Access

approximately 75 percent higher than Fond du Lac and Portage, while La Crosse’s was

28 percent higher. Decennial census data indicate that Richland had higher disability rates and
lower income than the other three counties across all three target groups. This higher -
proportion of the adult population served may contribute to the slowdown in enrollment that
Richland has experienced since July 2002 when they reached full entitlement and ehmmated
their wait list.

Direct comparisons of Milwaukee's relative enrollment to the other counties is hindered by the
lack of comparable target poyulatwns Using the adult populatwn measure, Milwaukee appears
to have a much lower enmllment rate compared to the other counties wzth 0.6 percent. Yet,
including individuals age 18 to59in the denominator when they are not part of the target
population depresses this measure. Restrlctmg the denommai(}r to the relevant population age
60 and older, however, inflates the measure relative to the Gthers because’ the proportzon of
mdwxduals m neeci of 10ng~term care increases w;th age. - :

o “ Exhibit X-2 IRREEEE SR
Dnsabthty and Economlc Data for the CMO Countles :

j Portage l Richland __

l}Fm‘:d du i.aci La Crosse ! Milwaukee

R e e : . 758 | ‘G.8% - B.5% S’E% .
: Age 21 65 11.9% | 134% 7 196% 17115% 14.6%
- Age 65+ e G e e e 0 3800% e BB.A4% s o BT 36 19%.1:39.6%
-&conomlcStatus in 1999 e D el Dot A p e e it RS BRTE e
% Below Poverty{All) « - ¢ e oo B8% - 1 10.7% 0 b 15.3% e 9 5% I JeR 170 L
% Below Poverty:(ageB6+) .o . ..., b :82% . 1. T5% i}  85% - |- -8__.:0%_.-. a4 G %

. Median Household:iricome -~ - .of: $45578 - F $3D472 $38 fDO B43.487-1:833,098
Median Per Capita Income-: - 1.-%$20,022 .} $:‘E_.9;80{}-. S $_19,93_9-_ $:_191;8_5_4_ : $17,042

' County Population Growth: 2008-2932 @ 8% o h 0% de 208 02% Gofe s 0:.8%0

Source U.S. Censtis Buzeau, Census ZGE}{} Summary File3, Mai:rxces P18, F19 P71, PZZ P24 P36 PS? P39
P4z, PC’I" 8, PCT16, PCT17, and PCT19.

“Noter "'Indzmduafs wez‘é classafmd as hewmg a dssabzhtv if any-of the fo]Eowmg three condmons were true
Ui () they were 5 years old and over andhada responsé of “yes” to a sensory, phvs;cal mentakor
. self-care:disability; (2} they. were 16 years old and ever and had a response of “yes’" to gomg
- outside the home disability; or (3) they were 16 ta 64 yearsold and had a response of “yes to .
_ empim; ment dmabﬂm

Standarchzmg for the relevant age groups across counties mdmates a smaﬁer range of
enroliment rates among older individuals, with Milwaukee at the low end with 3.2 percent and -
Portage and Richland at the’ ‘high' enid with'4.3 percent (Exhibit X-3). Milwattkee having the e
lower enrollment rate is not explamed by its higher d;sabxhty rate among the. eideriy and

similar poverty rate based on Decennial census data. ‘Among individuals with developmentai
disabilities; Fond du Lac, La Crosse and Portage have similar enrollinent rates between 05 and _
0.7 percent, with Richland at tivice these rates at 1.3 percent. Enrollment rates among e
individuals with physical disabilities showed the greatest variation between 0.2 percent and B 9 :
percent, with Richland again at the high end. '
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Access

CMO Enmllment Ratazs among Ageuﬂelevant Adt:it County Popatatlcn_' T
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Enrolled in.CMQ -

- Percent of Relevant County Population
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' -several years. ' : R : 8

o O ”’f’LEWIN GROUP

%i328992




Access

Exhibit X-4 .
Average Manthly Change i in &mollment

: Fagni:l.y”Care . B . -&p-.:o. Remainder of the State Waiver,

3.0% : i e L BO0%
z‘s:f.a/e o 3%
27..{}“/.., :m'%:

1.5%

0% 10% ]

Avaerage Monthiy Change in Membership
Avefr__?gé Monthly ':Cha_rtga' in E_Enrqﬂmé_iit

0.5% 1. 6.5% ]

" aom b

0.0%

Fond du Lac La Crosse Ribvaukee Porlage Rickdand Family Cora -.R.emainder. ol the State

v @ Sncevat List Efminatk

~i|Bowzens Bey 2001 Bov a0 Doy 1sesi . |

Source: The Lewin Group calculations based DHFS Monthly Monitoring Reports for Dacamber 2002 available March
2003 and data from the Department of Health’ and Family Services Medicaid statistics found at
http:/rwww.dhfs state. wi. usf’Medlcde ’cdSeIoaéfmtr htm

3. Service Availability

The two measures of service avaﬂabthty used were 1}:the number of CMO contracted providers
over time; and 2) changes in the use of different types of services between the period prior to-
instituting the CMOs. :Gctober 1999 t' March 2800_ ga permd af’eer the. CM! (}anuary 2001 to
fu : : iodsi CMO counues

The number c}f contracted CMO provzders over rves as one mdxca on of -the change in
the number and range of choices since the CMOs were Jaunched; however CMOs’ practices of
allowing some providers to serve CMO members without a formal contract means that the
numbers do not fully represent available providers: In addition, the measure'does not
effectively indicate how avaﬁabﬁe pmmders may or miay not have changed from prior to 2000.

As indicated previously in this repor’t, for the three CMOs for which the number of contracted
providers were available over time (Fond du Lac, La Cresse and ‘Portage), the number and-
range ‘of contracted providers increased between May 2001 and May 2003 (see Exhibit VII-8 and
Appendix E).¢ In particular, alternative residential facilities increased in'the three counties and

6 Accurate chemge over. tzme couid not be c:aiculateci for Mxiwauiezee and Rlchland due to the methods s.tsed for data
collection and prev;der contractmg pzactlces
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Access

also in Milwaukee which reported 2002 and 2{)83 mf{:rrmatien._ Respﬁe care providers increased
in both Fond du Lac and Portage. Decreases in’contrac iders represented eliminating the
need to contract with additional providers outside the county by transitioning county residents
'back to the’ count} ordeliberate attempts f:o limit the network to high quahtv provxders

-Changes in the pattem@ of service paekages; provided to. mdivzéuais in CMOS pmvxde a

‘measure of shifting care management approaches and posszbly greater choice, Our maiyses
- focused on the pe}:cent of individuals with spendmg for different types of services, Exhibit X-5.

- shows the percen;t using three key services in the pre- and the post~permd for CMO members
and those o ‘waivers in the remainder ‘of. the state.”” The, iricrease in the proportion, usmg
' residential, transportation and. vocational services among CMO- enroﬂees exceeded the change
for the remairider of the state forall three servmes In addxtmn, it appears that ti’ne percent ef E

St}urc_e:- . The Lewm Gmup anaiyses g o St Tt
Note: . o :The pre-perzod includes October 1999 to March 2000 and the p{)stw ermd mcludes Jamiary to
s o Jung 2001 The analyszs includes individuals enrolled i ina CMO or walver’ in f)ecember 206}9

_ _.___and also enralled ina waiver in, D&cember 1999 - o

: '17  We also anaiy.ceci the percent usmg serw{:e& f{)r the CMO connnes reiatwe to the matched cuunues and fmmci

- ;.frc)m Rock County, part;cutariv in havmg a small percentage usmg res:denhai sez’v;ces in MllWﬁiuke@
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Quality of Life/Quality of Care

Xl. ‘QUALITY OF LIFE/QUALITY OF CARE"

Efforts to improve the members’ quality of life and the quality of services provided constitutes a
comerstene of the Pamzly Care program. The ideal quality standard for long-term care services
has vet to be developed, The nature of the services, a mix of social supports and custodial care,
coupled with the goal of allowing individuals to make their own choices, make traditional
standards based solely-on the clinical experience and opinions of professzonais or experts
inappropriate, Geron conclu des that “the standards for 1ong~term care that have been
promulgated often have little to do with quality in the areas of care considered most important
to consumers.”

As indicated previously, Family Care relies on a consumer-centered approach that includes
process measures, such as CMO confract compliance and quality site reviews, but more heavily
relies on consumer-defined outcomes captured by the Member Outcome Tool; developed in
partnershap with the Council for Quality and Leadership {the Council). The tool measures
consumers’ perception of outcomes and whether or not supports exist to-achieve those. .
outcomes in several areas: privacy, the ability to choose services, housing, safety, the degree to

which members are respected, and experience continuity, and satisfaction with services.

: _ }anuary 2001. They mtermewed 355 randomlv selected CMO members and the care managers

serving them. The second round of interviews was conducted between May. 2{)01 and
November 2001 in which 492 randomly selected members and their care managers were
interviewed. The third round was completed during the first half of 2003. DHFS has refined the
process measures over the course of the program and continues to- develop benchmarks for'the
outcome measures. The counties have begun to buy into a systematic approach to quality and
the groundwork related to basic research techniques for monitoring quality has been laid.

DHFS cautions against drawing comparisons between results from the first two rounds.for:
several reasons. They noted that the interview process continues to evolve with changes in the
way in which consumers were contacted to participate and the directions given to the care
ma:nagers Al’chough the tool has been used by - the Councal to evaiuate programs for 1nd1v1duals
with dzsabﬂmes, BALTCR and consumer representahves continte to adapt the tool for R
appropriate use Wzth the elderly population in an attempt to validate the instrument.
Additionally, DHFS noted that they have not yet developed benchmarks for each outcome

They believe that with the results from the application of the tool to other programs which have
begun, such as, PACE Partnersthzﬂ and other waiver programs across the state they WIH be o

¥ Geron, Scott M. (2001) “The Quality of Consumer-Directed Long-Term Care,” Generations, Vol. 24, No. 3.

¥ Please see http:/ /www.dhfsstate. wi.us/LTCare/ ResearchReports/ CMOMemberOutcomes htm for DHES full
report on the Member Outcome Interviews.

