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|. Executive Summary

The 1999 Wisconsin Act 9 authorized the Department of Health and Family Services
(DHFS)™to operate the Family Care program. DHFS is able to offer long-term care
services utilizing a capitated payment system after applying for both 1915(b) and a
1915(c) waivers and receiving approval for the waivers from the Centers for Medicare
and Medicaid Services (CMS). The two 1915(b) waivers (one for individuals age 60 and
over in Milwaukee County and one for adults in the other four pilot counties), allow
DHES to limit the provision of long-term care services in those counties to individuals
who enroll in a Care Management Organization (CMO) using a “central broker”
(Resource Center). The two 1915(c) waivers (one for individuals with developmental
disabilities and one for individuals with physical disabilities) allows DHFS to provide
home and community based services, in lieu of institutional placement, for individuals
with long-term care needs that would qualify for Medicaid funding in a nursing home.
Through these waivers, the Department is able to pay a pre-paid capitation amount to the
CMOs who are then responsible for providing the services in the Family Care benefit that
are needed by the member. The five Family Care CMOs are Fond du Lac, La Crosse,
Milwaukee, Portage and Richland Counties.

CMS requires that an IA of the Family Care program be conducted and the findings be
submitted as part of the Department’s waiver renewal request. In September 2004, DHFS
contracted with Innovative Resource Group d/b/a APS Healthcare, Inc (APS) to fulfill
this requirement. APS has been working with DHFS, as well as Metastar, the Family
Care External Quality Review Organization (EQRO), to gather data for the IA. The goal
of thel A isto describe the impact the Family Care program has had on long-term
careservicesin Wisconsin in terms of accessto services, quality of servicesand cost
effectiveness during calendar years 2003 and 2004. The current IA separately
addresses Family Care in Milwaukee County and in the rest of the program in order to
meet federal requirements for each of the Family Care waivers. This IA report will
accompany the Department’s application for renewal of the Family Care waivers due to
CMS in fall 2005.

The first IA (IA), completed by APS in September 2003, outlined in detail the existing
structure of the Family Care access and quality protocols. The current independent
assessment builds upon the findings of the initial IA, without duplicating those efforts.
This IA focuses on specific access, quality and cost-restraint issues faced by the local
care management organizations (CMOs), as well as solutions and creative practices used
by the CMOs toﬂaddress these issues. Information was gathered through review of
EQRO findings"; state reporting, and independent data collection and analysis. In June

"' A complete list of acronyms can be found in Appendix A.

? The EQRO quality and access findings are summarized as part of the [A. Complete EQRO reports are
available from the State of Wisconsin Department of Health and Family Services Family Care website at:

http://dhs.wisconsin.gov/familycare/reports/index.htm, or by contacting Metastar, Inc., Madison, W1
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and July 2005, in-depth qualitative data regarding access, quality and cost-restraint issues
and solutions were gathered through interviews with each CMO director and their key
staff. The interviews covered a wide-range of topics regarding CMO operation, as well
as the evolution of Family Care since 2000. These topics included:

* Balancing choice with cost-effectiveness;

* Managed care principles in Family Care;

* Best quality practices among the CMOs;

* Pay-for-performance;

» Cost-restraint philosophies and practices;

* Cost-effectiveness (as it relates to higher quality services and shorter waiting lists
for services);

* Understanding and modeling of the rate setting formula;

* Use of the Resource Allocation Decision (RAD) process (as it relates to quality
and cost-effectiveness); and

» Use of personal outcomes to ensure quality services.

The access and quality discussions are organized based on a final IA workplan
established in conjunction with state Family Care staff. Selected findings are presented
below.

External Quality Review Organization (EQROQO) Access Findings

The EQRO compiled its most recent Family Care quality and access findings in the
“Family Care 2004 Annual Report,” presented to DHFS on July 5, 2005. For access, the
EQRO focused on the LTCFS, which is used to determine functional eligibility for
Family Care, Resource Center (RC) quality site reviews and CMO quality site reviews.

Long-Term Care Functional Screen

In 2004, two inter-rater reliability testing (IRRT) scenarios were used to test
administration of the Long-Term Care Functional Screen (LTCFS). These scenarios
were developed to address the developmentally disabled (DD) and frail elderly (FE)
populations. Family Care screeners completed 180 IRRTSs using the DD scenario and
229 using the frail elderly scenario, up from 323 in 2003. All-agency scores ranged from
84% to 95% across domains, with the eﬁception of health-related services (72%-frail
elderly and 75%-DD) and NAT (37%).

Resource Center Quality Site Reviews

The 2004 resource center site reviews focused on access and eligibility in Family Care.
These topics were chosen as a result of findings from an enrollment study conducted by
DHFS and the external quality review organization (EQRO) in 2003. The Family Care
established guideline for program enrollment is 30 days. The 2003 study found that the
process for almost 75% of consumers took more than 30 days. In Milwaukee County,
over half of the enrollments took more than 60 days. The 2004 RC site review showed
that each RC currently has policies and procedures in place to meet the 30-day timeframe

* It is not clear from the EQRO summary report why NAT is so much lower than the other domains.

APS APSHealthcare 6
X.chlthcarg $pt em ber 2005



Family Care Independent Assessment | . Executive Summary

for enrollment. Each RC has strengthened and/or formalized their relationships with the
local CMOs and Economic Support (ES) units in order to reduce the enrollment time.

CMO Site Reviews

In 2004, the EQRO interviewed CMO administrators, care managers, nurses, providers
and members to learn more about the systems and processes in place that support
consumer rights related to enrollment and disenrollment. Each CMO detailed a
collaborative atmosphere between the interdisciplinary teams (IDTs), RCs and ES units
as the foundation for their enrollment policies and procedures. Communication with the
CMO network developer was also mentioned as a key component of the CMOs’
enrollment procedures, which encourages sharing of information about provider
availability.

Enrollment Issues

The CMOs have been working closely with the Aging and Disability Resource Centers
(ADRC:s or RCs) and the Economic Support (ES) offices to create the most efficient
transfer of member information between the agencies. Some counties have been able to
co-locate these agencies, while others have created tracking procedures to assure that
eligibility records are always up-to-date. Currently, only one CMO still encounters
eligibility and enrollment issues, and this county continues to improve coordination with
the RC and ES offices.

Reasons for Not Enrolling in Family Care

The CMOs pointed out three reasons eligible individuals may choose not to enroll in
Family Care: 1) estate recovery; 2) self-sufficiency; and 3) risk of spousal
impoverishment.

Enrollment Consultants

The IA conducted in 2003 found value in using independent, third-party enrollment
consultants to ensure that potential members and their representatives fully understand
the eligibility requirements and benefits of Family Care. The current IA, specifically the
in-person CMO interviews, provided no evidence that the role of enrollment consultants
has diminished in value or need to be expanded.

Disenrollment Process

The most common reason for disenrollment from Family Care is death. This is true for
the counties that seer]the developmentally and physically disabled, as well as the frail
elderly. Of the 4,936 cumulative Family Care disenrollments through March 31, 2005,
3,502 (71%) have been due to death.™ It does not appear that many members disenroll
voluntarily. Other reasons for disenrollment from Family Care include:

*  Move out of the CMO county;

* Approximately 13,313 people have been enrolled in Family Care at some point since the inception of the
program.

> Quarterly Family Care Activity Report: For the quarter ending March 31, 2005. June 2005. Department
of Health and Family Services, Division of Disability and Elder Services.
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Loss of functional eligibility;
Loss of financial eligibility;
Voluntary disenrollment:
e Choose not to pay a cost share;
e Choose to remain in a nursing home when the CMO does not authorize
that level of care; and
* Incarceration.

Informal Supports

Family Care policies and procedures do not appear to encourage payment for care that is
provided by family members, friends, or other volunteers. Managers of each CMO stated
that the CMO does not discourage payment for these informal caregivers, but each
indicated that they do not promote paying for these services. The CMO managers that
they encourage their IDTs to understand each member’s reliance on informal caregivers
during the assessment process so the CMO can help maintain and strengthen those
supports.

Typically, the CMOs pay for care from family members only when the task(ﬁ‘sley
perform are above and beyond what a typical family member or housemate™would be
expected to perform, or if the additional care creates a hardship for the caregiver.

Provider Networks

Managers of each CMO reported satisfaction with the size and variety of their existing
provider networks. All reported that Family Care has allowed them to recruit new
providers, increase provider competition, and expand their existing provider networks.

The CMOs have also been developing predictive tools to model future Family Care
enrollment within their counties, and in turn, predict future provider needs.

Primary Care Physician Visits

Primary care physician visits are significantly more frequent among members of Family
Care than among members of the non-Family Care comparison group. Visits to primary
care physicians are often used as an indicator of program quality. It is thought that these
visits increase opportunities for prevention and early intervention health care services,
which help to reduce more acute and costly services in the future.

Access Conclusions and Recommendations

The access findings show continued improvement and efficiencies in access to long-term
care services and supports in the Family Care counties. Provider networks have
increased, functional assessments have improved, enrollment has been streamlined and
disenrollment tracking is becoming more detailed. Further, the CMOs continue to look
for ways to improve access to services and supports for Family Care members.

% If a friend provides caregiver services to a Family Care member, but does not live with the member, the
CMO cannot withhold payment if the friend will no longer provide the services for free. In these cases, the
friend becomes a consumer-directed support and is paid accordingly.
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Highlighted below are areas where the CMOs, DHFS and the EQRO could focus their
improvement efforts to further promote access to Family Care.

Improve communication between RC, ES and CMO staffs, where necessary, to
reduce the number of ineligible individuals who receive Family Care services.
(RCs, CMOs and DHFS)

Improve coordination between the LTCFS and the member’s assessments. (DHFS
and CMOs)

Work with the RCs to provide more detailed disenrollment information,
especially for voluntary disenrollments. (DHFS)

Improve outreach to attract individuals before their health or functioning
deteriorates to the point that they can no longer stay in the community. (RCs)
Clarify expectations of RNs for coordination of non-covered services, such as
primary and acute health care. (DHFS and CMOs)

Work with the CMOs to devise alternatives for the care of very high cost
developmentally disabled (DD) cases. (DHFS and CMOs)

Clarify for the CMOs the available options for coordinating behavioral health
services for their members. (DHFS)

External Quality Review Organization (EQRO) Quality Findings

In 2004, the EQRO’s assessment of quality in Family Care focused heavily on member
outcomes. An outcome workgroup was formed to identify system features necessary to
support the IDTs in outcome-based planning. The workgroup also made
recommendations to the CMO directors and DHFS on the content of outcomes training.
The workgroup came to a consensus regarding the use of member outcomes to ensure
quality in the following three areas:

CMO IDTs need more support and skills development to identify personal
outcomes and understand how outcomes and needs/deficits are woven into the
care planning process.

CMOs need more support to clarify the meaning of “choice” for members in FC.
CMOs also need clarity on the distinction between outcomes and the desire for
specific services. Defining choice has been an ongoing struggle for the CMOs
and DHFS. A document defining “choice” in Family Care operations has recently
been completed. A copy of this document can be found in Appendix B.
Member outcome interviews could be more useful to IDTs. This includes
collegial feedback following each interview; identification of supports, if any,
that concern the interviewer and why; and having a clearer understanding of the
interviewer’s decision-making process.

The 2004 site reviews continued to utilize the Appreciative Inquiryﬂprocess to assess the
implementation of quality standards at each RC and CMO. The site reviews covered the
following focus areas:

Prevention and Wellness

" Appreciative Inquiry (A) is a positive approach to discovery that provides for constructive feedback and
creative problem solving.
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* Quality Assurance/Quality Improvement Plan, Program and Coordination
* Enrollee Information, Rights and Protections

* Enrollment and Disenrollment

* Subcontractual Relationships and Delegation

Appeals and Grievances

Based on findings from the EQRO, Family Care members file appeals and grievances for
several reasons related to the following outcomes:

* Preferences of where to reside, including type of facility, or with whom they wish
to live;

» Satisfaction with services including type, frequency and duration of certain
services, as well as the relationship with their care team;

* Ability to participate in the life of the community, including employment and
other options;

* Ability to choose their services, including the frequency and who provides the
services; and

* Feeling of fair treatment, frequently overriding issue for appeals and grievances
are filed.

The EQRO tracks appeals and grievances in the following categories:

* Eligibility-related issues;

* Requested Services issues;
e Service Plan issues;

*  CMO Decisions; and

* General Grievances

The table below provides a summary of grievances and appeals for 2003 and 2004.

Table 1: 2003/2004 Overview Summary: EQRO Investigated Cases

2003/2004 Overview Summary: EQRO Investigated Cases

Concurrent
Review
Eligibility Related (No | 2HFSO | Requested by Total
o Concurrent I nvestigation
EQRO Investigation) : the State on
Review P by the EQRO
Eligibility
Related | ssue
2003 63 28 1 29
2004 35 88 3 91

Program Changes Since the First Independent Assessment

Access Monitoring Activities

The first IA noted that the State had not been monitoring the 30-day enrollment
requirement and it recommended that the EQRO work with the State to develop routine
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reports monitoring access to Family Care on an individual county basis. In 2003, a study
conducted by the State and EQRO found that it took longer than 30 days between the date
the functional eligibility screen was submitted and the date the member was enrolled in
Family Care for almost 75% of all consumers, and over 60 days to enroll 53% of
consumers.

