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Family Care Independent Assessment I Executive Summary

I Executive Summary

APS Heaithcare (APS} prepared: thls repart 'Th ' C nters for Medzcare -and Medicald_ (CMS).
requires an Independe:nt Assessment o 5 d 1915(b)

- eed: nt. Speczﬁc items are gmuped
Wzihm each of the obgectives th}s Indepencient Assessment intends to address:

1.
elirate
_ es amily Car prﬁgramehglhﬁﬁy The
'-.-LTCFS is a validated instrument utilized o determme elmlbﬂzty and assess level
of care needs for potential members.
2.

e funcﬁlon of the Enroﬂrnent Consuiiants proves to be one of

significant added value in ensuring that potential Family Care members and/or
their representatives have complete understanding of the mtricacies of the
program, as well as being keenly aware of any other long-term care services that

individual might be eligible for.

' counties were eizmmated whlie the wait lists 1n the non~-CMO counties

j’ APS Healthcare o]
Heaithvare ‘
Diecember 2003



Family Care independent Assessment [ Executive Summary

~‘¢ontinued to increase during this same time. Byeliminating the wait lists,
individuals in need of services beginreceiving them soon after, application for
Family Care as epposed to wamng Wh&t couid be months or years mn non-Family
R Care countlas K o ST L . .

I _ (ﬁ' g the acc;ess te care
QRO during: the period of the Independe:nt

=_-Assessment) : _ _ s..However, the
’EQR. evaluated service availability and other access 3_iissue"sit§;1roa}§h care plan

reviews.and found ‘that the CM‘S were sufﬁc;enﬁy meetmg program
: .'-_='_1'equ1rements . i e NI LA R ST

+ Famiiy Care seems to have de@reaseé
Although not conclusive, Family Care members appear to be visiting doaters at
their office significantly less often than prior to ﬂ}ﬁ

mferdmczphhary team care plan approach, which includes a nurse, is cozltnhutang

ZX\P S ] APS Healthcare

i i-%cali%wm‘; .
December 2003
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Family Care Independent Assessiment i Execulive Summary

" to this improvement. ‘Theimpact-of Milwaukee county is: clearly identified
'“thmugh afaa}yses (ieswned to assess county spemﬁc mﬂuence

+  Family Careﬂ
data indicate that while there 1s @i

. enrollment, hg
“the Family Care program:

Analyses of Mf:dzcazd claims

' d PsPS ail reveal that-

EQRO’s on- site review of the Famﬂy Care CMOs found that carg managers were
creative and ﬂex1ble m terms of workmg for the mos’t appropmate Ievei of services

Cor membars

b

o

[X\P S I APS Healthcare -. .: B »m’
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Family Care Independent Assessment R . Executive Summary

plans, DHFS, the EQRO and CMO are cooperatively working to resolve these
concerns and put aspects into the process to ensure these issues do not return.

thiS makes sense in that C’vas and members’ care managers womd have more
“time+to work with the member to enstre that their individual outcomes and
supports were being met, where possible.

tHirigs (increased community

Path ana]ysxs is ‘an exténsion ‘of this regréssion model, ased 1 test the'fit of the'correlation matrix agamst two or'more causal
models which are being C{}mpared by the researc?ac; The model is usua%]y deplcted A oire e~an<i arrow fighire’in which single
arrows indicate causation. A regression 15 done for each Variable in‘the Todel as a dependent on oihiers wWhich the mode! indicates

XN

j’ APS Hesglthoare
calibeare iy g .
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Family Care Independent Assessiment I, Executive Summary

C.  Cost-Effectiveness.

for Family Care members in thefourtion-
' a':Crosse, Portage, and Rxchland)

'f-f'Famﬂy ar"__membersvwf : &'{PMPM) iﬁ% on

"“'average. The slower growth in costs is not apparent when the Family Care study
“groupis examined as a'whole; Which mciudes the Milwaukee County CMO
- ritembers; oniy when ’-these countzes are studzed separa’tely from the Milwaukee
CMO cohort. Sl e indn :

r beth the coliiectwe Famﬂy Care study
‘non-Milwaukee CMO counties ($32
The Mﬂwaukee County

:Famﬂy Care: membﬁrs ﬁlan the. Campanson Groap Fazmly Cara members post-

* entollment Inpatient Haspﬂai costs and Physician Visifs-costs were
and $17 PMPM, respectively. Forthe Comparison Group, Inpatient Hospital and
Physictan Vigit costs were $87 PMPM-and $18 PMPM, respectively.

are causes. The regression: we:gﬁts pre . _ _Gdf:} are compared with the observed csrrelailon matrix for the varfables,
and a goodness-of-fit statistic is calculated. The best-fitting of two or more models is selected by the rescarcher as the best mode
for advancement of theory.