#  Program for the All-Inclusive Care of the Elderly (PACE) and Partnership are other DHFS Medicaid managed
care programs. The Parmership Program, serving older adults and adults with physical disabilities since 1996,
curtently ‘operates in three Wisconsin counties: two sites in Dane County, one site in Milwaiikee County, arid
one site in Eau Claire. As of August 2002'1,303 individuals were enrolled. The program mtegrates all medlc:ai

and iong»term care services in a community-based setting. PACE was initiated in ’\/{zlwaukee County in 1994 for
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o provide a framework for qualxty Improvement efforts at the CMO level. As the process
R centered quamy effc:rts

L A Chotce and Se!f’E}etermmatwn '

:':"'?:'._Exktbt g
present

o S results : iy '_: B

Quality of LifE/QuaZify of Care

able to establish some benchmarks. In liew:of DHFS estabhshed benchmarks, we: prcamde a.
N Compamson to the other wazver program resuits :

. .CMO sampies, the CMCD sazﬁples tend t{} have beenin the program fdr Iesé ti e'and to have a' i
- higher pmpertion of oider frail aduits ' : . o

' .'-Z_DHFS stressed that at thm point, the primary value in the results of the outcome mterv;ews was

~ contintes; co

/ staff Wﬂi':b S 'bie_to use the results to track theﬁ_success of éthexr c:{mmmeru” e

: 'Fhe Member Outcome Taoi measures for chmce and seif»-deterrmnatmn mciuded the foﬂowmg g
speczﬁc outcemes - : : S

stagé in which the CMOs found themselves duringthe  ~ .
MOS, case management s’saff were dc;mg.everyt ing they "

o :--epgartumty to expand the1r pmmder nefworks o, accommodate mcreased c:home . The Famﬂy' _
- Care CM{) member outcomes are conszstently hlgher than the oatmmes fosr the ethe"r waiver: .-

S \Iavember 25 2{)(}2
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Quality of Life/Quality of Care

. Exhibit X1-1
Choxce and Self Determmatmn Outcomes

100%
90%
80%
70% -
60%
50%
40%
0%
20%
10%

0%

Satisfied
©with
Services

‘ Treétmem

. Family Care CMO Outcome Met.  @Family Cate MO Su:'pp_q'rt Provige

1:! CGF’ & ClF’ Walver Outeome Met

Source:  DHFS, Office of Strategic P’mamce Center for Delivery S}:fétezﬁé:':f)évéiopment'
CMO Member Quicomes: The 2001 Assessment,; 2002; and Member Qutcomes in the
Home rmd Cemmumty Baqed Wmvers, 2002.

B Cemmumty integratlon”

The Member Outcome Tooi measures for community mtegratzon mclucied the following specific
outcomes: :

¢« Peoplechoose -Where and with whom they live.

" People pamezpate in the life of the commumty

s Peap}e remain connected to mfermal su;:’port networks L

The results fmm the second round of member and care. manager interviews are presented in
Exhibit XI-2. For these outcomes, over 60 percent of individuals in Family Care indicated that
the outcormne was présent. Again; for this domain, ’ehe Famﬂy Care CMO member otutcormes are
consistently higher than the other waiver resmts o '

Two of the counties toeksa_ tive effc rts related to Comm_ rﬁty hie result of the first

round of member outcome mtermews

*  Fond duLac sought to impmve outcomes around people choose Where and-with whom
to live.” They reduced bed size at community-based residential facilities (CBRFs) to allow
for members to have private rooms if they so desired. They successfully offered financial

incentives to CBRFs to downsize, resulting in improved outcomes for 2001.*

# PHFS cautions against comparing 2001 and 2002 results due to continued development and testing of the tool.

O "LewiN Group — —

#328902




| _.Qu_z_zlity_ .Gf_LifE/aniity- of Care

. Portage used consumer focus group mfermatmn"-to demgﬁ the;r _.f:u'st quaii!:y 1mpr0vement

physmaﬁy chsabled members based cm the e:{msumér gutcome peep}e partxczpeite in the
. life of the Commumw S : Yo G

utccme Met | :

'Fam:ty Care CMOL

| Support Provided | || R
"-CGP&C;PWawe”- R
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Quality of Life/Quality of Care

C.  Health and Safety

The Member Outcome Tool measures for health and safety included the foHe:sWing épeciﬁc
outcomes:

+  People are free from abuse and .ﬁégiect
. People have the best pe:)ssxble health
. People are safe e

¢ . People expenence Contmmty and securﬁ;y

The results from the second round of member and care manager interviews are presented in
Exhibit XI-4. For the safety and free from abuse and neglect outcomes, over 80-percent of
Family Care members indicated that the outcome was present. The other two outcomes — best
possible health, and continuity and security ~ had approximately one-half of interviewees
indicate that the outcome was ‘present. For three of the outcomes inthis demam, the Family
Care results, compared ‘to the other'waiver results, were similar; atmly for the safety outcome
was the Family Care result considerably different form the other waiver program results (80
percent versus 55 percent). With the exception of "free from: abuse and negiec‘: * all of the
dszerences between the Famzly Care and Wawer results were s&gmficam

Exhnbrt Xl-4 o
Health and Safety Outcomes

90%
80% R
& Family Care CMC, | |

70% Gutcome Met '

B0% B Famiy Care CMO -

50% Support Provided

D% O COP& P Waiver [l
e s Quicome: Met 4. Ly

40° c P A | I
(30% 0. COP & CIP Waiver |
. 20%, ©+ -Suppart Frovided:

10% Ll

0%

Free from Best 'F’c}ssible Sé‘f e Ekperience
Abuse and Heaith - Contlinuity and
Negte{:t R Securit-y

Source: DHFS, Offace of Strategw Fmance, Center for Dehvery Systems
L j ‘Tessmenf
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Quality of Life/Quality of Care

Two of the counties took active efforts related to health and safety as a result of the first round -
of member outcome interviews:

. Milwaukee’s CMO performance improvement project included impmving the
appropriateness of placements in alternate care settings. “Members experience continuity
and security” was one of the lower scores for Milwatikee on'the. first round ¢f member
outcomes. ’Fhmugh independent investigation, the CMO determined that only three
percent of members in sub-acute residential care settings should have been there based on_
member care needs and other risk factors. The CMO developed clinical processesto
ensure appropriate placement in the future. Milwatkee is also trying to involve providers -
in the interdisciplinary team during the re-certification, and reported that CBRFs and
adult day care centers seem to appreciate.the involvement.

. La Crosse fccnsed on the eutcomes of “people are safe and pe(}ple ch(}(}se Where and

- with whom to live”; after reviewing results from the. first round of member outcome. .
interviews: 'I'hey a*ftempted to devise. emergency pians, install Smoke detectors for chents, o
and refine the. assessment to. exatnine safety issues. The CMOalso educated care. managers_ L
about somie of the assumptions: they may make in. determ1mng Whefre a client might want
tolive. The La Crosse MO, quality improvement project zmprovmg retention of personal‘--’
care'workers for people with: phys:cal dzsabzhtzes; is mtended to enable members to stay
_ln thefr OWﬂhOmeS}.Qnger R, S T A : e e

We exammed four more Eradmonal mdlcators of health and safety provxded t0 CMO m b
© relative to the remamder of the s’cate ' ' .

+ Hospitaluse;

*  Emergency room use;
. Decubitzs ulcers, and
. Deaths

'remamder of the state, all of the meas ere <
2 g_:__szgmfxcant dszerence n the use of he: itals, eme:
2lor death. ' :

lee Members

Family Care Remainder of
: Indicator , Members State
J Hospital Use = “ Lo

4 Emergency Room-Use 161% B B 17.2%
-Decubitis Ulcer - o 33% o - 48%.
Peatn o . o o 31% _ 3.3%

$6_ﬁrée: The Lewin .Group analyses,

"'“(::jznVIJIPGVITQ'(Sﬂiifﬁnif“ . :_.', e e i S S H_f7 o 5-;J;_e;f9£.€€:
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Spending

< dictated by dataa :
' post»permd accounits for changes over time untelated to the Family Care program and

Xil. SPENDING

We conducted three groups of analyses of spending for Family Care members: 1) the change in
spending for existing enrollees between the pre- and pest—per;ods relative to comparison areas

{difference-in-difference); 2) spencimg for new ‘members versus members who rolled-over from
the waivers; and 3) spending for. ;nd1v1duais m the commumt“v versus those in nursing facilities.

A, CMO Spendmg for Exlstmg and New Enroliees e

: ' te > for individuals
ost: th _ _ 1 Family Care program,

individuals enroﬁed ina CMG in December 2000 who were also enrolled in a waiver in

December 1999 were compared to individuals'in a waiver in both December 1999 and December

2000, referred to as “existing enrollees”, in selected areas. The comparisoh areas included:

1) counties matched to the initial four CMO counties based on similarities in thezr 1999 long-

As putlined m' ;

* terin care systemis; 2) a random sample'of mcﬁwduals in the remainder of the state; and 3) for

Milwaukee, individuals who had not enrolled in a CMO in Decembet 2000, but lived in
Milwaukee were enroiled in the waiver in both December 1999 and December 2090 Append:x B
includes detaﬂed mformatzon about the samples used. N

The changes in the spendmg for the perlod October }999 through Maz‘ch 290(} (pre«perlod) and
from January 2001 through June 2001 (post-period) were analyzed. The time period was . .
aﬁabﬁ;ty Foctusmg on the relative differencein the change from the pre» -ta i

approximates the time trend that would have occurred in the‘absence of the: program. Thus, if -
the percent Chaﬁge in spendmg is higher for CMO enrollees than for the COMPparison group, we
would conclucie that more was being spent on existing énrollees. Focusmg on thechange also:
mitigates most issues related to whether the'CMO and the comparison areas are equivalent or
whether differerices betwéen the areas in'the absafute estlmates for a given pomt—m—ﬁme car be
adequately acmunteci forinthe analysm R : -

Medzcald spendmg for CMO members fahs mte two categorxes, those services Covered by the
CMO capztation payment which are nearly all iong-term care services and include some

.payments previously paid. for by the. c:ountles, and those services pa;d ona. primarﬂy fee—f0r~ -

service basis under the’ ’eradmonal Medicaid pmgram, sometimes referred to as card services.

e Our analyses exammed total state, federal, and county spendmg for Medzemd and h)ng-term o
care benef;tfs Captured m the, admmls’franve da’ea 2 L

We present two measures of spendmg 1} spendmg for benefzts covered by the CMO pavments, :
and 2) the CMO capitated payment. Appendix F provides the detailed tables for the analyses
and mcludes two additional measures: 1) total spendmg captured and 2) non- CMO benefits,

'These ‘measures are not presented in the body of the. report. because the resu}ts were generaﬂy

consistent with the CMO benefit results. Exhibit XII-vI prov:tdes a Summary of these _
components for the post—perlod for all CMO exxstmg enrollees in the sample, For ihls gmup, the.
CMO capitated services constituted 83.6 percent of their spencimg and the capxtaﬁed payment _
($1,881) was somewhat less than the spending for the services provided ($2,072). This is possable
under a capﬁated rate that allows forsome mdzwduais to received i’ngher dcﬂlar vaEue of

2 See the Methodology section for a complete explanation of the spending capﬁrred in the a;'r'léi'yseé.'
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Spending

o ':-f:chan'ge n spenémg'fm" the'benefxts'cévexed by the M : J :
' (1abeied CMO} was greater th:m the change in the campan _01“1 areas {Iabeled_C _mpanson) fo i,

o '.'spendmg than ’che waiver e . - ; :
. than Rock: cmmty waiver partmpants (16% vs. 24%) It should be noted that ne her
dlfferences was stat;stmaﬁy SIgmfxcant f@r Mﬁwaukee R 7

B ZI;IComparm.g tﬁe CMO benef : p '_ din or exi : : :
“how the capztated pavment baiances out betweem the gmups as shown m Exkzbzt XII~3 In the
counties other'than Milwaukee, spendmg for new enrﬁliees averagec{ 60 percen’z or less than the-' :

" _Spendmg for exmtmg enroiiees

O LewiNGroup -

services than the average while others will receive a lower dollar value, based on thexr- -
determmed need

| | Average Monthiy Per '. Percent of
- Capsta Spendmg '

~-Source:  The L_e;swi'n;Gr'oup- aﬁé}}z'sés.-_'- S
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Spending

Percent Change in CMO Benefit Spending for Emstmg Eni‘oiiees Pre-to Post-?enod

Exhibit XlI-2

60%
5@%
40%

30% - 2'?% ©o28%

20%

0%

Percent Change in Spending Pre-to Past-Period

0% -

. Fon_c;_du._t'.ac ' .

