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INTRODUCTION & OBJECTIVES

There is growing evidence that hospital-owned pro-
vider practices tend to have higher spending and
prices than other provider organizations without sig-

tion across provider organizations relied on Medicare
or area-level aggregate data, limiting the provider
practices and measures available for comparison.

Average risk-adjusted spending per member per
year varied substantially across provider organi-
zations. The highest-cost organization spent 32

FIGURE 2: Average risk-adjusted commercial spending per member
per year, by provider organization, 2015

CONCLUSIONS

The HPC found that provider organizations in Massachusetts vary across
spending and utilization measures, even after adjusting for health risk and de-
mographic characteristics of the attributed patient populations. In particular,
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STUDY DESIGN

The HPC conducted a claims-based analysis using
the 2015 APCD to compare spending and utilization

residents (ages 18 and older) with commercial cov-
erage provided through any of the state’s three larg-

The HPC also examined spending variation by
category of service to further understand driv-
ers of spending differences across organizations

M Physician-led

FIGURE 3: Average risk-adjusted commercial spending per member per
year, by category of service and provider organization, 2015

POLICY IMPLICATIONS
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2. attribution algorithms that assign patients to PCPs
empirically based on observed patterns of health
care usage.

Eighty two percent of the adult patients in the APCD
were attributed to a PCP using either method, re-
sulting in a final sample of 1,355,527 Massachusetts

measures linked to patient zip codes, age, sex, and
product type.

Provider organizations were classified according to
hospital ownership: academic medical center (AMC)
anchored, teaching hospital anchored, community
hospital anchored, or physician-led.

Inpatient spending.

We also compared utilization by organization
and organization type. AMC-anchored provider
organizations had 26.2% more emergency de-

FIGURE 4: Adjusted ED visits, per 100 members, by provider
organization, 2015
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