The Family Care program no longer struggles with the enrollment requirement. The
expectation for determination of Medicaid eligibility, which may or may not begin
immediately after the functional screen is administered, is 30 days. With intense DHFS
involvement, one county improved from 0% compliance with Medicaid requirements for
eligibility determinations/enrollment timeliness to 100% by May 2005.

Increase Provider Networks

The first IA noted that information gathered through site visits and meetings with the
CMO directors and DHFS revealed an increase in the number of providers in the Family
Care counties. The increase in providers within the Family Care counties was viewed as
an indicator of increased choice and encouraged by the State.

The current IA has also found an increase in the number of providers available to Family
Care members in the five CMO counties. More importantly, the CMOs have developed
much better methods to predict their enrollment trends and the needs of new enrollees.
These methods have helped the CMOs proactively manage their provider networks and
develop new capacity to meet future needs.

Disenrollments

The first IA recommended development of a routine disenrollment survey to assess
patterns that may occur for subgroups within the program. Though neither the State nor
the CMOs have developed a disenrollment survey, the EQRO has focused more of its
attention on analyzing disenrollments. Currently CMOs are better at recording the
reasons for disenrollment, specifically voluntary disenrollment, with assistance from the
RCs.

Grievances and Appeals

The first IA implied that Family Care grievance and appeal data did not fully reflect the
total amount of complaints. The EQRO now receives all grievances and appeals from
each CMO where the decision was adverse to the member, whether the complaint was
filed with the CMO, DHFS or the Division of Hearing and Appeals. The EQRO is also
revising the grievance and appeals database, that by 2006 the CMOs will be able to post
their grievances and appeals directly to the EQRO web-based database.

Pay-for-Performance

A new cost-saving measure currentlyﬂlnder development between the State and the
CMOs is pay-for-performance (PFP)™ In an attempt to restrain costs, the State and
CMOs determined that initial PFP efforts should focus on diabetes management. Family

¥ Pay-for-performance (PFP) is an incentive program intended to improve service delivery and achievement
of participant outcomes, while also reducing costs. Achievement of the performance standards are
generally rewarded in some way, while failure to achieve the standards can result in reduced payments.
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Care participants have a higher rate of diabetes diagnoses than the general Medicaid
population and diabetes-related complications can require costly services. The State is in
the process of defining the diabetes measures that will be used to gauge performance
within each CMO.

The CMOs are concerned about finding the necessary resources to properly develop a
PFP system in 2006, but have committed themselves to working with the State to develop
the initial diabetes measures.

Overall Program Issues

During the detailed in-person interviews with each CMO manager and their
administrative staff, several issues surfaced that have been ongoing challenges for the
counties and for the State. The following discussion summarizes many of the unresolved
issues facing Family Care as expressed by the CMOs during the in-person interviews.

Capitated Rate
Each CMO feels that they have at least a basic understanding of the current capitated rate

setting methodology; however, there is continued confusion over how to accurately
predict future rates for budgeting purposes. The State hopes to work with the DHFS
actuary, Price Waterhouse Coopers (PWC), to develop a method for the CMOs to
estimate upcoming rates. State staff have recently worked with the CMOs to help extract
rate-specific information from the functional screen reports.

Choice

Defining choice and establishing service provision guidelines have been a struggle for
both CMO and state staff since the inception of Family Care. After extensive work
among state staff and several detailed discussions with the CMO management teams, the
State drafted “Choice in Family Care” (Please see Appendix B). This document clearly
describes the state’s position on choice in Family Care, without identifying specific
services or situations where choice should be restricted. More importantly, this document
makes it clear that limiting choice is a viable option within Family Care and that the
CMOs have the discretion to limit or substitute services within the benefit package if
there are more cost-effective alternatives.

Contract Language

Ambiguity in the Family Care contract language has made it difficult for CMO
management to assure compliance with the contract. To address these concerns, CMO
and state staff have meticulously reviewed the Family Care contract and highlighted areas
of concern. CMO and state staff worked collaboratively to re-work several sections of
the contract, a process which is ongoing and will continue until the entire contract has
been reviewed and modified.

Managed Care
There is some concern among CMO management that Family Care lacks some of the

cost-restraint tools available to private managed care programs. Most notably, as an
entitlement program, CMO managers have no control over the population entering the
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)

program®. In addition, the CMOs do not control primary and acute medical care and
therefore can only exert limited influence on utilization of these services. State staff are
aware of these concerns and have discussed the existing risk-based managed care model
with the CMO directors.

Member Outcome Interviews

Family Care utilizes the Council on Quality and Leadership member outcome tool to
assess members’ progress toward meeting their lifestyle, functional, health and safety
goals. Some CMOs find the interview process slightly intrusive, particularly in cases
where members have been selected multiple times to be interviewed. Others feel that the
results of the interviews are not helpful in administering Family Care. Other CMOs find
value in the objectivity offered by independent interviewers. The most common
observation regarding the member outcomes is that it takes far too long to receive the
results and the results are not detailed enough to be effective as a program management
tool. Family Care is not using the Council’s member outcome tool in 2006, but is
working on developing an alternative method to measure member progress toward
meeting their goals. The intent is to share pertinent results with the CMOs.

Best Practices

The CMQs would like more assistance from the State to aggregate and share best
practices among the Family Care counties. Although the CMOs have excellent working
relationships and communicate regularly, the State is in a central position to collect and
disseminate best practices more efficiently than the CMOs.

Quality Conclusions and Recommendations

Overall, the IA findings suggest that Family Care continues to improve the quality of
long-term care services in its counties. Waiting lists for services have been eliminated
for over three years, achievement of member outcomes remains high, and each CMO has
continued to improve its cost-effectiveness through improving efficiencies and
implementing innovative cost-saving measure. The CMOs, with assistance from DHFS
and the EQRO, continue to look for areas in need of further quality improvement. The
following list highlights some of these areas.

* Provide more support for clarification to members what “choice” means in Family
Care, as well as the distinction between outcomes and desires for specific
services. (CMOs)

* Provide care manager training that focuses on person-centeredness and cost
management. (CMOs and DHFS)

* Establish monthly meetings where care managers can openly discuss their
existing cases and discuss options for new cases. (CMOs)

? Case-mix is controlled for in the rate-setting formula; however, CMO staff were still concerned about its
impact on their ability to control costs.

% Several examples of best practices are highlighted throughout this document, particularly as part of the
cost-restraint section.
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* Review in detail the cost share recovery guidelines, underlying logic and federal
requirement. (DHFS)

* Continue to address the CMOs’ concerns regarding specificity in the Family Care
contract language. (DHFS)

*  Work with the CMOs to develop a joint outcome-type tool for assessing member
progress towards their individual long-term care goals. (DHFS)

* Revisit the rate setting methodology with each CMO and develop a data set or
predictive tool that can be used to predict future capitated rates. (DHFS)

* Develop an approach for sharing best practices among the CMOs. 1t is
recommended that the Sate assume the lead in this area, as all CMOs report to
state staff. (DHFS and CMOs)

Cost-Effectiveness Executive Summary

The analyses of cost-effectiveness were performed by comparing the utilization and costs
for Medicaid funded services for Family Care members and a matched comparison group
of similar individuals who received Medicaid funded services outside Family Care.
Considerable time was invested in the development of a statistically valid, risk-adjusted
comparison group. In order to make the best possible comparison between Family Care
members and comparison group individuals and account for any pre-existing differences,
outcomes have been controlled for to enable the findings to identify and determine to
what extent, differences between the two groups exist. Twelve individual-level control
variables were used to ensure any remaining differences between the comparison group
and Family Care study samples were thoroughly accounted for and accounted. These
variables include illness burden, last year of life, and geographic type, among others.

The analyses of Family Care’s effects on costs looked at different sub-groups in the
Family Care population. These include:
. All Milwaukee County members (frail elders)
All non-Milwaukee County members (including frail elders, adults with physical
disabilities, and adults with developmental disabilities). Within this group, the
analysis also looks at each target group separately:
0 Non-Milwaukee members who are frail elders
0 Non-Milwaukee members who have developmental disabilities
0 Non-Milwaukee members who have physical disabilities

In addition, within each of the larger groups noted above, the analysis examined at
members who had previous experience with a Medicaid waiver program before enrolling
in Family Care, and those who had no previous experience with a waiver program before
Family Care enrollment.

In order to effectively determine whether and to what extent Wisconsin Family Care is
cost-effective, a set of four overarching questions were developed in conjunction with
DHEFS staff.
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1. What is the impact of Family Care on 2003-2004 Total Medicaid costs for
its members?

Two methodological approaches were utilized to answer the question: a two-level
multilevel model and a path analysis.

The multilevel analysis indicates that average individual monthly Medicaid costs for
Family Care members in the four non-Milwaukee CMOs and each of the three target
groups, and frail elders in the Milwaukee County CMO were lower than those for each
matched comparison group. Specifically, average individual monthly Medicaid costs for
members of the four non-Milwaukee FC counties were $452 lower than the comparison
group and for frail elderly members of the Milwaukee County CMO were $55 lower than
those for the comparison group over the two-year period of analysis.

The path analysis revealed that Family Care produces Medicaid savings both directly by
controlling service costs and indirectly by favorably affecting Family Care members’
health and abilities to function so that they have less need for services. This finding is an
imE.l_:'ovement from the path analysis conducted as part of the 2000-2002 Family Care

IA™ The previous report noted that while Family Care’s program effects indirectly
improve health care and health outcomes, the savings were not sufficient to fully offset a
direct increase in costs. The current analysis of Family Care reveals that participation in
the Family Care program does, in fact, reduce health related costs both directly and
indirectly.

2. What are the differences between Family Care and the comparison
group in terms of total long-term care costs at the beginning and at the
end of the study period?

This analysis looked at long-term care costs — that is, costs for those services included in
the Family Care benefit package. We compared costs at the beginning (the “baseline”)
and at the end of the study period and examined the rate of change over that period. The
analysis considers both individual and group changes that occur over the study period.
For many Family Care members in the study (67.1 percent), their costs before the study
period were already impacted because of prior Family Care enrollment.

For all but one of the Family Care groups, average individual monthly long-term care
costs were lower than those of the matched comparison group, both at baseline and at the
end of the study period.

Specifically, applying a multilevel rate-of-change analysis to total long-term care costs
revealed that average Family Care individual monthly costs were significantly less than
those of the comparison group at both baseline and the end of the study period. Family

' See APS Healthcare, Inc., Family Care Independent Assessment: An Evaluation of Access, Quality
and Cost Effectiveness for Calendar Year 2002. September 2003. pp. 87-88. DHFS website:

https://www.dhs.wisconsin.gov/familycare/reports/ia.pdf
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Care groups for which costs were significantly lower than those of their comparison
group include (expressed as average individual monthly costs):
. non-Milwaukee members, as a group (-$517);
non-Milwaukee frail elder members (-$722);
non-Milwaukee members with physical disabilities (-$503); and,
Milwaukee County frail elder members (-$565).

Each of these findings substantiated what was found in the 2003 Family Care 1A, with the
exception of the Milwaukee County CMO. At that time, this group of frail elders was not
significantly different from the comparison group. This is a notable improvement from
analyses that covered calendar years 2000-2002.

The only Family Care group for which average individual monthly costs did not differ
significantly from those for the comparison group were individuals with developmental
disabilities in the non-Milwaukee CMO counties. This was true in their rate-of-change
over the study period and in average individual monthly costs at the end of the study
period.

3. Where did Family Care members significantly differ from the
comparison group on selected long-term care and primary and acute
costs and utilization that contribute to cost-savings?

Family Care is meeting its programmatic objective of moving members out of
institutional settings and reintegrating them into the community as seen through nursing
home and community-based residential facilities (CBRF) costs.

Nursing home costs were significantly less for all Family Care groups and subgroups
relative to the comparison group, with the exception of those individuals in the
Milwaukee County CMO without waiver participation before Family Care. In all cases
where groups were significantly different from the comparison group, the differences had
increased substantially by the end of the study period. For example, in the non-
Milwaukee CMO counties, the baseline average individual monthly cost difference
between this group and the comparison group was $1,803. This difference increased to
$1,967 by the end of the study. This finding reinforces that of the path analysis, which
found that Family Care reduced reliance on institutional care. ( See Table 15)

CBREF costs among the non-Milwaukee counties remained lower than the comparison
group both at baseline and at the end of the study. Although costs were rising at a faster
rate for members in CBRFs, their actual average individual monthly costs continue to be
less than their comparison group counterparts. (See Table 16)

Cost effectsfor home health care, personal care, and supportive home care are
interrelated and need to be considered together. For Family Care study groups outside
Milwaukee County, home health care costs during the study period increased at a rate
slower than those of their control group counterparts. For personal care costs, average
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individual monthly costs in the non-Milwaukee CMO counties were lower than those in
the matched comparison group. Specifically, the four non-Milwaukee CMO counties
were $296 less than those for the comparison group; personal-care costs for individuals
with developmental disabilities were $770 less; and personal-care costs for individuals
with waiver experience before Family Care enrollment were $262 less.