- BO%”

Mfiwaukee

' _% CMO s CM(} wi Capttatron [3 Comparssrm

2% 2%

* Difference is sigﬁiﬁcant at the 0.05 level.

Source: The Lewin Group analyses.

Note:  The pre-period period covers October 1999 through March 2000 and the post-period covers Jd:mary 2001
. through June .2001. Existing eprollees. are. individuals enrolled in a. CMO. and/or a.waiver for. both
December 1999 and December 2000. See Append:x B for mforma%mn about the sa.mplcs and Appendm F

f(}r detatled anaiyﬂs i?b]es o

I Difference

; Ratio
{ Existing - New/
—— EX‘S’UHQ e lExEstEng
[Fonadulec | 82321 $1ose) 81063 stzn]|
| LaCrosse :'-"$f,989.-’ $1.135 | " 9854 | 574% 1
Milwaukee b $1.307 | $1.884 8571 104.4%
Portage $2,539 1 $1,010 $1,529 1 39.8%
All Family Care $2,072 | $1,209 $863 ! 58.3%

Seurce: The Lewin Group analyses.

Note:  Existing enrollees are individuals enrolled in a waiver in December 1999 and a
CMO in December 2000. New enrollees are CMO members in December
2000 who were not waiver recipient in December 1999, See Appendix B for
information about the samples and Appendix F for detailed analysis 1abies.
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3.3 percent in Portage, 7.9 percent in La C
XIT-4). Since 2001, none of CMO menth}y

ik ;fazred in the CMOS Pnor to Famﬂv Care, payments per Waz _

R than th_e ac_tu_al_ CM
- consistently high
s 3deveiopmen’cal dise

Spending

I Milwaukee, the capztated spendmg amount was hIgher than i:he spendzng for covered
benefits and the difference compareci to Rock county was Sigmﬁcant atthe 0.5 percent level. The
'cap:ta’eed; payment for’ Milwaukee appears unusually }'ngh relative to the benefits prov;ded
because the pavment reflects a retroapectwe rate that was ad;usted for the actual experience
during 2001. Over the course of 2001, the more than 1,500 individuals enrolled into the .
- Milwaukee CMO had higher spendmg on average than those initially enrolied. As aresult, our
Milwaukee sample included individuals enrolled ciurmg 2000 who had lower average spendmg
“than those e’;rttc’:ﬁ'ed_'__cl_mring-_-ﬁ}@i{ ,-'jfef':'stiﬂ-r ved the higher capxtahon amount Themonthly.
capitation amount for Milwaukee increased 17.4 percent from 2000 to. 2001, w hile it incréased
nd 11.7 percemt in Fond du Lac (See Exhibit
tzon amournts have mcreaseci more than i:hree

‘percent annually, and Portage saw a 5% decline m rates 2

%change
szrce DHFS

L A partzcular area of mterest among adVOCaf

- group and yet- the CMQS cz
. '_'mdwzduais :
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Spending

- Exhibit XH-5
Average Monthiy CMO Beneﬁt Spending by Target Group for Existing Enroliees,
Pre- and Post-Period

34,000

$3.500
$3,000

@ Elderly Pre
§2,500 @ Elderly Post

$2 ;{JGIO ?G"Deveiopmemai Digabilities Pre |

07 Developmental Disabilifies Post
" Pﬁys'icart:i;sabsmies Pre §
@ Physucai Disabnh’aes Post

- $1.500. |

$1.000

$500

50 Ll

Seurce: The Lewin Group analyses.

Note:  The pre-period period covers October 1999 through March 2000 and the post-period covers January 2001
 through June 2001. Existing enrollees are individuals enrolled in a CMO and/or a waiver for both
December 1999 and Déceinber 20{}0 See Appendzx B for mformatlon about the f;ampies and Appendrx F
'ﬁ)r deta;%ed analyms tablea o

B. Commumty Qérsué-'_Nur'sihg:.lfé'éiii{;' A

In past reports the Department of Health ar:d Famnily Servzces compareci the cost of Care per '
day for CIP IT and COP -W partzczpants to nursmg home resxdemc; ad}usﬁng the average
nursing home payment to reflect the level of care distnbut;on among the commuriity
participants. T}us anafyms resulteci ina s’eatew1de ¢éstimate of $64.16 for the community versus
$79.80 for nursing homes for ;,a}endar year 2000.2 Pocusmg soieiy on Medicaid spendmg, the
Department estimated $55.67 for community and $79.68 for nursing homes, implying
community Medicaid costs are 70 percent of the nursing home costs. In our analyszsf we also.
conducted a Ievei of care comparxson and added several other measures of case mix. As a result,
our companscms aci}ust the commumty partxczpants to the nursmg fa(:lhty case mix and focus
solely on. the Medicaid spendmg for }ong~term care beneﬁts

% Department of Health and Family Services (2002). Community Options Program Report to the Legislature: Calendar
Year 2000.

O LewnNGroop — %
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i _-éf non»Famﬂy Care waiver recxpzents: These ciata were. not read

Spending

The comparison of community long-term’ Care and nursmg facility care spendmg reqmres
-several considerations. First, aEthaugh the service package overed by Medicaid for care in'a
nursing facility includes some services that 1 waivers tracimonaﬂy‘ do not cover, such as room
and board, a higher co-payment is required of the individual covered by ‘Medicaid for nursmg
‘home residence. Second, the average community-based care costs are lower than those for’
nursing facilities. Third, nursing facility care is one of the services available through Fmaly
‘Care, and the capitated rate for Family Care reflects the cost of both nursing fac;hty and -
community care. We outline an anaiyzns that- addresses the companson as’ fuliy as posszble,

' 'fgiven the a’vaxiabie da’ca

;’Our anaiyses were res’fﬂcted to Medzcaxci mdzvzdua}s in rmrsmg facﬂiﬁes (no ICF~MR res:tdems}
aand individuals in the community’ that nght have been in @ nursing home. Medicaid nursing
' ﬁfaczhty res;tdents in Fond dulac, La Cmsse, Mﬁwaukee, and Por’cage totaied 5,252 at the end of

- 2000, The ccmmumty Sampie consisted of 570 CMO members durmg }Z_)ecember 2000 who Were

: ~also waiver participants in. December 1999, _ Weré atthe comprehensive ¢ ﬁatlon raie for
*_;Famﬂy Care, quahfzed based on eldeﬂy ory __u ger mdzvzduals wit physmal zsabﬂitzes and

-~ Jevel for those in hursing facilities: We tised functional impairmient: dataat the individual level -
for nursing facility residents from the Minimum Data Set (MDS).2 However, nursing facxhﬁes
do not report costs at an individual level: Therefore, we relied on Medxcazci payment rates to
promde aggregate measures of costs at the facﬂ};ty levei o ORI R

'To examme szmﬂar gmups, we used the Ievel of care. greupmgs usecl for determmmg-_nursmg
famhty payment levels, as well as 'the MDS and the functional screen data to eieveiep a case'mix
‘measure based on elemen’cs common to both: datasets The level of care measure is. ‘based ¢ on the -

RS same dzstmcztmns used in Medxcmci payment fer nursmg facxh’ﬂes in W;sconsm Intensxve

S f.pari“ fmm the Resource Utahzahon Gmup (RUG) methodoiogy and m.clu":'ed impalrments in
) ___eﬁt_m both__ he

i companson Exhtbzt XH-—G compafes the d:xstnbutmn of mdlvxduais m' f:'he cé othose
'--.-m nursmg faczhtles Those in the, Comm’umtv had fewer 1mpa1rments than those m nursmg

LM Weniote that the M5 Jacks Stﬁ'ndardi'zécf/’s_éaier iﬁéésﬁrés.bfz Cdgﬁiﬁ_i%é’im;ﬁaii‘mﬁéﬁt.'. o
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Spending

facilities. Those in the community were less likely to meet a skilled or greater nursing home
level of care criteria (28.3. percent in the ‘community and 87.9 percent in nursing facilities). Those
in the community were less likely to have two or mere of the three ADLs examined (eating,
toileting and transferrmg) with 33.6 percent of those in the community with this Ievei of
impairment compared to 65.2 percent in nursing faczhtzes_ Those in the community were also
less likely. to have the mild or greater cognitive impairment based on the MDS cognitive
impairment scale with 35.6 percent of these in the community compared to 73 percent in
nursing facilities. The behaviors measured did not differ much between the existing CMO
enrollees and the nursing facility sample, przmarﬂv because the measure did not reflect a very
wide range of functioning (over 90 percentof individuals in both nursmg facilities and the
community-did-not exhibit wandenng or: physmaliy abusive behav;or) -

Community Percent Diffarence
Recipients Comm. mmus N

Skilled Nursing.
Intensive Skilled Nursing

=NentherWanders or is Physically: Abuswe i S b S8BT
Wanders oris Physmaiiy Abusive - - oo o 84% L o ) -6‘._?% T R :
Both Wanders and is Physically Abusive = | 0.8% . | ' 12% | o S 04%

Borderline Intact T 11e% | 2479 - 12.9%

Mild to Very Severe 73.0% 35.6% -37.4%
100.0% 100.0% 100.0%

Note: The 35 “No Nursing Home Level of Care” individuals in the community include those with a diagnosis of
Alzheimer’s ondy or they were grandfathered into the program,

Source: The Lewin Group analyses.
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Community LTC Percent of Average
- for All i

i Gourcer - The Lewin Group analyses:
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Spending

Directly comparing the average monthly Medicaid spending for the nursing home level of care
measures between the community and nursing home indicates lower average monthly
Medicaid long-term:care spendingin the community-compared to the nursing facility for each
of the ievels of care. (Exhzbzt XIIuB) B The» dszerence inthe spendmg declines as the: ievel of care.

