those for whom emails were available, and an invita-
tion message via voicemail.1 When the survey team reached a
sample member directly, an interviewer proceeded with the
interview by telephone. The questionnaire was mailed to all
nonresponders in week 3, followed by a postcard and an
email reminder in week 4. Professional, trained interviewers
called nonresponders from weeks 5 through 12. Postcard
reminders were sent to all pending non-refusal cases in
weeks 8 and 10. All study mailings included a toll-free
number for sample members to call with questions or to
complete an interview by telephone.
Using this mixed mode approach to contact, participants

had the option of completing the survey on paper, online, by
telephone, or even by personal interview face-to-face (no one
utilized the face to face option). Interviewers were available by
telephone or in person to conduct interviews in English, Span-
ish, or American Sign Language. Seventy percent of respond-
ents completed the survey by telephone, 25% by mail, and 5%
online. Proxy responses were discouraged and ultimately com-
pleted for only 2 respondents, who would not have been able
to participate otherwise. Respondents were paid up to $15 per
person to complete each survey.
The baseline interviews for the study (wave 1) were con-

ducted in September and October, 2015. We randomly select-
ed 720 individuals from the 3483 eligible enrollees, selecting
equal numbers of persons per primary care practice (in one
large practice we selected twice as many persons). One year
later, in September and October 2016 we conducted follow-up
interviews of One Care enrollees in the same practices (wave
2). We established that within study practices, 600 of the 720
selected in wave 1 were living and still enrolled in One Care as
of April 2016. Four hundred fifty-one enrollees completed
wave 1, and 426 completed wave 2. For the analyses reported
in this paper, we used paired data from the 315 enrollees who
completed both waves of the survey.

1We sent materials in Spanish to all people whose language was flagged

as Spanish in CCA records. The advance letter was sent in both English

and Spanish.
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Persons with Disabilities Quality Survey

We developed the PDQ-S to assess quality of life, health, and
health care in One Care from the perspective of enrollees with
SPD or SMI. Survey domains included measures on indepen-
dence and quality of life, experience of primary care services,
knowledge and use of One Care services, use of LTSS

services, and experience with One Care plan features.16 The
full questionnaire is shown in the appendix.
Most respondents completed the PDQ-S in 15 to 20 min.

Questionnaire domains include daily life in the community,
expectations for the future, care plans and care teams, relation-
ships with primary care providers (PCPs), and LTSS, as well
as overall health and quality of health care.

Table 1 Sociodemographic Characteristics at Wave 1, by Disability Status

Sociodemographic characteristics ALL (n = 315) Significant physical disability Serious mental illness p value

%* %* %*

Age
< 40 years old 20.0 26.8 15.3 0.18
40–49 years old 18.2 18.8 17.8
50–59 years old 45.9 40.2 49.7
60+ years old 16.0 14.2 17.2
Gender
Male 54.8 50.4 57.9 0.27
Female 45.2 49.6 42.1
Race/ethnicity
White 39.2 35.6 41.7 0.73
Black 18.3 18.0 18.5
Hispanic 33.0 37.1 30.2
Other 9.5 9.3 9.6
Language version of PDQ-S
English 84.7 90.0 81.0 0.39
Spanish 15.3 10.0 19.0
Education
< high school 30.0 36.0 26.0 0.81
High school or GED 30.5 25.6 33.8
More than high school 36.4 35.6 37.0
One Care care coordination
Reports care team 62.3 53.4 68.4 0.07
Reports care plan 56.7 50.5 61.0 0.20
Current living arrangement
Lives with others 59.2 58.7 59.5 0.42
Living alone 40.8 41.3 40.5
Experienced homelessness in last 6 months
Yes 8.0 9.2 7.2 0.06
No 89.4 86.6 91.3

aWeighted percent
Source: authors’ analysis of the Persons with Disability Quality Survey, 2018

Table 3 Association Between Services that Were Newly Offered in One Care and Reported Access to Services and Equipment Needed to Live
Independently

