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“Fond du Lac had the majority of fransitions completed by 1/01 except for two.high cost cases and previously COP-R
individuais who wanted to wait as long as possible {11/02) to start paying the cost share under MAL

Mote: Transition enroliment refers to enrollment of Family Care-eligible individuals previously recelving long-term carg
services from the county through & county or waiver program.
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Ouerview of Program Progress

*  Increased consumer involvement through a’ seff directed supports option at the CMOs,
active participation of consumers in the care managemem pmcessf govermng boards for
o the RCs_ami CMOs;: amcf stateand Iocai Isng-term care councils. - fsg sy
v Develapme_ t of an innovativ c;‘uahty' assurance and zmprovement system that 1mproves .
o upon the traditional pmcess measures by seekmg d;rec:i: mput from members thr()u gh the
M "ber Outcome: Toai ' - : rese i

: _noie mciude

in the approvaf. of th nitial Medicaid waivers o, éstabligﬁ the maridatory
roll ent ami Ixmxt the'alloy ! o:th CMOS due tﬁ federal concerns _
' regardmg potentiai e:cmfhct of :terest mvc:lved m the enroliment process because the RCs_ :
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Infrastructure Development

V.  INFRASTRUCTURE DEVELOPMENT

As indicated in the Progmm Overmew sect;on, in order to estabhsh the Famﬁy Care pmgram
several new organizations and processes needed to be established. Exhibit V-1, an adaptation of
a DHFS framework, depicts the major clinical, operational, and fiscal processes and responsible .
entities of the Family Care model. The clinical processes include those involving direct service
to consumers. Traditionally, such service delivery has been a staple of local long-term support
programs. They include intake, eligibility screening, options and benefit counseling, provider
resources, prevention and outreach activities, assessment, care planning, and service :
authorization. Operational processes refer to those necessary to operate the CMO.as a managed
care organization including provider contracting, pricing, claims processing, claims history, .
benefit codes, and information technology (IT) development and management. Fiscal processes
include budget management, coordmaﬁon of beneﬁts accountmg, relmbursement fmancxai
reportmg, and forecastmcr o S :
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. ; their area- mciudang the narne of the: busmess, the ty." ¢
- phene mlmber ‘Most RCs zmtlalf}f did not have A contact name and direct telephone number :

o . Trempealeau) deveiﬂped and aired. televzsmn ads about the RCS gerw c

L conductmg the functtmnal screeris and coordma‘ang the CMO enrollment process. 'RC function

Infrastructure Development

In order to carry out these processes in Family Care,infrastructure had to-be developed. In this
section, we highlight the infrastructure development over the Jast three years by focusing on
. major events and issues related to: Resource Centers, the CMO enmllment process, Care _
Management Orgamza;tmns, and Iﬁformahon Techﬁology systems o o

: A’. E?esaurce Centers

' Wﬁ:h the exceptien of chhiand a}I of the Resaurces Centers had been operatmg at ieas% orig™
year prior t¢ the start of the évaluation pened The RCs' clinical tasks include providing
 information and assistance (I & A); cernciactmg cammumty outreach and prevention: actzvmes,' e
admmzstermg the LTC functionai screen, providing options: counselmgé ‘and tras:kmg
demographic iriformation: about callers. Pilot county staff had extensive experience in these
areas priofto Family Care; Burmg the initial start-up of the RCs, staff. focused o estabhshmg o
. initial outreach and mformatlon rnaterials and dis‘mbutmn pomis and actlvmes for the _
" materials. RCs provided consumers with basic inform _'ﬁon abaut 10ng—term éaré'pr 'vxciers jis ST
"-.of servme offered, its’ locatzon, anci

- for most provzders and there was. substant},al varzance mn ’the ameun “of addmonal mformaﬁon' SR
avaﬂab}e (bmchures, smokmg aliowed etc) e -

o Qver the course of 2(}0{} to 206 the RCS contmued te add pmwder.mfsrmaﬁon; :af'ten.ﬁ

_and other Commumty presentaﬁmns RCs aiso pursued actzve cutreach s'trategzes Fe:r exampfe,-
the Marathon web-site provides | information, linked to- Gther service providers, onlitte. -
' mformatlon requests, onlme PAC referrai a chat room, and a chscussu:m board, thus enablmg i

. Trempeaieau} adverhsed*m Ibca} gil

s and Trempealeau) mciudeci rache advertzsements ' L

Durmg ZOE)O and 2@61 the RCS in the CMG countzes also had 'tc; 'aciapt to their .new'role of

B _.ﬁ screen staff were mmaily backlogged by the vc)}ume of Wawer conversmn pa 'cxpants that ha o E

: 6 Options counseling dtffers from enroliment counselmg pmwded bv the ECS See deﬁmtion ef opt'i_{)ﬁs. o
. counseimg“ in Appendix D Acronyms and: Glaﬁsary of Ternts. : :
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Infrastructure Development

to be screened. Aggressive outreach efforts were halted by some RCs due to the overwhelming
staff resources needed to.respond to functional screen requests. During this period, RC staff in
CMO counties raised concerns about their ability to provide sufficient attention to RC functions
other than CMO intake. This prompted some CMO counties to shift the responsibility for the
annual re-certification screens to the CMOs. By. 2002, the RCs reported less difficulty completing
screens in a timely fashion due to reduced workload from a combination of factors that varied
across county, mcludmg increased staffing, responszbﬁltzes shifted to the CMOs, and reduced
volume. -

During the same CMO start~up penod m addltxon to funmonal screen Workload the CMO
county RCs implemented mandatory pre-admission consultation (PAC) referrals from
hospitals, nursing homes, and community-based residential facilities (CBRFs). The RCs
reported being overwhelmed by the number of referrals to which they had to respond,
primarily from the hospitals. The RCs reported that the majority of the hospital referrals were
inappropriate, iit that the individuals béing referred did not have a long-term care need of -

90 days or more. In response, DHFS' suspendeci the requzrement for mandatory referrals fmm :
hospitals eniy in'the fall of 20@0 L ' . : i

Exhibit V—-2 shows a $1gn1f1cant increase in PAC referrals from nursing homes during the first

quarter of 2002. In late 2001, the Department increased its efforts to educate nursing homes
_about the potential enforcement of the PAC Tequirement. Additionally; the state Bureau of . *
- Quaixty Asstrance (BQA) began enforc:mg the rule by asking fa(:ihtzeg about PAC durmg S;tew- &
reviews. Milwaukee dominated the increase in PAC. referrals from nursmg homes.

S Exhubztv-z - o
Quarterly PAC Referrals, by Facl ;ty Source,_
- First Quarter 2001 to. ch‘th Quarter 2002
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- Sowurcer:  DHFES Quarterly Family Care-Activity report, 4th Quarter 2001 and 2002,
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" Family Care’s implementation. The e;)rlgmai plar was
1 RGs, keeping things as simple as possible for the consumers: Practicaland policy ¢ conszderatmns-- _
S :ffprevented a‘true one-stop shop. The'RCs. provzde information about the CMO, its benefxts ami EI
alternatives. to CMO membership, and determme functional ehgibﬂzty However Iocai o

~ Once: the overszghf was identified, the CMG'ceuntzes esta 1shed'reguia'r meetmg_- imes With

_Infrastructure Development

More recently, durmg the six months following full entitiement in accordance with s, 46283

o {4)(e); Wis. Stats,, pilot county RCs conducted outreach to inform residents of long-term ::are s
 facilities about Family Care and: assisted then it applymg for'the Family Care CMO benefzt

The counties have been timely in instituting this outreach to residents of Iong-termcare :
facilities. Fond du Lac began resident outreach activities in  March 2002; La Crosse: and Portage =
in Apl‘li 2002 Milwaukee's outreach efforts began even before the county reached enmiement in
Auguist 2002, Richland is currentiy ccmductmg their outrea:::h Outreachito institttionalized
residents will be evaluated by DHFS and the RCs: They plan to exaniine the effectiveness of: the
outreach in pmmdmg information to residents and in enrolling censumers m a CMO by '
measunng csst number of conf:acts, and number of_enmiiments e

B. CNEO Enrofiment Pmcass

 The CMO enmﬂment prc:rcess became pmgresszvely mc:re camphcateci dunng the course of .
':ﬂevelc)p onestop sh(}ppmg thmugh the- SR

* Fconomic Support Urits need to determine financial ehg;bﬂzty and any cast~share ameunﬁs
L .Federa} r@qmrements mstxmi:ed an Iﬁdependent Enrolime ECe:msul'tanif e e

e then‘ ESUS to. Work on issues surroundmg the enreliment precess AllL cmmﬁes ncw have ES

. ECs ineach county developed shghti}" dszerent processes to mcorporate the ECs- ' coﬁmp}ete i S

" enrollments. The ECs nofe that if the program were to be instituted statewide, 72 different

- counties noted that the enrollment consu}tahe:m process had riot. cieiayed enrc:rllme t

processes would be unwieldy. 1n2002; shortly after the ECs first started, staff in th CMO
3by mere
dan increase of

© “‘than tw¢ or three days, with the. exception of Milwatkee; which experie

: g :approxxmateiy one week. Milwaukee's Eanger time frame with the addition of the ECS had me::re_'-.' S

_'-:'reqmred the state and the counties to work together to build managed care expertzse and

' 'to do with another step to. coordmate Wlth the ES staff _rmt_the EC csnsulta’cmn pmcess__ =

c | Care Management Orgamzatmns

DHFY dectsron to contract: With countles to serve. as Care Management Orgamxatwns (CMOS)
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Infrastructure Development

infrastructure at the counties. Essentially, county government agencies had to learn how to
become managed care organizations in terms of the operational, clinical and fiscal management.
While the counties had ample experience with the clinical aspects under the prior system,
county human service entities had less experience with managed-care-oriented operational and
fiscal processes. One CMO director stated, “We didn’t know what we didn’t know.” In
implementing the Family Care program, pilot counties have continued to build capacity in
business practices, staffing, and information technology (IT) to carry out all of the processes.
The evolution' of IT, care managemenf -and provzder networks at'the CMOs are taken up n
subsequent secrfwns

Przor--autherizati’on provides an example of evolving business practices. Initially, prior
authorization procedures for services delivered by providers unider the Family Care benefit
were time intensive for both the CMO care managers, who authorized services, and the
providers, who delivered the services. CMOs struggled 4o develop.a consistent and timely
process to ensure that providers receive authorization before delivering services (i.e,, prior «
authorization procedures). However, over timé these processes became more routine or
adapted to becomie less cambersome. For example; prior authorization for small durable
medical equipment or disposable medical supplies (DME/DMS), suich as ¢ottonballs and: gauze
pads, exceeded the monetary ¢osts for these items. Inan attempt to streamline the process, -
Portage used the service pian to pre-authorize these types of itéms and the mterdxsmpimarv
team reviews the authonzatlon every six months Other counﬁes provxded a monthly aﬁowance

o for such purchases

The CMOs have: experienced some difficulty staffing ahead of enrollment and retaining:
experienced staff as a result of county politics and collective bargaining agreements. The -
relationship between the local Famﬂy Care agencies and the county boards had an impact on
hiring practices: Even though capitated payments'increase commensurate with enrollment,
some cotmty boards still held the RC and CMO at their discretion for approval to hire; The -
county board in Fond du Lac tabled a request for new staff from February to May 2002, -
delaying necessary hiring. Other pilot counties developed agreements with the county beard to

‘hire staff as needed; without coming to the board for approval. However; in these counties, -

Family Care staff reported that there was resentment frem othet County departmenis placed
under a hirmg freeze due to the State s budget deﬁczt R : . S