Exhibit X1-8
Average Monthly Community and Nursing Facility 2001 Medicaid . _
Long Term Care Spendmg for Nurs;ng Hame Levei of Care Categones R

Average
Average Nursing Community Percent of Average
Facility Spending LTC Spending for All Community
ntermediate o R s gaq04 S S 0480 b s a 49.8%
Skilled: Nursmg ok _ $2.538 .. |- o 31658 b L B5A% )
“Intensive Skilled Nursang Ao 820976 b $2827. b e 95 0% b

“Sourcer Thé Lewin Grc}up analyses

_Standardzzmg each of the case mix measures to the nursmg home populatmn provxdes four i
“.-.alternative estimates of the Medicaid spendmg for long term care inthe community versus. the
‘nursing facility (see Exhibit XII-9): The nursing home level of care ad}ustment results in the

highest estimate of community Medicaid long-term care costs with $1,880 per month, while the -
behavior summary score resulted in the iowest with $1,342 per month. The ADL summary score
meets the criteria of reflecting a range.of functioning (i.e., not having a large proportion.of.
individuals in any one category) and differentiating spending across the levels (i.e., having a
fairly wide range in the spending from lowest tohighest). This measure estimates average.
monthly -Medicaid long-term care community spending to have been approximately 74 percent -
of nursing facility spending and is.consistent with the estimate based on the nursing home level
of care measure. We note that both the nursing home level of care.and ADL summary score ..
ratios of Medicaid community to nursing facility care spending are higher. than the .
Department 5 2000 statewide estimate of 70 percent.

s The average m@nthly Mediczaxd nursmg facility spendmg is based ona wesghted average af the 2001 ’Vied;cald
per diem rates for Fond du Lac, La Crosse, Milwaukee and Portage adjusted for the portion pald from a
resident’s own financial resources (22 percent) and an average of 29'nursing facility days per month.

Q "LewiN Grour - ST
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o -afforded by nursmg fae;;hhes in can}unctlon W1th a general shortage of aade wm‘_ 15
* demand for commumty»-based services may push upaverage wagesand,in ‘turn, Medicaid,
z:osts, and 3) aH of the nursmg home estzmates had to be caicuiated at the. aggregate Eevel

Spending

Exhibrt Xil—ﬁ

“Nursing .
ADL Summary Scc)re :

I Behavior Summary Score - - $2,507. i $4.342 L 53.5%
I Cognitive impa;ment S T TN S RN 5 A
Summary S{:ore S $2:507 C$1.411 56.3%

 Source: ewi

;-::':5d1fferent ' veIs of 1mpazr ent.-

. C. !mpa(:’c of Net. New Enroiiees R

© While the anaiysm cf exmtmg enroﬂees mdzcated that the change in payments for exxstmg CMO
enrollees was not significantly different from the coniparison groups during program Startwup,
the analysis did not account for the greaternumber of recipients of community care through the
CCMO: By deszgn, Family Care éxpands the: poyulatxon eligible to réceive home and commnmty— E
~ based services by miaking the CMO benefit an entitlenient. Durmg March 2003, the CMO
' counties served 7,163 mdwaduals, 6,908 (:}f Wham were Med1ca1d ehglb}e In theary, the
o pregram aIso has the petentzai to reduce nursmg home use. B i

| _-ﬁn order to es‘amate how many of the CMO membexs in March 2003 would not have recexved =
L 'Iong-term care services in the absence of Famﬁy Care, We relied on: 1) the Department’s =~ -

estimate that 4.2 percent of CMO enrollees in 2001 were “new to Medicaid” and would: m)i: have
entered the Medical Assistance system; 2) remamder of the state enrollment trends (1.6 percent
 netincreasein monthly enrollment) applzed to the number of CMO enrollees in the month -

: foﬂowmg wait list elimination ; anid 3) alternative assumptions regardmg how much of the .

S decline in nursing home use should be attributable to the CMOs based on accounting. for the

temainder of the state trend and county-specific trends i in Medacazd nursing hame use: See
Appeﬂdzx H for addmonai mforma’tmn

- Exhibit XII-IQ shows the resu}ts of the analyses: Usmg the remamder of the state tremis n
. Medicaid mursing home use to estimate the change in Medicaid nursing, home users: attrtbutable-

~ to-the CMOs resulted inan estimated of $572,506 less per month spent in March 2003 asa resuit o

- of the decline in Medicaid nm‘smg home tisers. However, these assmmptzons give'the S
e Mﬂwaukee CMO "credit" far an over 15 percent dechne in Medmazd nursmg home smee e
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December 1999 and estimates 596 fewer older frail adults receiving long-term care services in
that county. Rather than using the state trend since CMO operations began, and instead using
the Milwaukee-specific trend relative to the remainder of the state during the two years prior to
the CMO, suggests Medicaid nursing home use might have continued to decline nearly ten
percent in the absence of the CMO. Using the more conservative county-specific trends prior to
the CMOs in Medicaid nursing home use to estimate the change in Medicaid nursing home
users attributable to the CMOs resulted in an estimate of 339 new users in March 2003, with
CMO payments of $675,105 per month. Finally, accounting for the reduced spending associated
with the Medicaid nursing home users in the county-specific trend brings the average monthly
spending increase associated with additional home and community-based users to $580,800, or
about $81 per member per month across the whole CMO enrollment.

Exhibit XIi-10
Addltional Users and Assocrated Monthly CMO Payments

onth!y 2093 CMO
Estimated Net New Users  Payments Associated with |

in March 2003 New Users i
‘Remainder of the State Trend in Medicaid Nursing'Home Use e
Fond du Lac 36 $69,592
La Crosse 108 $195,395
i Milwaukes: oo e =506 e S$1084.007 0 o T
Richland ' -6 -$11,725
All CMO Counties -362 -$572 506
County Specific Trend in Medicaid Nursmg Home Use Prior to CMO
Fond du Lac SBB o 569,592
La Crosse 129 $232,221
Milwaukee 75 $132,775
i Portage 111 $263,023
Richland -11 -$22 506
All CMO Counties 339 $675,105

Source:  The Lewin Group analyses.
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Conclusions

XHl. CONCLUSIONS

This report attempted to determine whether Family Care met its goals during the initial
implementation period. The goals induded: e

»  Giving people better Chmz‘:es about where they hve and What kmds of services and
supports they get to meet their needs. g .

» Improving access to services.

. Improvmg quahty through a focus on health and social outcomes.
. Creatmg a cost«effectrve system for the future

In the feliowmg sectlons, we chscuss Wxsccmsm S 1mplementatmn modeI and ﬁ“le the four major
tenets of the Family Care program: 1) chmce, 2) access; 3) quality; and 4y cost-effectiveness. We
conclude with a summary of the outcome and spendmg measures from this :report and a
discussion of some. of the ma}m issues the program will face if it expands :

A Wzsconsm s Imp!ementatm

‘Wisconsin’s Famﬂy Care program cons iutes one of the few stat —Ievei efferts to: appiy a.

o capita’ted and managed model of care ici the Iong—term care system The choice of a managed

care model as the method of organizing, arranging, coordinating, supervising, and financing
long-term care service provision entails certain strategies, structures, processes, functions, and
capabilities. Further, appivmg managed care to-home and community-based services also .
requires a thorough understanding of the populatmns, services, and underlymg phllosophzes .
associated with providing alternatives to msﬂtutlonahzahon The combination of limiting
freedom of choice of prov;ders, capitatmg payments for services, and promotmg CONsumer.

focus fer home and community-based services requires a ba}ancmv act of potentialiy COHﬂlCtH‘ig
goals on the-part Gf the si:ate, the resource centers, the care management orgamzatmns, and the
consumers (Exhzb:t XIII-J{) : :

Home and Commumtyubased systems smve to build from a base of eqm’ty, social ;ustz(:e and
distributional fairness. At the core of the new manageci care system are the mfras’sructure
(access points, care management organizations, provider’ networks, IT systems) target
populations, services included (acute and LTC or carve outs “specialty” services) and the
capitated amounts paid. Family Care’s person-centered planning approach needs to weigh
ensuring health, safety and accountability against allowing consumers choice in cletennmmg
when, where, how and from whom they prefer to receive services. At the fulcrum, italso muqt
balance individual desires with available resources and desired outcomes (effmency). Ensuring
accountability and system integrity are the oversight roles of: 1) the state and external.quality
review organizations (EQRO) that monitor process and outcomes, and enforce regulations; and |
2) individual consumers participating in and taking responszblhty for decision making
regarding their support plans and the managed care plan’s'governance; as well as vigilance
against fraud and abuse.

#330305
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Conclusions

Exhibit XiH-1
Balancing the Family Care Philosophy

Communify Inchusion¥y
Memborship:.

Quality Assurancel S Tl b
lmprovement - ' : : . ¥ . SR
Regulation, - . w—— — R SpOﬂSib ity
Performance Mcmfcrmg
Congumer Staveys,-
Cuality improvement  § ¥ Decision-making.
: - - : d;rectecf Suppox’is

The 1913(1:)) aspects of the Famﬂy Care initi t:{ve prevented the umfxed Gne»s’ti}p sheppmg for o
information and asszsiance and enreﬂment 'mto the capxtafeé care management orgamzatmns o

' 'ZIB. Chotce

. Defmmg chice Wzthm the c:entex’e Uf Famﬂy Care as been v lutionary -_aﬁd-'cdti-l-éi?'béé}'ieré:i'séd' :

Cina number of Ways

. What-fééi*Viéés’ toreceive L

¢ ‘who pmmdes hes "rvmes '

. where to hve and recezve servmes

. how services ate delivered, mcfudmg when and mdwxciuai preferences regardmg aSPectS:' :
of service delivery (e.g., no smokmg, Kosher menu)

| #330305 o : : SLosHRRE




Conclusions

In order to exercise choice, individuals need information regarding basic service availability
and detailed information about those who 1mght pmvzde those services. The resource centers
provide a foundation for alk)wmg individuals of all income levels to make mformed choices.
The CMOs must struggke with some of the more dehcate baiancmg among an, mdwzduai
preferences, safety considerations and cost. Given an unlimited bud get, most choices could be
accommodated, however, choice can be a difficult concept to implement when those involved
have differing views of the limits of choice and available resources are constrained.... ny

DHFS' goals statement has evolved to reflect both the choice and resqurce aspects of the
program and the chaiienge presented in Exhzbtt XIII«-I R

The redemgﬂed system will pmmde individuals and families with meamngfui
¢hoices of supports services, pmmders and residential settings, as long as such
~ careor support is necessary, meets an adequate level of quahtv, is cost-effectwe
is censxstent wzth the mdavxdnal s vahxes ami preferences, and ca:n be prov1ded
'W)thm avaﬂabie resources % :

State staff also emphasmed the need to eciucate advocates, pmvaders, cotnty staff, and
consumers about what choice means’in Famliy Care, They plan to conduct education through
RAD method training, consultation with the local ETC Councils, ongoing communication Wlth

. advocates and state LTC Council reports and mee’emgs DHFS Wtil also contmue to collect i

~ . consumer Gutcomes asa means of momtonng choice e ' L

The member outcome interviews from 2001 indicated that approximately one-half of CMO
members indicated that they could ¢hiocose their services: While only half may seém low fora = =
program that emphasizes choice, the outcome interviews occurred early in the program’s
1mp1ementatzon At that point, case managers przmamlv focused on gettmg the same or similar
benefit packages in place fer the }ugb volume of waiver rollovers Also one-half was hlgher than
the one-third in the waiver ‘program in the remainder of the state that indicated they could
choose their own services. A hxgher percent (80 percent) of CMO members md;cated ’chat they
could Change their daﬂv routmes -' -