Path analysis requires the usual assumptions of regression. }t is particularly sensitive to model specification because failure 1o
include relevant causal variables or inclusion of extraneous variables often Substamla ty affects the path coefficients, which are
used 1o agsess the relative importance of varous direct and md_lrgci_c;ausa] paths to the d_epemient variable.

Lh

j’ APE Heabthcare
Healtheare
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Family Care Independent Assessment 1. Requirements of Independent Assessment

reqmrement APS has been: wsrkmg wzth DHEFS, as- weﬁ as Metastar the Famﬂy Care Ext
Q ality Review Or amzatmn i (EQR@)---. to gather data for the ﬁ}dependem Assessment

Iﬂdependem Assessment separateiy addresses Family Care in \fia}waukee County and in the rest
of the program in order to meet federal requirements for each of the Fanuly Care waivers. Some
of the questions addressed in the Independent Assessment include:

1) Access — Can people get access to the services they want and/or need?

? Gee Lewin Group Family Care Implementation Process Evaluation Reports I, 11 and 11 {Noverber 2000, 2001,
and December 2002) for specific start-up funding tables.

(ot APS Healthcare SI
Heahbware o -
December 2003




Family Care Independent Assessment il Requirements of Independent Assessment

B

a) Screening: Is information about the availability of long-term care options, including

Family Care and options counseling, effectively reaching those who need to know about

their 0pt10ns‘7

Entry into the Program: How has Family Care affected access to Medicaid-funded Jong-

- term care services, for those who are ehgr le?. In parﬁcuiar how does Family Care
_:-:enroilment dlffer from iraditmnal wazver enmliment target gmup, dkagnoses IE:SIde}]C‘S

_age,and other charactemshcs‘?

c) - Access Mcmtonng How do-DHFS and the EQRO mﬂmtor program access?”

d) Services within the Program: :Once_m_the pmgram {:an mdmduais get the services that
. theywantand need?. = fen
€) 'Pattems of service: How do packages s:af services dehvereci o Famﬂy Care members
differ from those dehvered to individuals partl{:lpatmg m fee for-serwce long term care '
.including the traditional waivers? -

_.i_):_-j._::-Exﬁ from the Pro,qram ‘What arethe r&ascms that .andwzduals dzsﬁmoll from Famﬂy Care‘? )

2) ¢

-_Quahty _Are the services effeciwe’?-ls the program ac

vmg its goals? " R
a). Member Outcomes Do Famﬂy Ca:fe Members achleve thelr personal outcomes aﬂd do '
ihey get, Supperi for. those ouicom@s’? .

b) __;'Membcrs’f health. and fun;tmmng Are Pamﬂy Care members mamtaznmg ‘a’helr level of

1) __:_Preveniwe Health Condﬁzons How does ] aihﬂy Care compare to other 1ong~term care’
programis, sach as Parﬁnershlp on the utilization of heath services for preventable
::corzdmons‘? :

iy __;f_:a)'__:_ 'Pavment Metho'

_reasomable? . : :

‘0) Indwzéuais cos’{s Does Famziy Care restraln Medlcald costs for those mdxwduals Wh()
participate in the program? - . '

c) __Seurce of Cost Savm st What chan@es m u’izhzation have corstnbuted to any 1éent1fied
cosi sav;ngs‘? s S LI s Rt S

St APS Healtheare 0
Healtheare
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Family Care Independent Assessment {11, Overview of Family Care Program

II1. Family Care Program Overview

mchwdu&ls who wouid 11kely utlhze the system persons w1th physzcal dlsabahtles persons with
5 ves for these ciwzduais _

_ rs are: des:gned to _

' prow - : e : available within
the, commumty for people in. need such as older persons an persons with d1sabzht1es “The
mmformation Resource Centers provide is essential to alEQng individuals to'make informed

choices abouit the optmns tbat'exast for longuterm support service They also provxde the key _4
functxon ) g that requed to: éet&mi gibility

T, or EMO. CMOs serve the p i
) current Operatmg CMOs include Fend du Lac, La Cmsse Milwaukee, Portage and

i the Ban t (See Attachment 1 for a hsi of items
- covered under the Fam:ly Care beneﬁt) A variety of Medicaid services are included in and

excluded from the Family Care Benefit Package. In general, long-term care (LTC) services (1.e.,
Home Health Care, Personal Care and Supporifive Home Care servmes) are mc%uded n the
Famnily Care benefit package. ;

3 The Lewin Group. Implementation Process Evaluation Reports 1, 1, and 1. Novemnber 2000, 2001, and December 2002

| X fiea mS APS Healtheare ' Y

{calthvare . o
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Family Care Independent Asgessment fIl. Overview of Family Care Program

The EMO ther'co

services, such as ph _
fee-for-service ‘oasrs 10 Famﬂy Care members whoate alsﬁ Medmaad ehglble (ap ) -ax

than-prekus wawers and: aliows mdlmdual needs an preferencas to become a pnmary
con&deration in the dehvery of care. = . R BT e