Issues Wzth unions in: Mﬂwaukee and Pt)nd ciu Lac had an xmpae’e on. the staffmg cem;:)osztxon
during 2001 and 2002. In Milwaukee, as a result of seniority, Child Welfare workers replaced
45% of the combined CMO and RC county workforte when the Child Welfare Program was
terminated in Milwatikee County. Much staff time and energ gy was devoted to’ thls thajor
transition, The new workers had to be'trained in the field of aging as well as the: ‘processes of the
CMO. This change did not affect the Care Management Units (CMUs) < private agencies: k
Milwaukee County contracts with'to provide care managenient which constitute over half of -
the total care management teams in Milwaukee. I Forid dukac, the CMO could offer
contracted entry-level workers a higher salary than the entry level pay for union-represented
social workers. Thus, the Fond du Lac CMO tried to hire care managers outside the union in
order to offer more competitive salaries to assure quality and improve staff retention. As they
grow, the CMOs continue to specialize positions. The Milwaukee CMO recently added a fiscal

QO ™Lewn Group — N — ¥
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. their service use and casts, CMOs may find it d;ffxmit to manage the capztateci payments and.

o The mam RC functwns, mform jtmn and referrai outc@me trackmg, and conductmg func onal

.d}fferent degrees @f n’}feg}" 2

Infrastructure Development

analyst i:o proc:ess member obhgaﬂons based on the cast—share cafcuiatzons and ’La Crosse o

: B :-“:’fechnotogy

T system deveiapmem is centrai 1:0 buﬂdmg an effective pre)gram in the Pamx[y* Care model
' ?'parﬁcularty for the CMOs. ‘Without basic, nearly real- time mformam}n about the' members and :

L 'ceerdmate care. Integratmn of theicore. CMO functmns permits the: genemtzon of managemzmt
repori:s that can assist staff in unders’candmg the consequences ‘of detisions. The ability of -
counties to share information e1ecf:mmcaily among the RC, ES; EC, and the CMO might. aiso _ :
- ¢reate efficiencies since eiecf:rem - transmission of information; generaiiy reduce ‘the need forre- -
""keymg (}f-"'- fcrrmancm S S i

' SCTeerns, have aH been computenzed The Resource Centers eather added tc:) mfermat}en and ;

de&gned spec:ﬂfxcaliy for th éiactwﬁ:v The s’sate prov:ded the func "@nai sc:reér}' "ftwar
: applicatmn because it generates'the Ievei-«of -care determination reg red for the MA Wa:xve G
pli nly:acros he s_tate The: state moved Tom a’? :

" required to be integrated, alth ugh i:here are so )
. forteporting, planning, and management. functwns Each of-the
o '___'approaz:h to 1T, seme chc)c}smg to build their own. systems, some:

. funchons, and others purchasmg existin oftware packages ami adaptmg th 'apphc: tmns as:

( LEWIN GRC)UP
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Infrastructure Development

All of the clinical. prdcésses in Milwaukee and Fond du Lac are compﬁterized Wli:h the
exception of prevention and outreach activities. Milwaukee also integrated mo i
funchcms La Crosse cemputermed thew inézvzduai Sermce Pian {IS»P}f and i 1s conside

2003, an ofﬁce meve Was expecteci to"d;elay any }T updates Pori*age campui;e
Ehe CMO contmues ’eo test" the assessment r:ase notes, and oatcome func:tmns, 4

L dszereﬁt custom;zed system fm: each countv, whmh reduces petenﬁal ecoﬁ
couid be achleved WIﬂi{ greater-sharmg of common svstems This also'mea

© ones. The State encourages the sharing ami transfer 6f systém technoicgy be
promote effzcxency chhiand’s CMO capﬂahzed orn the experxence of anethe

T “The ?\/Eember Ce:ztered Plan (MCP), deveioped by CMO staff and the Famﬂy Cm"e membef
. member’s preferences.and personal outcomes, The plarn should infornvthe: 1ndzvm§ual Sery 1
rf:cm‘ds services and supports zzeeded in. order te eet the Fam;h Care member s outmmes co
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Infrastructure Development

plans, must comply with HIPAA privacy (effective April 14, 2003), security, and transaction
rules (effective October 16, 2003). The Bureau of Information Systems offered technical-
assistance of approximately .5 to 1 FTE staff to the counties to help them become HIPAA
compliant. In May 2003, Portage, Fond du Lac, Milwaukee, and Richland reported that they
experienced strain on staff due to the increased time obtaining records for members as well as
training on HIPAA rules, especially in the monthsleading up to April 14, 2003. The Human
Service Department in La Crosse County provided most of the preparation for HIPAA
alleviating the burden from RC and CMO staff directly. :

An ongoing issue for the counties is the maintenance and upkeep of their systems. IT systems
require annual resource commitments to maintain both the hardware and software. In 2002, the
counties contended that these types of costs were not adequately accounted for in the capitated
rates. In 2003, the CMO capitated rates included 12 percent for admmlstrahve functions and
other non—beneflt expenses. : - - '

O "LewiNn Group ~— _ _ e 42
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Governance

vi. 'éé#éﬁ&éﬂéE_,.fffﬂ;Lf;_f'

For Famﬁy Care, g(}vemance encom;)asses cﬂnfimt of mterest 1ssues and c:@nsumer pamczpanon
in the development of the Family Care: model that is, in part, ‘mianifested in governing boards -
and advisory bodies. As discussed ini the ngmm Overview séction, each RC and CMO hasa
‘separate governing bc)arc? and each CMO: county has a Le)cal Long term Care Ceuncﬂ and the i
DHEFS supports a State Lcmg Term Care: Cmmml & Pl A

A. Cmfhct of !nterest

TWQ ::cmfhct of mterest ()f mterest zssues arose durmg the evaluatmn pemod 1} ’ehe sepamt:on of
enrollment and-service prevzszon, and 2y the recertification functional screens. Atthe begmnmg
.. of the program, in approving the b/c waiver combmahon, the Centers for Medicare and - g .
'Medxcmd Serwcés"{CMS} taised concerns abcmt ihe ;:roten’aai for conﬁlct ()f mterest as a result of S
. the same entity (the county) bemg ultlmately respons:b}e for mtake, enrolimeni and servzce o
o 'dehvery Spec;ﬁcally, as aresult of the capitated rate, the CMO has a’ fmanmai interest in Whe jg
' eligible-and at what rate. If the county controls both the CMO and the RC, and the CMO faceda
shortfall in funds, the coumy ‘could pressure the RC to unduly influence mdlvzciua}s toenroll in-
_ the CMO if their costs were expected tobe. less than the capxtated rate or nof: to enroll 1f costs
S ;:wauld be expected-to be -hxgher than the caf ztated rate. o = '-'-

In response to these: concems, DHFS ort nallv requn:eci that CMOs and RCs to have separate o
governing boards. However, since the RC and CMO governing boards are advisory to the
county boards and the REC and: CMO also-both- report to-the e}ecteci ceunty board CMS. reqmred _
the inclusion of an enrcllment consultant independent of the county to ensure that consumers
receive ob}ectlve emd compiete mformaﬁon before thezr enrolimem ina CM’O ' E '

- f{n 2002, stakeholders had reservatmns about the effect of ’zhe enmliment consul’fant (EC) on
' consumers who must now be channeled through yet another person before receiving services.
B Despite the' added steps and add;txonal persor: mveived in the mnsumer s life, the enrollment -
. consultant process was generaﬂy v1ewed as an opportumty to review the Famil Care benefit _
- package and AnSWer. quesh@ns The ECs. noted they frequenﬂy answered qnesm)ﬁs ab@' : és_tate- =
U _recovery, type of benefﬁ:s pc;sszbie, and costwshare amaun’es S L e

. In our 2002 Implementatmn Report The Lewm Gmup ralsed concerns about conﬂmt of mterest '
related to the annual recertification process The Economic Support Units complete annual - R
' recertification of fmancxal ehg1b1hty invall counties: The original plan was for the RCsto conduc:t- A
S ;ali functional screens: for recertification. Hewever, as. neted -earlier, it some countzes, Fond du
. Lac, Milwaukee; and Richland, 'CMOs assumed this’ respons:bzhty In these counties, CM@
' _'conduct of recertification: functlonal screens relieved RCs with limited staff of this duty, s
L .capltahzeci on the CMO's iong~term relationship with the client, offermg maximiin contfmnty
for the consumer, and prowded the potentzal to more: accurateiy a55e88 the mdwzduai based on’
' f,contmumg c:cantact versus a snapshc;t assessment each Vear by RC staff e

. However, a potent;ai coﬁﬂm’s Gf mterest emerges 1f the CMO performs the anm;:a} functlonal
" recertlfmaﬁons Por exampie, mcen&zves exzst for the CM(} ta ad;ust Ievei c;f funchonmg to keep

FRIE O WLE'WIN GROUP
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subsidize the cost of those requiring a more costly array of services. Also, as DHFS' rate setting
methodology evolves to correspond to functional status, CMOs could have the incentive to .
screen individuals into higher functional impairment levels. However, DHFS remains co_nﬁdeﬁt
that the functional screen cannot be manipulated and has automatic review mechanisms for
changes from the previous level of care. In addition, each CMO complies with requirements for
on-going testing for inter-rater reliability for the CMO, as well as the RC, screeners. Also, in
Richland, the RC now reviews. re-cemﬁcatwn completed by the CMO if the level of care
changes. e L o

B.  Consumer Participation
Several opportunities exist for consumers to be involved in the development of the Family Care

model. The following avenues have been used by the pilot counhes to date:

. State z‘md LocaI Long Term Care Ceuncﬂs ' o o
s  RCand CMD Govermng Badxes, and

» CMO and RC Comrmttees

The State L(mg—Term Care Councﬂ is' admmasirahveiy attached to E}HFS and mclndee a-

_majerzty of consumers or consumer represenitative:members. After:the Council lost statutory
+status inJuly: of 29{}1 dueto stiriset legislation; former DHFS Secretary Phyihs Dube kept the
“membership intact as a council that would advise the DHFS, and added two additional

mernbers to represent the mterests of chﬂdren and mdwaduals wzth mentai ﬂlness

-Local Leﬂg~Term Care Counczlg (LLTC(ZS} by coni'ract mist provxde generaI plannmg and

oversight to the Famlly Care pilots: They serve as-advisory bodies only. Accordingto

5. 46.282 (2)(b)(1),/Wis: Stats, each Council must be comprised of 17 members; nine of whom
represent consumers in the three Family Care‘target populations proportional with the fiimber
of people in those target popula‘ﬂons receiving long-termi care in‘the state as determined by
DHEFS. The-counties all report that they have achieved this membership. As the program -

" ‘evolves, the LLTCC Wlll make recommendahons to E)HFS regardmg the need for addtiwnai
CMOs. L : - : : - '

County staff no’ced that mamtammg a pmductxve, mfermed and consumer—drzven LLTCC
represented a challenge. In most counties, CMO staff coordinated the LLTCC because they have
the most knowledge about the program in the county. The CMO contract simply notes that the
CMO must assist the LLTCCs in their duties. Staff reported that the CMO contract does not
clearly state coordinating responsibilities of the Council, such as setting the agenda and
providing administrative support. Therefore, CMO- staff assumed coordinating responsibilities,
diverting resources from the more defined CMO activities.