Average individual monthly supportive home care costs in the non-Milwaukee CMO
counties for members with no waiver experience before Family Care enrollment were
$92 lower than those for the comparison group at baseline and $624 less at the end of the
study. (See Table 19)

During the study period, the Milwaukee County frail elder members’ home health care
costs increase 393 percent. Aside from this generally being a large increase over the
study period, it remained the only increase over the study period among the various
Family Care study groups in home health care costs. The initial average individual
monthly cost difference for personal care services among Milwaukee County frail elder
members relative to the comparison group rose from $62 at baseline to $416 by the end
of the study. (See Table 17)

Outpatient hospital costs for Family Care members in the Milwaukee County elderly
and non-Milwaukee County developmentally disability groups declined over the study
period so that these Family Care groups ended the study with lower average individual
monthly outpatient hospital costs ($10 and $17) than the comparison groups ($12 and
$29). (See Table 25)

I npatient hospital costs significantly decreased for the elderly in both the non-
Milwaukee CMO counties and the Milwaukee County CMO. At baseline, these two
study groups exceeded the comparison group by $5 and $98, respectively, in average
individual monthly inpatient hospital costs, but significantly decreased over the study
period and were $65 and $18 less than the comparison group by the end of the study.
Inpatient hospital costs and utilization significantly decreased over the study period for
the individuals in the non-Milwaukee CMO and by the end of the study were $59 less in
average monthly inpatient hospital costs than the comparison group. (See Table 23)

4. Where did Family Care members significantly differ from the
comparison group on selected long-term care and primary and acute
costs and utilization that hinder cost-savings?

With the exception of the non-Milwaukee CMO counties as a whole, all other Family
Care sub-groups who significantly differed from the comparison group on CBRF costs,
began and ended the study time frame with higher average monthly costs for this service.
Most notable among these groups are the non-Milwaukee CMO frail elderly, Milwaukee
County CMO frail elders, and the non-Milwaukee CMO individuals with developmental
disabilities whose monthly average individual costs were $383, $462, and $602 higher
than their comparison group counterparts for this service. (See Table 16) When

APS APSHealthcare 17
X.chlthcarg $pt em ber 2005



Family Care Independent Assessment | . Executive Summary

examining average individual monthly costs, the analyses for CBRF costs identify this
service as the least cost-effective among all services analyzed. However, given that
Family Care is designed to support members in choosing where they live, and when
residing in their own home is not an option, many members choose other residential
settings such as CBRFs, the rising costs for this service is not necessarily a negative
outcome.

All groups with significantly higher prescription drug costs than those of the comparison
group were from the non-Milwaukee CMO counties. These groups ended the study
period with higher average individual monthly costs: all four non-Milwaukee CMO
counties (+$31), the non-Milwaukee CMO frail elderly (+$4), individuals with
development disabilities (+$169), and individuals from these counties who had no waiver
experience before enrolling in Family Care (+$44). (See Table 28) However, among all
the groups that significantly differed from the comparison group, utilization rates for all
but the individuals with developmental disabilities in the non-Milwaukee CMO counties
experienced significantly lower utilization rates by the end of the study.

Supportive home care costs in the four non-Milwaukee CMO counties are significantly
greater than the comparison group. This may be attributed to the triangulation among the
three home care services (with similar types of services among the three varying in cost),
although it is still significantly higher in these four counties on an individual monthly
average basis. The four CMO counties viewed collectively cost +$313 more on average
each month per individual by the end of the study period, as well the physically disabled
(+$38), and individuals with prior waiver experience before enrolling in Family Care
(+$69). (See Table 19)

Physician office visits in the non-Milwaukee County CMO members with physical
disabilities and Milwaukee CMO individuals with waiver experience were costing
significantly more than the comparison group at the beginning of the study. Milwaukee
CMO frail elderly cost $11 more on average each month per individual, while those
individuals with prior waiver experience were costing $37 PMPM more than the
comparison group. (See Table 27)

Cost-Restraint Management Practices

The CMOs have adopted and employed a number of management practices to improve
the efficiency of their service delivery and restrain costs. Some of these are described in
this report, and they include:

Administrative and Managerial Cost-Restraint Measures

» Hiring a purchasing agent to purchase all durable medical equipment;

* Moving all business decisions and functions to business or financial staff and moving
all administrative responsibilities to administrative staff so care workers can maintain
focus on quality managed care; and

* Developing new information technology systems that eliminate duplicate billings,
assure appropriate eligibility, and streamline access to member records.
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Service Coordination and Planning Cost-Restraint Measures

* Reinforcing with all staff the appropriate use of the RAD;

* Training care managers on negotiating the most cost-effective service plan with
members and their families;

* Emphasizing managed care principles with all staff;

* Discussing managed care principles with members and their families;

» Establishing preferred-provider arrangements;

* Undertaking different forms of utilization review, including standing committees
where care managers can brainstorm collaboratively to find the most cost-effective
solutions for each individual service plan (ISP);

* Maximizing Medicare and other payer coverage;

o Utilizing less costly residential arrangements, if appropriate, and maximizing the use
of volunteers;

* Instituting sub-capitation arrangements with some providers;

* Capping expenses on some services, such as CBRFs; and

» Establishing guidelines and specific rates for CBRFs to eliminate paying different
rates for each member within a CBRF.
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[l. Introduction

The 1999 Wisconsin Act 9 authorized the Department of Health and Family Services
(DHFS) to operate the Family Care program. DHFS is able to offer long-term care
services utilizing a capitated payment system after applying for both 1915(b) and a
1915(c) waivers and receiving approval for the waivers from the Center for Medicare and
Medicaid Services (CMS). The two 1915(b) waivers (one for individuals age 60 and
over in Milwaukee County and one for adults in the other four pilot counties), which
allow DHFS to limit the provision of long-term care services in those counties to
individuals who enroll in a Care Management Organization (CMO) using a “central
broker” (Resource Center). The two 1915(c) waivers (one for individuals with
developmental disabilities and one for individuals with physical disabilities) allows
DHES to provide home and community based services, in lieu of institutional placement,
for individuals with long-term care needs that would qualify for Medicaid funding in a
nursing home. Through these waivers, the Department is able to pay a pre-paid
capitation amount to the CMOs who are then responsible for providing the services in the
Family Care benefit that are needed by the member. The five Family Care CMOs are
Fond du Lac, La Crosse, Milwaukee, Portage and Richland Counties.

CMS requires that an IA of the Family Care program be conducted and the findings be
submitted as part of the Department’s waiver renewal request. In September 2004, DHFS
contracted with Innovative Resource Group d/b/a APS Healthcare, Inc (APS) to fulfill
this requirement. APS has been working with DHFS, as well as Metastar, the Family
Care External Quality Review Organization (EQRO), to gather data for the IA. The goal
of thel A isto describe the impact the Family Care program has had on long-term
careservicesin Wisconsin in terms of accessto services, quality of servicesand cost
effectiveness during calendar years 2003 and 2004. This IA report will accompany the
Department’s application for renewal of the Family Care waivers due to CMS in fall
2005.

In Fond du Lac, Portage, La Crosse and Milwaukee counties, CMO implementation of
Family Care was completed during CY 2000. Richland began operations of its CMO in
January 2001. Therefore, while CMOs began operating as early as February 2000, the
prog%jn was not receiving federal funding under the federal waivers until January 1,
2002™ The pilot counties received start-up funding from various sources to plan,
develop, and implement the Resource Centers (RCs) and Care Management
Organizations (CMOs).

The current IA separately addresses Family Care in Milwaukee County and in the rest of
the program in order to meet federal requirements for each of the Family Care waivers.

12 See Lewin Group Family Care Implementation Process Evaluation Reports I, IT and III (November 2000,
2001, and December 2002) for specific start-up funding tables.
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lll. Access and Quality

This initial IA outlined the existing structure of the Family Care access and quality
protocols. For example, the IA discussed the development and utilization of the Long-
Term Care Functional Screen (LTCFS) used to determine Family Care eligibility and the
activities of the EQRO. The EQRO review included assessments of complaint and
grievance reporting and provider network monitoring, among other activities.

The current independent assessment builds upon the findings of the initial IA. It focuses
on specific access, quality and cost-restraint issues faced by the local CMOs, as well as
solutions and creative practices used by the CMQs to address these issues. Information
was gathered through review of EQRO findings™; state reporting, and independent data
collection and analysis. In June and July of 2005, in-depth qualitative data regarding
access, quality and cost-restraint issues and solutions were gathered through interviews
with each CMO director and their key staff. The interviews covered a wide range of
topics regarding CMO operation, as well as the evolution of Family Care since 2000.
These topics included:

* Balancing choice with cost-effectiveness;

* Managed care principles in Family Care;

* Best quality practices among the CMOs;

» Pay-for-performance;

» Cost-restraint philosophies and practices;

* Cost-effectiveness as it relates to higher quality services and shorter waiting lists
for services;

* Understanding and modeling of the rate setting formula;

* Use of the Resource Allocation Decision (RAD) process as it relates to quality
and cost-effectiveness; and

* Use of personal outcomes to ensure quality services.

These topics, among others, are discussed in detail below. The access and quality
discussions are organized based on a final IA workplan established in conjunction with
state Family Care staff. The final workplan was intended to address specific questions
raised by state staff following the initial IA, as well as touch on more general access and
quality concerns. Cost-restraint prtc_.ltices, as they relate to access and quality, are
addressed in this section of the [A.

13 The EQRO quality and access findings are summarized as part of the IA. Complete EQRO reports are

available from the State of Wisconsin Department of Health and Family Services Family Care website at:
http://dhs.wisconsin.gov/familycare/reports/index.htm, or by contacting Metastar, Inc., Madison, W1.

' Cost-restraint issues and practices are also discussed in the cost-effectiveness section of this report.
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Access

A. External Quality Review Organization (EQRO) Access Findings

The EQRO compiled its most recent Family Care quality and access findings in the
“Family Care 2004 Annual Report,” presented to DHFS on July 5, 2005. This report
details the EQRO’s findings regarding several aspects of Family Care, including access
and quality issues between 2003 and 2004. For access, the EQRO focused on the
LTCFS, which is used to determine functional eligibility for Family Care, Resource
Center (RC) quality site reviews and CMO quality site reviews.

Long-Term Care Functional Screen

In 2004, Family Care RC and CMOs completed 4,322 initial screens, 8,655
recertification screens, and 1,518 change-of-condition screens. All initial screens are
administered by the RCs, while the recertification and change-of-condition screens are
completed by the CMOs in three of the five Family Care counties.

Assuring the reliability of the screens requires several steps. First, all screeners must
meet a minimum level of education and years of professional experience working with
Family Care target group populations. Second, each screener must pass a web-based
training course before they administer their first screen. Third, each screening agency is
required to develop LTCFS policies and procedures which are reviewed annually by
DHEFS and the EQRO. Last, since 2002 DHFS has required that inter-rater reliability
testing (IRRT) for all screeners to be administered by the EQRO.

The IRRT requires that screeners review a “scenario” containing details about a fictional
individual with disabilities and answer screening questions about that person. In 2004,
two IRRT scenarios were used, one each for the frail elderly and developmentally
disabled target groups. The scenario for the DD population covered nine screen domains:
ADLs, IADLs, overnight care, employment items, health-related services,
communication and cognition, behavior/mental health, risk, and no active treatment
(NAT). The frail elderly scenario included ADLs, IADLs, Overnight Care, Health-
Related Services, Communication and Cognition, and Behaviors/Mental Health. Any
screener scoring below 70% in any of these domains is required to receive special
training and mentoring provided by the CMO.

Family Care screeners completed 180 IRRTs using the DD scenario and 229 using the
frail elderly scenario, up from 323 in 2003. All-agency scores ranged from 84% to 95%
across domains, with Ef exception of health-related services (72%-frail elderly and 75%-
DD) and NAT (37%).~ The tables on the following page provide detailed IRRT results.

31t is not clear from the EQRO summary report why NAT is so much lower than the other domains.
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Table2: All Agency Screenersfor Developmental Disability

ALL AGENCY SCREENERS
Screener Reliability Testing Data for 2004

Agreement Report for all screening agencies with screenerstaking the Developmental Disability scenario

Number of screeners: 180
Number of Screening Agencies. 15

Domain Agreement rgtefor all
agencies
1. Activities of Daily Living (ADL) 93.3%
2. Independent Activities of Daily Living (IADL) 95.4%
3. Overnight Care 91.8%
4. Employment Items 92.5%
5. Health-Related Services 75.2%
6. Communication and Cognition 88.5%
7. Behaviors/Mental Health 93.2%
8. Risk 94.2%
Domains 1 - 8 91.6%
9. No Active Treatment (NAT) 36.5%

Table 3. All Agency Screenersfor Frail Elderly

ALL AGENCY SCREENERS
Screener Reliability Testing Data for 2004

Agreement Report for all screening agencies with screenerstaking the Frail Elder scenario

Number of screeners. 229
Number of Screening Agencies. 30

Domai Agreement ratefor all
omain .
agencies

1. Activities of Daily Living (ADL) 89.8%

2. Independent Activities of Daily Living (IADL) 91.4%

3. Overnight Care 87.0%

4. Health-Related Services 71.8%

5. Communication and Cognition 87.6%

6. Behaviors/Mental Health 95.0%
Domains 1 - 6 89.1%

The IRRT results are shared with each CMO; however, there has been some difficulty
sharing the information in a timely manner. In 2004, the EQRO developed an online data
entry system to speed up the feedback cycle to the CMOs, but feedback time was still
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lagging. The EQRO is currently revising the data entry system for 2005 to further reduce
the time between data entry and sharing results with each CMO.