DHFS has
th the Southeastern Aréa Agency on Aging (SWAAA) to carry-ouf this servwe (see
Sectwn V. E for speczﬁc detaﬂs on Enroﬂment Consultants} e

(Fond du Lac,

mfoz'matmn ofr start dates for Famﬁy Care Reseurce Centers and CMOS

* DHFS. Quarterly Family Care Activity Report. For the Quarter ending December 31, 2002.
* Medszat. Promising Practices in Long Term Care Systems Reform: Wisconsin Family Care. March 3, 2002.
¢ Putal CMO enrollment data posted on hitp://www.dhfs state. wi.us/LTCare/Generalinfo/EnrolimentData. htm.

it APS Healthoare 16
Heaithoure .
Diecember 2003



Family Care Independent Assessmenl {”}\ erv 16\«, of 3 &m y C are Program

In Grder to be ehglble for 'Famﬂy Care an:indiv dual must meet the follewmg condltzons hawe
long-term care service.needs, be an older adult or an‘adult witha disability; live in a. Famlly Care
pliot county and meet financial and ﬁmctmnal program eligibility reqmremcnts

care needs i

In-orgi

Two or more. Pls azad ene or mﬁre mstmmentai
+ U activities of daily: IWmGC{ADLS)
» Fiveor more IADLs. - RN
*  One or more ADL and 3 or more IADLs and has coqmtwe 1mpaument
- Four or more IADLS and has: cagmtwe 1mpaar;nent
2 Tbc mdsvaduai e o : : :
= Requires frequent. medical O soczai m’iervemlon to safely mamtam an acceptable
“health or developmental status; or requires frequent changes in service due to.
intermittent or unpredictable changes in his or her condition; or requires a. rame
of medical or social interventions due to a multiplicity of conditions; and
* Has a developmental disability that requires specialized services; or has impaired
cognition exhibited by memory deficits or disorientation to person, place or time;
or has impaired decision-making ability exhibited by wandering, physxcal abuse
of self or others, self neglect or resm‘iance 1o needed care

L S APS Hesltheare e

Heaitheare + L
Drecember 2003



Family Care Independent Assessment L. Overview of Family Care Program

Atthe: mtermedzate 1eve} 1he: perscn has a long term or irreversible condition and is.at isk of .
losing hzs or her mdepenéence or finctional capamty unless he or she receives assistance. fmm
‘others; as1s: ev1denced by a- finding fromy apphc:atlan of the functional screen that the person
needs assistance to safely or. appmpraately perfonn elther of the foliow ing:
- One ormore ADL, or . 5
2 One or more of the followmv crz‘ﬂcal IADLS management of medicatmns and
treaunents meai : eparatwn aﬁd mxtntxon 01* money management

OI to be graﬁdfathered in for Famziy Care ﬁmctlonai ehgibmty, the person
AL -'_:-;-Has a 10ng—-tem‘1 Dl‘ zrreve:fs;ble c@ndltlon ' ;

oA caid. home and commumty—based waxver program
i '____ii The State-funded Community Options Program.
‘i LdHT The State-funded:Alzheimer’s Family Caregiver Support Pre bram
o '.iv Services provided through State- and. county«»funded Commumty Aids,
R - v. ' Services provided through county ﬁmdmg
4, - Be ﬁnanmal}y ﬁhg}bie fer Farmiy Care by o

“Feder. fur ices provided.to .
ﬂanchwd&ais who are Famﬂy Care—ehglble but ﬁot Medicaxd ehg:ble ‘Services for those’
individualsare ﬁmded entirely with state generaii purpose revenue. Some individuals receiving -
Family Care ‘bezae;ﬁts may be reqwred tor pay a¢ost: shaxe to the CMO dependm ¢ on theircurrent

_ mcome level s : e

The followmg table prowcies detaied information on the functzonai azld ﬂnanmal efiglblhty
criterid fox Famliy Care and ’V.[ed;cald eli glblhty : : -

/;}P S APS Healtheare _ v

{Healthears .
Decamnber 2003




Family Care Independent Assessment H Overview of Fanmily Care Program

e

-i\ote Ceunizb & resources mc%uds bank 1oL onds, am} i:he face watue of life insurance pohczes gz’cater thaa
‘31, 500. The vahie of the mdwidua S swned pr;mary ;ﬂace 0f remdence one automabxie, bunai p%ots ?xomﬁ fum;shmgs aﬁé
personai 5eweiry are’not mciuded i ST : G : :

Source; The Lewin Gro;xp Wzscensm Fam;ly Care Fmal Eva%aazlon Reo@rt

An irnportant roie pl'ayed by’ CMOS 'is o assist Farnily Car’e members in coordinating their health
care to determine and achieve the best possible health for their members. While CMOs do not
provide direct health care services, per se, their role m coordmatmg primary and- acute health
care services is critical in optimizing social and health-related outcomes for Family Care
members.