Although the LLTCCs offer an avenue of consumer participation, some advocates expressed
concern that the definition of consumer representation on the LLTCCs; as well as on the State
Long-Term Care Council, was too loose and should more appropriately répresent the consumer
level. The statutory definition of consumer representative reads, “....[O]lder persons or persons
with physical or developmental disabilities or their immediate famﬂy members or other
representatives”, s. 46.282(2)(b)1, Wis. Stats. Advocates noted that the definition of “other

OWLEWEN(}ROUP, — —_—
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representative” did not ensure that the person chosen under that title had the ability to
appropriately represent consuners of a par’ncuiar target population. For example, advgcates
noted that a pI'OVIdEEI’ may net make an appropnate c:onsu;mer representatwe R :

DHFSreceived a Brzciges to Wm‘k gran’e for 3,%32 000 fmm the CMS fer use inyears 2092 and
2003, to suppert the development of LLTCCs. The grant examined effective strategies of.
involving consumers in the Famnily Care program. Through-the grant, DHFS contracted for the -
development of: training materials to educate the LLTCCs on how to function as an effective
.advocacy and advisory group; a newsletter for LLTCCs; a vzdeo to tram new members, and
direct education and consultation on-site. R - :

As of the end of 2001, all the RCs and CMOs had met contractual obhgatnms in estabhshmg
separate governing boards comptising one-fourth consumer representation. RC boards
~ provided oversight on the development of a mission statement for the Center, determmed

relevant structures, policies, and procedures of the Resource Center consistent with state’ ~

requirements and guadelmes, identified unmet needs, and pmposed plansto: address unmet
“needs. The CMO governing board i is’ responszb}e for maintaining a plan for the EMO's
separation from eligibility determination and enrollment counseling functmns Most counties
reported that the governing board reviewed the plan, but, with the exceptx{m of Richland, did -

not assist with the development of the plan: In addition to the separation plans,. staff from most ;

o CMOs reported presentmg o’eher pmgmm pc}imles and procedure of-the_CMﬁ).baard for

Another avenue for consumer partlmpatlon has been the many ccmml’stees forrnec’i by the RCS

and CMOs. All of the CM@S And the Milwaukee RC had consumer representatmn ona Quahty_ ;o

committee. The: Portage CMO also had consumers mvolved in their Grievanceand Operatlons
committees; the Milwaukee CMO inyolved consumers in their Ethics and Grievance
committees.. A workgroup for prevenﬁon and wellness that included consumers. existed in.
Richland; Fond du Lac CMO had eonsumers involved in the: Self—D1rected Support Option:..
(SDS) committee.and a Commun1ty~Based Residential Facility (CERF} variance and-will be
starting a member grievance comimittee. As.of May c;f 20(}3 Po'rtage re- mstated a SDS
~workgroup wﬂh consumer membership X o SR
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Access to Services and Information

VIl. ACCESS TO SERVICES AND INFORMATION

Family Care was designed to provide appropriate long-térm care services to all eligible
individuals without delay. The two main organizational components of the program, the
Resource Center (RC) and the Care Management Organization (CMO), each play an important
role in improving consumers’ access to long-term care. With the exception of Richland County,
which began operating in November 2000, the RCs have been operating for over four years and
have emerged as a successful model of centralized information and assistance. Pre-Family Care
waiting lists have been eliminiated in alf five counties that implemented CMOs. In each of these
counties, consumers have more immediate access to services relative to- pre-Family Care. The
pilot counties continue to experience increasing enrollment into Family Care, with different
rates of enrollment among the elderly, phys;caﬂy disabled, and developmentally disabled
populations.

A "Eliminatidntof-Wait:t.ists

As of the end of 2002 as shown in Exhlblt VII- I ’ehe walt hsts in the CMO countles were
eliminated while the wait list in the non-CMO counties contmued to climb. No wait hsts mean_s
that individuals applying for services begin receiving them soon after they become a CMO
enrollee.

g Exhlbzt VIM L
Want List for Target Pcpulat:on per1, OBO Coanty Popuiat:on
December .31, 1998 - 2002..

25

: . = i Mitwaukee
Fonddutac . LlaCrosse Poriage Richfand o Nore CMO BoA

Wait List for Target Populations per 1,000 County Population

‘Counties

1998 51999 02000 @20{)1 2002

Note:  The non-CMQ counties include mdwxduals under age 60, while the scale for Milwaukee only:
© 7 includes individuals age 60 and over. The estimates for non-CMO courities and the CMO Gourities”
other than Milwaukee prior o the ehmsnaﬁon of the wait hs{: mclude children with physical
disabilities or developmenital disabilifies.

Seurce: The Lewiﬁ'Gmugi calculations based on DHFS f}rﬁ{i}&ideﬁ'ﬁait list data.
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. - DHFS' convention for reporting that exc}udes prewadmzssmn cons Etatwn referrals;
~prior to 2{}02 they had included these as coni-acts Richland’s in¢rease in contacts over’ time

Access to Services and Information

B. Information and Outreach -ﬁg_tigitie_s o

As noted earlier, Aging and Disability Resource Centers (RC) play a critical role for long-term
care information and service seekers. Among the nine counties with RCs, all provide .

~ information; assistance and options counseling, while the five CMO counties are- also mvoﬁved
‘in outreach and intdke related to the CMO benefzt e

Exammmg the average month}y RC centacﬁs per 1 E}()O pespie in the cc&unﬁes pmmdes an .
- indication of the effectiveness of overall outreach, Exhibit VII-2 shows that the average I RC
- -contacts per m(mth for all of the RCs. ﬂuctuated over.time Wlth fwe of the nine RCs. reportmg _
~the highestr number of c:cmtacts per 1,000 county. pcxpuiatzv:m in 20(39 and. ail but Portage. shgwmg_
stability or increases. between 2001 and 2002 Some of the ﬂuctua’non ‘may.represent reporting .
refinements over time as the RCs mrtproved and standardmed their tracking of contacts, For

-example, the apparent Iarge decline in contactsin Porf:age resulted from the county adc)ptmg ) _
hereas

“reflects its RC's later start«up (Nsvember 26{){}) compared to al}; the other RCS that had been
_'operan@n for at Ieast ayear pnor to ZOQG : . SO AR

: Exhibit VII-2
: _.:_'Average Monthi_y_ Reso_ure C_t_e_n@er an_tacts :

o

' RC Contacts per ‘i'-,{;ﬁl'o. County Populatior

Source;  The Lewin Group anaiys:s of. D}{FS data fwm the Famﬂy Caze Aehvxty Regorts, N
December 20{11 Pebrﬁary 2002 and’ ’idarch 2002 _ B
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Access to Services and Information

Resource Centers were designed to reach the general public and not just individuals seeking
publicly-funded services. Exhibit VII-3 indicates the primary outreach areas for the RCs and
some of the more notable outreach activities were summarized in the I nf_mst_mcture
Development section. The majority. of information sought from RCs continued to be: 1) basic
needs and general benefits, 2) disability and long-term care related services, and 3) long-term
care living arrangements. Most consumers requesting information and assistance from the RCs
were given information about long-term care services or resources, or referred to services or
resources other than emergency, adult pro_tecti_v.e. service,: and long-term care.

- Exhabit VH-3 . .
. Resourca Center Cutreach Actsv:ties, :
Apni 2600 to March 230‘! and April. 2001 ta March 2{302

RC Literature ' il
Directoryof Services |-/ fe e o] e .

Presentaﬁons _
Presence at Health,
Fairs
Gatekeepers —
accountants, grocery, L . . . .
movies, paramedics 1 ] B R RO IR i - g R
Websi‘te T - '_-.E. M SRR - . I ™ . e Fe e b oe b Y e ek

'Radzo

J Newspaper. Amcles

1 School System ] s |eie ' ™

TVAdiEntemewShow T SEER| it 001 WREE R 15401 (A0 Y I e R R e T e o i
‘Newspaper Ads . : ] . ' . e | lei
e

Fiu.Shots‘ T ® Py P
Hmong Elders Focus
Group

Provider Presentations
{Group)

Provider Meetings
{Individual)

Rural areas o d .

L L J L ] » » » » - L

Source: Quarterly reports submitted by Resource Centers.
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Access to Services and Information

It has beeri'argued that by receiving help with mak;ng effective’ iengwterm care choices, middie-
and apper-incorne consumers and families will use their pnvate resources more efficiently,
thereby reduemg the chances of exhaustmg all their resources and relyingont publicly-funded
services. By ta;rgetmg non=Medical Assistance (nor=MA) ehgzbie individuals; the RCs play‘a
critical role in shifting the point at whichindividuals receive txmely information and potentially
enter the service delivery system. No' effective data collection means exist to'capture the extent
to which non-MA individuals tise the RC. However, an indication of the' breadthof the” '
population using the RCs is that a minority of the contact outcomes focused onaccess to the =
COP, HCBS waiver, and CMO benefits. On average 153 percent of all of the RC's contacts were
referred for a functional screen to assess eligibility for these benefits from October to December
2002, compared to 13.2 percent for the same: period in 2001.# Alsoyin the last quarter of 2002, 178
or approxzmateiy one percent {)f RC contacis were referred to prxvate iong-term care services

“county’s population in Heed. Also worth z:ioﬁng is the lack ef the use ef mecha as-an outreach _
averiue ih Marathon and-the relatively hmlted use of medza in Kenosha in compamson to the Sk
e’eher countzes with Resource Centers. S - S R . s S

Overall from 2001 10 2002 the number of Coﬂtac:ts per 1 ,000 mcreased for each target _ _

popu}atzon, however, besides Milivaukee; which only | serves the elderly, no RCs increased Ehe

number of contacts per 1, 000 for all of the target grogps The Kenosha Aging and: Physmaﬂy

Disabled RC saw the greatest ncrease in contacts per 1, 000 targe’f populatlon from 2001 to: 2002

. forthe PD pepu?{atmn, risinig’ from 152.8 to 231. 0. The contacts -per 1,000 among theelderlyin =
i 20(32 ranged from 8.4 'in ’}*rempeaieau t0:21:8 in Richland, while among the DD populatlon, the .

. rangewas from 3. 9 in Marathon to 36.4.in Trempeaieau The 1argest number of contacts per =
21,0000 2002 was ameng the PD popuiamm, rangmg frem 37 4_ in: Marathon to 231 'm Lt

-Kenosha S

8 From Quarterly Family Care Activity -Repbrt: For periods ending December 2001 and December 2002.
9 From Quarterly Family Care Activity Report: For periods ending December 2002.
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Exhibit V-4 .
RC Contacts per 1,000 per Month
(January to June, 2001 and 2002)

Elderly
250

225

18

15.0

10.9

* Mitwaukee is per individuals age 60 and over rather than 85 and over.:

Bevelopmentally Disabled

40.0
350
300
250
20.0
15.0
10.04

50

9.0

£ 2
o 8 0«:\‘?9 .
2 N < &

%,
)

250.0

200.0

1500

53.04

8.0

2.0

Source: DEHFES provided data based on County Resource Center reports.
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C. CMQ Enrollment Actmty

CMO enrollment continted to increase. through the end of 2‘3{}2 Geraeraily, the CMOs enrolled
existing Community Options Program (COP) and waiver program consumers.during an initial
enrollment phase darmg the first six to 12 months of operations followed by new enrollees,
primarily from the waitlists, until the wait lists were eliminated in Spring 2001 for Fond du Lac,
La Crosse and Portage and. Sammer 2002 forMilwaukeet and Richland. According to Family
Care statute}ry language, CMOS must reaah entztfement after two years i)f operatmﬂ In

Care waximg l1sts and de}ayed enmllment Ii 1it ted ’ ensufe tlmeiy access te the
Family Care benefit for all e}igxble mdzwduzﬁs, mckudmg institutionalized residents.

: .'_-'{Enﬁtlement has’ never been reqmred for non-MA individuals at the mtermediafe level of care

e Gutcome aﬂd Costvﬁﬂectweness Analyses sectxon

. __":: _the proportion ¢ of eiderly enrollees jumps to'76 perceni: in December 2002. The: pmportmn of oo
' elderly members in all CMOs may continue to increase as: targeted e}uﬁ’each to nursmg facﬂmes S o

wzthout an aciult pmtecf:we sewzce need Afi ﬁve CMOS reached fuil enhﬁement durmg 2902

: :_.'As shown in Exhzbtt VII—E enmi}ment carztmueei Eo grow m each coun’cy, Wl’ch smaller -
e percentage increases ciunng 2002 and with Milwaitkee conﬁnumg to experience the Eargest
absolute and perceniage increase. Possible 1m§11catmns of these trends are dzscussed inthe

growth for- youngex mdlwdu'_' ; ysica a

CMO enrollees were elderly as of De ember 2082 campared to 46 percent n December 20{}0 31
percent had developmentally disabilities (DD) compared to. 35 yercem and 21 percent were.
younger individuals with physmal disabilities (PDY f:c}mpared to 19 percent (see Exhibit. VH—G)

- By including Milwaukee's primarily elderlv membershlp in the total count of CMO enrf}llees, :

: _advances arid the program resporads to demogl”aphm s}nfts=' SR

W Milwaukee was an exceph{m ifvthat exrstmg envolleds arid the wait hst were pmcessed m parallel overa.
SRS two«year penod :

'. o ml GROUP e . = E .' 51 '
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Exhibit VII-5
Trends in Annual:CMO Enroliment .