In the future, Famﬂy Care faces several issues. related to choxce

. '-Less of the mdependent adveeate Advocates for the dxsablhty commumty, in partxcuiar,
indicated that without an independent advocate, members lack an important voice for
expressing their choices and ensuring the program’s responsweness They lamented that,
without a dedicated function, they lacked the necessary time and resources to be ab}e to
devotea proactwe focus on Pamﬂy Care members. To address several csnsumer '

involvement issues, we suggest that stakehelders consider a multi-function, consumer-
_oriented posmon that encompasses the activities of the mdependent advocate, enroilment
_ consultant and staff support for the IocaE LTC Councﬂ '

% http:/ /www.dhfs state wi.us/ LTCare/History / VISION.HTM last revised 7-29.02.
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. Full realization of a seif»dxreeted supports optmn . The ulﬁmate manifestation of self-

“directed supports occurs ‘when the consumer réceives a budget allocation to be’ spem as
desired. if pursueci the CMOs must take on the difficult task of devxsmg a methad fer o
setting budgets cans:s’sentlv fazriv, anci adequately, wﬁhout exceedmg avaﬂable B
"resources : : - C

C. Access i

As indicated eatlier, mdwxduais in need of Iong«term care services.  Can access a Weaith ef
“information through the Resource Centers. The presence of the CMOs with guamnteed
ent:tiement in Fond du Lac, La Cresse, Mxiwaukee Portage and R;chiand has meant the

-fransportatmn} CMO network manégers Identlfled seiected servzces, partlcuiarly ac
" housing, Commumt‘v~baseci residential facilities, and supported empicryment for which they
- would like to'see further expansion: Use. af res:[cientxal alternatives, transportation; and;g G -
voeational services have increased more among existing enrollees in the CMO courities than ji:he -
- remamder of the state AES{), the enutlement has szted categorxca} res’sncﬂons on. the:number Gf

S '_ac:cess Eo services for youﬁger mdwxdua}s Wlth physzcal dzsablhtzes wzthout c:r ’
~ other dzsabﬂm groups. S R

in the future, Famﬂy Care faces severa} 1ssues re}ated to access

. Increased enroliment As Famxiv Care enro}lment contmues to expa.nd the

. the challenge of hmng and trammg additional staff, while. mamtammg a.consister

and apphc‘atxon of care management ynnmpies This WIH require the contmuatmn of - e
_ongome" initial trammg as weH as, refresher courses for noi only care manage but f"scal -

- and management staff. . SRR o

e Seieciwe Contracting - As of sprmg 2803 the CMOS had narrowed i:he number of :
SO contracted providers in onlya few msﬁances As the CMOs gather aédmona} :mformatmn
_about provxder performance fmd member sahsfaetzon, they may ace the pohﬁcaﬂy
sensitive task of excluding some ’tradxtmnal providers from their héh/vc}rks CMOs Wﬂ}
need to ensure that decision” pmcesses ate Weilwdecumented anci that standardixed o
- pmwder appeais proc:edures are in piace : '

e Expandmg the use ai' non-t'radlhenaif | mvlders 'Fhe CMOs have }ust begun t(_:: ex ore
aiternat}ve prevxders and. enceuragé exxstmg provxders to offer new and /ormore.
responsive services, In order to. meet the full range of member n;eecis, QMEI) will need: to
continue these efforts, especxaﬁy in rural areas where the p001 of traditional prowders has’
been limited. This may also require creative contracting arrangements between the CMOS

~and providers. :
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D.  Quality

Compared to individuals in the other waivers, higher percentages of CMQO members indicated
having each of the 14 outcomes met that constitute the three major domains of choice and self-
determination, community integration, and health and safety. However, claims-based,
measures, including residential use, nursing fac;hty use, hospital use, emergency room use,
decubitis ulcers, and death found no differences between the two groups among existing
enrolees from January 2001 through june 2001.

In the future, Family Care faces several issues related to quality:

. Transitioning quality assurance/improvement to a contracted organization - As of July
2002, in accordance with CMS requirements related to the 1915(b) waiver, DHFS
contracted with MetaStar to serve as Family Care’s external quality review organization
(EQRQ). MetaStar assumed many of the activities that DHFS staff had previously: ..
conducted with the assistance of other contractors. Different roles may be required for
some DHFS staff, and new relationships so county staff necessitate continued effective and
frequent communication.

. Benchmarking the Member Outcome Tool results DHEFS has conducted two rouﬂds of
member outcome interviews with Family Care members and orie round each with*"
Partnership members, PACE enrollees, and. “regular” 1915(c)waiver. recxp:iems State staff .
discourage the comparison of the Famﬂy Care Round I and II interviews because they
implemented some process changes in the second round. Staff hope to use the data
collected to develop benchmarks. Comparing the Family Care results to the others could
be particularly difficult given the differences in the populahons and the many
environmental factors that cannot be considered. DHFS will need to coritinue to take care
in presenting results and may want to consider developing mechanisms for case mix
ad;ustmg results

»  Continuing education - Implicit i the continuous quality improvement approach
adopted by DHFS is the need for continuing education of DHFS, EQRO and county staff
regardmg the goa!s and measures. Th addition to these entities, consumers, families and
providers will also need continuing education to both further the program goals and

- manage expectations.

E. Spending and Cost-Effectiveness

Our spendmg analyses indicated that among existing enrollees, the differences in the increase in
long-term care spendmg for CMO covered services from prior to the CMOs (October 1999
through March 2000) to eaﬂy in the CMO's xmpiementatlon (fanuary 2001 through June 20(}1)
for CMO meémbers compared to waiver enrollees in relevant comparison areas were not "
significant. I’ addition, new CMO enrollees had spending generally 60 percent or less of the
existing enrollees. However, the increased erirollment in the CMOs relative to the growth in
enrollment in the remainder of the state means that aggregate spending for the Family Care
program increased relative to if it had not been implemented because more individuals are
receiving a broader service package.

QO "Lewm Group e - ———— 108,
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In the future, Family Care faces several issues related to cost-effectiveness:

e Measurmg cost~effect1vaness over the long term - DHFS and the Legxslafure will want'to
" continue to measure the program’scosts and outcomes. The issues outlined prevmusly
regarding how to measure costs and what to compare will likely continue and, in-
addition, as the system continues to transforin, it could get more difficult'to standardme
costs prior to and subsequent to the program. ‘Given'the uncertamty DHFS mav need to
pursue different methods in order to trtanguiate results B I

. Instituting a functionally-based payment system = As DHES continues o' mmrperate
information from the functional screens into its payment methodolegy, staff will have to:
1) continue to rely on self-reported data from the CMOs regarding service use and costs
until transactions can be directly réported and audited; 2) contend with the incentives for
the CMOs that conduct their own recerﬁfxcatmns to report higher needs for. members on
the fiirictional scréen in order to receive a highetr payment; and 3) continne to assess
whether the functional screen adequateiy captires functional need, partzculaﬂy for

: aspec:ts related to mental health. The' Departmem and its aﬁtuarles eontmue to break new

ground in the payment fer Iong»term care services. P i

F. Summary of Outcome Anaiyses Resuits

o xktlmf XHLZ prowdes a summary of the f'_ (;{mgs of ou outcom anal yse Basec:i:an_th _refsnit e
-~ of these analyses, our assessment ef the Famaly Care s pmgress teward meetmg_zts geais is that:

L. "'The ;)rogram has substantzaﬂy met the goal of increasmg chmce and access and 1mp vag
quality through a foc:us on socmi outcomes ' -

e The program has Vet to demonstrate zmproveci quahty related to an mdwxdua}’s healt"h
using claims-based measures, in part due to the time permd of our anaiyses, and the need
for more ﬁme to fulfill the pr0m1se of better care managernem :

' Ex;{s’cmg enroﬂees dld not experzence a dedme n servlce Ievels durmg the fa:rst' year of the S

e It is too eariy to draw cenciuszons regardmg the pmgram s ablhty f:o create a cost»effechve i
system for the future. o : . ;

- Whether the benefits discussed above warrant short-term increased expendxmres isa decaszon
- left to the Leg;siature Hewever, itis 1mportant to reiterate that the information in this report _
- provides some: prehmmary mdlcatlons of the results of the. Famﬂv Care program The spendmg :
~data avaﬂable for the pre- post- compamson for this report generai!y reflected only. the first year :
_'of the program 8 3mp}ementahon, and asa resuit faﬂed to capture the ultimate Impact of the .
. program. The program would be expected to Contmue to evoive and hopefuily capltahze (m 1ts o
i : 'Successes thus far - : i R L . ST
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Conclysions

Exhibit XHl-2 _
Summary Results of Key Outcomes and Cost Analyses Cunducted

Indicator Result
Access St O
informat;on ;
RC Qutreach Act;\nt;es + I\.Eumemus & vaned effcrts by countles
Resource Center. (Zon’{a_{;_ts__ ' 1+ Me’t contract standard by county except Marathon and
' ' Kenosha for DD
Benefits ' A
Wait'Lists + | CMOcountigs no wa-ﬁ'ttsts; rest of state increasing
CMO Enrollment + | Enroliment continues to Increase
- .Choice of Providers + 1-Number of contracted providers increased -
Setrvice Use by Type + | Use of alternative residential, transportatlon and
vocational services increased among exzstlng
. 5 enro%lees ey S
Quallty of LtfeiCare T
Choice and Self- Determmafzon =t T - SRR
Treated fairly : R 'CM@ favorabie compared to waiver
Privacy + | CMO favorable compared to waiver.-
Personal fiignity & respect + | CMO favorable compared to waiver
- Choose services . + | CMO favorable compared to waiver
Choose daily routme _ + | CMO favorable compared fowaiver ..
Achieve their. empioyment eb}ectwes “+1'CMO favorable: compared to waiver ot T e
Satisfied with services - : E CMO favorable compared to. w:aaver'--* B R
Community integration’ = - ERES S B
Choose where and:with-whom they Ewe.-._ S+ CM{) favorabie ccmpared to waiver . ..
Participate in the life of the community .. | +.|. CMO favorable compared to.waiver......
Informal support netwc}rks connection | + CMO favorable compared to waiver .
Residential care use o | No difference compared to rest of state__
Nursifig home use o No dlfference compared to rest of staie o
Health.and Safety’ T TR R e R R SR
Free from:abuse and negiect + .CMO favorabie Compared to waiver: .
Best possible health.. |-+ | CMO favorabie compared to. waiver: -
Safety. . |k _CMO favorable: compared fo.waiver ..
Contlnmty and securzty | + | GMO favorable compared to waiver . - L
Decubitis ufcer o | No difference compared to'rest of state .~
Hospital use. o | No difference . compared to rest of state _
Emergency Room use 1'6 | No difference compared torest of sfate 1
Death SRR o | No difference compatedtoirest of: sta"te S
Spendmg :
LTC Medicaid & state spending o | Mixed dependent upon companson area
Spending on new enrcllees ., 1 0 {_Spending for new enrollees less than. existing, .
Nursing Famltty Versus Communlty o | Mixed dependent upon assumpﬂons ______
Add;’eronaf Sp@ndmg on Net New Users o | Mixed dependem upon assump’uons '