B. Elzgzbtlzty Determ matwn Pracess

S APS Healtheare . .' R 13

Hoaitheare

December 2003



Family Care Independent Assessment HL Overview of Family Care Program

term care are determmed the: F"Zm& Z

C. .. szluy Assumnce Quahty Improvement

The Department’s measurement of CMO performance 1s focused on the health and somal
outcomes of its meémbers. - These measures help determine 1f the Family Care program is:
achieving its'goal of 1mproved quahty of care and servzces In-consultation with-a variet of
stakehoiders IE?%S‘ £ 50 'l-ﬁOﬁteﬁmes formeasaring Fam

Self~1)etermmatmn and Chmee Outcomes
L :Peopie are treated falriy '
e People have privacy. .
* People have personal dz gmty and respect
= People choose their services. :
* People choose their daily routine. -
" 'People achieve their empiomcm obj ectzves
. Peeple arc saﬂsﬁed Wlﬁ’i services. - :

Commumty Integratian Outeomes i -

* Pcople choose where and with whom they lwe

* People par%zczpate i1 the life of the community.
People 1emam conneoted “to mfm ma} supporﬁ networks

Health and Sai’ety Outwmes S :
* People are free from abuse: zmd negiect
=" Peoplehave the best posszbie heaith
w Peopledresafe. =
» _Peopie e‘xpenence contmuzty and secumy

These outcomes are measured through member and case manager mnperson mtervmws z;smg a
tool developed by The Council on Quality and Leadership (“The Council™), a nationally-

/XXPS APS Healthcare . ‘2

| Healthoare X
: December 2603




Family Care Independent Assessment 1 Overview of Family Care Program

Interviewers are trained by The Council. Three

_ e e me interviews; the Family Care quality management system = =
inchides certain activities monitored by the EQRO: annual Performance Measures calculated by~
CMOs and validated by the EQRO, anniual Performance Improvement Projects (PIPs) conducted
by the CMOs and reviewed by the EQRO, and ongoing EQRO reviews of selected member care
i quality standards.” The EQRO ensures that the quality information
ceirate and EQRO provides constmictiv

eastone., --amaﬁal.}y. The focus of
ersel

The CMO contract requires the piloticounties at ¢ i
! f-determination/choice;

the PIP must be.on at least.one program participant oufcon

community: integration;.or health and safet CMOS mustthen d

outcome:

program participant outcome that they choose must be a relevant concern for.the CMO. They are
required to Have a ¢ _ _ e
2002, each CMO worked on'two separate projects, so-altogether ten performance fmprovement - '
projects were underway. Examples of PIPs conducted by.the CMOs include improving -
management of congestive heart failure, increasing access to preventive health services, and

» have a data collection and analysis plan, and iny lement an improvementplan. In - -

ensuring appropriateness of residential placements. ..o

The Department also monitors a series of population health indicators for Family Care members.
These measures include 17 clinical, functional and preventive health measures. The data for
generating these indicators come from administrative data routinely collected by the Department,
such as Medicaid claims data, LTCFS data and CMO encounter data. .

Member-Centered Care Plan reviews of a ﬁv;e.pé_rcenz_ g_amélic-ch ﬁew and. Qngding waiver
participants are conducted by the EQRO annually. This review also includes participants
identified at higher risk for health, safety and welfare problems. ar iewersfollow
.. tion for

Pt ) :
andassessment/planning are.conducted consistent
conclusion of a review, case-specific and

e
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Family Care | idmm ent Assessment L Overview of Family Care Program

The CMOs are also contractualiy reqmre{i to demonstrate to Ehe Depaxtment that ihey have the

ge o Techmcal assistance addresses. pmbiem areas and
performance improvement -
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Family Care endent Assessment IV, Family Care Demographics

IV F amily Care Member Charactensi:xcs

eligibility chmng calendar year 20021n the five CMO countxes data on indzvzduals enroiled in
Family Care as of July:1, 2002 and data on individuals who met the criteria for inclusion in. the
IA cost effectweness analysas {“the hldepcndent Assessmcn ' opuiatmn”) ¢ presented below

A Imtml Lonngerm Care Fum:twnal Screens Completed by T arget Group

indlwduals who are: actweiy seekmg 10ng~teﬁn care and explorihig their: opt;ons Teceive
funct:onai screens from Z{*“amﬂy Care Resource Centers. Not-alkindiy duals whoare sereened:are

toemeetF financial and functional-eligibility.criteria. Table 3' provides
mforma‘ﬂon on those individuals who were screened in the five CMO counties during CY 2002
by Target Group and CMO.