December 2000 and 2001
4500 — ' —_— : - 300%
4,000 A 277%
250%
3,500 :
£ 3000 200% &
£ 2,5 2
-y 150% =
u 2,000 - g
= 4
3 1500 - 100% &
1,000 4 S
- 50%
500 :
Fond du Lac La Crosse Mitwaukes Portage Richland
 EEER000  EEESZ00T  —a— % of Change |
December 2001 and 2002
4,500+ - 300%
4,000 b
- 250%
3,500
£ 3.000- 200% g,
2 g
F 2,500 2
£ 150% 2
g 2,000 g
g 8
T 1.500 100% &
. 1,000 o
1 - 50%
0 0%
Source: Famify Care Monthly _M'ori.itorimg :Repérf from March 2001 and Qua.ftérl'j/ Family
Activity Report for the quarter ending December 2002,
O "Lewm Group e — T %
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&xhsbnt VIi:6
Enmiiees by Target' Pepulaimn as’ of Becember 31
pe 2066 am! 2002

 Elderly

. Developmental Disabilfiss

“roll
me A B
nt 10%. i R T RERER

Total withoul
Wifwalikbe.

. Fond du Lac Milwaukes F’:_}_rkz_a:gg Rich:laﬁd :

 Physically Dis

30%

of | 25%

2@% -

e 15%

Source: The Lewin Group analysis of DHFS provided dai:é. s
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1. Delayed Enrollment

As seen earlier in the ’c:me}me shown in Ex}ubzt IV~1 at the begmmng of the Program Progress
section, all counties, with the ‘exception of Portage and Milwaukee, instituted “delayed
enroliment at dxfferent pemts m "m nd‘under ch : erent czrcumst&nces Deiaved enroliment
md;vzduala wxil begm receiving services soon after they are feund ehgxbie, but not 1mmediately,
a waiting list refers o the individuals who were waiting for community-based long-term care
prior to Family Care. The coantxes used delayed enrollment and waiting lists in two different
ways including;

» eliminating the pre-Family Care waiting hst and then instituting a de}aved enroﬁmem plan
due to a lack of staff capacity at the CMO; and -

+ instituting a delayed enrollment pIan while also Workmg on eliminating pre-Family Care
waltmg lists in order to slow enrollment and allow the CMO to become accustemed to its

La Crosse and Fond du Lac eliminated delayed enrollment by October and December of 2001,
respectively. By October 2001, only institutionalized individuals remained on Fond 'du Lac’s -
~ plan since the county prioritized service delivery to individuals in the community-at high risk
of mst}tutionaimatwn From the begmnmg of. Famﬂy Care untd fuly of 2902 chhlanc} operated
B usmg delaved enroﬁment : :

CMO Dfsenroliment

A common measure of poten’aai dzssatlsfactlon thh managed care is vohmtary dlsemoﬂrnent
rates. Exhibit VII-7 shows that 348 or 9.9% of CMO members who were members on June 30,
2001 had disenrolled by June 30, 2002, primarily, and not unexpectedly with a frail and often
older population, because they died. Portage had the highest rate of overall disenrollment -

with 14:0% and Richland had the lowest with 4:1%.. Across the CMO counties, apprommate}y
two thirds of the: disenroﬂments resulted from deaths; 21:8%. vaiuntaniy disenrolled; and the
remammg 11.5% lost thelr e}1g1b1hty pr1mar11y due to changes in their financial status.-

The iost ehgiblhty categ(}ry may Over—represent the number of people dzsenroiled The Chent :
Assistance for Re-Employment and Economic Support (CARES) system will disenroll
individuals who have not been re-certified within a year of first enrollment.n When mdlvzciuais
are automatically disenrolled by the CARES system prior to re-certification, the CMO loses the
capitated rate for the month causing accounting and cash flow challenges. The CMC continues
to serve the member throughout these disruptions in recorded enrollment, and the CMO
receives compensation for those mionths when the automatic disenrollments are corrected. - -

" This was the case in the waiver programs prior to Family Care as well.

Q) ™LewmN Group — . — _ e 54
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Exhibit Vil-7 :
~ CMOD D:senroltment Among emhers as of

CMO , Percent | Veiuntary“—]
Counties iiasenmfied' Deceased ﬁi;g:bahty |
liaCrosse 1 _{8&.}_ Cbetsey b ey L ey
| B 8% | 66.1% |  148% | 19.1%
I Miwaukee | (115) F ey ] an. L @2
ceo o D A0% T TOT e e 0.3% T GO e
Portage (58) T TR ) I T L L
| 41% 857% | 14.3% 0.0%
_;:,Faﬁﬁﬁaruj i TN (?) T (5} .5“5”.m:¢fm(@§“]u au..-aa'%{G}fi. ol L
_ ~ . 99% | 66.7% - 1'&5% T 218% | '
'.Tﬁtat oEasy @82y '.'-'(40}'"".' S 1'(7'.6)" I -Z-

Source - DHFS provzded data iaased o the- MEDS database as of August 31 2082

Among members as of }une 39 2001 2 2%, or ‘}"6 chose to retum to fee»«for-servzce and forfelt
services available through the waiver. Theseindividuals were still able 1o access Medmaadw

o representatzves have claimed that Family Care members have been d1sem~olled When-they =
indicate that they want to remain in the nursing home. A joint survey conducted in 2002 by the
Wisconsin Association of Homes and Services for the Aging and the Wisconsin Health Care -
Association (the not«-ferwprofzt and. fc}r—proﬁt nursing home asseczat}cms) indicated that, “Nine
facilities reported instances in which theit tesidents were dzsenmﬂed bV the CMO becaase they
expresseci a Wasb to remam m the facﬁlty SRS TR T e B

The CMO‘; counter: that there have been a few cases where an mdwxduai enters a nursmg home

L for needed. skﬂled care and subsequentlv the. mdwadual stabilizes toithe pcsmi: where: f:he care :

- _.management team deveiops a commumty~based service. package that fulfills their care -
: reqmrements ‘However, the: mirsmg ‘home resident or theit. famlly:-c{emdes that the}; Woulci .
i prefer to remain in the nursing home. These d1senmﬂments mean that individuals were abie i:o L :

7 exercise choice. However, they alse mearn that the CMO was no longer resp@nsxb}e for f nancmg

theindividual's nursing home: care. If these types of dxsenroﬂment constitute'more than an-
anomalY, it Would have Imphcatmns fcr"r the program s abxhty to be ccst—effectzve St R

: D | Servace Avadabnhty

CMOs make prowders avm}able m ’ehezr members bv procurmg formal cantracts w;th prevzders
to form the CMO provider network and by purchasmg services without formal contracts with
providers outside of the network. The number of providers under contract with the CMOs in:
Fond du Lac, La Crosse, and: Portage increased by 34%, 16%, and 73% respectively, from May

2001 to May 2003 (see Exhibit VII-8 and Appendix E). Accurate change over time could not be

' caiculated for Milwaukee and Rlchland due to the miethods used for data Coﬁectzon and
: provxéer contracting practices. -

: . O W"LEWYNGROUP . . IO T : 55
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Exhibit VIi-8
- .. Number of Providers Contracting with the CMO,
4 2001 and 2003

450 423
400 - o
350

300 262
250
200
150 -
100 -
:.:5-{'}

301

_ May-2001
8 May-2003

Number of Providers

Fond duLac La Crosse Milwaikee Po'rta_ge

Note: The mta number may not represent the total number @f contracts' that the:
CMO has because some providers may be counted twice ¥ they provide more
than one service type.. Izz? rmation for Milwaukee was not available for 2001, -
Declines in Richland are likely due'to.changes in CMO, yrowc{er network staff R
and not the actual riurnberof prowders avaliab]e o . -

“Source:  Data prov;ded to Lewin b'.,r ¢outities'in May 2001 and "vfay 2003

= Milwaukee and Riéhland indicated that the number of providers they contract with does not
. fully reflect the options available to Family Care members. The data provided by Richland

i suggests the number of providers decreased by nearly 50 percent, even though Richland noted
they did not experience a decrease in provider availability. Richland also indicated that they
obtain’ servmee; with providers outside of the formal network. Further, staff turniover in their
twork deveisper position preverlted confirmation of 2001 or 2002 numbers In
Milwattkee, the:provider network developer did not feel that the number of contracts reflected
'CMO capaciiy because the CMO will contract wzth providers selected by the c:onsumer

_I-9 md}cates that the expansmn ef provxder networks vaned ¢
type of prov;der Alternative residential facilities, which include eommnmtv~based residential,
;. adult family homes and assisted living, increased in the three counties that had data for 2001
- and 2003: They also increased from 2002 0:2003 in Milwaukee (156 to 197). Contracted home
care and mental health providers stayed about the same or increased. Respite care providers
increased in both Fond du Lac and Portage. However, in 2003, the La Crosse CMO had to
develop a new home health provider contract when their previous primary provider would no
longer serve Medicaid long term care cases citing inadequate reimbursement and a desire to
focus on severe acute cases.

O "LewiN Group —— —_— 5%
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o Exhibitvilg
Number of Providers Contracting with the CMO for Selected Services,
2001 and 2003

Fond du Lac
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_ . Exhibit V-9 {cont.) .
Number of Providers Contracting with the CcMO for Selected Semces
2091and 2003
Milwaukee
250
S 200
o .
5 150
B am Lo e i R X wEC
5-5 g May-QQOSI 400
j;; ‘L .
[ 50 -
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Por'tag'e' '
B
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2 : May-2001
Al ‘8 May-2003
£
=
z
Richland ..
g .
E
- ‘m Moy-2003
]
S
£
B
3
Note: Information for Milwaukee was not available for 2001, 2001
information for Richland not presented due to lack of
comparability to information reported for 2003.
Source: Data provided by counties in May 2001 and May 2003,
O "Lewmn Group.
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Despite the general trend of expartdmg the number of pmwc%ers in the network, some decreases
in providers also occurred: For examiple; emplﬁyment pmvxders of refated services in Fond du
Lac decreased from nine to four providers. The CMO attributed this decrease to the transition of
CMO members from outside the county back to. Fond dulLac, ehmmatmg the need to coritract
with addztzonaE prowciers outside the courty. -

In 2(}(}2 many of the pmvxders interviewed felt that there was healthy market c&mpetmon
Potentially as a result.of this competition, most of the providers voiced disappointment ircnot
receiving increased referrafs However, some providers felt that CMOs used “preferred
providers” rather than giving consumers “a real choice.” The. few providers. that expenenced
increased business under Family Care additional staff to meet the dem d. AH but one
provzder expreﬁsed interest in staying on as a prov1der under Famﬂv Care. ' :

In May of 2093 aﬂ of %he CMOS had: procedures in. place tc}ildenﬁfy urzmet need rangmg from

_ mcmthﬁy meetings between provxcier network developers and care mmagement staff and on-
. going lists of out of network needs, toa: task force in Milwaukee County formed to respond to

. loss of certification.of

ny ICF/MRs Wthh recentiy resulted in faczhty dosmgs LaCrosse

- and Fond du Lac Cetmnes had also begun usmg utzhzatzon reports to pro;ect future need