In 2003, the EQRO recommended an additional LTCFS reliability study be conducted
during the member-centered assessment and plan (MCAP) reviews to look at
discrepancies between the LTCFS results and the CMOs’ comprehensive assessments.
This study found that 47% of the records reviewed had discrepancies. Resource Center
and CMO staff were asked to discuss the discrepancies and improve consistency between
the screens and the assessments.

The 2004 site visits reviewed the progress that the RCs had made in reducing
discrepancies between the screens and the CMOs’ assessments. These activities included
having screeners write extensive notes at the end of each screen section to provide more
detailed information to the CMO staff regarding the consumer’s conditions and
developing efficient methods for verifying diagnoses and confirming health-related
services. The EQRO found that at least one RC’s processes for completing a screen did
not include a step to verify diagnoses and health-related services, which is a requirement
of their contract with DHFS.

Resource Center Quality Site Reviews

The 2004 resource center site reviews focused on access and eligibility in Family Care.
These topics were chosen as a result of findings from an enrollment study conducted by
DHEFS and the EQRO in 2003. The Family Care-established guideline for program
enrollment is 30 days. The 2003 study found that the process for almost 75% of
consumers took more than 30 days. In Milwaukee County, over half of the enrollments
took more than 60 days.

The 2004 RC site review showed that each RC currently has policies and procedures in
place to meet the 30-day timeframe for enrollment. Each RC has strengthened and/or
formalized their relationships with the local CMOs and Economic Support (ES) units in
order to reduce the enrollment time. However in one RC, staff were found to be selecting
enrollment dates that were convenient for the system, rather than for the consumer. Soon
after the site visit, a new policy was put into effect to assure that RC staff support
consumers in making informed choices, including choosing their enrollment dates.

The 2004 site review also gathered information on each resource center’s process for
handling CMO disenrollments, especially voluntary disenrollments. CMO members who
express a desire to disenroll are referred to the local resource center for disenrollment
counseling, which provides them an opportunity to receive options counseling and
assistance with planning continuity of services. A 2003 DHFS study showed that
disenrollment reporting was not consistent and that reasons for disenrollment were not
consistently explored with the consumers. This study determined that the RCs may be
able to provide more information on disenrollments, as they are the primary agencies
responsible for disenrollment consultations.
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The EQRO documented basic RC disenrollment policies and procedures. Policies
include logging every disenrollment and the steps involved in each; assigning specific
staff to complete all necessary disenrollment documentation and provide options
counseling; and adding disenrollment categories such as “concerns about cost share.”

CMO Site Reviews

In 2004, the EQRO interviewed CMO administrators, care managers, nurses, providers
and members to learn more about the systems and processes in place that support
consumer rights related to enrollment and disenrollment. Each CMO detailed a
collaborative atmosphere between the interdisciplinary teams (IDTs), RCs and ES units
as the foundation for their enrollment policies and procedures. Some CMOs also provide
services to members that closely resemble options counseling, which is the responsibility
of the RCs. Communication with the CMO network developer was also mentioned as a
key component of the CMOs’ enrollment procedures, which encourages sharing of
information about provider availability.

B. Enrollment Issues

Communication between the CMOs and RCs is strong; however, breakdowns in
communication do occur. These breakdowns have contributed to ineligible individuals
receiving services that are not reimbursable by Wisconsin Medicaid. These
uncompensated costs placed a significant financial burden on some of the CMOs during
the first five years of Family Care and continue to negatively affect at least one CMO.
Stronger communication between the RC, ES and CMO staff will help reduce the number
of ineligible individuals that receive services.

Currently, three of the five CMOs have been able to leverage their proximity to their
RCs, in these cases the RC and CMO are located in the same building, to streamline the
eligibility and recertification process and reduce the time between a recertification of
eligibility and notification to the CMO. One CMO now has a dedicated ES worker on
location which eliminates any communications lag between economic support and the
CMO. Relocating the CMO, RC and/or ES offices is not possible in the remaining
counties and alternative processes have been put into place to address any lag between
eligibility determinations and notifications to the CMO. These activities include
electronic “flags” that notify care managers that their clients are nearing a recertification
or paper processes that track enrollment and recertifications between the ES units, the
RCs and the CMO.

One CMO’s staft suggested that linking their internal information system with the state-
operated Client Assistance for Re-employment and Economic Support (CARES)
eligibility system would significantly reduce the chances of ineligible individuals
receiving services. However, linking these systems may overly burden the ES staff and
put additional stress on an already complex CARES system. There was also concern
among state staff that linking the eligibility determination process directly with the

'® CARES is an electronic system used by local ES staff to determine Medicaid eligibility. If the RC finds
an individual functionally eligible for Family Care through the use of the LTCFS, the individual’s
eligibility information must then be entered into the CARES system.
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CMO’s operations risked creating a potential conflict of interest. This level of
sophistication is not necessarily required in the smaller Family Care counties, but may be
a practical approach to dealing with much larger member populations if it can be done
without burdening the ES workers and without any conflicts of interest.

Reasonsfor Not Enrolling in Family Care

Occasionally, when individuals receive a long-term care functional screen and are found
eligible for Family Care, they choose not to enroll in the program. Some of the more
commonly cited reasons to not enroll are: estate recovery; reluctance to accept public aid;
or concern about spousal impoverishment.

The Wisconsin Medical Assistance (MA) Estate Recovery Plan (ERP) seeks repayment
of certain home health and long-term care MA benefits provided to members. Recovery
is made from the estates of recipients and, in limited situations, from liens placed on
homes. CMO staff believe that the possibility of estate recovery is enough to dissuade
eligible individuals from enrolling in Family Care, particularly if they feel that they can
maintain their current living situation.

Other eligible individuals may choose not to enroll because they are averse to receiving
public assistance. Based on discussions with CMO staff, this appears to be particularly
important to many elderly applicants. A strong sense of pride and self-sufficiency
appears to dissuade many eligible elderly from enrolling in Family Care until they can no
longer maintain their current living situation. One CMO staff noted that some individuals
apply to Family Care in order to prepare for future long-term care needs and find it
comforting to know they are eligible, even if they do not currently access the benefits.

Lastly, individuals who are functionally eligible may not be financially eligible for
Medicaid (Family Care) due to their income or the value of their assets. Spousal
impoverishment occurs when an individual applies for Wisconsin Medicaid and they
must spend-down their combined spousal assets in order to achieve financial eligibility.
The amount of total combined assets at the first time of institutionalization determines the
amount of assets the cpuple may keep. For example, if you have assets of $100,000 or
less, the “community’”~ spouse can keep $50,000 and the institutionalized spouse can
keep $2,000.~ Depending on the couple’s total assets, the community spouse may have
to reduce his/her assets significantly. Applicants may seek other alternatives to Family
Care enrollment due to spousal impoverishment or they may postpone enrollment while
they consider their financial options.

' The state refers to the person in the nursing home or the community waiver program as the
“Institutionalized” spouse while the other spouse is referred to as the “community” spouse. In cases where
both spouses require nursing home or community waiver program enrollment each spouse is treated as both
an “institutionalized” and a “community” spouse for determining program eligibility for each other.

'® Wisconsin Medicaid Fact Sheet: Spousal Impoverishment.
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C. Enrollment Consultants

The independent assessment conducted in 2003 found value in using independent, third-
party enrollment consultants to ensure that potential members and their representatives
fully understand the eligibility requirements and benefits of Family Care. The enrollment
consultants explain the intricacies of the program and review all other long-term care
options available to potential members. The current independent assessment, specifically
the in-person CMO interviews, supports the 2003 conclusion.

D. Disenrollment Process

Each CMO tracks disenrollments across target groups and by reason for disenrollment.]zl
The most common reason for disenrollment from Family Care is death. This is true for
the counties that servﬁhe developmentally and physically disabled, as well as the frail
elderly. Of the 4,936 cumulative Fﬁﬂqily Care disenrollments through March 31, 2005,
3,502 (71%) have been due to death.*- Other reasons for disenrollment from Family Care
include:

*  Move out of the CMO county;
* Loss of functional eligibility;
* Loss of financial eligibility;
* Voluntary disenrollment:
* Choose not to pay a cost share;
e Choose to remain in a nursing home when the CMO does not authorize
that level of care; and
* Incarceration.

Although each CMO tracks their disenrollments, little has been done to investigate
voluntary disenrollments (1,140)* The disenrollment process is mainly the
responsibility of the RC, so few CMO resources have been devoted to examining or
improving the process. As other quality issues are addressed, the CMOs may focus more
on the disenrollment process, specifically why members voluntarily disenroll.

E. Informal Supports

Informal supports are unpaid services provided by family and friends that reduce the need
for formal, paid supports. Informal supports can be beneficial for both the member and
the CMO. In addition to minimizing the CMO’s costs, members often prefer support
from family and friends, particularly for personal supportive home care or home health
care services. At the same time, friends and family are often unable to provide care, if
they are not paid to do so. Medicaid allows for family members, other than spouses and
parents of minors with disabilities, to receive payment for the caregiver services they
provide.

" Tracking enrollment and disenrollment is generally the responsibility of the RCs. In some instances, a
CMO may track disenrollments in conjunction with RC staff.

%% Approximately 13,313 people have been enrolled in Family Care at some point since the inception of the
program.

*! Quarterly Family Care Activity Report: For the quarter ending March 31, 2005. June 2005.
Department of Health and Family Services, Division of Disability and Elder Services.

2 Cumulative voluntary disenrollments for all CMOs through March 31, 2005.
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State staff were interested in examining the effect of Family Care on informal supports.
In the formal interviews, CMO staff suggested that the introduction of Family Care has
increased awareness among family and friends that they can be paid for providing some
services to members. However, they did not think that Family Care, particularly any
specific state or local policies, is deliberately encouraging a transition to paid supports.
Rather, the CMO staffs felt that any perceived increase in paid supports among formerly
unpaid supports is a matter of greater awareness among family and friends that they can
be paid to provide these services.

CMO staff believe that the greater awareness regarding payment of family and friends
who provide services occurs both informally in the community and formally through
interaction with the RCs. CMO staff mentioned that during the introduction to Family
Care provided by the RC, the list of available services can appear like a “shopping list” to
many consumers. While RC staff do not appear to be promoting paying for informal
supports, CMO staff believe that the RC staff are, in most cases, discussing the option.
Receiving both informal and formal information regarding paying family and friends may
be encouraging more caregivers to seek payment for services they are now providing for
free.

The CMO staffs were clear that they do not actively seek to replace unpaid supports with
paid family/friend supports, but they do not discourage paying family and friends if such
a change would benefit the member and is allowable within the rules of Family Care. A
typical guideline used by the CMOs to determine whether informal supports should be
paid looks at the amount of care provided by the caregiver that could be reasopably
assumed to be above and beyond what a typical family member or housemateould be
expected to provide, or if the additional care places a hardship on the caregiver.

CMO staff indicated that they encourage their inter-disciplinary teams (IDTs) to
understand each member’s reliance on informal supports during the assessment process
so that the CMO can help strengthen these supports. The IDTs may provide services
such as respite to help reduce stress among the members’ family/friends. One CMO has
an additional program called “Caring for Caregivers” that helps caregivers understand
“burn out” and provides an opportunity to network and share experiences and concerns
with one another.

The CMOs pointed to one additional factor that may be contributing to an increase in
paid supports. Individuals in the community are generally not seeking enrollment in
Family Care until they or their families have reached the point where they cannot
continue their current living situation without assistance. In many cases, the only way to
maintain the individual’s current living situation is to pay their informal supports, which
allows the family member or friend to devote more time and energy to providing care.

* If a friend provides caregiver services to a Family Care member, but does not live with the member, the
CMO cannot withhold payment if the friend will no longer provide the services for free. In these cases, the
friend becomes a consumer-directed support and is paid accordingly.
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CMO staff believed that they would be getting a larger percentage of enrollees seeking
services to keep themselves in the community. In reality, most individuals (or their
family/guardians) are waiting until they have made the decision to go into a nursing home
or some other aggregate setting before contacting Family Care. When these individuals
contact the RC, they are often only looking for help with coordinating that transition.
The CMOs feel strongly that if they had contact with many of these individuals sooner,
they could provide services that would prolong their stay in the community. Staff from
one CMO mentioned that there is a state-imposed freeze on new enrollments for people
not eligible for Medicaid, which means that most new enrollees have exhausted their
personal resources, become Medicaid eligible, and are now seeking assistance as a last
resort.

If Family Care hopes to recruit members before their situations deteriorate and require
comprehensive services, state staff should clarify this philosophy with the RCs and
CMOs. State, CMO and RC staff could then develop a marketing campaign that clearly
defines Family Care as a resource for maintaining individual independence in the
community, even for individuals who are currently getting by on their own or with the
help of family and friends. This change will be made more difficult, however, by a
culture that places significant value on personal independence and self-sufficiency; a
belief held particularly strongly among the elderly. This hurdle was discussed within
multiple CMOs and remains a challenge.

F. Provider Networks

Each CMO manager who was interviewed is comfortable with the size and variety of
their existing provider network. They agree that Family Care has helped to strengthen
local provider networks; drawn new providers into their communities; and fostered
greater competition among all providers in their counties. The CMOs use requests for
information (RFIs) or requests for proposal (RFPs) to solicit additional providers at lower
costs or encourage new providers to considering contracting with the CMO.