% reported “Better now” (weighted) Have you been offered new
services/help with (n = 315)

No Yes

Housing? 33.2 57.3***
Buying healthy food? (SPD group) 37.2 53.2*
Transportation for nonmedical appointments? 28.2 57.2***
The cost of utilities, such as heat, electricity, telephone? 38.2 51
Getting new equipment or technology you need? 38 49.1
Dental care? 33.1 48*
Setting goals for the future? 25.1 55.5***
Helping you organize your life to do the things you want to do? 25.6 59***
Addressing feelings of isolation and loneliness? 29.9 54.6***
Learning your rights about grievance procedures for services not received or denied? (SPD group) 36.9 53.4*
Mental health recovery? (SMI group) 31.9 51.5**
Substance use or sobriety? 43.7 44.8

*p < 0.05
**p < 0.01
***p < 0.001
Source: authors’ analysis of the Persons with Disability Quality Survey, 2018
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The Partners Healthcare Human Research Committee ap-
proved all aspects of this study.

ANALYSIS

For all analyses, the survey data were weighted to adjust for
non-response by known characteristics of the population, in-
cluding age, type of disability, gender, and race/ethnicity. We
also created a weight to adjust for our selection of the same
number of enrollees from differently sized practices. Without
this weighting our survey findings would overrepresent people
in small practices and underrepresent those in larger practices.
All percentages are weighted in all tables and figures. We also
used statistical adjustments for multiple comparisons within
the data. For Table 1, we compared participant characteristics
at baseline using chi-square tests. For Table 3, in the compar-
isons of wave 1 and wave 2 responses, we also used chi-square
tests and considered a two-sided p value of 0.05 or less
statistically significant. Data in Figures 1 and 2 are descriptive;
these estimates have a margin of error of approximately ± 4%.

Multivariate Analysis

Independen t va r i ab l e s . Our key independen t
variables—having a care plan, a care team, and accessing
new LTSS services to live independently—were measured
directly in the survey by self-report; responses were binary
(yes/no).

Dependent variables. There are four outcomes for the
multivariate analyses. We conducted ordinal regression
models for the net change over 2 years in four key outcomes
reported by enrollee: (1) feelings of hope about the future, (2)
perceived amount of control over health care, (3) health status,
and (4) the quality of the health care received. In each year,
respondents could say their life or health was better, the same,
or worse; over 2 years, there were 9 possible combinations
(better-better, better-same, better-worse, and so on).We sought
to measure a net positive change, a net negative change, or no
change. We created a new composite variable that would
capture the net change over the 2-year period of enrollees’
participation in One Care (and in our study). We created an
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ordered variable with 3 codes: positive, the same, and nega-
tive, and coded responses accordingly. We coded each re-
sponse as positive, the same, and negative. We coded a net
change of “positive” if participants reported improvement in
both years or improvement in either the first or second year
and no change in the other year. We coded a net change of “the
same” (no change) if participants responded “the same” in
both years or responded that one year was positive and one
was negative. Finally, we coded a net change of “negative” if
participants reported “the same” in one year and worse in the
other or worse in both years.
We presented the cumulative odds ratios of a more positive

outcome v a less positive outcome for having care plans and
care teams, increased access to needed services to live inde-
pendently, and type of disability, controlling for age, gender,
race, education, marital status, and living situation.
We conducted all analyses using SAS Version 9.4 (SAS

Institute, Cary, NC) survey procedures to account for survey
sampling structure and sampling weights.

RESULTS

The response rate among all respondents in wave 1 was 62%
(n = 451); the response rate in wave 2 among the wave 1
respondents was 70%. Among the subset of 315 enrollees who
completed both survey waves, 129 (41%) of whom have SPD
and 186 (59%) had SMI in wave 1. Self-reported sociodemo-
graphic characteristics are shown in Table 1 by disability
group. Sixty-two percent of respondents were ≥ 50 years old,
about 55% were male, and approximately 40% were white. In
wave 1, 44% of respondents indicated they had both a care
team and a care plan, 9.4% had only a care team, 6.5% had
only a care plan, and 40.1% reported neither. There were no
differences in enrollee characteristics by disability type.