R (ilverswns, but cie not report ’d*zem as mstxtntional relocatwns

1. Commun:ty~6ased Aitemafives

Exhibit VII-10). This count excludes Rxchlzm d County because they did not begln frac:kmg
relocations until: August 2002, However, the quahty of the data collecnon and definition of a
relocation differ. by county. Some CMOS define a refocaimn as amove to a commumty setting
by a CMO member residing in a nursing’ “home for any 1ength of time. Other CMOs expand the
definition to include individuals new to Pamxly Care who relocate upcm enrollment into the
program, C)ther counties consider all individuals enrolled in the CM(} as’ ms‘atutmnai L

A :'Facﬂ:ty closmgs do not. appear to have a d;rect nnpact on the reported rel(;catmns, pamcularly

*in Milwaukee, 50 it is difficult to assess whether declining nursing home use in the CMO

¢ . counties shown in Exhibit VII-11 is attributable to the CMOs or to nursmg facxhtv cEcsmgs

independent of the CMO activities. In 2000, three fac;htxes witha total of 684 beds closed in:
 Milwaukee, but the CMO.did not track. reiecaho_ns in 2000. Milwaukee: Eost 557 beds from four
facility closings in 2001 and reported relocatin 20 individ als. Tn 2002, Mﬂwaukee County
" experienced three closings with a total of close 16300 beds and h"d.-only 34 relocations.
. Milwaukee CMO staff reported that they do net feei fhey have: rec:orded the totai number of

- relocations. .
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- Exhibit VII-10
§nstitut¥ona¥-Reiecations :

Year

| Quarter chnd dulac | LaCrosse | Milwaukee | Portage

i Total ]

L3007 JansMar” P L E A T L L T 7
o ApEe duny RN BE ERNNA¢ RREEELl SRR O SEEII N B 38
e Oct-Det | g - 18 B T F g 29

2002 Jan - Mar 2 12 0 3 A7
Apr - Jun 2 30 1t unknown 43
Jub=8ep:) a5 1§ A8 e 40

| Oct-Dec | - 2 A2 o 7 3 24

2003 Jah - Mar. 2 12 -5 3 22

Total. - 22 148 o poo o868 L o 23 252

Source: CMO Quarterly Narrative Repm'ts and correspandence with pﬂot county staff. -

Note:  Asof May 2003, Rxchland haci not begun to track reiﬂc&tmns )

Exhibit VII-11
Medicaid Nursing Facility Use per 1,000 County Population
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5'2)\@‘\%@9 B{b\\\@\féﬁﬁ 3@\3\&@@9 B%\X@\\C&Q B‘D\}@\f’g@q 5@(\9
—+—Milwaukee - Non-CMO Counties - CMO without Milwaukee |

Seurce: The Lewin Group calculations based data from the Department of Health

and Family Services Medicaid statistics found at

httpi/rwww . dhfs.state. wius/Medicaid/caseload/intro.htm and 2000

Decennial Census population estimates,
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Some providers, particuiaﬂy nursing facility administrators, assert that Family Care has not
szgmficant}y altered the exas’zmg trend to: pmmote community hvmg They indicated that the
i i i vzduals into the

2002 Wxsconsm Association of Homes 'ancf Serv;ces for the Agi g:(WAHSA) and. the Wzsexmsm
Health Care Association (WHCA) survey of nursing famhtv admmzstrators, and Famﬁy Care
counties with a CMO, 33 administrators indicated that 115 reszdents were relocated. Of the
relocations, the administrators reported only 21% ﬁccurred przor to the date emgmally posted
by the faczhtles dzscharge plan .

Family Care counties reported mcreased commumty res;dentiai ophons fer members The CMO
in Fond du Lac reported a 25% increase in the number of res1dentzai beds for the: eideriy in the
last year. In response to consumer requests for. greater privacy, the size of CBRFs in Fond du

... Lacwas reduced to four beds, aliowmg members to have pnvate Tooms. La Crosse added 28
 adult family homes to their network. The CMOin La Crosse noted that at least 40 Hmong

" homes have been certified as. adult famﬂy homes in the network so that Hmong famlhes can '
- care for their older members in a more culturally appropnate way. '

_Oml EwiN GROUP | SR R . 6L
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Care Management, Consumer Direction, and Quality

VIl. CARE MANAGEMQNT, CONSUMER DIRECTION, AND QUALITY

The care management, consumer dlrectzon,, ami qualzfv Components of the Family Care model
aﬂ szgmf;canﬂ’gf altered prevaﬁmg practmes prmr 'tcr the. establzsh _ _ent of 'c "(__ZMOS The CMOS

care management mterdzsapimary teams to carry out new practices and momtormg of Casefoad
size and structure. The DHFS and CMO courities also instituted formal mechariisms for -
consurmners to direct their own care and influence the program through advocacy. Finally, the
Family Care pilots adapted to the new requirements of the quality initiatives described in the -
Program Overview section, While all of the counties have moved beyond the initial start-up
phase, the process of realizing the full intention of the Family Care model will be a continual
one.

A Care Management

At first, the CMO Coun’ﬂes faced fhe multlp}e challenges of expandmg the number of peopﬁe
they served, expanding the scope of services they provided, adapting to new practices, such as
including an RN on each care hanagement team, and adapting to new information systems.
Buring this initial implementation period, care managers had a number of extra burdens piaced
on their time, such as enrolling current clients in Family Care and learning new information -

systems and forms. - At the same time, they were trying to d.evelop expertise in- prowdmg

gervices prevtously finaniced through the Medical Assistince Card. Ty addition, many Workers
were newiy hlred and, as a result had Ixm;ted mstltutzonaf knowiedge '

The counties have gradually begun to implement structural and procedu‘ra} changes to adopt
the care management philosophy of Family Care. As shown in Exhibit VIII-1, adopting this . .
new philosophy marked a major shift in county practice. Case management as defined by
previous county. programs, mvolved the brokering of services by a single soczal worker, This
approach centered on grouping consumer need into spec1f1c, pre-defined service categories. In
contrast, care management or support coordination under Family Care is a strategy for _
balancing consumer preference and cost through addressing the core issues facing consumers.
Ire this model, care managementis an organizational approach to control costs, facilitate.
consumer direction, and consider acute and primary care needs. Family Care care management
focuses.on the unique needs of the individual and involves a holistic approach by the use of an
interdisciplinary team, consisting of the CMO member {consumer), soaa} Workers, KiNs, -
provaders, and family members. -

In ord.er te ;mple_ment the revzse_d.care management-approach, CMOs reduced caseloads for. .
social workers, relative to.pre-Family Care levels. The average caseload size of about 30 to 50 is.
smaller than caseloads prior to Family Care. In the COP program in Milwaukee, caseloads were
as high as 60 individuals per care manager and they now average 40 to.45. The pilot counties: -
noted a significant reduction in the caseload size for social service coordinators caring for the
DD population as compared to pre-Family Care arrangements. Portage reported that caseloads
for the DD population averaged between 70-80 prior to Family Care and now run about 40 to
45.

O "Lewm Grour — 0
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 Exhibit Vill-2
Social Worker Caseload for Elderly and
Phys;calty Dlsabied Members, h&ay 2001 2002 and 2&03

80 - :
:: e EQTaréetg
0 . 5 acll a5’ B Actual
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20

Social Workér Caseload

0

2001 2002 2003 2004 2002 2003 0 2003 2001 2002 2003 200120022003
" Fond da'f_'ac- s .La:cr'osse.. : 'Miiw'faukee'.- L Portagesio . o Richland

'.'_S'_'_(')'ur"ce':' Average caseloa&s reperted b}r CMG staff in May '20(}2, Niay 200

| Exhib VIS
“Social Worker (SW) Caseload for
' Devefopmental!y Dlsabied Members, May 2001 2002 2093
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Source: Ave.ra-ge caseloads rep{)rtéd by CMO staff in May 2001, May 2002, and May 2003.
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Exhibit VIii-4
RN Caseloads for all Target Populations,

BGoari - Al
140 . BActua

: RN .;G_.a_geioaci

.-Source:.. Caseicaads reperted by CMO staff Mav 2001 and Mav 2{){)2
Note . Rmh' it dl_d}d not have 3 target for RNs in ZUG}

The care management teams are still working on fully mtegratmg consumets, famﬂles and
- providers into the interdisciplinary team decision-making processes. Advocates mdmated that
consumers have limited involvement in the care planning processes. They felt that consumers
merely signed-off on their care plans mstead of actively participating in care planning.1? Some
providers also mcixcated that many.consumers did not have a basic unde:rstandmg of the. ...
program or that they were a part of the CMO. DHFS continues to monitor the CMOs’ use of the
g _member—centered plan, a fthaid document which rec:ords Chent strengths, ressmrces, SIGHS, ;
~desired outcomes and steps to achieve them. DHFS reviews member-centered assessments and -
L plans on a quar’zeriy and annuai bas1s T}:}e review process mciudes remewmg a sampie from '

przmary care

1 The RAD- Method Balancmg Cast and :C‘e}nswﬂer Preference

_DHFS develeped the Reseurce Aﬂoc:atmn Dec1510n (RAD) Method in anticzpatlon of care” .
. Zma:ﬂagement teamsf respons:ble for care provision artd its associated’ c:ost needmg a tooI to S

R The federal 1915 b/ ¢ waiver requires that a member sign tbe mdxwdml service pian (ISP) any txme itis changed _ ._
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guide them in determining how best to use resources. The process directs interdisciplinary
teams to identify desired outcomes for the consumer, examine effective options to meet the
outcome, and decide on the most cost-effective option (Exhibit VIII-5),

: Exh;btt ViI-5 :
The DHFS Resource Allocation Decision (RAD) Method

“What’S% most cosk sway to meelthis individual’s outcomes?)

1. ALWAYS START by 1dent1f},mg individual outcomes!

I

: 2.1s a particular opﬁen EF??’_ECTIVE.__in meeting individuél Qtatce}més?

'3, Among the effective options, W_hiéh is/are the most cost-effective?

o

Source: DHFS.

It pro.{zid_es.' iégic fbr'i;h.é-care managemeﬁt team to follom;_'.i/vhen zﬁakin.g3ser\?iée..d§c£sions. The
RAD steps include:

identify.the need, goal, or prob-lerﬁ,;--

Determine if it relé_teéﬁ to the clié;it’s és:seé:sméﬁt, sérvicé pia_n_, and desn‘ed _pti_téqmes;
Determme Ways in'which the need couid be met;

Verlfy 1f there are pohcy gmdelmes to gmde the chozce of optmn, and 1f 50, foHoW them

‘Dtsc:over whzch optzon the member (and / or famﬂy} prefer

I T e

Determine which- thwn(s) IS/ are the most effectxve and costweffectzve in- meehng the
desired outcome(s); and o o

7. Explain, engage in dialogues, and ﬁégoﬁaté with the client.

Following initial trammg in 2000 and 2001 care managers generally thought the tool would be
useful, but had little experience with it in the field. During 2002, DHFS and the CMOs invested
heavily in training staff in the use of the RAD method. Desplte this !:raimng, we repor’eed in 2002
that the CMOs seemed to be strugghng with the, concept of balancmg consumer preference and
cost, Same county represen’tahves mentioned that requiring counties tobe motwated by both
these concerns was an impossible feat. For example Portage County wrote a letter to DHFS
expressing their confusion. DHFS respended by remf@rcmg the deszgn of the Famxiy Care
model and encouraging the cetmty to continue to understand and implement the use of the
RAD method. DHFS has offered numerous trainings on the method to the individual counties

QO "LewiN Group e 66
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and has also been available for case consuitaﬁﬁns DHFSnoted that the inclusion of CMO
supervisors and management in the training was critical in'increasing the support to care’
managers using the method. They also had CMO fiscal staff attend the trainings to efisure that
they understood the philosophy and did not mapproprzateiy influence care decisions. In
addition, county staff conducted their ow internal trainings on the methc)d Currently, DHFS
has begun mtmdumng the RAD' meth@d to nfm»Famﬁy Care couni'xes '