The establishment of flat rates for some services, such as residential services, has created
a competitive environment in some Family Care counties. Old providers have dropped
out of the network but have been immediately replaced by new providers looking to grow
their business. The managed care structure of Family Care has also helped the CMOs
negotiate better rates among existing providers, in part based on the volume of services
purchased. Similarly, some of the smaller CMOs have limited additional providers from
entering their networks in order to provide existing vendors with a larger volume of
work, allowing them to maintain their low rates. Staff from one CMO voiced a concern
over spreading out services among too many providers and fostering “too much”
competition. Multiple providers in their county have gone out of business due to intense
competition or limited referrals due to provider saturation.

Network developers are in place in each CMO and have been able to strengthen the CMO
provider networks over the past few years. The network developers serve as a link
between the IDTs, providers and members. The IDTs have close working relationships
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with the network developers, which allows for sharing of information about provider
availability and ensures that members are aware of changes in the provider network.

To ensure provider quality, the CMOs have developed detailed provider requirements
that are used to screen and certify all providers. Examples of these criteria include:

* Organizational mission statements that complement the Family Care outcomes
and CMO mission statement.

* Maintenance of all applicable licensing and certifications for the services they are
proposing to provide (e.g., Bureau of Quality Assurance (BQA) certification,
etc.).

* Demonstrated education and experience with the proposed service area and
population.

* Policy and procedures that illustrate an understanding of statutory regulation.

» Physical settings/locations that exhibit sufficient capacity and safety to provide
services.

» Staff training in the relevant areas of client rights, abuse and neglect, restraints
and seclusion, and emergency and safety protocols.

* Criminal background checks for all employees.

* Reasonable business plans and demonstrated financial stability.

» Referrals that illustrate competency and quality services.

* Willingness to sign a contract with the CMO outlining the above requirements.

In addition to these basic provider requirements, CMOs have developed assessment
techniques such as member surveys, which ask provider-specific questions regarding
satisfaction with services and quality of care. The CMOs have terminated provider
contracts for not complying with the requirements listed above, or for providing low-
quality services as determined by member feedback, CMO staff observations or poor
audit results.

Annually, DHFS assesses the capacity of each CMQ’s provider network to assure that it
anticipates future enrollment; identifies the number of network providers not accepting
new members; projects the future needs of membership; establishes standards for travel
time and distance to providers; and has the capability to provide services 24-hours per
day, seven days per week.” — At least one CMO uses geographical access mapping to
ensure that network providers are located near members to improve access to services.

Although the CMO staffs are comfortable with their overall provider networks, there are
services that remain difficult to provide and populations that are difficult to serve. Some
of these services are county specific, while others, such as dental care, are universal
across CMOs.

One CMO is struggling to absorb the medically needy DD population in its county
created by a lack of Intermediate Care Facilities for the Mentally Retarded (ICF-MRs).
The CBRFs in this county are not prepared to deal with the medical needs of many of

* Family Care 2004 Annual Report, July 5, 2005.
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these consumers and in turn, the CMO is left to find appropriate care for these members.
Specialized DD providers are aware of the limited options available to the CMO and
therefore charge a premium for their services. This CMO also has difficulty providing
housing for members with behavioral health issues and providing behavioral health
services to non-English speaking members. Currently, CMO staff provide all of the
translating services for their private providers. This particular CMO has established DD
and behavioral health workgroups to identify and address these service gaps.

Another CMO has had difficulty with their supportive home care and personal care
provider network. In this county, only two agencies provide these services, one of which
is the county human services department. To date, the CMO has been able to provide
sufficient volume of services so that the private provider could maintain solvency.
However, CMO management is fearful that if this provider were to run into financial
difficulties it would be very difficult to meet the supportive home care and personal care
needs of their members.

Other areas where the CMOs are having difficulties growing their provider networks
include wheelchair-accessible transportation on nights and weekends and adequate
nursing and equipment services for ventilator-dependent members and bariatric care. In
general, transportation is difficult to provide in most counties, particularly transportation
for non-medical or non-service related needs, such as grocery shopping or social
activities. Because of federal funding cuts, even municipal transportation has been
reduced in some Family Care counties. Staff from one CMO commented that, as with
most Americans, the expectation among their members for readily accessible
transportation is very high. This expectation affects the CMQ’s ability to assist some of
its members with achieving their individual outcomes. Finding agencies that are both
willing and capable of providing wheelchair accessible transportation is doubly difficult,
particularly on nights and weekends. This difficulty can severely limit some members’
participation in the community.

One county has addressed the issue of transportation county-wide. This county’s long-
term care council has established a transportation study committee that has begun
surveying local transportation providers, including potential providers like car dealerships
and local colleges, to find out what transportation services are currently available and
how they might be expanded.

Contracting with nursing staff and durable medical equipment providers for specialized
respiratory services and equipment, specifically for ventilator-dependent members, is
another challenge. According to one CMO management team, a state-wide lack of
registered nurses (RNs) and licensed nurse practitioners (LPNs) contributes to this
challenge. For example, this CMO has now received a waiver from the State to pay RNs
and LPNs above their union rates to provide competency evaluations and mental health
services to their DD population, services that were originally purchased from a provider
in another county. Currently, the CMOs are still struggling to provide adequate services
to their ventilator-dependent members.
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Multiple CMOs commented during their interviews that providing bariatric care is
difficult because obesity is often associated with other behavioral health issues, such as
depression or obsessive compulsive disorder (OCD). Providing services for these types
of mental illnesses has been a challenge for the CMOs. One CMO is currently
developing a bariatric program where an occupational therapist (OT) will go into a
member’s home and profile their condition. The occupational therapist will then work
with the member and an independent provider to develop a plan for reaching certain
“deliverables” or goals, such as increasing activity, weight loss, and less dependence on
supports.

Lastly, each CMO is struggling to coordinate and provide behavioral and mental health
services. Psychiatric services are not in the Family Care benefit package, but a large
number of members suffer from depression, substance abuse and other personality
disorders and require treatment in order to achieve their individual outcomes.

Management from one CMO is less concerned that psychiatric services are not included
in the benefit package and more concerned by the relative lack of psychiatric services
available in their county. Not only is outpatient counseling not readily available,
especially for the long-term care population, but it is also expensive. The CMOs are
struggling to find cost-effective ways to provide mental health services to their members
in the community.

This same county has a Comprehensive Community Support (CCS)Ek)rogram that can
provide out-patient mental health services without requiring a severe, persistent mental
health diagnosis like schizophrenia or bipolar disorder, which has resulted in a
hospitalization, to be eligible. However, the CMO is struggling to determine how it will
interact with this program. As only one CMO currently has a CCS program, it is still
unclear to CMO management how they will address behavioral or mental health
conditions, such as eating disorders, that do not meet the Community Support Program
(CSP)**requirements for service. The CMOs are struggling to understand where the
funding will come from to provide these services. The CMOs need guidance on how
Family Care will interface with the CCS and CSP to provide adequate behavioral health
services to their members. DHFS staff have been working on clarifying the role of CCS
within Family Care and expect to make a recommendation to DHFS management in late
2005 or early 2006.

25 The services to be provided are individualized to each person's need for rehabilitation as identified
through a comprehensive assessment. The services must fall within the federal definition of rehabilitative

services under CFR 440.130 (d) in order for the services to reimbursed by Medicaid.

26 The purpose of the Community Support Programs (CSPs) is to provide individuals with chronic (e.g.,
long-term) mental illness with effective and easily accessible treatment, rehabilitation, and support
services. CSPs do not cover organic mental disorders or a primary diagnosis of mental retardation or of
alcohol or drug dependence [s.HSS 63.02(7), Wis. Dam. Code]. Wisconsin Medical Assistance Provider
Handbook. Part H, Division V Community Support Program (CSP). Section I, General Information, June,
1992. Page 5H1-001.
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G. Primary Care Physician Visits

Visits to primary care physiciansmare often used as an indicator of program quality. It is
thought that these visits can increase opportunities for prevention and early intervention
health care services, which reduce more acute and costly services in the future.

Family Care members visit their primary care physician significantly more often than
their comparison group counterparts. The table below shows the average number of
primary care visits per Family Care member among each population in the analysis,
compared to the average number of visits among their comparison group counterparts.

Across all counties and target groups, Family Care members meet with their primary care
physicians more often than their comparison group counterparts. This pattern remains
constant when the effects of other variables such as gender, functional status, geographic
location, dual eligibility and last year of life are controlled, implying that the managed
care design of Family Care, including RNs on the IDTs and requiring the CMO to
coordinate acute and primary care services for their members, significantly increases the
number of prir@ry care physician visits over long-term care provided in the non-Family
Care counties.

Table4: Mean Physician Office Visits per Individual by Service Category

Mean Physician Office Visits per Individual
by Service Category Composite 2003 and 2004
Significant Adjusted
FC Subgroup 2003-04 CG Mean Significant Mean
Population 2003-04 Mean |Counterpart Mean | Difference Difference
Non Milwaukee County Family Care 20.6 14.7 e el
Non Milwaukee County FC FE 13.5 12 e ol
Milwauke County FC FE 15 12 b b
Non Milwaukee County FC DD 15.9 10.2 hE hx
Non Milwaukee County PD 27.2 19.3 hx hx
Level of Significance: * p<0.1, ** p<0.05, *** p<0.01

From 2003 to 2004, the average number of primary care physician visits among members
in each Family Care county has remained relatively stable. However, primary care
physician visits did show a slight decrease in 2004 for all counties, except Fond du Lac.

*7 Primary care physician visits were defined using billing provider codes available through the Medicaid
Evaluation and Decision Support (MEDS) databases. These codes included the following physician
categories: general practice, family practice, internal medicine, obstetrics and gynecology, pediatrics,
preventive medicine and clinic.

%8 Please see the “Control Variable” section of the report for a complete list of control variables.
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Table5: Mean Physician Office Visits per Individual by CMO

Mean Physician Office Visits per Individual
by CMO 2003 and 2004
CMO 2003 2004
Fond du Lac 7.4 7.4
LaCrosse 16.1 14.1
Milwaukee 9.4 8.8
Portage 10 9.1
Richland 12.6 9.1

Other cost-effectiveness findings presented in this report support the impact of increased
primary care physician visits on reducing primary and acute medical costs among Family
Care members. The cost-effectiveness analysis shows that Family Care has a significant
impact on hospital inpatient costs, reducing costs over time, for all target populations,
except DD members in the non-Milwaukee counties. Also, costs for non-primary care
physician office visits decreased across all service categories, with the exception of
Milwaukee County members with waiver experience before enrolling in Family Care.
These findings supports the belief that primary care physician visits provide opportunities
to increase prevention and early intervention health care services that in turn reduce the
need for more acute and costly services among members of Family Care.

H. Access Conclusions and Recommendations

The access findings show continued improvement and efficiencies in access to long-term
care services and supports in the Family Care counties. Provider networks have
increased, functional assessments have improved, enrollment has been streamlined and
disenrollment tracking is becoming more detailed. The CMOs continue to look for ways
to improve access to services and supports for Family Care members. Highlighted below
are areas where the CMOs, DHFS and the EQRO could focus their improvement efforts
to further promote access to Family Care.

* Improve communication between the RC, ES and CMO staffs, where necessary,
to help reduce the number of ineligible individuals receiving Family Care
services. (RCs, CMOs and DHFS)

* Improve coordination between LTCFS and member assessments. (DHFS and
CMOs)

*  Work with the RCs to provide more detailed disenrollment information,
particularly regarding voluntary disenrollments. (DHFS)

* Improve outreach to attract individuals before their health or functioning
deteriorates to a point where they can no longer stay in the community. (RCs)

* Clarifying expectations of RNs in coordinating non-covered services, such as
primary and acute health care. (DHFS and CMOs)

*  Work with the CMOs to devise alternatives for care of very high cost DD cases.
(DHFS and CMOs)

* Clarify the available options for coordinating behavioral health services for their
members. (DHFS)
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Quality

A. External Quality Review Organization Quality Findings

The EQRO’s assessment of quality in Family Care focused heavily on member outcomes
in 2004. In the 2004 Annual Report section entitled “Defining and Measuring Quality in
Family Care,” the EQRO states: “The concept of measuring quality by measuring
member outcomes is central to the Family Care philosophy. All other EQR activities are
linked directly and/or indirectly to member outcomes.”

In 2004, an outcome workgroup was formed to identify system features necessary to
support the IDTs in outcome-based planning and make recommendations to the CMO
directors and DHFS about the content of outcomes training. The workgroup consisted of
CMO care managers and nurses, a representative from The Council on Quality and
Leadership (CQL) and DHFS/EQRO staff. The workgroup came to a consensus
regarding the use of member outcomes to ensure quality in three areas:

1. CMO IDTs need more support and skills development for identifying personal
outcomes and understanding how outcomes and needs/deficits are woven together
into the care planning process.

2. CMOs need more support in clarifying for members what “choice” means in
Family Care and in clarifying the distinction between outcomes and desires for
specific services. Defining choice has been a struggle for the CMOs and DHFS.
A document defining “choice” in Family Care operations has recently been
completed. A copy of this document can be found in Appendix B.

3. Member outcome interviews could be more useful to IDTs in several ways,
including collegial feedback following each interview; knowing which supports,
if any, concern the interviewer and why; and having a better understanding of the
interviewer’s decision-making process.