O "Lewin Group

+ Inchcates- Family Care had d-positive outcome for the indicator,

o Indicates Family Care had neither a positive por a niégative outcome - =

- Indicates Family Care had a negative outcomie for the indicator. "
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Conclusions

G. Expandmg Fam:!y Care

issue agam ‘this fiscal year In add.ztmn,':countzes not 1mp1ementmg Family Care have begun.to
‘question the relatively high level of state funding flowing to the current Famzly Carecounties

- ‘while they face reductwns in services. Although, while there is currenﬂy no discussion ab@ut

“pilot counties reverting back to the pre»Famﬁy Care system, it is notable that CMO staff
.-j'unammeusiy expressed a prefererzce for Family Care over the old system. Itis in this. .
“environment that I}HFS has begun to: plam for the possﬂ):hty of addltzenai CMO coun’aes

- Aside from poh’aca} coﬂszdera ons, the ma}er issues fer DHFS mclude the'seope; cosnf}guratmn
"and tnmng of & any expanszons, aiong Wifh techmcai assmtance that would need to be pmv;deci

= :'Scope - The: scope could range ‘fromi one ad xtmnai county, as was zmtlaliy pia ed-:j’so the rest %

of the entire state (another 67 counnes) H Farnﬁy Careis expanded tomultiplee nties; issues .
of timing and the ability to me 't.:the techmcal assas’sance needs of the new coumle __-berzeme R
“important conméeratxons e e ST

'Conflguratwn - _The configurahﬁn couki contmue to be county based or hke chhlgan, DHFS "

e : :Txmmg The expeﬂence.of the pﬁot.counﬁes suggests a gradual phase«m and possabiy

: .i._impieﬂxem’cmg the pﬂot te;'deveiﬂp proto :
*rest.of the state everiwithout the full capltated model; The web-based. functional screer

._f-pepu}atzons Iri its 2002 sohcﬁatlon for contractmg organl?atzcns for its 1915(b)/ (c) combmatmn Ea
_ _wazver, Mzchigan requ;red a mmlmum s;}f 2@ @0@ Medlcald beneﬁaames in the}r catchment area,

_irenewal process DHFS is aIso expiermg whether partnersh1p arrangements wzth pmvlders. or
j-_ether organizations rmght meet CMS competition requiremenits; as well as pla} to the counties’
_ ;_strengths, prxmaniy Chmcai functzons, and shoremup areas in thch they are: weaker, prlmarliv

o ;{Soiutmns for the fxscai operatzons related 1o ciaims payment and ca:ntracts w;th p vate entz’aes - ke
e for adciltzonal Care Managemen : Units: (CMUS) : .

| ':staggered roll-out of addmonai CMO counties. Thls may help reciuc:e the IeveE of techmc' L
'}asmstance reqmred ' : o

S _Techmfzal Assrs%ance = ’DHFS has takerx advantage of the knowledge gamed fmm i
d ocols and aspects of the program that can be used i o
bemg wi
used in non«FamﬂV Care counties: The Resource Alocation Decision (RAD) method wis: bemg :

~ introduced to supervisors in the waiver counties and Bureaus of Deveiopmentai Disablhtv

o Servwes and Aging, Disabihty and Long-term. Care have begun to train care managers forthe -
. waivers in the rest of the state. Famﬂmrﬁy with the member outcome tool.is being deveﬁoped as’.
EDHFS conducted member: outcome interviews with waiver recipients in the Summer of 2002. -
-These earIy efforts should easeany. transitions to Famlhf Care. In'addition, the draft Medicald
waiver concept paper being circulated by the Secretary mdudes pre-Famlly Care pre—pald

_ heafth plams to ready fui:ure counhes -
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Conclusions

If the state continues to write sole-source contracts with local public entities that had population
and HCBS experience to act as the managed care organizations, this will still require the build-
up of managed care expertise and infrastructure at the public entities. DHFS will still need to
provide technical assistance so that local governments can learn how to install and implement
the operational, clinical, and fiscal mechanisms necessary to become managed care
organizations. In recognizing this, DHFS has begun to consider the infrastructure elements that
it may require of counties prior to implementing Family Care. For example, having the

- necessary information technology in place should accelerate the implementation process. DHFS
- has drafted a readiness assessment to aid in evaluating any future Family Care care
management organizations because one of the lessons of the pilot was that the basic

- infrastructure needs to function smoothly in order to devote the necessary resources to
organizational culture and philosophical changes.

- Keys to the pilot's success that would be important to foster in any expansion include:

. Commitment - The state and the county staff have demonstrated a high level of personal

‘ investment and pride in the program. They are committed to its success and do not even

- consider the possibility of reverting back to the old system because they see the advantages of
the new system. It is this.commitment that motivated the continuous learning process and spirit
of cooperation. The current CMO staff and DHFS support the expansion of Family Care because

- they think it W1H prowcle other countles the opportumty to 1mprove their long—f:erm care

= svstems e .

: Cooperahon AH of the parties involved have been willing to work through probiems and

~ cooperate to build the new program. Not everyone agrees on everything, but cooperation is
- evident in: 1) the work groups established by DHFS where counties share information and
bring up issues with the state staff; 2) the governing bodies, LTC councils and work groups

_ established at the state and county level to advise on operations and policy; 3) the inter-

~ departmental cooperation between DHFS and the Department of Workforce Development at
. the state level and the RCs, CMOs and the Economic Support Units at the county level to

- resolve the eligibility processes; and 4) the advocacy groups’ efforts to improve the program
- and keep everyone focused on the member.

. Trust - State staff had to trust the competency of county staff to implement the program.
- County staff had to trust that the state staff would support them and work with them. Membérs
-had to trust that they would continue to receive high quality, appropriate services. The pilot
“ counties tread in uncharted territory. During one of our site visits, a CMO director commented
“We didn’t know what we didn’t know.” As a result, all parties had to have sufficient trust and
- willingness to make mistakes and learn from them without finger pointing.

QO "LewN Grour —— — e M2
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- Appendix A: Family Care CMO Benefit Definitions

. FAMILY CARE CMO BENEFIT DEFINITIONS

The following definitions of the Family Care CMO benefits for Aged/ Physical Disabilities
Waiver can be found at http://www.dhfs.state.wius/LTCre/Waiver/ c/ Aged?f) / appxB.pdf
and for the. Developmentai Disabilities Waiver at

hﬁp /7 dhfs state.wius/LTCare / Waxver /e MRDD/ appr pdf

1. Care/Case Managemeﬁt The care manager mmates and. oversees the initial _
c:omprehenswe assessment precess and reassessment process, the resuits of Whmh are
. used by the care mzmagement tearn, partzczpant and his /her mformal supports in_
~ identifying the service needs of the part;czpant and developmcr the individual’s plan of
care. The care manager also carries out activities that help partlc:lpants and their families
1dent1fy their needs and manage and gain access to necessary medlcal soczal
rehabzhtanon, vocahona} educahonal and other services. )

2. Suypartwe Home Care Sewxce. Suppor’ave home care serv;ces are serwces to provzde
' :necessary assistance for eligible persons in Order fo-meet their daﬂy hvmg needs and to
~insure adequate functxonmg at home, in small mtegrated alternate care settmgs and in the
community. Supportwe home care services chffer from the State plan services in that they
. aresupervised by case. m 'gers and pmvzde services as mdmated ina pian of care. .~
L '._'Serwces include personai are; chore services, routine home care/maintenance, and S
" supervision. Persenai care services under the waiver pr0v1de' necessary a551stance with
‘personal maintenance (groommg, bathmg, dresgmg etc.). Home maintenance services and
activities such as cleaning, changing storm windows and yarci work: Providers fnay. be
_members of the individual’s family other than a spouse or parent of a minor child. Family
h members must meet the same standards as, other’ supportive home care provxciers Costs
and utlhzahon of the component services bundled under Supportive Home Care will
continue to be tracked and computed separately in cost—effectlveness and c:ost neutraht}
calculatmns o

3 :__Reslnte Care Respzte care: servzces are servxces prov;ded to a Wawer elzgtble rempzent ona
~ short termi basis to relieve: the person 8 famﬂy or other pnmary careglver (s} from daily
stress and care demands. Respite care may be prowded it an institution such as a certified
'Mechca}d settmg (hospital, nursmg home} or other licensed facility and may include
payment for room and board. Respite care may also be pmvzded in a residential facility
such as a certified or licensed Adult Family Homie, licensed’ CBRF, Chlld Carmg
Institution, children's foster home, children’s treatment fosfer home, children's group
home, certified Residential Care Apax’cment Complex, in the participant’s own home or
the home of a c:erﬁf:ed ‘Tespite care provzder The cost of room and board is excluded if the
“service is received in a residential care apartment compiex, the reczplents own hnrne or the
home of a cernfled respxte c:are prowder ' :

4. Adult Day Care: Adult day care services are the provision of services for part of a day in
a non- remdermal group setting to adults who need-an enriched social or ‘health-supportive
experience or who need assistarice with dctivities of daﬂy lwmg, supervision and/or

~*‘protection. ‘Services may include perscmai care-and supervision, light meals, medical care,
transportation to and from the day care site. Transportation between the individual's place

O *“LewmnGrOUPp — oo A1
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~ Appendix A: Family Care CMO Benefit Definitions

of residence and the adult day health center may | be provzded as a component part of
adult day health services. The cost of this' iranspor’rahﬁn is mx:}uded in'the rate pazt:i to
promd;ers of aduit day heaith services.

5. "Habxhtatmn Services deszgned to assast mdzmduais in a(:qmrmg, retammg and 1mpr0vmg
the self-help, socialization and adaytwe skills neécessary to reside successfuﬂy it Home' Ei}’id
community-based settings. The costs and utilization of the’ component services ‘bundled
under Habilitation will continue to.be. tracked and camputed separa’eeiv in cost-:.
effectrveness emd cost-neutmlzty ca}culauons Transportatmn ma}f be prov:ided between

habﬂstatwn sxtes (m cases where he mdwzdual recezves habahtataen servzces :m m@re than
~onie’ piace) asa component part ‘of habilitation services. ‘The cost of this transpc}rfatmn is
mc}uded in the rate pa;d to provzders of the appmprlate type of habﬂztatlon sery i

. .competltzve employment' m j'-mﬁegrated wor settmg for mdzva_ als who because of
their disabilities need intensive on-going’ suppori: to. perform ina work settmg
Suppo:rted employment services include superv;smn, trammg, transportatmn services

. needed to provzde mtenszve ongoing: support, and any activ ty needed to: sustam pau:f i

. work. by the parﬂapant ie., supported employmem assessmernt, supp@rted

. employment job placement, supported employment trammg, and supparted i
- employment f{}liﬂW«up Supperteci emp}oyment services fumished uncler the wamer :

#33030%
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Appendix A: Family Care CMO Benefit Definitions

are not available under a program funded by either the Rehabilitation Act of 1973 or
P.L. 94-142.