Imtlaily, as the counties transxtioned mdwxduais from other waiver pmgrams to- Pamzi&r Care,
minimal, if any; changes were made in service pians due to the Earge yolume of cases to be
transitioned and the CMOs” lack of comfort or famzhant}r with the’ RAD ‘nethod. Subséquently,
CMO staff reported using the method in staff m;eetmgs in order to review. difficult cases and all
CMOs had procedures in place to document the use of the method. In May 2092 consumer
advocates interviewed indicated hearing complamts related to reductions in services. This -

. timing is consistent with waiver conversion cases undergomg thexr afnual re»f:erhfzcatmn aﬁd
review of care pians and the CMOs more. frequent use of the RAD miethod which: resulted in
Changmg care plans and sometimes reductions in services. “This was espeaaﬁy true in
Mxiwaukee and Fond du Lac Where individuals usmg the persona} care option under the state

“plan were newly subject to care management review for these servmes, Where prevxously
providers had more 1at1tude in determining the amount of services.. i

Indméiua!rzed' Consumer'--ﬁocus

: 2 Eqwtable.care Pians

Dzscassmns WIth MO staff and. advocates suggesteci that CMOS stmggied to: szmuktaneously
honor consumer preference and provide consistent care to all members. One of the. goals of care’
management under Farmiy Care includes keepmg decisiors about care as close to the consumer
level as possible. This requires the interdisciplinary teams to understand the core issues facmg
the consumer and that the consumer play a central role in care decisions. In adchtmn to.the .
long-term care benefzt package, the CMO is responsﬁale for deveiopmg servme pians that -
include other services, stich as treatments or supports, ‘when they are more, approp}:late or hkeiy_
to resuit m better ouf:comes for the mdwzdua} than the services in the benefxt package.. ?0}:

e preferences of Hmong members However,- = e _
- population, the CMO must. also ensure fair and eqmtable service to its members CM‘ 5’saff
must mediate care decisions and prowde mfermahsn abeut the most cost~effec:t1ve ways to :
meet an individual consumer’ $ needs ' : :

The CMOS adop’eed a Vanety of stratemes to premote consﬁtency acrass m‘ce:rd}sc;phnary

'management te members, Mﬂwaukee faced partmular c:haﬂenges a:elated 'te csnszstency_ _ -
: m_f;erchsczphnarv teams bz- '

Care for: the Elderly {the PACE am:i Parmershxp ééntractor)' to assist t' eC’MO admmxstraﬁvé L 5 |
staff in pmvzdmg overslght Erammg, and quahty assurance Mﬂwaukee ais@ developed several.:’
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protocols for care management teams on such topics as “wound care” and “working with .
discharge planners.” During 2003, La Crosse’s quality monitoring and improvement focused on
case management timeliness and consistency. _

The other counties have been less formal in their approach. The CMQ manager in Portage
interviewed all staff in the CMO to assess practices and determine consistency. Portage hired an
additional supervisor to reduice supervisor caseload, created specific guidelines for the use of
the RAD method and SDS option, and added questions about consistency to member and
provider surveys. In La Crosse, only the CMO director conducted RAD method training for all
new staff in.an effort to consistently convey the information.

DHFS monitors consistency among care management teams through a formal review of county
procedures. During the annual 2001 quality site visit, DHFS review ed the CMOs’ adherence to
contract provisions around care decisions. In the CMO contract, any authortzataon decisions
made outside of the mterdxsmpimary team must use regularlv updated review criteria that are
clearly documented and are based on reasonable evidence, or consensits among individuals
involved to ensure consistency in decisions. DFHS closely monitored these procedures at'the
site visits to ensure that, in the process of promoting consistency among teams, individualized
planning still remained central. For exampie DHEFS did not approve Fond du Lac’s procedure
for interdisciplinary team consistency, in which the management team granteci prior

- authorization for items over $100, absent documented decision criteria; DHFS also- urged La .
* Crosse and Pertage to institute a written plan to assure such consistency. Addltzonaliy, DHFS -
closely examined: the role'of the team facilitator in Milwaukee to ensure that consumer.
preference remained central. The 2003 quality site visits will be conducted in the. summer. .

3 )fntegratfbh 'w..!'t.‘h Acute ahd Prihiary”Caré.
In the original re-design proposal, released by Secretary Leean in May, of 1997, acute and
primary care were included in the Family Care benefit package. But advocates, fearmg an
overly medical system, successfully limited the program to long-term care (LTC). Yet, .

coordination across acute, primary, and LTC service providers remains a.necessary and . ..
important component of appropriate planning and service delix'zerv under :Pamiiy Care._ e

Several hamers exxst to de51gmng an mtegrated system where service pmwders Work together
to achieve the best outcomes for consumers, In the case of home health services, nursmg _ _
supervisory visits are a federal requirement for Medicaid, even if a CMQ nurse follows the case.
These visits, combined with the attention of the Family Care RN, often duplicate effort. Nursing
facilities must also conduct their own comprehensive assessments, duplicating the assessment
by the MO team. Further, CMO staff reported challenges in'working with przmary care
phvsxcxans who have limited time and incentive to consult on cases. '

O "Lewin Group — _ - e 68
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Despite these bamers, CMOS recogmzed the potential heai!:h beneﬁts of ntegrated care for their
consuiniers and developed procedures that facilitate communication between the actite and
primary care providers. Efforts of the CMO mterdzsc:xphnary teamns to integrate care varied
across countles _ L

. Smalier__ eunnes, sur.:h as Portage aﬂd ch}ﬂand reported an easzer mne spenmg
cemmumcation 1mes iy : - >
. The La Crosse CMO sent }etters to’ physlczans and Fz:md du Lae mwted physzcmns to tf)ur
commumty~based housmg settmgs : :
. __llPortage, R;chland La Cmsse ami M}Iwaukee have Worked to educate and estabhsh
" productive rela ‘cmshxps with. dxscharge planners at hcspxt' Is. addijﬁggn, Pﬂfi&ge al

" to ebtain dxscharge piannmg mfermaﬁan fmm ’she local hospztal via a tomated mformat;on :
i _-:'sys’zems : i -

L .engage the attention and cemperahon of physxcxans They mdicated that: educahng primary ca:re .

. consumers in need of Ioag—term care.

provzders nght heip toreverse the v1ew that" mstztutmnal care offers the only'soluﬁon for :

_'3- _

Consamer D;rect:enlAdvncacy S

ph nnmg through varymg degrees caf dn'ecﬁmg thezr

o chamnels Famﬂy Care pmmotes consnmer dzrectxon thmugh' R

o 'operatlon ?ortage, La Crosée, and Mﬂwaﬁkee have offered ;t}:ze @ptmn smce ’che CMOS
. beginning, Fond du Lac's began October 2001 and, with a state modification of thelr contract
B Rmhland W1E1 effer the opt:zon I Ianuary 2@04 rather than in 2003 ' :

' _The CMOS expressed some concern about the 1mp}ementahon of the self»dlrected supports
“options: Fond du Lac noted having dﬁfxculty developing the option’ concurrenﬂy with the

a0 Family Care model because of the many. requirements in deveiopmfr the new program. Some

* counties’ CMO staff expressed concernthat allowing consumers to manage care, given the.

" - managed care model of Famﬂy Care, proved cixfﬁc:ult to reconcﬂe "E‘hey questzcmed the abzhty to
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fairly establish budget limits when service authorization for Family Care offers a different
amount to each consumer, dependent on need, rather than a maximum allowable amount as in
the COP-and waiver programs. As more members elect self-direction, La Crosse staff expressed
concern over the potential amount of time interdisciplinary teams will need to spend training
self-directing members. DHFS used its CMS Bridges to Work Grant to focus on the self-directed
supports program in each CMO and develop "a personal futures planning” resource manual for
use by each CMO.

Exhibit VIII-6 indicates that approximately 20 percent of CMO members have exercised some
self-direction, although the overall average belies differences among the CMQOs. Fond du Lac, .
La Crosse, and: Portage have similar models for the SDS option and participation ranges from

6 to 13 percent. They all allow members or caregivers to choose between a co-employment
agency or a fiscal agent to direct care. The co-employment-agency acts as the employer for the
individual care provider selected by the consumer. The fiscal agency model, on the other hand,

~allows the consumer to act as an employer, but includes an agency to handle fiscal concerns,.

such as payroll. . .

e ' : Exh;blt VEil-G :
CMO Memhers Seif-Dlrect;ng Care as of May. 2002 and May 2003

i Fonddulac 59 | .oos2 | 6% | 6% |
; La Crosse . 15 | _‘i_"t?..._ Ao T% 9% . _'
| Miwaukee | 1.200,with | 1200 36% . |  30%
mdependent '
providers' .
Portage 74 87 15% 13%
Total 1,408 1,456 23% 20% 1

Source: - CMO reported information.

© Milivaukee émployed 1,200 independent providers of metiibers” choice, 10 6f 7
“whomt used a fiscal agerit. This policy carried overfrom priof to'the CMO's
~implementation when the county employed mdependent prowders for.80% of .
al} supportive home care.

Note: According to the CMO corztract Rlchiand does not have to offer t%ee SDS optmn :
unil }anuarv 2004, They currently have 13.CMO members using a fiscal agent
"to employ caregivers. * La Crosse reports majrity sélf-directing dare are
elderly or physicaily disabled. Figures by target populition weére unavailable. +

Milwaukee’s model differs from the other counties because they designed the program with the
philosophy that self-direction for older adults may not depend on assuming the employer role.
Milwaukee offers self~directing services along the following continuum: developing personal
outcomes or goals; requesting training in self advocacy; assessing available resources; being
aware of cost of resources; choosing providers; and assessing safety and risk. Few Milwaukee
CMO members use the fiscal agent option, however, pre<Family Care practices allowed 1,200
individuals to select their own provider, usually family members (but not spouses or parents).

Q "LewiN Group ~————— — —r P
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2 Advocacy

Over the course'of Famﬂy Care’s evolutioti; there have been thrée formial advoeacy positions =
an independent advocate, which was a separate organization from the RC, CMO and the
county; a member advocate, which serves as an internal advocate for CMO miembers; and
disability beriefit and elderly benefit specialists, which serve as advocatesfor md:ﬁnduais on
eligibility and benefit issues. S &

Fromi 2000 to October of 2001, when the Governor signed a biennial budget that eliminated
funds for independent advocacy int Family Care, Wisconsin Coalition for Advocacy (W(Zz%)
provzded iridependent advocacy in CMO counties: The tole of the mdependent advocate
included providing an 1mpartxal entity to assist consunters with grievarices, appeais, and fair
hearings related to entitlements and benefits broader than Family Care (.g., social security,

- disability insurance, supplemental security mcome) It also included provxdmg information and -

 assistance; trammg, and technical support to individuals about’ how to obtain services and
" supports. WCA’s role as mdependent advocate included education and advocacy surrouncimg

- Family Care, They created a consumer booklet which was given to all CMO members by the '

- CMOs. Since the independent advocate’s elimination; some advocacy c}rgamzatzons still -
provide limited advocacy to CMO members. However, without state fundmg, these agencxes do
~ not fnave the resources to serve the entire CMO population.