As discussed in the Access section of this report, the EQRO conducted quality site
reviews with the RCsand CMOs in 2004. The 2004 site reviews continued to utilize the
Appreciative Inquiry™process to assess the implementation of quality standards at each
RC and CMO. The site reviews covered the following focus areas:

e Prevention and Wellness;

*  Quality Assurance/Quality Improvement Plan, Program and Coordination;
* Enrollee Information, Rights and Protections;

e Enrollment and Disenrollment; and

* Subcontractual Relationships and Delegation.

The EQRO has been tracking the CMOs’ quality assurance and quality improvement
planning since 2002. In 2002, the EQRO found that each CMO had a detailed workplan

¥ Appreciative Inquiry (AI) is a positive approach to discovery that provides for constructive feedback and
creative problem solving.
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for internal quality assurance and improvement but had not yet begun implementation of
most aspects of their plans. By 2003, the CMOs had developed some data systems to
collect and analyze information related to quality activities.

The 2004 site reviews found that the CMOs were still struggling to fully implement their
quality assurance and improvement plans. Some CMOs were still working on IT system
issues which hindered full implementation of their plans. For example, multiple CMOs
were in the process of developing tracking mechanisms for quality-related data.
However, the quality data that was collected was not always shared among CMO staff.

One CMO felt that their primary quality assurance role was continuous monitoring of
members’ needs. Although very important, this role does not assure the quality of the
services provided. Another CMO completed a strategic planning process that resulted in
quality improvement in specific areas within established timelines. This strategic plan
also identified barriers to quality, including the limited availability of certain types of
providers and the challenge of monitoring quality within provider facilities.

A third CMO delegated their quality monitoring activities to a subcontractor, which
created a Best Practice Team (BPT) to conduct and monitor contracted activities. These
activities included assisting with utilization review activities, fiscal and service
monitoring, service authorization training and health promotion activities. The CMO
management team meets weekly with the subcontractor and prioritizes quality activities
for the BPT to focus on.

B. Appeals and Grievances

Based on findings from the EQRO, Family Care members file appeals and grievances for
several reasons related to the following outcomes:

* Preferences of where to reside, including type of facility, or with whom they wish
to live;

» Satisfaction with services which includes type, frequency and duration of certain
services, as well as the relationship with their care team;

* Ability to participate in the life of the community, including employment and
other services;

» Ability to choose their services, including the frequency and the providers of
services; and

* Feeling of fair treatment, which is often the overriding issue when appeals and
grievances are filed.

Family Care members or their representatives can file appeals and grievances at the local
level, at the DHFS level and directly with the Wisconsin Department of Administration,
Division of Hearings and Appeals (DHA), where decisions are made by an administrative
law judge (ALJ). Often, the member works with their care team or a designated CMO
representative to file an appeal or grievance. If a member wishes to file an appeal or
grievance directly with DHFS, the EQRO is authorized to attempt a resolution on behalf
of DHFS. The EQRO is authorized by DHFS to investigate appeals and grievances
submitted to the Department, and also performs concurrent reviews of appeals submitted
to the Division of Hearings and Appeals that are not eligibility related. Lastly, the EQRO
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tracks and documents each local adverse decision that is submitted by the CMOs, per
their contract requirements.

The EQRO tracks appeals and grievances in the following categories:
* Eligibility-related issues;
* Requested Services issues;
e Service Plan issues;
e CMO Decisions; and
e General Grievances.

The following table shows the %‘sakdown of the number of appeals and grievances filed
for each CMO by target group.

Table 6. 2004 Appealsand Grievances Filed by CMO

2004 Appeals and Grievances Filed by CM O (All) N=150

Fond du Lac LaCrosse | Milwaukee®™ Portage Richland
Count | % of | Count | % of | Count | % of | Count | % of | Count | % of
Total Total Total Total Total
DD 8 1% 0 0% 0 0% 1 <1% 0 0%
FE 6 1% 2 <1% | 117 | 2.1% 1 <1% 1 <1%
PD 10 1% 3 <1% 0 0% 0 0% 1 <1%
Total 24 2.5% 5 <1% | 117 |2.1% 2 <1% 2 <1%

Members also have the right to request a hearing with the CMO board for all appeal and
grievance issues. If the board rules against the member, the CMO is required to report
those adverse decisions to DHFS within 20 days. The EQRO reviews and tracks the
adverse decisions, but does not conduct further investigations at this time. In 2004, there
were 31 adverse decisions, all of which were related to requested services.

The EQRO completes full investigations for all appeals and grigvances not related to
eligibility issues, including those submitted directly to DHA.*In 2004, the EQRO
investigated 55 DHFS-level appeals or grievances. Twenty of these appeals and
grievances were resolved to the member’s satisfaction. The EQRO also conducted 56
concurrent reviews, or reviews of appeals or grievances filed directly with DHA.
Twenty-five of these were resolved prior to the member attending a Fair Hearing.
Because of appeals and grievances filed simultaneously with DHFS and DHA, the EQRO
reviewed a total of 91 cases, with 36 resolutions. The “requested services” category had
the largest percentage of grievances filed and the majority of the grievances and appeals
were submitted by the frail elderly.

3% Family Care 2004 Annual Report, July 5, 2005.

*! Milwaukee County Family Care only serves the frail elderly and makes up 60% of the entire Family Care
population.

32 Family Care 2004 Annual Report, July 5, 2005, Appendix D provides a complete overview of the total
number and type of appeals and grievance investigations conducted in 2004.
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The high number of appeals and grievances in Milwaukee County was the result of a
misinterpretation of the Paying Family Caregiver Guidelines as developed by the CMO
Case Management workgroup in early 2004. The majority of the appeals and grievances
were regarding requested services, particularly reductions and terminations of supportive
home care hours provided by family members. From April 2004 through April 2005,
state, county and EQRO staff committed significant time and resources to clarify this
policy. Through intensive collaboration with DHFS and EQRO staff, and a retroactive
review of 610 cases, supportive home care hours were restored for many members. The
EQRO continues to review newly proposed reductions, terminations or denials for
supportive home care and personal care provided by family members in Milwaukee
County.

Overall, there were more Family Care appeals and grievances filed in 2004 (123) than in
2003 (91); however, the majority of appeals and grievances filed in 2004 were for
“requested services” (72%), as opposed to only 31% in 2003. As a result, there were
significantly more EQRO investigations of appeals and grievances in 2004 than in 2003.
Not including appeals and grievances related to eligibility, which are not required to be
investigated, the EQRO investigated 91 claims in 2004 and 29 claims in 2003. Overall,
the EQRO was able to resolve 36 of 91 cases or 40% of all investigations. In 2003, 48%
of investigated cases were resolved, possibly due to the much lower number of
investigations in 2003.

Table 7. 2003/2004 Overview Summary: EQRO Investigated Cases

2003/2004 Overview Summary: EQRO Investigated Cases

Concurrent
Review
Eligibility Related (No C%rcifrgg .| Requestedby | | nvgga;ﬁ o
EQRO Investigation) Review the State on by the EQRO
Eligibility
Related | ssue

2003 63 28 1 29
2004 35 88 3 91

C. Program Changes Since the First Independent Assessment

The first independent assessment recommended several changes to Family Care
operations. These recommendations covered access to Family Care, quality of services
and cost-effectiveness. In the nearly two years since the previous independent
assessment, state and CMO staff have addressed many of these issues. Below are
examples of program areas where Family Care has improved since the first independent
assessment. Each area discussed was reviewed in more detail earlier in the report.

Access Monitoring Activities

The first independent assessment noted that the State had not been monitoring the 30-day
eligibility determination requirement and recommended that the EQRO work with the
State to develop routine reports to monitor access to Family Care on an individual county
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basis. In 2003, a study conducted by the State and EQRO found that it took longer than
30 days between the date the functional eligibility screen was submitted and the date the
member was enrolled in Family Care for almost 75% of all consumers, and over 60 days
to enroll 53% of consumers.

Based on these findings and the recommendation from the independent assessment, the
EQRO further investigated the issue of access during its 2004 site reviews and noted
significant improvement among the CMOs. The EQRO noted that each CMO had
strengthened their relationships with the local economic support offices and assigned
staff to monitor the timeliness of eligibility determination and enrollment. The Family
Care program no longer struggles with timeliness of eligibility determinations and
enrollment.

The expectation for determination of Medicaid eligibility, which may or may not begin
immediately after the functional screen is administered, is 30 days. At least one CMO
has designated a single contact for all access issues. With intense DHFS involvement,
one county improved from 0% compliance with Medicaid requirements for eligibility
determinations/enrollment timeliness to 100% by May 2005. This CMO has also created
a tracking system to monitor the flow of documents to all agencies.

Increase Provider Networks

The first independent assessment noted that information gathered through site visits and
meetings with the CMO directors and DHFS revealed an increase in the number of
providers in the Family Care counties. The increase in providers within the Family C
counties was viewed as an indicator of increased choice and encouraged by the State.
Exact numbers were difficult to determine as detailed provider records were not available
at that time.

The current independent assessment has also found an increase in the number of
providers available to Family Care members in the five CMO counties. Although the
CMOs do not track their total number of providers, they do maintain complete lists of all
contracted providers. These lists show an increase in the number of available providers
and the diversity of providers since Family Care began. More importantly, the CMOs
have developed much better methods to predict their enrollment trends and the needs of
new enrollees. These methods have helped the CMOs proactively manage their provider
networks and develop new capacity to meet future needs.

Disenrollments

The 2003 independent assessment suggested that the State develop better methods to
track and understand reasons for disenrollments from Family Care. At issue were the
reasons for disenrollments and trends in disenrollments. The independent assessment

3 Earlier in the report it was noted that some CMOs prefer not to recruit additional providers in certain
services areas so that they can provide enough volume to existing providers, which allows the existing
providers to keep costs down. This further highlights the CMOs’ efforts to balance member choice with
cost-restraint.
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recommended development of a routine disenrollment survey to assess patterns that may
occur for subgroups within the program.

Neither the State nor the CMOs have developed a disenrollment survey; however, the
EQRO has focused more of its attention on analyzing disenrollments. The CMOs have
become much better at recording the reasons for disenrollments, specifically voluntary
disenrollments, with assistance from the RCs. The RCs track and submit all voluntary
disenrollments to the EQRO on a quarterly basis.

Grievances and Appeals

The first independent assessment implied that Family Care grievance and appeal data did
not fully reflect the total amount of complaints. At the time of the assessment, the State
was only reviewing grievances and appeals filed with the regional DHFS offices.

The EQRO now receives all grievances and appeals from each CMO where the decision
was adverse to the member, whether the complaint was filed with the CMO, DHFS or the
Division of Hearing and Appeals. The EQRO also categorizes the grievances and
appeals into five categories for further tracking and analysis. The full log of CMO-level
grievances and appeals comes in as part of the CMOs’ quarterly reports to DHFS. The
EQRO is revising the grievance and appeals database so that by 2006 the CMOs will be
able to post their grievances and appeals directly to the EQRO web-based database.

Pay-for-Performance

An additional cost-saving measure currey under development between the State and
the CMOs is pay-for-performance (PFP)™ The State began discussions of PFP with the
CMOs in February 2005 as a potential cost-saving measure to be implemented in 2006.
State and CMO staff determined that initial PFP efforts could focus on diabetes
management in an attempt to restrain related costs. Family Care participants have a
higher rate of diabetes diagnoses than the general Medicaid population and diabetes-
related complications can require costly services. The State is in the process of defining
the diabetes measures that will be used to gauge performance within each CMO.

The State has assured the CMOs that their participation in 2006 will result in a positive
incentive. However, the State has not ruled out the possibility that as PFP matures,
capitation rates could be reduced for not meeting the performance standards.

CMO staffs have expressed reluctance to undertake the development of PFP in 2006.
They are not adverse to the idea and see the potential benefits of striving for more
efficiency in their daily operations, yet are concerned about finding the necessary
resources to properly develop PFP, including improving care management for members
with diabetes. Current workloads in most CMOs are already taxing existing staff and

** Pay-for-performance (PFP) is an incentive program intended to improve service delivery and
achievement of participant outcomes, while also reducing costs. Achievement of the performance
standards are generally rewarded in some way, while failure to achieve the standards can result in reduced

payments.

APS APSHealthcare 40
X.chlthcarg $pt em ber 2005



Family Care Independent Assessment [11. Access and Quality

CMO managers are concerned about increasing workloads or finding additional resources
to hire new staff.

The CMOs have not budgeted for PFP development in 2006 and it is possible that the
positive incentive may not off-set the increase in workload. One CMO director stated
that it seemed too early to be developing PFP because some of the CMOs are still
struggling to maintain solvency and all of the CMOs are still trying to find and
implement the best managed care practices to fit their county dynamics and meet the
needs of their members, while remaining cost-effective.

The CMO directors also pointed out that constructing a successful PFP system has taken

several years to establish in primary and acute medical care where performance measures
are much better defined. The State recognizes these issues and others. They are working
to use existing data sources to determine performance on the initial diabetes measures to

relieve some of the administrative burden on the CMOs.