Noig: Actual CY 2002 'data were used for this analysis: This'tableds not based:on the sample of Family Care Members used
shroughout this Independent Anatysis. Further, it simu%d be noted that the Milwatkes pilot CMO serves the elderly, hence the
large elderly proportion. -

Source: APS analysis of Long-Term Care F uncn{mai Sereen (LTCFS) data.

7 Medicaid eligibility data was queried to find July 1, 2002 eligible Family Care members who were selected for the
Farly Care Independent Assessment analysis sampie population {n=6,332).

AP S APS Healthcare i
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mmw Care Independent Assessment B IV, Family Care Demographics

B. Total CMO Enrollment by Target Group
Implementation of Famﬂy Care occurred at different points 1n time across the five CMO
counties

Source: Wisconsin Dep; of Health and Family Services (DHFS).

The enrollment approach affected the target group composition of the Family Care membership.
Imualiy, ;i appaare:d very smmlar to the wa:iver programs that Family C Care replaced n those

[ (July 20(}0) Additionaliy, contrlbutmg factors such as eutmach o' nursmg
home resﬁents astld the i increasing proportion of members’ from the Milwaukee CMO; the largest
of the CMOs, will also be underlymcr factors. For éxample, in C'Y'2002, theelderly represented
nea.rly half of the popuiatwn The figure below pmvzdes a snapshot of CMO enroﬂmem as of
Yuiyl 2(}02 by target vmup b ' : : '

¥ These figures inchude all members whose ehgﬁnizty for the Famﬂy Care beneﬁt haé b&en &etermmed and zeuorded
as Gf August 8 2(}03 '
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Faraily Care Independent Assessment [V, Family Care Demographics

Figure 1: Tota y Target Group — July 1, 2002

0%

100%
0% -
80% -

70% -

hlang ... Al CMO Gounties A0 Gourties with
. BN 'm‘hm{:ﬁm ‘_ : R PR X

OPhysical Disabifities = -

Note: Actual CY 2002 data were used for this analysis: This figure is not based on the sample of Family Care Members used
throughout fhis Independent Analysis. Furthes, it shotld be noted that the Milwaukee pilot CMO serves the-elderly, hence the
\arge elderly propottion. . - e S b e

Source: A

C. Most Commonly Occurring Diagnoses .- |
Figure 2 represents the.12 most commonly reported diagnoses among Family Care individuals
who are in the Independent Assessment cost-effectiveness analysis and were enrolled as a
Family Care member on July 1, 2002°, These individuals are able to report, where applicable,
multiple diagnoses. DHFS conducted a-similar examination of members who were enrolled in
Family Care on December 31, 2000.' While the three most frequently noted diagnoses are the
same at both points in time, there are slight changes that reflect differences between the
enrollment patterns that have taken place over this period of time. For example, Visual
Impairment was reported by 21.4 percent of the Family Care Independent Assessment population
in July 2002 (ranked sixth) and this diagnosis was not reported among the top 15 diagnoses in
December 2000. Mental retardation ranks as the fourth most frequent diagnosis in the December
2000 analysis with 21.1 percent of eligible members citing this condition, but moves down to

eleventh in July 2002 with 16.5 percent of the Family Care members indicating this diagnosis.

® All analyzed data from this point forward is for the Family Care 1A and Comparison Group sample populations.
While dementia is prevalent among Family Care members, it does not emerge in thig list due to-the-more than 1
catégorizations of dementia within the Long-term Care Functional Sereen. - e e e

" Department of Health and Family Services, Office of Strategic Finance, Center for Delivery Systems . . .
Development. Family Care: A Pilot Program for Redesigned Long-Term Care. May 2002 Progress Update. Table 3.
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Family Care Independent Assessment IV, Family Care Demograplics

In all likelihood, many of these changes can be at‘mbuted to the mcreasmo elder[y populatmn in
the F amzly Care program. . SN e

; Hyparterssicf;":(i%igﬁ Biood P{e{é;ure]

. Arthritis
" Diabetes meiiitus
25.0%

Disorders of the bigasﬁva System

Osteoporosis and other hone diseases

Depressian” B
B} Visual lmpair__mr—gné

Asthma, chromc obstructive puimonary disease, emphysema of chronlc
“bronchitis

Angina, coronary artery disgase, myocarida! infarction
Sensory disorders other than visual impairment or deafness

' Mental Retardation

159%

+ Congestive Hear! Failure

00% T 1()0% 200% aee% E 400% : '5{50% 50.0%

Note: Dzagmses aré based o percentaves for the Fazm%y Ca;*e Irzdepeméent Assessmoent Pﬁpalﬁ%zon {N 378{)) who were e]1 glb
July 1, 2002, Each. m{iméaa ‘s'most recent LTC: Fanctwnal Scref:n was: utl%xzed : S _
Saﬂrce APS anal ysas 0f Medzcald clazms data '

D Djem'ggmpki;ss --

The m i iy 20 Ji ;
percent) oftheparticipa; OTE ' . At that time

participants had
Collectively,.the
women while'the M

t of thezr membersth from
' reﬁec:{mg the fact that -
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Family Care Independent Assessment 4V, Family Care Demographics

Soure: APS ana%ysié of Med-i'ﬁaici el

igibility data..