“team that reports to management at ’che CM@ He or she funchons asa quahty assurance
mechanism to ensure care management teams honor consumer’s preferences by: I) f@Howmg
up wa’ch members at least. two months after enrollment 2) aiertmg members te advecacy
or service provxsmn mc}udmg appea}s and grxevances, and 4) assmtmg with Gverail quahty
assurance at the CMO: -

The Elderly. Beneflt Speczahst (EBS) whlch exmted prior-to Famﬁy Care and is funded by Older

-Americans Act and state funds, and the Dzsab;lity Benefit Speczahst (DBS} created by the

. Family Care Eegzslatmn, also serve as advocates for individuals primarily mterac:tmg with the
“RCs regarchng ehgﬂ:vlhty for the CMO beneﬁt Their role mcludes provzdmg acivocacy ’Eor

N benefit | programs orvthe fo}lowmg issties: ehglbzhty ceverage / denials; terminations,

© overpayments, and explanat:on of notices. A position paper on: the DBS tole noted that the DBS
should restrict advocacy to initial eligibility for Family Care and not subsume the
respons;bﬂmes of the mdependent advocate hsteci above», 0 mamtam their role asa short-term
intervention.” The paper also stressed that the position should conduct systemic advocac:y by
using individual cases to 1denﬁfy programm&t}c changes needed for Family Care.

s Abramson, (November, 2{)01) E}lsabahw Benef:t Specmlsst Program Summary c}f Issues and :
' Recommendations, Prepared for Wisconsin Department of Health and Family Services {DHFS} Wisconsm
Division of Supportive Living (DSL} and Wisconsin Bureau of Aging and Long-Term Care Resources {BALTCR}L
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C. Quality Assurance and Improvement

The Department has commiitted substantial resources to the quality design of Family Care and
devised a comprehensive strategy that integrates state and county approaches. A major tenet of
the Department’s philosophy of quality in Family Care directs responsibility and accountability.
as close to the consumer as possible. Therefore, the state has encouraged pilots to assume a
high level of responsibility and has also provided avenues for consumers to assume
responsibility through internal advocacy, governing boards, local Long Term Care Councils and
grievance procedures.  Many resources are being committed to an assessment of program
quality through the Member Outcome Tool. The tool, in keeping with leading-edge research in
long-term care quality, measures consumer outcomes from the consumer's perspective instead
of program procedures traditionally measured in assessments of program quality.

DHES indicated that they want to be partners with the pilots in quality assurance, rather than

an auditor monitoring paperwork, as in the previous system. Quality improvement implies an
on-going effort to improve services, DHFS identified four areas in which they will continue to
measure quality of the program: 1) LTC system objectives, Z).consumer outcome indicators,.

3) Family Care system indicators, and 4) population health indicators. They remained heavily
invested.in the Multilevel Quality plan (outlined in the Program Overview section) and
provided feedback to the counties on their procedures related to quality. A large part of the

plan involves providing feedback to CMOs via a quality site-review process. In past reviews, . ..

 they evaluated the QA/QI program, health, safety & welfare plans, provider network, self-

directed support option, interdisciplinary teams, member transitions into and out of the CMO
and member-centered plans in each county. County staff mentioned that these reviews and '
subsequent feedback heiped shape then' quality: 1mprovement p}anmng effor’es

1 Provider Accountab:hty

CMOs. began to reqmre mcreased provzder acaountablhty W;th the creatzon of the CMO
counties can now hold providers accountable for quality service provision at the Iocal level.
Under the old system, very few monitoring activities accompanied a county’s contract thh
local providers. The state Bureau of Quality Assurance (BQA) constituted the anly sys’cematic
way of tracking provider quality through state licensing procedures. Milwaukee, La Crosse, and
Portage have all now established good working reiabonsths with BQA wherein they share
pr0V1der defzcxenmes they 1cient1fy ‘with the agencv L S

CMOs.no-ted that.mvoivemen-t of care .managers-m all aspects of service provision serves as an
effective means of quality control. Two-specific examples illustrate such quality control. In 2001
and 2002, the CMO in Fond du Lac took-corrective action with-a particular residential provider.
The provider had instances of caregiver abuse, medication errors, and staff training deficiencies.
The CMO included a contract requirement with this provider to employ an assistant quality
assurance staff person to act as a liaison among the agency, consumers, and guardians. Also,
counties, such as Milwaukee and Fond du Lac, using the personal care option under the state
plan, more closely monitored service provision. In these counties, prior to Family Care, no care
managers were involved in the care of consumers receiving personal care under the state plan.
Therefore, personal care providers had great latitude to set the number of hours an individual
could receive. Incentive existed for providers to set the number of hours higher to arrange more
convenient work schedules for employees and to maximize Medicaid payment from-each.
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individual. CMOs report that under Family Care; the interdisciplinary team offers a miore
objective assessment of consumer need, County Staff notecf they spemi funds more efﬁaentiy,
thch promofses more cost effect;ve servmes ' : -

A staté-wide Wﬁrkgroup was fﬂmed to deveiop qnahty language to be used in the CMG
provider contracts. DHFS has also offered the counties sample ianguage on’ quahty assurance _
Eac:h county mcorporated I’ES C}WI‘E meﬂmds mte If:5 provzder pmcesses S . T

. Mﬂwaukee deveinped and zmpiemented & quah’cy mdicator system fcsr memtormg bnth
~individual providers and providers of a'certain service type. The indicators are: mapped to -
' the expectations outlinied in the contracts and 1mp0rtant eriteria discussed in a focus group -
with members. Milwaukee also has a provider/consumier liaison who communiicates areas -
in need (}f Improvement back to the CMO staff

e Pcwrtage has inclided spemfzc quai;ty expectatmns mn the r:cmtrac:ts itk provaderg Care
managers,’as the link between prov:ders and consumers,’ mionitored the' expectations. They"’ s

 have taken corrective action’ against prowders due to defzc;encxes identified. through this™ -
"process ‘Additionally, Portage required provzciers to complete art apphcatzon packet with
quahty checks, and conc‘iucted an. annual quahty szte vzsﬁ to assess provxder personneE fﬂes; i

: ..'___In 2(}@2 the ather three CMOS had }us'c begtm to mcorpera’ce-quai / mbmionng i "’co '

In 2002 f:he smaﬂ sample of promders we: mtervxewed dxd not rapcrrt any addmtmal e
reqmrements or quality assurance sfandards under. Famﬂy Care that affected the Way thev
operated or delivered services. Further, some pmmders raised concerns regardmg an increase
in unlicensed mdependent providers with Family Care who nght not be condirctingc crammal
3 bac:kgmund checks The CMO is reqm:red by HFS 12 Wis. Adm Code, to perferm cnmmai

- DHFS uses the Member (}utcome T@ei developed in parmership Wlth the Ceunezi fgr-__Qt:iahty
and: "Leadershlp (the Councﬂ) to evaiuate quahty ire Pamﬂy Ca"re ’I’he ’eool measures consumers

e ...respec’ced and’ experlence conhnu;ty zzmd sattsfachan thh serv;ces The resuits of these

f‘:mtermews are: h;ghhghted in‘the Oufcomes sectlon "DHFS stressed that at this point; the e E

primary value in'the results of the: otrtcome mtervzews was to pmvzde a framework for qual}ty B
R '1m§3r0vement efforts:at the CMO Tevel. As the prec:ess continties, ‘county staff Wﬁl be abie to se .

_the resalts to track the Succ:ess of then' consum _~cesntered quahfy effer’ss S R e

1 'f’lease see httpr// www dhfs state WI us / LTCaref ResearchReperis /’ CMOMember{)utcomes htm far D}“IFS’ ftxli '
report on the Member Outcome Intervxews : : SR : : e
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3.  Grievances and Appeals

In resp{mse to stakeholder confusmn regardmg the comp}emty of the mechanisms. for
complaints, grievances and appeals, in the 2003 CMO contract the Department clar;fled
members rights, including explicitly defining the requirements for filing grievances and the
appeals process. The 2003 contracts dropped all references to complaints and defined
grievances and appeals as shown in Exhibit VIII-7. Appeals apply toa spec:xfzc set of actions by
CMOs related to provision of services and the acceptability of a member’s Individual Service
Plans. A grievance is a formal expression of dissatisfaction with matters other than those
covered by the appeals process {e.g., quality of care or services provu;fed aspects of
Interpersonal relationships, or failure to, respect. enrollee’ s rights).

' - Exhibit VII-7 : .
Deflmtlons of. Gnevanc&s and Appea!s for Fam:iy Care CMOs i

l Appeal '
-Request for review.of an-action, where actions include: - .~ 7 0
1. Denial or limited authorization of a requested service, znctudmg type or level of sérvice;

2. Reduction, suspension or termination of a previously authorized service;
3. Denial, in whole or in part, of ;}ayment for a service;
4

. Failure to- prov;de services and support items’ ;ncfuded in: the members Member B Do
" Centeréd Plan (MCP) and Individual’ Semce Plan (ISP} ina timely manner; =~ .

Faiture of a CMO to act within specified ismeframes, and

6. Unacceptability of the Individual Service Plan (ISP} to the member because of any of
the following: a) contrary to member's wishes as to where to live; b) does not provide
sufficient care. treatment or support items to meet the member’s need and identified
outcomes; and/or ¢} requires the member to accept care, treatment or support items
that are unnecessarily. restnciwe or unwanted by the enrollee..

i Grievance

} Means of expression of dissatisfaction about any matter other than an “action.”

o

Sourcer .2053' CMO con.t.rat:t.'. o

CMOs must have a gnevance process an appeal process and a system in p}ace for member to
access the State’s fair hearing system. The 2003 CMO contract spells out requirements for these
processes and systems, in terms of filing, notifications, timing, assistance to members,
documentation, continuation of benefits during the process, and resolution. Members can also
appeal and/or grieve the same range of issues directly to the Department, either in conjunction
with the CMO process or in lieu of it (although the CMOs have been instructed to encourage the
internal process as the first step).

Finally, the State Fair Hearing process is limited to a subset of the actions under the appeals
process (reduction of and timeliness of services, as well as unacceptability of the ISP) plus
involuntary disenrollment. A fair hearing can be requested before, during or after using the
CMO processes and is held by an Administrative Law Judge who works for the Wisconsin
Division of Hearings and Appeals. This Division is independent of both the county that
operates the CMO and the Department of Health and Family Services. The CMO must obey a
hearing decision, unless it appeals the decision in the legal system.
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The Resource Centers also must have a system for complaints and' gnevances and speezhed
timelines. 'Ihey also serve as one of the avenues for assistance to CMO members filing _
grievances or appeals }ﬁndwxdua}s can a}so access, the State Fan‘ Hearmg Process regardmg the
following Resc»urce Center/ Emnom;c Supporf: reiated 1ssues '

s _Determmanon o’f mehglblhty for the Famﬁy Care CMO benefzt
o {}etermmanon csf c:ost—sharmg for the Famﬂy Care CMC} benefﬁ

. Deterﬁunanon that'the person iseligible for, but not entltied to'the Famﬂy Care bmeﬁt
(pnmanly would apply to those meeting the' mtermemate Tevel of care);

*+ Determination in regard to divestment, treatment of trust amounts, and protection of

income and reseurceg ofa coupie for maintenance af ’she commumty spouse, and : o
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' '."What constitutes a cost? In ¢ ecom)mzcs ‘the notion of cost is based on the valuethat would. be

| truly reflect price determined by the market. The capitated amounts and these ana}yses also de Kol AEE

o the state and counties are able to shxft Spendmg to Medicaid; ‘which has a 586 percent miatch -

o evalna’teé all of the costs would be taken m’m Consxderatlon

Overview of Outcomes and Cost Analyses

IX. OVERVIEW OF OUTCOMES AND COST ANALYSES

As we noted in our 2002 Implementation Update, defining cost-effectiveness and measuring
outcomes can be difficult. Issues related to “how to measure costs”, “cost to whom?”, “how to
quantify outcomes or benefits”, and “compared to what?” emerge. Cost-effectiveness analysis
{CEA) is one of the techniques of economic evaluation designed to compare the costs and
benefits of a healthcare intervention.’ The choice of technique depends on the nature of the
benefits specified. In CEA, the benefits are expressed in non-monetary terms related to health
effects, such as life-years gained or symptom-free days, whereas in cost-utility analysis they are
expressed as quality-adjusted life-years (QALYs) and in cost-benefit analysis in monetary
terms. As with all economic evaluation techniques, the aim of CEA is to maximize the level of
benefits - health effects - relative to the resources available.

gamed from using resources elsewherew referred to as the opportumty cost. In other words, -
resources used. in one’ program are notavailable for use iri other | pmgrams, and, as a résult, the
'beneflts that would have been derwed have been sacrificed. It is usual, in practice, to assurne
that the price paid reflects the opportunity cost and to adopt a pragmatic approach to costing
and use market prices wherever possible. In Family Care, the “cost” per member is set t&rough
- ';the program payment methodo}ogy to determine a monthly. capitated amount that doesnot.

not include any member cost-share amounts (these generally represent less than one percent of
total spending for Medicaid. services), nor the start-up and other costs, such as DHFS staff time
and training, associated with the program. In addition, for somie services, such as nursing home
care, costs are not available at the individual level because Wisconsin's Medicaid payment rates
d() not vary within a nursing home.