D. Overall Program Issues

During the detailed in-person interviews with each CMO manager and their
administrative staff, several issues surfaced as ongoing challenges for the CMOs and for
the State. Family Care, like all new programs, has experienced growing pains over its
five years of existence. During that time, many programmatic and policy issues have
been observed, investigated and remediated through a strong partnership between CMO
and state staff, though many issues remain. A number of these remaining issues have
been investigated by CMO and state staff, but have yet to be resolved, while others are
have yet to be addressed. Some of the issues are county specific, while others cut across
all five CMOs. The following discussion summarizes the unresolved issues facing
Family Care, as expressed by the CMOs during the in-person interviews.

Capitated Rate

Staff from each CMO believe they have a basic understanding of the current capitated
rate setting methodology; however, there is continued confusion over how to accurately
predict future rates for budgeting purposes. None of the CMOs’ staffs felt strongly that it
could replicate the rate setting methodology for their county with the data they have
available. The CMO staffs do not want a detailed statistical discussion of the rate setting
methodology, rather a simple explanation or tool(s) to predict future rates based on the
existing rate setting methodology, including access to the data necessary to predict their
rates. The CMOs receive their final rates on November 1, which makes budgeting for the
following year difficult. Providing the necessary training and data to accurately predict
future rates would also assist with development of the three-year business plans required
by the State. The State hopes to work with the DHFS actuary, Price Waterhouse Coopers
(PWC) to develop a way for the CMOs to estimate their upcoming rates. State staff have
recently worked with the CMOs to help them extract rate-specific information from the
functional screen reports.

In addition, the CMO staff expressed a desire for more details on the rate setting
methodology because of its dependence on acuity as measured by the LTCFS and the
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absence of historical cost data in the formula. There is also some concern from one CMO
regarding suspected “tweaking” of the LTCFS and the effects that those changes may
have on the rates for each CMO.* The CMOs’ staffs felt strongly that any changes to the
LTCEFS that could affect their future rates should be discussed well in advance of the
development of new rates. The State has assured them that no changes will be made to
the functional screen without a thorough discussion with the CMO directors.

Some concerns remain among CMO management staff regarding the state assumption
that Family Care, as a managed care program, is cyclical, with CMOs losing money in
some years and earning a profit in others. Staff from some CMOs are skeptical, as they
have been operating at or near a deficit for several years. Other CMO staff question why
the new rate setting methodology, with an increased emphasis on acuity, would not be
relatively stable over time, following changes in acuity and allowing the CMOs to remain
at or near budget-neutrality in most years. The State feels that as a managed care entity,
each CMO needs to expect some loss years and some profit years, just as private
managed care organizations experience.

There had been confusion over the introduction of the “county factor” into the rate setting
methodology. The State attempted to explain to the CMOs what constitutes the county
factor, but confusion remained among the CMOs’ financial staffs. Recently, state staff
provided the CMOs with additional details regarding the make-up of the county factor for
the 2006 rates.

The CMOs still struggle with the impact on their rates of collecting cost shares. CARES
calculates the cost shares for each CMO, and in turn their rates are retroactively adjusted
to account for the collection of the cost shares. If the CMOs are unable to collect all the
cost shares, they lose money in two ways. They lose money from the missing cost shares
and their rates are reduced as though the cost shares had been collected. Most of the
CMOs have improved their collection of cost shares and no longer have difficulty in most
cases; however some cost shares become prohibitively expensive to collect and the
CMOs lose funding through the retroactive rate adjustment. The State has explained that
recovering funding previously covered by cost shares is a federal requirement that they
cannot avoid. It may be helpful for the State to review this policy and provide the CMOs
with suggestions on how they can maximize the collection of cost shares.

One Family Care county is struggling to reconcile the current capitated rate setting
methodology with their historical costs and current service delivery system. CMO staff
and state staff have been engaged in extensive and ongoing discussions to address the
CMOs’ staff concerns, but have yet to come to a consensus. This CMO has historically
paid more PMPM to provide services to their members than the other CMOs. However,
their PMPM costs have risen less than 4% over the first five years of Family Care, the
lowest rate among all CMOs. Although this CMO has historically paid more for their
members, they have seen a 3.5% net decrease in their capitated rates during the period

%> At least one CMO was concerned that the potential for a conflict of interest may exist because the state
designed, and continues to modify, the LTCFS logic, which feeds directly into the rate setting
methodology.
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2000-2006@ while the other CMOs have realized net increases in their rates over this
period.

At issue is the underlying cause of the historically greater PMPM costs in this county.
The CMO staff believe that the rate setting methodology should recognize their initial
high costs due to a DD system that is highly individualized in the areas of vocational and
residential care. First, the CMO provides individualized residential care (including
supportive home care and personal care) for their DD population in the members' own
homes, typically in an apartment or duplex setting. This care is often provided twenty-
four hours per day, seven days per week and is contracted at a daily rate. Other CMOs
primarily provide residential services for their DD populations in CBRF or AFH settings,
which are inherently less expensive, but may not provide as much community integration
as the in-home model. Second, this CMO has recently learned that their DD residential
providers are significantly more expensive than similar providers in other Family Care
counties. The CMO is currently looking into the financial ramifications of this practice.
Lastly, the CMO has historically provided DD members with supported employment
rather than placing them in a sheltered workshop. Sheltered workshop participation is
approximately one-third the cost of providing supported employment.

Within these historical practices, the CMO has continually tried to find more efficient
means to provide DD services. For example, the CMO has worked to combine multiple
members in one living arrangement, either as roommates or as neighbors in a duplex
setting, in order to reduce staff time. However, placing two or more members together in
one setting is not always an option. In some cases, one individual with significant
behavioral issues may require two staft at all times, which becomes extremely costly.

The rate setting methodology appears to be drawing each CMO closer to the mean and
focusing more heavily on the acuity of each CMOs' members. This methodology does
not account for the historically higher costs of providing DD care within this highly
individualized system and will ultimately force the CMO to drastically reduce costs for
this population in order to remain solvent. Based on a projected increase of 1.2% in the
CMO's 2006 capitated rate, they would face a deficit of approximately $1,000,000 in
calendar year 2006.

To address this potential deficit, CMO management staff are currently meeting with their
providers to discuss rate reductions alﬁvariations to service delivery that may reduce
overall costs for their DD population.™ In addition, the management staff has been in
contact with the other CMOs to request a list of their DD providers. The CMO intends to
conference with these providers and solicit interest in providing their DD services. The
CMO also hopes to understand how the providers can provide similar services for
significantly lower rates in other counties. The CMO has made repeated efforts to recruit
new DD providers locally, but in each case the other providers have proven to be even
more costly than existing providers.

36 Preliminary 2006 rates were presented to the CMOs in August 2005.
3 Existing lease agreements may be a barrier to modifying existing care plans.
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State staff continue to investigate the differences between the DD system of care in this
county and the other Family Care counties. They have recently completed an extensive
investigation with available data to determine why this CMO’s costs remain higher than
other comparable CMOs in this service category. With currently available data, state
staff have been unable to show why this CMO’s costs should be significantly higher than
the costs for similar members in other CMOs, but continue to work closely with this
CMO to address the potential budget deficit in 2006.

Choice

Prior to Family Care in Wisconsin, alternatives to institutionalized long-term care were
provided solely through other home- and community-based services (HCBS) waivers.
The HCBS waivers provide comprehensive services to participants, but restrict access to
services based on available funding, creating long waiting lists. As an entitlement
program, Family Care eliminates waiting lists, but may restrict some services to members
based on need and cost-restraint.

Care managers in Family Care design their member-centered care plans (MCPs) around a
series of outcomes defined by each member. Within those MCPs the care managers have
broad flexibility to provide services for their members. Family Care was designed to
increase the choice of providers and services for consumers while at the same time
eliminating the waiting lists experienced in the waiver counties.

Allowing this level of flexibility and mandating that the CMOs provide their members
with some provider and service choices can affect the cost-effectiveness of the program.
For example, a member may require extensive home modifications of $25,000 or more to
remain in their own home, which is their preference, while moving to a residential setting
would be less-costly; or a member may request that the CMO purchase a modified
automobile so that the member can drive to and from work. In situations like these,
where the expense may be the most efficient means to meet the member’s needs, careful
consideration needs to be given to both cost and effectiveness. Until recently, guidelines
for those considerations were not available.

From its inception, Family Care has emphasized member choice; however, several CMOs
perceived a gradual shift away from choice towards a greater emphasis on cost-restraint
in recent years. Current budget issues have placed pressure on all state programs to
reduce costs and become more efficient, and the CMO staffs believe that this pressure has
influenced a recent shift in Family Care that emphasizes cost-restraint. State Family Care
managers explain that incentives for cost-restraint have always been built into the design
of Family Care, since the CMOs assume financial risk for provision of all needed health
and long-term care services within the capitated rate, and because cost-effectiveness was
a substantial contributing factor in the development of the program as managed care.
CMO directors understands that Family Care is managed care and have emphasized
efficient service delivery, yet some directors expressed concern over the perceived shift
in importance from choice to cost-restraint.
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Over the course of Family Care, the CMOs have struggled with providing very high-cost
services to their members. In some cases, these high-cost services may be cost-effective
in the long run, but in many cases they are prohibitive, particularly for smaller counties
where the high-cost service may be a significant percentage of the entire program budget.
However, there were very few guidelines clearly explaining the State’s position on
providing such services. In these instances, CMO management had to spend significant
time communicating with state staff to clarify the DHFS position on providing these
services and/or do their best to guide staff in making service authorization decisions
within the context of the CMQO’s approved service authorization policy.

Defining choice and establishing guidelines for service provision has been a struggle for
both CMO and state staff since the inception of Family Care. The CMOs wanted
guidance from the State, but the State was reluctant to be overly prescriptive for fear of
undermining the local control of the program. At a minimum, the CMOs wanted broad
guidelines from the State that could be used as parameters when deciding whether to
provide a high-cost service to a member. Although opinions varied, it did not appear that
any CMO wanted detailed, written guidelines that allowed and disallowed specific
services based on cost. As part of these minimum guidelines, the CMOs had also hoped
to establish practices that the State would support during appeals and grievances.
Meeting member requests for services is ultimately the CMO’s responsibility as detailed
in the Family Care contract signed with the State. Without explicit contract language
describing what should and should not be provided to members, CMO staffs wanted
reassurance that the State would support their decisions.

After extensive work among state staff and several detailed discussions with the CMO
management teams, the State drafted “Choice in Family Care.” (See Appendix B) This
document clearly describes the State’s position on choice in Family Care, without
identifying specific services or situations where choice should be restricted. More
importantly, this document makes it clear that placing some limits on choice is a viable
option within Family Care and that the CMOs have the discretion to limit or substitute
services within the benefit package if there are more cost-effective alternatives. In most
cases, the CMOs have been operating under the principle that if an alternative service is
determined to be equally effective, but is less costly than the member’s original choice,
than the CMO will contract for the most cost-effective service. This document provides
the necessary state support for those CMO decisions, and assists CMO staff with making
the “effectiveness” determination between alternative services. The CMO directors
believe that this document meets their needs for addressing issues related to choice.

Contract L anguage

Over the first five years of the program, CMO management has found it difficult to
interpret some of the Family Care contract language. Ambiguity in the language,
intentional or unintentional, has made it difficult for the CMO management teams to
assure compliance with the Family Care contract. State and CMO staff agree that each of
the CMOs are in compliance with the intent of the contract, but some of the CMO
managers are concerned that they may not be in compliance with the letter of the

contract. The CMO managers have done their best to interpret and comply with the
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existing contract language, but fear that ambiguity in the language leaves them vulnerable
to member complaints and grievances, and possibly lawsuits over non-compliance.

To address these fears, CMO and state staff have meticulously reviewed the existing
Family Care contract and highlighted areas of concern. They have worked
collaboratively to re-work several sections of the Family Care contract, a process which
is ongoing and will continue until the entire contract has been reviewed and modified.

Managed Care

There is some concern among CMO management that Family Care lacks some of the
cost-restraint tools available to private managed care programs (as discussed earlier).
Most notably, as an entitlement %i)gram, CMO managers have no control over the
population entering the program™- In addition, the CMOs do not control primary and
acute medical care and therefore can only exert limited influence on utilization of these
services.

The CMO managers realize that they have some limited influence over primary and acute
utilization by providing preventative long-term care services such as proper nutrition,
safer living situations, better in-home care and closer supervision of members. This
limited control has been shown in the cost-effectiveness findings discussed earlier to have
a significant impact on restraining primary and acute medical utilization and costs,
particularly among hospital inpatient visits. However, if their members do not receive
proper medical care, which the CMOs can influence but not control, they are put at risk
of higher costs associated with more complex, long-term care needs from these members.

Additionally, any cost savings realized in primary and acute medical care among Family
Care members only benefit the fee-for-service Medicaid system, not the CMOs. The
preventative services that they provide, which relate directly to primary and acute care
savings, may in fact cost the CMOs more, raising their costs and reducing their perceived
cost-effectiveness. The harder the CMO works to provide excellent preventative long-
term care services, which reduce primary and acute costs, the more likely they will
increase their own costs. Based on feedback from CMO staff, it is necessary to consider
the link between the CMOs’ long-term care management and the primary and acute
utilizon and costs in their counties when assessing the cost-effectiveness of Family
Care.”

Member Outcome Interviews

Family Care utilizes the Council on Quality and Leadership (Council) member outcome
tool to assess members’ progress towards meeting their lifestyle, functional, health and
safety goals. The member outcome tool measures 14 key outcomes in the areas of
“foundations,” “‘community integration,” and “self-determination and choice.” The
member outcomes were developed by a group of consumers, providers, advocates and

3% Case-mix is controlled for in the rate setting formula; however, CMO staff were still concerned about its
impact on their ability to control costs.