Among those who were eligible for Family Care in Jaly 200 percenthaditilized Medicaid
coveredrservices intheyesry theirenrolimentdate: There was a noticeable difference

between the non-Milwaukee CMOs, who had lower Medicaid utilization (36 percent) in the yeat
 preceding Family.Care enrollment, where as juist over three quarters (78 percent) of the members -

in Milwaukee had prior Medicaid utilization during this same period. Further,! had.a
uich higher percentage of S in

nroliment (92 percer ared to-74 percentir e
& ¥ This only stands to reason given that the Mifwaukee CMO’s primary
target group is individuals over the age of 60, the majority of whom are eligible for Medicare

Family Care eligibility designations to the two levels of care (comprehensive ot intermediate) -
were similar for elderly-and developmentally ¢ isabled members, b e

physically disabilities had.a Jarger percentage of id 3
Among the members with ¢
ligibility. Among the I

. but those members with

h o intermedinte level of care’®.
3 i ; 2 w . o

were determined fo have intermediate '

' For Purposes of the Family Care Independent Assessment Evaluation, residing in an institution is a collapsed
figure for Nursing Home or ICF-MR facility or State DD Center. This figure is representative of having any
institutionalization in the six months prior to Family Care enrollment. For the study sample, this time frame ranged

~ from August 1999 through July 2002,

12 Family Care functionally eligible fevels — the comprehensive level is for persons whe have fong-term of irreversible
conditions that are terminal o expected to last at least 90 days and require ongoing care or assistance or the intermediate level
for persons with those conditions who are at tisk of losing independence or functional capacity. Determinations are made through
the Long-Term Care Functional Screen during the eligibility determination process.

> foo S APS Healtheare ' 21
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Family Care Independent Assessment LY. Family Care Demographics

ii’] lAf)Ls

Source: APS analyans of Lang '}“erm Care ?unctmﬂal Screen (LTC?S} data.

Fmaiky, observmo the ﬁnroﬂment cohorts by yedr for 70(}0 through 2007 among tar get groups

percent). Whﬂe &iéeﬁf“y &l

A21.2,35.7 and 43.0 percents) the
enrollment cohorts for

Assessment population €%
and 16.1 percent).

sfrafie (52.1,31.8,
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Family Care Independent Assessment S Y. Agcess to Care

V. Access to Care

Improvmg access 10, sarv;ces san important goal of the Famﬁy Care program and the program 15

The Independent Assessment rewew of access to care focuses on the foilowmg
Family Care Access Cempcﬂent Contract Rﬂquzrements

~EQROSiteReviews = . :
Access Monitoting Activities * .

. Prevention/Early Intervention, Servzoes e

= Provider Network Capacity’ o

* ' Long-Term Care Functional Screen

» Enrollment Consuliants . '

) Dlsem‘oliment - ' S :

. Utlhzatzon of Long Term Care and Other Health Servxces (presented in the Cost

Effectiveness section of the report) '

) 'Famzly Care cantm_c'i reqmrements (Access z‘ Care)

S : 1o services i _dependent in-
Iaroe part on the CMOS Whﬂ arranwe a:nd pay for 1ong tenn care servzces and coordmate other
health services for it members on behalf of the State and on the Resource Ceﬂters who are the
point of entry for the program. Consequently, there are a number of contractual reqwrements
related to access to care for both the Resaurce Centers and, the CMOS e

Under ggn;r_ax_:_t, th'e"_'_:_ 50

: a‘ad the ma;or

contract reqmremmts relating to access include:
e jty, determines if a person quahﬁes for the

or the mtermedlate functlenai fevel E

used Eo make a prehmmary determmatlon @f ﬁnanc;ai

' ich prior to e;’:uollment asszsts consumers in the demsmnw
mdkmg process by o ermg information ‘and eoansehng regarding their choices. Options
counseling is also required of the Resource Center before mdmduais dlsenmﬂ from the
CMO. -

« Ifan mdmdﬁai IS determined to be ﬁmctwnaﬂy ehgzble but is still awaiting the financial

eligbility determination for the Family Care benefit, the Resource Center is required to
refertheseindividualsstothe approprate provid rgentsérvices areneeded. In these

-, APS Healibenre .24
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Family Care Independent Asgessment . V. Access to Care

cases, the Resource Center is also responsible for Jetting the individual know that they
will be responsible for any costs for these services if they are determined to be financially
mneligible for Famly Care.