Wlthm the context of Family Care, the entity that incurs the cost becomes a key Eactor From the
‘state’s perspective, the state general revenue and county costs are of greater. mnpertance ’chan
- the federal Medicaid match, Medicare and member cost-share expenditures To the extent that

. f:rom the federal government, the more they are able to reduce their own obhgatmﬁs or serve
more individuals for the same amount of spendmg However, xf the: program is to be falriy

Unless otherwise noted, costs examined in thls report are total federa] state, and county
spendmg captured through the administrative data'systeis for Medical Asmstance, the
‘Medicaid Management Information System. (MMIS), and the lengm’eerm care portion of the
Huinian Services Reporting Systen (HSRS): These systems do-not capture all costs related to the
CMO benefit and the comparison group spendmg While the CMO capitated: payment includes
an allocation for CMO administrative expenses of 12 percent, the CMO long-term care benefit.
spending includes only the payments for setvices. Neither the capltai;ed payment nor the CMO. |
_E{)ng~term care benefit spendmg mdude admmrstratwe costs assacaated W;th state overmght or

Slean Foded). Valuing Health Care; Costs, henefits and. ef;%cfzveness of. pharmxzceutzml ;md other. medzcai tec}ma]agzeq
Cambrsdge Cambridge {fmversny Press, 1994. S A RN
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in-kind support provided by the counties, such as discounted office space and payroll
processing. The Comparzson group. spendmg does Aot mc}ude county or state administrative
spending, the routine seven percent adde& to COP and Medicaid HCBS waiver programs for
admzmstratzv_e charg"\ , hor any ¢ ! - : ; "n'ot repaxted‘ through
the HSRS system. ' -

Can benefits be quantified? A particular challenge for the Family Care program is quantifying
the program’s benefits. Medicaid and Community Options Program {COP) administrative data
primarily reflect use and cost measures for before and after the implementation of Family Care.
The functional scréen information is niot available in electronic form prior to Family Care and
screenings are usuaﬂy performed only annuaﬂy As a result, it is not posszbie to develop
measures of days of improved functmnmg, only whether functioning xmpmved stayed the
same or declined. In addition, the functional screens used prior to the CMOs and up until -
recently in the remainder of the state were not the same as those used in con;unctzon with

'Pamﬂy Care. Dueto the limited nature of the data, it is difficult to translate these data into

measures of bénefits. In addition, the evolving nature of the Member Outcome Tool méans that
these more direct medsurés of program benefits cannot yet be tracked over time and therefore,
do not yet offer a meastre of benefats gamed However; results from mdwaduals on the ether
waivers offer a relahve comparfson '

h '3_.fecuses on be)th specxf:c c:otmtie_ seiec:ted for the}r sxmﬁarﬁy regarémg measurable :
characteristics of théir Ieng—term care: systems and the remainder of the state for the penod prmr

to and after Famxiy Care. As outlined in the methodology section, for most of the cost measures,
we choose to use an approach that accounts for changes over time unrelated to the Pamﬂy Care
program by adjusting for the change experienced by a similar group not subject to Family Care
{comparison areas) called a difference-in-difference (DID) analysis: The underlying assumption
is that the time trend in theé'control group is: ar ‘adequate proxy for the tivie trend that would
have occurred in the Family Care CMO courities in the absence of Family Care. The iegisiatlon
authorzzmg Famiiy Care also requxred a comparzson to nursing home costs _' i

The cutcome and cast~effectzveness anaiyses focused on the key components of the Famﬂy Care
program: access. o mfermatmn and services; chozce and self-determmatron, commumty

integration; health and safety, and spending.- Exhibit IX«I summarizes the key outcomes and

cost analyses cm’aducted De’taﬂs regardmg eac:h of the measures can be found n Appendzx F.
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" Choose daily rouitine
Achieve their emp!oyment objectives
Satisfied with services

Commumty Integration .

Partzmpate in the life of the community.

-Residential care use -
“Nursing home use
‘Health and Safety
.. “Free from abuse’and. negtect
. .Best:possible health. -
Safety:. - '
"Contmuaty and securtty
Decubitis ulcer 7
_ Hospltat use . _
. "Emergency room: use -
Death

| Member Outcome Tool for CMO & waiver. = |
| Member Outcome Tool for CMO & waiver |
. ___._M_ember_ Outcome. Tool fgr CMO & waiver

" Choose where and. wﬁh whom they i;ve : i : 1V
-‘:'j_M&mber Outcome-TooE for CMO & waiver. .
‘Member Outcome: Tool for CMO & waiver -
- {:Post CMO cotmnties relative fo compansc}n*-f
S _"-Post CMO coun&;es’retatave f:o cempareson S

__Informal. suppcrrt netwo;’ks connectson :

Member Outcome "E'ooi for CMO & wawer

I Spendmg

LTC Medicaid & state spending
Spendmg on néw enrollees

| Prefpos CMO caun

- Total Medtcaad & state benef{t spendmg ] S _
- Pre/post CMO- counties relai;ve 0 ccmpanson

Post CMO relative to existing erzrolfees

| €MO counties

Nursing Facil ity versus Commun;ty
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indicator Analysis
Access ' S EIRRE
infermatmn _ 1
“RC Outreach Acisvsites _ _-"Range of effor’[s by ceumy overtime
Resource Centezr Cmiacts i Reiatwe ’so contraci standard by cauﬂiy
Eenef;ts yein
. Wait LIStS . L :_CM(} aount;es trend retattve to rest of state
CMO Enroi!ment - | Trend hy cour‘sty and. by target popﬁiaimn o 3
Choice of Providers | ‘Number of contracted providers over time - - |t
‘Service Use by Type Prefpesi OMO cc;unises reiatlve to compansori S
Quality of Life/Care . - ' ' '
ChwceandSelfDeiermmatfon s B e I R T
" Treated: fatﬂy f 35Member Oufceme -._ool for CMO &wawer (S E A
“Privacy.” R -+ ' Member Outcome Tool for CMO & waiver
. Personal dsgmty & r@spect -} Member Outcome Toolfor CMO & waiver . |
' Chogse services . -1 Member Outcome Tool for CMO & wazver.: Ll

sl ;Member Outcome Tool for CMO: Swaiver oL

- | Member Outcome Tool for CMO & waiver, ..
- _"Member Outcome Tool for CMO & a_wer; e
| Post CMO counties relative to compar:son. R
oo pPost CMO counties relative to comparison -~ = 0
L HPostCMO counties relative to compatison
3 .:=Post GMO caunhes reia‘{we to campanson. i




Access

X. ACCESS

The evxdence, much of it presented in f:he prewous part of the rePQrt suggests greater access.to
information in the nine Resource Center counties and to long-term care benefits in the five CMQ
counties.

A -'Aéc&ss to -fnfdrhaftion

The measures used to assess the degree of access to mformatmn were 1) the range of Outreach
activities the Resource Centers pursued; and 2) the number of contacts per capita for each of the
target populations relative to DIFS estabhshed_ standards

The Resource Centers’ appear to have increased the- degree of access to information to the target
populations. Prior to Family Care, most of the nine.counties lacked a centralized source of.
information regarding long term care services available and opttons for meeting need. Today,
the Resoutce Centers coordmate information for the three target groups {exceptin Mﬂwaukee
where the focus is only older adults) and actively conduct outreach through a variety of -
mechanisms (see Exhibit VII-3 in the previous part of the report). The outreach activities have
moved beyond the traditional approaches that generally created informational brochures and

distributed them during commumty presentations and health fairs to encompass.additional . -
- distributiona avenues, such as websites and ‘gatekeepers: (eg, grocerzes pharmaczes and '
"+ paramedics), media, mciuchng radio and television, and: targeted outreach to specific

communities (¢.g;; Hmong, children entering the adult system,. pmv1ders, and rural areas) In
addition, all but two of the nine Resource Centeérs have met or exceeded a DHFS established
standard of eight contacts per month per 1,000 for each of the target groups (see Exhibit VII-4 in
the previous part of the report). In the two counties that did not meet the standard, Marathon
and Kenosha, this occurred only among the individuals with developmental disabilities; they
met or exceeded the standard for the elderly and for individuals with physical disabilities.

B. Access to Benefi ts

The measures used for access to benefxts mciude 1} wait hsts i the CMG counties relatzve to

the remainder of the staté;2) the trend in CMOenroliment; and 3) the mix of services recewed
by CMO mémbers relative to compamson areas.’ AH three measures md}eate mcreased access to
benef:ts in the CMO counhes : e

1. Wait Lists

Prewousiy, the number of peeple w ho ceuld be served was Izmﬁ:ed by state and federal _
approvaI processes. Today, in the five CMO counties, mdwlduais seekxng long-term cate
services that quallfv for Medical Assmance ductoa 1ack of fmanc;ai resources can enroli ina
CMO and begm to receive services without havmg to wait for an openmg in the prc}gram Fond
du Lac, La Crosse, and Portage | moved all eligible individuals o their wait lists into services by
the spring of 20(}1 Whﬂe Mﬂwaukee and Rxchland acc:emphshed thls by the end of summer o
2002.
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2. CMO Enroliment Treﬁd

CMO envollment grew steadily since the start of the program and only recenﬂy appears to be
Jdeveling off. Exhibit X-1 shows MO enroﬂment pér 1,000 adult county pgpuiatmn “This
médsure standardizes the level of em‘oﬁment across the counties'and prev;des an‘indication of -
the relative access in each of the counties. However, the measure: d08$ not account for
dlfferences in the financial czrcumstances nor popuiat:c)n in need of servzces, makmg it dzfﬁcult

" to draw definitive conclusions based on the reiatzve differences across the: couﬂtfes Exhibit X-2

provides. dlsabzhty rates and economic ciata for the CMO counﬁes from the ZUOQ Decenmal =
__ Census to mform ’che d:tscussmn beiow EE R S

Exhrblt wa
CMO Enroliment per 1, I}Oﬂ Aduit County Popu!atton

~ Envoliment per1,000 county population

Source fi‘he Lemn Group anaiyszs Of d&m frem DHFS M‘mthi}’ Momtonng Reports fmm February SO o
. 2000 to December 2000-and from the, Family Care Activity Repoﬁ far: December 2@02 -
L avazlable March 20(}3 as WeH as 20@9 Decexm:ai Census ?op

‘. Noter: _Eﬁmliment data since }amuary 2@9‘1 refieet mtals presenteci inthe mi
Activity Report. Revised data for 2000 were not avaﬂable, ‘possibly 2 affectm
presented. The number of county residents remains the same for alI of the calcuiations over the

peru)d

-Em‘olfment in Fond ¢ du Lac and Porta_ge
_ _appmmmatelv Q2"per€ent of the counties' 'dult popaiation Were er;ml e
Crosse had somewha’c hi gher enroliment relaﬂve o popuiatmn Wzth appr ox1mate} __

_ Portage to ’73 GOO i La Cro' _ eris

“however Foncf duLac had Iower geﬂera poverty rates, bu’e S}mﬂar age 65+ po y Tate
" compared to the other two counties. Richland, the smallest and most rural county- vit
‘approximately 18,000 reszdents, started with higher. enmﬁment to popuianon levels anci

© ‘continued to have higher levels through the end of 2002 with 2.1 percent of the adult popuiation ) :
L emmlied In December 2092 thhiand’s enroliment rate among ihe adult populatmn was.
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