3% The cost-effectiveness analysis presented earlier in the report considers both long-term care and primary
and acute care utilization and costs.
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state staff, but are defined by each member for his or her own care plan. Achievement on
each of the 14 member outcomes is determined through a series of interview questions
and observations specific to each outcome. For example, to determine if a member is
safe, the interviewer notes whether or not the member has working smoke detectors or
fire alarms in their home and asks if they feel safe in their neighborhood. Taken together,
these detailed questions determine whether or not the outcome is present. In addition, the
outcome tool measures whether or not there is adequate support for the member to
achieve his or her outcomes.

Support for the member outcome tool varies among the CMOs. Some CMOs find the
interview process intrusive, particularly in cases where members have been selected to be
interviewed multiple times. Some CMO staff believe the results of the interviews are not
particularly helpful in administering Family Care, though other CMO staff find value in
the objectivity offered by independent interviewers. The most common observation
regarding the member outcomes is that it takes far too long to receive the results and they
are not detailed enough to be effective as a program management tool.

It typically takes several months before the CMOs receive their outcome interview
results. At that point, the outcome results may no longer be useful for discovery and in
some cases the CMO has already discovered existing issues through other means. More
frustrating for the CMOs, is that they only receive aggregate data detailing the percentage
of interviewees who achieved their outcomes and the percentage of interviewees with
adequate supports in place to meet their outcomes. That level of data is not sufficient for
remediation and improvement. Without the ability to drill down into the data and
determine why each outcome was not met, the CMOs cannot target areas in need of
improvement.

Family Care is not using the Council’s member outcome tool in 2006, but is working on
developing an alternative method to measure member progress towards meeting their
individual goals. Staffs from the CMOs would like to see more detailed results from the
new method of discovery, specifically information that will allow them to pinpoint areas
of need. Using the member outcome tool as an example, providing the responses to the
specific questions within each outcome category would provide much more useful
information than only providing the percent of outcomes that have been met.
Understanding “why” the outcomes have not been met will allow the CMOs to address
specific service delivery issues that may be limiting the achievement of individual
outcomes among its members.

Lastly, some CMOs would like individual level data; however, they recognize that
confidentiality concerns may limit the sharing of some information. They also note that
having an outside, “objective” entity interacting with their members and assuring
confidentiality provides for more open and honest feedback regarding Family Care.
However, some de-identified individual level data organized by care manager may be
helpful to both explain and remediate the member outcome findings.
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Best Practices

CMO staffs would like more assistance from the State to aggregate and share best
practices™among the Family Care counties. Although the CMOs have excellent working
relationships and communicate regularly, the State is in a central position to collect and
disseminate best practices more efficiently than the CMOs. The State collects a
significant amount of CMO-specific information that is not necessarily shared directly
with the CMOs. As part of their program administration, state staff may become aware
of practices that could benefit each of CMOs in the areas of care planning, care
management, provider recruiting, cost-restraint, and general program administration. If a
formal process was developed where new and innovative practices could be shared on a
regular basis with each of the CMOs, possibly through an electronic newsletter, it may
add an additional level of efficiency to the overall operation of Family Care.

E. Quality Conclusions and Recommendations

Overall, the independent assessment findings suggest that Family Care continues to
improve the quality of long-term care services in its counties. Waiting lists for services
have been eliminated for over three years, achievement of member outcomes remains
high, and each CMO has continued to improve its cost-effectiveness through improving
efficiencies and implementing innovative cost-saving measure. The CMOs, with
assistance from DHFS and the EQRO, continue to look for areas in need of further
quality improvement. The following list highlights some of these areas.

* Provide more support for clarification to members what “choice” means in Family
Care, as well as the distinction between outcomes and desires for specific
services. (CMOs)

* Provide care manager training that focuses on person-centeredness and cost
management. (CMOs and DHFS)

* Establish monthly meetings where care managers can openly discuss their
existing cases and discuss options for new cases. (CMOs)

* Review in detail the cost share recovery guidelines, underlying logic and federal
requirement. (DHFS)

* Continue to address the CMOs’ concerns regarding specificity in the Family Care
contract language. (DHFS)

*  Work with the CMOs to develop a joint outcome-type tool for assessing member
progress towards their individual long-term care goals. (DHFS)

* Revisit the rate setting methodology with each CMO and develop a data set or
predictive tool that can be used to predict future capitated rates. (DHFS)

* Develop an approach for sharing best practices among the CMOs. 1t is
recommended that the Sate assume the lead in this area, as all CMOs report to
state staff. (DHFS and CMOs)

40 Several examples of best practices are highlighted throughout this document, particularly as part of the
cost-restraint.
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V. Cost Effectiveness

Cost Effectiveness Analyses of Costs and Utilization

The purpose of the cost effectiveness component of the Family Care IA is to determine
the impact of the Family Care program on the cost and utilization of health care services.
This cost effectiveness evaluation measures the impact that Family Care has had on
program participants’ health care utilization and costs during calendar years 2003 and
2004. The analyses of cost-effectiveness were performed by comparing the utilization
and costs for Medicaid-funded services.

Utilization and costs are measured using both Medicaid claims and long-term care data
collected by the DHFS for individuals on Medicaid waivers, or data collected by the
Family Care CMOs. Categories of service that include the majority of health care costs
were selected for analysis™~ Health care services measured by Medicaid fee-for-service
claims include the following primary care and acute care services that are not covered by
the Family Care benefit:

*  Emergency Room Visits;

* Hospital Admissions;

* Hospital Inpatient Stays;

* Hospital Outpatient Visits;
* Physician Office Visits; and
* Prescription Drugs.

Data collected from the Human Services Reporting System (HSRS) (for Waivers) and the
CMOs (for Family Care members) include all long-term care (LTC) services that are
covered under the Family Care benefit. With these data, additional analyses were
undertaken for the following specific services:

* Nursing Home Days;

* Community-Based Residential Care Facility Days;
*  Supportive Home Care Days;

¢ Home Health Visits; and

* Personal Care Hours.

*' ICF-MR and State Developmentally Disabled Centers were also examined as part of the cost-
effectiveness analysis. However, neither had representative data (too few individuals utilizing these
services) among Family Care members to yield meaningful results. Among the sample groups, 494
comparison group individuals utilized ICF-MR services and 4,849 individuals had reported claims for State
DD Centers, compared to 36 and 12, respectively, within Family Care.
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Study Groups

Given the complexity of making comparisons between Family Care and non-Family Care
individuals, a quasi-experimental design approach was employed. This investigation has
all the elements of an experiment, except that individuals in the study are not randomly
assigned to groups.

The 9,547 Family Care members included in the study are those individuals who met the
following criteria:

* Enrolled in the Family Care program for at least six months during calendar years
(CY) 2003 or 2004 (therefore, no individuals with enrollment dates after July 1,
2004 would meet criteria for inclusion in the study sample).

» Had adequate data to pass quality control checks, such as cross-validation of ID
numbers and enrollment dates between county functional status assessment
records and Medicaid eligibility records.

A comparison group (CG) was constructed of Medicaid recipients who had health-related
characteristics similar to Family Care beneficiaries, but who did not participate in the
program. Matching involved identifying non-Family Care program participants
comparable in essential characteristics to Family Care members. Both groups were
matched on the basis of selected observed characteristics that are known or believed to
influence program outcomes. There were 11,695 individuals in the CG who were eligible
during CY 2003-2004.

Comparison Sample Selection

The CG was selected from those Medicaid recipients who most closely match the Family
Care population. This selection process had seven stages:

1. From all Medicaid recipients eligible during the operation of Family Care, select
those with birth dates (and death dates, for deceased recipients) and Medicaid
Status Codes that fall within the range observed for Family Care members were
selected. A total of 559,675 recipients met these conditions.

2. Eligibility data were extracted for the year before Family Care enrollment (for FC
members) and for all Medicaid-eligible years between 2000 and 2004 (for CG
members).

3. The two groups were matched on year of birth, year of death, sex, Medicare
eligibility status (dual eligibility), and Medicaid eligibility group. A total of
344,428 matched recipients met these conditions.

4. Family Care members were partitioned into four annual cohorts depending on
their Family Care enrollment dates. CG members were assigned the annual
cohort of a matching Family Care member (according to the match criteria in
Stage 3). Data for each recipient’s cohort-year were extracted for diagnoses,
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functional status screens (Long-Term Care Functional Screens or Medicare
screens from the Minimum Date Set), and place of residence (zip code of most
commonly used pharmacy) and was combined. Three new matching variables
were constructed from these data: Chronic Illness and Disability Payment System
(CDPS), Functional Status Impairment Scale (FSIS), and Rural-Urban
Commuting Area (RUCA).

5. The three new variables were rounded to their single most significant digit and
added to the five variables from Stage 3 and the cohort from Stage 4. The Family
Care and CG groups were then matched on the ninﬁnatching variables. A total
of 48,336 matched recipients met these conditions™ .

6. Propensity score matching was then conducted. Propensity score matching is a
statistical technique used to reduce the impact of selection bias due to group
differences resulting from non-random assignment to treatment and control
groups in quasi-experimental study designs. The propensity score is the predicted
probability value estimated from a logistic regression of Family Care membership
on the nine matching variables. The predicted probability of Family Care
membership was computed for each recipient. Recipients were then selected only
if they were Family Care members or CG members with a propensity score
greater than 50%. This latter group represents the CG members who are
“probably most like” Family Care members. A total of 21,132 matched recipients
met these conditions.

7. The final stage of matching was used to achieve greater similarity between the
percentage distributions of the two groups across a number of descriptive
measures: average age, gender, target group (developmentally disabled,
physically disabled, frail elderly), institutional residents, residents of Milwaukee
County, Medicaid LTC waiver status (before Family Care enrollment), Medicare
eligibility, and average scores for CDPS, FSIS, and RUCA (see definitions in the
next section). The distribution was compared between Family Care and CG
groups, and individuals were selected from the pool of CG members that were
rejected in Stage 6, so as to bring the population distributions into closer
alignment. A total of 21,242 matched recipients met these conditions. There are
11,695 individuals in the CG who were eligible during CY 2003-2004.

While this procedure enabled the design of a comparison group similar to that of the
Family Care study sample, the next section defines the final important step of statistical
weights and controls to ensure all analyses comparing Family Care with the comparison
group adjust for any remaining differences.

** Among the qualified Family Care participants, 234 individuals, by random chance, did not have
comparison group individuals statistically assigned through the seven stage selection process of the
comparison group, but this did not impact the validity of the analysis.
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Statistical Weights and Control Variables

Because the Family Care and comparison group matching algorithm results in two groups
that are very similar, but not identical, further control of individual variation and
population composition heterogeneity was accomplished with two statistical adjustment
techniques: (1) proportional weighting, and (2) multiple regression analysis. Proportional
weighting brings the population distribution of the two study groups into closer alignment
than can be achieved when each person carries equal weight. Multiple regression is a
technique to isolate the effect of Family Care from the many other variables that may
confound the relationship between program participation and health care utilization or
costs.

Weights. The proportional weighting procedure was applied as follows:

1. All recipients were classified into mutually exclusive groups defined by the joint
combinations of all nine matching variables (see previous section).

2. The number of Family Care members and CG members in each of these groups
was counted.

3. The group-specific weight as the ratio of Family Care members to CG members
was computed.

These weights are interpreted as the number of Family Care members that each recipient
represents in the analysis. All Family Care members have a weight of 1.0 (each person
represents one Family Care member) and all CG members have a weight that may be
higher or lower than 1.0, depending on the number of Family Care members with the
same combination of nine matching variables. All statistical procedures in this study use
these weight adjustments. For example, when the group mean is calculated, the actual
calculation produces a weighted mean. The effect of the weights is to make the Family
Care and CG groups appear to be nearly identical in size and composition for purposes of
statistical comparison. The application of the weights reduces the comparison group
sample size from 11,695 to 9,547 individuals.

Control Variables. The multiple regression procedures used in this study make use of
the following control variables:

CDPS. Diagnosis-Related IlIness Burden - determined using the CDPS Version 2.0
software to group diagnoses from claims for successive three-month calendar periods.
The diagnosis groups for each individual are combined into a weighted-average of
expected health costs, with default Version 2.0 concurrent groups and weights. A scale
value of 1 indicates “Medicaid disabled adult national average expected illness-related
costs,” 2 indicates “twice the average,” and 0.5 indicates “half the average.” Higher
scores indicate greater illness burden.

FS'S Functional Status Impairment Scale - derived from either the Long-Term Care
Functional Screen measures during a three-month calendar period, or the weighted
average of at least two Medicare Minimum Data Set (MDS) assessments of activities of
daily living (ADL). The scale is normalized to run from zero (“no impairment”) to ten
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(“total impairment™). Since not all comparison group individuals had functional screen
data, the MDS was utilized for those individuals, where available, given similar
equivalent measures that have been cross-walked.

Home Residence Geographical Designation - RUCA: Rural-Urban Commuting Area - a
rural/urban continuum as meas%cjd by the RUCA scale of “rurality,” ranging from one
(most urban) to ten (most rural)=> Additionally, to control for any remaining effects or
differences of residing in Milwaukee County, individuals residing in Milwaukee County
in the three months be