Some con‘iractuaj reqmremcms are also made cf the

ss The major
access»reia*{ed_ requzrements are: o .

major reqmrements are
*  The CMO is requ in the LTC benefit
-- ; equently comes into
. The CMO shali upon request of the member, purchase’services
from any qualified provider who will accept and meet the provisions of the CMO’s
subgontract for subcontractors of the same service. These services mciude ‘but are not
timited to, personal care, home health, private duty nursmg, suppemve home care and
chore service.

“The CMO s

B 5 $ : :gy : rs. In
order to evaiuatc whether or not the. CMO’S prov&der network 15 adequate o provide requrred
care to-the members Wasconsm utﬂazes a rancre of methods beth before and dunng the time’ the

_contract is in effect. :

For each service, the number of providers under con{ract _
.= What kind or kmds of provzder will supply each kind of service.
-#  Where are tha prowders physwaily located, an{i are’ ﬁley sﬁua%ed inside f;he CMO’s
service area.
« . Does the provider serve all of the target groups, or only particular groups.
~»Does the provider have strengths i in cuitural amd linguistic com}}eieﬂcms

[
Lt

D b APS Healtheare
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Family Care Independent Assessment . V. Access to Care

» For residential service providers, how many individuals can they serve, do they have
~ private rooms, and what'are their hours of operation:
" 15 the prowder acceptmg new: members

This mfonnatwn is prov;ded to DHFS as part of the certzﬁcataon pmcess, and n thls manner ihe
: Hull TS -available i members

7 This can be fulfilled
either by C’VIO employees; orby prowders under subcontract tothe CMO: Additional sections
of the certification review inchide a site visit with CMO staff in charge of contracting w1th
prowders and a rewew of any other matenals prowded to DHFS by the CMO.

_k_‘-xﬁa MO, mc}udmg mformmg the CMO if any

addltronai d{)cumematmn 1s reqmred in order-to proceed. with signing the-contract with.the .
Department. -1 necessary; ‘the Department requires participation by CMO staff m traiming and
technical assistance sessions. Also, the Department may have specific performance measures for
the peﬂod of‘the contract that are tied to'the CMO’s pmv;der network. These would be part of
the contract through an‘amendment. Progress m: these areasis revxewed by the DEpariment
during’ the tzme of the contraci : - = S

isannua eva N D Thzs 51te visit: -

TEVIewS the ceographlc coverage: prov;tded by the CMO s service provider network, as well as
the timeliness of services provided to'members. - If the CMO uses any providers outside its
geographic service area; justification as to-why this is necessary and what benefit it provides is
required. Overall, the review is'a thorough on-site examination of the CMO’s policies,
procedures and processes, and includes staff interviews.

-Ad‘dﬁmnaiiy, _

j ; ram - Annual performance Teviews are used to
determine ff any provider network issues are present.. If there are-any concerns, the CMO has
opportunitiesto discuss these with the Department-and correct them. - 1f the concemns are not ...
remedied in an appropriate or timely manner, DHFS can take steps to address this according to
policy.

C.- - Access Monitoring Activities .
Successfulaccess to the Famﬁy Care benefi

Wever,
of the ESU srollmentan Famiby Core pan

During the first two years of Family Care operations, considerable work was needed to design
and implement systems to coordinate enrollment activities among the local agencies. These
efforts were descr}bed in detailan ’ihe Lewin implementation reports

" The Lewin Group. Wisconsm Family Caze_Impiemeniatéen Eva!uaticm Process Updaie Rép&m 1 (Nové?hbér
2000}, I (Angust 2001}, I (December 2G02).
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Family Care Independent Assessment V. Access to Care

EQRO actmtles in 2002 dld not mclude a fozmai TEview of pmffram access, but ccnversatlons

While DHFS did not routmely monitor. the 30 day enrollment process n 2{)02 usmg da‘(a from
bl gh other mechanisms such member

D. Preventwn/Early Inrerventwn Servzces by Target Group

Family Care places an & . ices:” Thisis'evidenced
by the fact that CMOs are 'contractualiy reqmred to provzée preventmn and weﬂness services to

all of their mem’bers

1. V;s;ts to anary Care Physzmans S IR T _
Visits to a pnmary ‘care physician are often used‘as an’ mcizcator of pmgram quaiaty Itis thought
that these visits can increase opportunities for prevention and early intervention health care -

servmes n order to rec%uce more acute and poieni’zaﬂy more costly services down the road.