Respondent reports of the frequency of experiences of
several aspects of disability-related quality of primary care
did not change significantly from wave 1 to wave 2. Figure 1
shows responses at wave 1. For three measures, increased
frequency indicates higher quality care (showed respect,
“cared about you as a whole person,” asked about impact of
treatment on sexual function or desires). Nearly 40% of
respondents indicated that their PCPs showed respect or
“cared about them as a whole person” less than always; 57%
of respondents said their PCPs “never” asked about their
sexual health. For the remaining measures, decreased frequen-
cy indicates higher quality care. For each, although about 80%
or more indicated they “never” happened, 10–15% said they
happened at least sometimes. Nearly 17% reported that their
provider refused “needed services or equipment that would
help them live independently.”
A majority of enrollees indicated positive changes in meas-

ures of quality of life and independence across the 2 years of
their enrollment (Figure 2). Increases, improvements, or
changes for the better are denoted as “positive” changes. For
2 items—worry or stress about life, fears providers are “mak-
ing treatment decisions about me” without the enrollee’s
involvement—a “positive” change or increase denotes lower
quality of life; for all other items, a “positive” change indicates
higher quality of life.
Finally, we explored the impact of care plans and care teams

and access to services on several key outcomes (hope, control,
health, health care) in multivariate regression models, control-
ling for type of disability and several other sociodemographic
factors. Table 2 shows the main effects of the regression
analyses. Having both a care plan and care team in both years
of enrollment was associated with increased odds of reporting
more control over health (OR 2.58, CI 1.33, 5.03), improved
health care quality (OR 3, CI 1.27, 7.06), and overall health
(OR 2.07, CI 1.05, 4.08). Access to new services or equipment
to live independently was associated with increased odds of

Table 2 Multivariate Regression Models of the Relationship Between Enrollee Knowledge of Care Plans, Teams, and LTSS on the Health of
One Care Enrollees

Feelings of hope for the
future

Amount of control over health
care

Quality of health
care

Overall
health

Predictor OR† OR† OR† OR†

Care team/care plan
Having both in both years 1.37 2.58** 3.00** 2.07*
Outcome improved in 2nd
year

0.76 0.98 1.11 1.10

Outcome worse in 2nd year ref
Access to services or equipment to live independently
Better now 2.90*** 2.33** 4.22*** 5.03**
Worse now 0.34 0.86 0.20** 0.22**
The same ref
Disability
Significant physical disability 0.97 1.80* 1.12 0.89
Severe mental illness ref

*p < 0.05
**p < 0.01
***p < 0.001
†Adjusted odds ratio of a more positive outcome versus a less positive outcome, controlling for age, gender, race, education, marital status, and living
situation.
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reporting all four positive outcomes, notably for improved
perceptions of hope (OR 2.33, CI 1.56, 5.39), overall health
(OR 5.03, CI 2.44, 10.39), and improved quality of care (OR
4.22, CI 1.85, 9.62). Compared with those who reported
similar access at year 2, the perception that access to these
services was worse was significantly associated with negative
reported outcomes, whereas the perception that access to these
services was better was significantly associated with positive
reported outcomes.
Several LTSS services that were covered in One Care were

significantly associated over the 2 years with the perception of
better “access to services or equipment needed to live inde-
pendently.” These services include help with organization and
life skills, support with social determinants of health, trans-
portation, and mental health and dental care access (Table 3).