¢ Daily Living Skills Training: Daily living skills training provides training in activities
of daily living such.as child-rearing skills, money management, home care.
maintenance, food preparation and accessing and using community resources. Daily
living skills training are provided in a residential setting and are intended to improve
the. participant’s ability to perform routine daily living tasks, improve ability to utilize
. greater independence by either training the participant or the caregiver to perform
activities.with greater independence. e

® Counseling and Therapeutic Respurces: Counseling and therapeutic services are
. services that are needed.to treat a personal, social, behavioral, cognitive, mental or
alcohol or drug abuse disorder. Services are usuaiiy provided.in.a natural setting or
‘service office. Serwces include: counseling to assist in understandmg capabilities and
. limitations or assist in the alléviation of problems of adjustment.and interpersonal
s .relat}onshlps, recreational therapy, TTHESIC therapv, nutrztional counseimg, medical and
legal counseling, and grief counselmg

Home Modifications: Home modifications are sexvices and items that assess the need for,

: __arrange for, and. prov&de mocﬁflcatze "C;_; and or Jmpmvemems toa partmpant s living

quarters: tallows for. commumty Iwmg, provide safe access to and within the home,

. reduce. the risk of injury, facilitate independence and self-rehance, allow the individual to

perform more ADLs with less assistance and decrease reliance on pald staff. Exampies are

» 'ramps, lifts, kltche:ﬂ /| bathroom mod;fmatmns, specialized. accessablhty / safety adaptations
_additions, vmce achvated hghﬁ activated, ~motion activated and electronic devices.

Specialized Transportation: Specialized transportation services assist in improving an
individual's general mobility and ability to perform tasks independently and to gain
access to waiver and other community services, activities and resources. Services can
ccmswt (}f matenaI benefzts such as tickets or other fare medium needed as weﬂ as direct

_ cenveyance of partmpants and the;r a’ttendants to destmatmns

_Spemaimed Medlcai Eqmpment and Supplles Speczahzed medlcal eqmpment and

supplies include devmes, controis, or apphances specified in the plan of care, wh:ch

enable individuals to increase their abilities to perform actawtms of daily 11vmg, or to
perceive, control, or communicate with the environment in which they live. This service
also includes items necessary for life support, ancillary supphes and equipment necessary

. to the preper functionmg of such items, and durable and non- durable medical equipment
_ not available under the Medxcald State plan. Ttems reimbursed with waiver funds shall be
_ in addition to any.1 medical eqmpment and Supphes furmshed under the State plan and
_ shall exclude those 1tems whach are not of direct medzcal or remediai benefit to the
mdwzdua} Ail ztems shall meet apphcable standards of manufacture des1g11 and
. mstaﬂatzon

Personai Emergency Resp{mse System Personal emergency response system (PERS) is a

devace which provzdes a dxrect teiephomc or other eIectromc com mumcatzons E;nk

MLEWIN GROUP oo A
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N Appgndix A: Family Care CMO Benefit Definitions

between someone hvmg in fhe cemmumty ami health pmfessmnals to secure 1mmedaate
assistance in the eventofa phys;cai emoﬁcma} or envzrenmentai emergemy

100 Reszdenﬂai Sewmes' Nursmg services under ara;y of f:he foﬂow_mg reszéential services are
.prOVided only in: accoréance wzth the standards of Wxsmnsm s Nurse }’ractzce Ac’c

Chﬂdren s fester homes araci Ch}ldren s ‘freatment foster henes are settmgs hcensed to
pmvzde care fO}‘ up: tod chzldren whe are not related to. the ﬂperatcsr Servmes o
o prc}mded mducie care, superwsmn treatment, and. trammg as needecl for support in
one or more aspects of hv:ng such as: health care; personal care, superv;szcm, behavmr
and social supports, daily living skills trammg, and fransportatzon ‘wheri .

traﬁsportatwn ts part of pmvxdmg the service. Sewmes may | iniclude severaf hours per .

“week of nursing care per chﬂd Roem and board costs are net mducied zn the services
i the chlid receives. : S Gl

Adult famﬂy_-homes fm: I 2 beds means a reszdence in W}ué ‘care arxd mamtenance B

faahty for these .rdups cfoes not mc!uéie a szz"e'.hm T limi
_ "here beeause the HFS Executwe Team has determmed that f@r eldefrs al

:iﬁaﬁc{)ﬁﬁnm g to édmmzstratwe}} u:np@se beci sxze hmits Among the facters to'be

: O WLEWN GROUP
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Appendix A: Family Care CMO Benefit Definitions

11.

12.

13.

14.

considered in such monitoring is the importance of pnvacy to the individual consumer
and in Iarger facilities the extent to which the consumer's "residence” is physically
separated. from that of others (e. g. separate lockable door, bathroom, kitchen facilities
etc)). Each CMO network is required to include facilities which offer such physical
separateness in various residential service settings mciudmg CBRF's, adult famﬂy

- homes, RCAC's and nursing homes. - :

* Residential care apartment complexes (RCAC) are services provided in a homelike,
community-based setting where 5 or more adults reside in their own living units that
are separate and distinct from each other. Persons who reside in the facility also
receive the following services: supportive services, personal assistance, nursing
services, and assistance in the event of an emergencv

Adapﬁve Azds Aciapt;ve aids are controls or appliances that cannot be obtamed through
Wisconisin's approved MA GState Plan, They are aidé that enable persons to increase their
abilities to perform activities of daily living or control the environment in which they live
({including patient lifts, control switches, etc:). Adaptive aids are also services and material
benefits that enable individuals to access; participate; and function:in their community.
These include the purchase of vehicle modifications (such as van lifts; hand controls,
equipment modifications etc. that allow the vehicle to be used by the participant to access

_ "fhe commumty) or those costs assoczated WIﬁ’t the mamtenance of these 1tems

Commumcahc}n Alds Commumcatxon alds are devmes or services neecied to assist w;th
hearing, speech orvision impairments in order to access and deliver services: ‘These
services assist the individual to effectively communicate with service providers, family,
friends and the general public, decrease reliance on paid staff, increase personal safety,

- enhance'independence; and improve social and emotional well-being. - Communication

aids include: communicators, speech amplifiers, aids and assistive devices, interpreters,
and cognitive retraining aids, (mc}udmg repalr) and are 1tems not Covered under the

'Medicaxd state plan

-Home '{)eiivered Meals: Home delivered iheals of "mieals.ion wheels" in‘chidé"the r:cis"ts

associated with the purchase and planning of food. supplies, eqmpment labor: and
tramportatlon to deliver one or two meals a day:to. recipients:who are unable to. prepare
or obtain nourishing meals without assistance. This service will be prevrded to persons in
natural or supporme service settmgs to pr@mote soczahzatwn and adequate natrition.

Consumer~d1rec¥:ed Sup;)(}rts (aiso caﬂed Self- dlrected Supports) Consumer—darected
supports are serviceswhich promcie stipport, care and assistarice to an’ mdwzdual with a
disability, prevent the persont's institutionalization'and allow the persorni to five an
inclusive life. Consumer-directed supports are designed to build, strengthen, or maintain
informal networks of community support for the person. Consumer-directed supports

" include the followmg specxf:c actxv;ties at the request and dH‘@CtiOH of the consumer or
' "h1s/ her ]egaI represen’zatwe S

™ EwWIN GROUP — . e A5,
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@

zdentzfy ané access formal and informal suppert systems; develop a meanmgful

(b)

7 consumer St
: and mformai resauz‘ces

'Cfampletmn {)f actxvmes thch assist the persort hIS/ her famﬂy, or his / her f,r;ends to
determme h;s/ her owrni future ' . .

.Deveiopment and zmpiementahon of persan—centereé support p}ans whxch pmvzde
- the direction; assistance and support to allow the persan Wzth a dzsabﬁxt}f to live'in

Promsmn of sewxces and supports, whzch assist the person, family or’ friends to:

pport p}an or mcrease and / or mamtam the capaczty tG d:rect formal

~the: cemmumty ‘establish meamngful commumty

O ”"’IEWIN GREDUP

RRRRRES aESISi“anCE’f and financial mmagement ass:as’sanx:e to assure; successful 1mpiementatmn
Cnefe) ::..-:.:};)evelopment and _ '_plernentaﬁon c)f cemmumty support strategles Whic:h aidand
e 3strengthen the mvolvement of cc)mmumf}f members wh@ assist the pe" on to I"ve in

. :.-.msntutmnah
fi _'Addztmnall

' anci 1mplementmg personai goals

Ongomg consu{’eatmn, commumtv support tramzng, problem-solvmg, techmcal

n~centered pian

atmg c:cmsumers; and thezr ,fam

pported: to. know their. nghis as citiz - (

about the meﬁhods provided by the consumerudn‘ected supp@rts plan_to take greater '
contral of dec;smn—makmg, and to develop sk;lis to: be more effectlve i zdentlfymg
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15.

16.

(d) Establish support for development of person-centered support plans which are
__based on mdwxduai goals.and preferences and which allow the person witha
. dzsablhtv to, live in the commumty, establish meamngful community associations,
and make valued contrzbutions to his / her. cormmunity.

(e) Prevxcﬁe for rnechamsms for consultat:on, pmbiem—soivmg, techmcal ass;stance and

financial management assistance to assist consitmers in accessing and developmg the
desired support(s), and to assist in securing administrative and financial
management assistance to implement the supports(s). .

- (f) .. Establish a mechanism for allocating resources to individuals for the purpose of

pmfchasmg consumer-directed community suyport services based upon identified
factors. These factors may include the person's functional skills, his/her
environment, the supports avallable to the person, and the speczahzed support needs
' ()f the person o

(&) Descrzbe how the IocaI agency Wxil pmmote use of mfermal and genenc sources of
support. S . T B :

-(hy:  Describe how the local agency.:will promote availability of a flexible array of services

_thatis.able to pmv;de supports to meet identified needs and-that is. able to pmvxde
:'ccmsumer chcnce asto nature Eevei and Iocahan of serv1ces

(i) Describe how the local agency will assure that consumepdzrecied commumty
supports meet the person’s health and safety.needs.” : e

()  Provide for outcome-based quality assurance methods: ~

“Provider qualifications for consumer-directed supports: Consurher-directed supports will

be provided by entities which meet- the unique recipient needs and preferences-of the
consumer as speczﬁed in the person's individual service plani or personal support plan.

. Local agenmes are’ responmbie towork with the consumer and his/her legal guardian to
~-assure that the consumer-directed Supports meet the consumer s heaith and safety needs
' and preference3, and are dzrected at fhe desxred consumer ctutcomes '

In addtltmn for md:vzduals thh developmental disa‘mh’szes, these services are mduded

Consumer Educahon and Training: Consumer educatmn and trammg services are
designed to help-a person with a disability developrself advocacy skills, exercise civil
rights, and acquire skills needed to exercise control and responsibility over other support
services. CMO's will assure that the consumer and legal guardian receive necessary
information on training and edu.Cat_lenaﬁ_Qppe_;r’f_t_mi_tles related to identified goals.