DISCUSSION

This analysis of the experience of 315 One Care enrollees in the
first 2 years of the One Care demonstration underscores the
importance of care plans, care teams, and access to LTSS
services for enrollees who live with significant physical disabil-
ity or serious mental illness. Our hypothesis for these analyses
was that enrollee reporting of having these features would signal
fuller engagement in their own care, thereby making it more
likely that the enrollee would experience desired outcomes of
hope for the future, control over their own health, and a sense of
improved health and quality of health care.
Key findings in this study confirmed these hypotheses in

the lives of people with SPD and SMI. Individualized Care
Teams, Individualized Care Plans, and LTSS services are not
new concepts: their integration into the three-way contractual
agreement among CMS, the Commonwealth of Massachu-
setts, and health plans made explicit that beyond being mech-
anisms to enhance care integration and coordination, these
features were required to assure the engagement and inclusion
of enrollees in the determination of their own health care
arrangements.9, 10

Indeed, in this analysis, enrollees’ knowledge of a care plan
and care team, over 2 years of enrollment, significantly im-
proved the likelihood that enrollees would perceive improved
health, quality of health care, and—importantly—an increased
feeling of control over their health decisions.
LTSS, the home- and community-based items and services

persons need to live safely and comfortably in their homes and
to participate in community life, would address social deter-
minants and help achieve the enrollees’ own stated goals for
social interaction. The highly significant results in our multi-
variate analyses for several outcomes—increased feelings of
hope, perceptions of improved overall health, increased qual-
ity of health care, and increased control—underscore the
enrollees’ experiences that enhanced “access to new services
to live independently” will have positive health and life bene-
fits for this population. It is of note that in the model predicting

increased feelings of hope for the future, the care team and
care plan were not significant predictors, but access to new
services to live independently was. Those new services that
weremost associated with improved access to new services for
independent living for people with SPD and SMI in One Care
were assistance with healthy food access, housing, mental
health recovery, dental health, assistance with goal setting,
organizational skills, transportation for nonmedical reasons,
services to reduce isolation, and education about rights to
grievances.
The health services and health policy literature is currently

brimming with proposals for care transformation to meet the
health and social care needs of people with serious mental
illness or significant physical disabilities. Many of these dis-
cussions appropriately focus on how the system will make
these arrangements and enhance the quality of life of stressed,
burned-out health professionals working in teams.19–21 Al-
though it is often assumed that the discussion of care teams
includes the patient, the literature on the experience of patients
within differently configured care teams is sparse.22

One Care has not been an unqualified success. Early expe-
rience in Massachusetts showed that plans struggled financial-
ly under initial capitation levels; one major plan dropped out
after the first year.23 Further adjustments have been made to
stabilize the program. The number of people in One Care in
Massachusetts still represents a small share of dually eligible
enrollees in the state;24 nationally, the program has not en-
rolled people at the rates initially expected.25

This study has several limitations. First, our data are obser-
vational; no causation is implied. Our surveys were conducted
with a subset of One Care enrollees in one large plan and in
physician practices with more than 50 enrollees. Experiences
reported here may not be representative across practices and
across plans, especially outside Massachusetts. Also, we sur-
veyed people in English, Spanish, and American Sign Lan-
guage and excluded people who spoke other languages. We
did not reach all attempted enrollees and cannot control for all
non-response bias. Finally, these are self-reported data, limited
to the knowledge and reports of enrollees who may not be in a
position to observe some aspects of how practices organize
their care.
Some researchers have questioned whether people with

serious disabilities can validly report experiences in health
plans or health care.26 In our opinion, the design and conduct
of this research by persons with lived experience of serious
mental illness and significant physical disability set the stage
for a data collection process that led to an extraordinarily high
rate of response to the surveys. As noted in the methods, this
work was guided by the principle that to improve measure-
ment, key decisions in the research were made in partnership
among the persons most knowledgeable and experienced. The
high rate of response to the surveys reflects the strength of the
design and the engagement of enrollees in creating meaningful
measures. More than two-thirds of enrollees recognized that
this One Care plan had the key required features of care plans,
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care teams, and LTSS. These mechanisms were the levers
intended in the Massachusetts One Care contract to assure
integration of all health-related services for enrollees. Enroll-
ees who reported these features in their plans experienced
more hope, a greater sense of control, and improved health
and health care over the 2 years of enrollment studied.
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