Housing Counseling: Housing counseling is a service which provides assistance toa
recipient when acquiring housmg in the communaty, where ownership orrental of
housing is separate from service provision. The purpose of the housing counseimg isto
promote consumer choice and control of housing and access to housing that is affordable
and promotes community inclusion. Housing counseling includes exploring both home

MLEWIN GROUP o A7
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e : Commumfy SuPF‘OI‘t Program as defmed n HFS 197 11 (6) :3-

Home Health as deﬁned m H}’S 167 11 :

it ; '3"1\§ursmg Serwces (mcludmg respzratory care, mte !

.._'_--Persenal Care as defmed in HFS 1{}7 112-

_.Physmai Therapy as deflned m HFS

5 Apperrdix;ﬁ: I?_am_iiy Care.CMO_.Beneﬁt Definitions

ownership and rental epnons, and both mdzvzdual and shared h{)usmg situatior
including situations where the individual lives with his or her family. Services include
“counseling and dssistance in Identafym & housmg cp'ﬁons, 1d€mt1fymg fmanmai resources
and determining affordability, identifying preférences of location and type of housmg,
_ 1dent1fymg accessibility and modification needs,’ Iocatmg avaz]abie housmg; féennfsrmg
7 and assisting in access to housmg nancm : --am:i plaﬁ’ :
) "'-mamtenance e ' : L

Medmaad State Pian Servzces in the Fazmiy Care Benef;t Package mciude
E Alcohol and C}ther ’Dmg Abuse Day Treatment Sefrwces (m alE sethngs) as defmed in HFS 107 11 S

: .Aleehol and Other Drug Abmse Servxces as defzned in HPS 167 ’.11 (except these pr@vxded by a
physxczart oronan mpaﬁent basas} R L L

:Case Management {mclucimg Assessment ar:ci Case I’}ann._' g} as defmed m HFS 107 32.

' : Durable Medical Equzpment except for hearmg a;ds and pms'theﬁcs (m all 3ettmgs) as defmed
- mHFSlO?Zé : i

.'_Mechca} Supphes as. defmed in HFS 10? 24

Mental Health: Day Treatment Services (m all se’e’emgs) as’ defmed in HFS 2{07 11

- 'Mental Health Servmes as defmed in: HFS 107: 11 (except i:hose pmvxded 3:)57 a physxczaﬁ or; on an S
mpa’aent basxs) e _ _ L L

An HFS l{}? Ifi HFS 10’7 113 and HFS 107 12

e _Speech and Lamguage Pathoiogy Servxces as defmed in HFS 1(}7 18 (m all set
: mpa’szent hospzta}) o SN DT
G T}:anspartatwn Serv : es'as deﬁned m HFS 18’7 23 (exc:ept A
1 comimion camer) - . o
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i - as the residential settmg total Medicaid and cop spending, and Iongmterm care spencimg
kg '(Exhzbzts B-1 to B-3). For al .--Gf'ﬁhe compa:msons, leng; hoof time on program: temied tobe

o Appmdix B: Sample Characteristics

' The tables presented in this. appendix provxc{e mfermatmn absut the sample sizes {}f the

dlfferent analysis samples used, as well as’ whether the analyszs sampie differs fmm the

comparison group based ona T test for szgmflcam:e The tables present i information for the

- sample frame, which included individuals for whom we had eizglbahty and either MMIS or

HSRS claims information, the anaiysxs sam;&ie Whmh included individuals for whom we Had :

COP, DD or electronic functional screens, and the Welghted sample, which ad}usted the anaivsxs -

- sampies to reflect the relevant emoliment for CM{} members fmm our s:srzgmal samphng
-mformaﬁon T TR

"'In generaf for the exzsémg enroﬂee sampies Wlth the excephon e:;f Mﬂwaukee, ihe matched
ceunties and the remairider of the state campamsons are similar on the key characterlstlcs of
age; sex; Medmare status; target. grcup, lmpmrments in. actwmes of daﬂy hiving: (ADL) and .

' -mstrumenﬁal activities of daily living (IADL) if two or more impairments are considered, ;..home i o

different with those in the comparison areas having: beén on the waiver program Ionger than =
the CMO members Thls reflects the pre- CMO_ effor’zs in the CMO counties to reéuce thexr Waat

. .The age dxs’mbutxon for those over age 60 for the Pamﬂv Care sampie versus remamder
of ihe state compansen and : T i . R

. Mﬁwaukee cempared to Rock and even to non»»CMO Mllwaﬂkee waiver recxplents A% DN
Milwaukee's CMO had been operating only six monthsat the time period for thesample .~
draw. The differences between the CMO sample of exzstmg enrollees and Rock and.: the

' _moan‘vIG Mﬁwaukee sample suggests that the C‘VIO enrolled Eewer cosi mdzwduais
e durmg thzs mﬁ:ia} peﬂod further campizeatmg'com amsons- S _- - S

W '-_e'frehed on’ 1999 chara eristacs fer the companson-_b_ atise preuCMO the same: screemng tool
©was used for both the C \ O'and the comparison areas and an apyies»tmapp}es comparisi
- could be’ made between the groups for functional };mpaxrment However, this: preciuded----'. L

o 'comparmg the anaivses sampieg to the sample framme on the meastires for functional 1mpmrment | e

- samples, functional status was similar based on the eiectronm functmna} screens, avaﬂab}e for aﬁ :
T 'CMG members (Exkzbzt Buz) § : TR S

o onthe waiver durmg December 1999) into the CME}S

~because screens were riot available for the sample frame, only those that were abstracted f{_)r our. E -
analyses. Therefore, we confirmed that, for at least the CMO sample frame and analyses ahE

ijalIy, Exhzbzt B-4 prov;des mformatxon about ’she charactenstxcs Gf new: emeliees (these nat _ o

O™ LewNGroup ——

S s




Appendix B Sample Characteristics

Exhibit B-1: CMO and Matched Comparison County Existing-Enrollees
' -0 1999 Sample Characteristics:

100.0%

26.0% - 35.7% i
18.4% . 15.8% 15.0% A4.7% -

- 25.6%. 20.9% 20.0% 20.6%
30.0%- . 31.7% 29.3% 35:4% -
.. 608 59.9 577 . ... 611

- 35.0% o 347%.. 0 43.7%

Female .. .. 638% _ 650% _ 653%  __ 563%
- Medicare & Medicaid c o 834% o BBT% o BY.0%:

Medicaid Only - 13.0%
i -

S Sy
.

‘Elderly

R e e 43.0%
- “Physically Disabled -

139%

L o L G 23.2?@¢.  ]5 22.69@i
2 o _ NA 32.9%.: - 34.2%

iy Disabled 39.7% - 35.6% 43.0%.
: M B O S SRR VI S T I R
7 EXSaitod et Sn

21.0%"
39 8%

2 i CNA L 152% 0 . 154%. NA
= : ©ONA . B20%  809%: NA

72.5%*

NA A8.6% -
B e e
%%é:% : e I
e e

~ Own Home L BB2% _ .
“Nursing Home . 0.0% . 0.06% . - 0.0%. 0.0% 00% . . .00%
-~ CBRF : oo ABT% o 173% . . 158% 23.4%* 23.6% 19.6%
Residential Care Apartment e e e R
Complex 51% . N/A 0.0%

AR
L 203%.

. 2.17 months”.
-+~ 1823 months
- 24-20 months

8.9%* 7.1%

184% . 13.7% . 108%  114%
118% ..  123% .. . 120% 11.4% .

o 4B0% . . 549%

SR s R RN b B e i S

s
-

68.4%"  70.0%"

| $2,237 @ﬁgz%gi .
RN R O e ;C”V\“N&W
-
81181826

O ™LewiN Group
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Appendix B: Sample Characteristics

rison County Existing Enrollees
ristics, continved

4559 e D0% _. . __
60-74 . 475% . . 495% - - NA - . 521%  51.9% NA.
75+ . 525% . 505%- - NA - 47.9%  48.2% NA

% . SR
Medicare & Medica
Megi_aid Cnly:

e

15.9%"
23.8%*
45 0%

B G NAR S 11.9%T Yor

cede 90% o 91.9% 0 v NACC e TE0%Y T54% . NA

- Nursing Home o 00%: . 0.0% NA. . 0.0% 0.0% .. . NA

L .CBRF . 3 3.8%.: 3.2% NA- - 131%*  12.7%* L NA
Residential Care : L

0.0%:

0%, -
: it . 252% - 199%
18423 months = 29.5% - 30.1% -

0 24-29 months
~ 230+ months

—
=

. 10.1%
-_ o 11.4%* 12.2%"
27% .. NA . B89% 10.1%*
71.2%"

3/ %

" Significant at the 0.05 level
) ™LewiN Group
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Appendix B: Sample Characteristics

Exhibit B-1: CMO and Matched Comparison County Existing Enrollees
1999 Sample Characteristics, continued '

wi

o

972
Percernt 100.0%

24.2%
14.1%
18.0%"
43.7%"

32.7%

67.3%
- 85.7%
14.3%

ey

B0 -
' Physicalfy Disabled - . S122%
_Developmentally D@@bseé

V-

0-1 NA 17.5% o
2 NA 285% . 204% .
3+ NA 306% . 29.3%

23.5%

13.9% . 141%
3+ ~ NA 56.5% = 54.9%
Severe Medical 235% - 24 5%

st

OthérfUnknown  14.1% W7% 14,
Crea%

Own Homie - 76.9% 75.2% o

Nursing Home 0.1% 0.1% 0.1%

CBRF 7.8% 85% . 80%. . 12.3%*
i Residential Care Apartment Loy
. || Complex 1.2%

s e s

12-17 months 25.8% 17.0% . 17.4%

18-23 months 17.1% 16.7%  172% - 12.8%*

24-29 months 7.2% 85%  86% : 2% 10.2%

30+ months _ A9 - 8% .. 680 68.6%"
ths . 1% s e = S

19
R

B R

81564

* Significant at the 0.05 level

O ™LewiN Group
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Appendix B: Sample Characteristics

Exhibit B-3: CMO and Alternative Milwaukee Comparison Group Existing Enrollees
1999 Sample Characteristics

Number Coo1ser U330 120
Percent | i ( - T100.0%

e
B-44
45-59
80-74
75+ __
Average Age

NA 476% 3839 NA
NA 524%  617%  NA
6%  775%  NA

75, )
SR e o oo
-

259%

re & Medicaid

1% 6%

‘Other/Unknowrt - JAB% T T NAY R0 v
' 91.9% NA 79.2%* '83.3%* NA

Own Home! .~ : _ °
Nursing Home “0.0% 0.0% NA 01% 0.0% NA

CBRF o 1 9.3% 3.2% NA 135%  10.0%* NA
Residential Care : - '

18-23 months

_ 267% 1 28.3% NA
24-29 months .

0% A T% NA

30+ months® 60.1%* 64.2%*
£ £l = ««:\{«;‘“@ -

 $1,763*
2

e

$1,241  $1.123 NA $1,368" $1,683* NA
* Significant at the 0.05 level
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