Among the Family Care Independeﬁt Assessment pcpulatwn st
2] {ifine 2002, Forthose members wht had oneor
aver isitswas 5:91. The most discernable difference between those Famﬂy Care

members who had a visit to a pnmary care physician and those Who éié not-was the Ieﬁgzh ef

| /X\}P S N APS Healtheare T ' 77
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Family Cuare Independent Assessment : V. Access to Care

time the individual had been a Family Care member. Those who had at Jeast one visit, were a.
Family Care member for an average of 24.5 months versus 187 months for those who did not o
visit a primary care physician during the year. 1t i§ likely that the interdisciplinary care team .
approach Utlhl’&d by the Family Care program'is responsible for the outcome that. mdividuals. .
who have been in Famlly Care 10nger are irore hkely to-have had a pnmary care: visit, L

Further mgmﬁcance testmg between these two' groups reveaied st gmficant dxfferenccs in F a,mily _
Care eligibility levels, and reported ADL ‘and TADL counts'?. There were no apparent
dlfferences that could be: d1stmgulshed when Iookmg at charactenstzcs between CMO

“Note: Significance levels = **#20.017¥<0.05, *<0.10. - Figures are based on those ndividuals in the Family Care Independent .
Assessment Foputation who were gligible for the Family Care benefit in CY 2002, o
_ -S{aume A?S ana yszs_ofMedlcazd c]mms-data R .

'- 2' ' CMO Cons;deraﬂﬂns/’S;ttuatmns : Snmmar’y of Preventmn':therature Revxew

In order to provzde ‘ihe CMOS With gmdance for conszderations related:to prevention and early
mtervennon strategies ihe EOR() conducted a hterature rewew to aazi CMOS m then" : _'

detenmned that ’{hf: L’\/K}s neeéed to cievelcp strateg;es that took into account 1dentzﬁed best
practice and. clmical pract;ce guzdelmss focused on discase preventmn and were well
Wi Also be TmpoTtant 1o ensure that CMC} prevention activities can be -
implemented in such a way that they stay tme to the person centered care p%an modei

Research mto prevention activities by the EQRO indicates tliree primary categories'of
prevention: p;;mary, Seconda_rj and tertiary. Any comprehensive preventxo;wggg&%d
include activities covering all three of these eategones Further, the tniqué needs of the three
target populations should also be 11101udee:§ as considerations when developing the prevention
program. The foilewmg 3tetms are issues CMOs will need to consider in‘developing their -
selection of prevention and early intervention services as identified by the EQRO

™ Variables tegted for significant differences included the ﬁ:yilewmg Target Group; Age; Gender; Family Care
Ei}glbzitty Levetiand, ADL and TADL counts.
* Angie Morgan/Metastar. Report on Best Practice Prevention Activities for Pamzly Care Members Apni 28, 2003.
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Family Care Tndependent Assessment : V. Access to Care

M
MPramary %reventmn activities are those that are intended. to prevent the occurrence of disease and

promote health; Thus, this-category includes W medical tests and. mterventmns and

lifestyle/behavioral education. For the. CMQOs, this translates into. provxdmg MO

members, and ensurng access to primary. prevention. medicai SETVICes.. Accordmg to.the _

EORO’s findings; for the, eide:}?\thls means the prevention and wellness programs. s:mght to

include, but not be limited to: exercise (prevents functional disability); nutrition education; and
exerel=e

age-appropriate disease screening (e.g.; cardiovascular disease, _dementia). The EQRO report

mcfudes spemﬁc screemng tests: and recammended frequencws

For aduits wxihﬁhys1cai d1sab1}1tle th e_ _1s 2 hm;ted amoum sf research regardmg przmary
prevention. In‘general, it is recemmend&d o f@ilow gmdehnes ﬁ)r aduiits in general For

example, this WOuld include bl{) d pressure and ¢l
counseimg, among others '

care system £ 'er@ o, any ﬁféﬁﬁa@n pro gram Wﬂi need to mclude methods of leammv about
and removing bamers to‘health care access 1 for these individuals. As with adults with physma%
dzsab;htaes itis mcommended that aduits with: deveiopmental disabilities. should also foliow the
same gmdeimes for primary. preventwn as adults are advised to ge.nera}ly Hnwever the
Xceptmn to note.is that there are. specaﬁc gmdehnes recommende for mdwzdua}s Wlth Down S

Syndrome These should b rioted ;and utﬂzzed m deweiopmg prevenuon programs

i,
T

Secondafy ﬁm;mwmmmare often referred to 4s disease managem&nt T his. aspec’t of care
- COMEs Mo play when a diagnosis has already. been made. The guiding prir 'pie in'secondary.
preventwn is that diseases or conditions. should be. 1cientxﬁed as early as poss1ble to maximize
success in treating or managing ! the condition and preventing i further worsening of the conditlon
or oecurrence of sequelae, - Thémfbt‘e inorder to prevent a Worsenmg of the condmon mciudmg
anyresulfing dlsabﬂity, activities. shouid include: @creepg_;mgmi @d ‘medical tests, as well as
apprgprmgzie and behavzoral education geared toward the specxﬁc dlagnosm “An, e:x:ampie
of secondary prevention is diabetes education and insulin treatments to prevent neuropathies ancf K
foot deformities.. Good dmease management programs will fake Tnto account the severity and '
risk factors of each individual in relation to their condition in order to follow the most effective

course of actlon.

Research S&ggests that CMOS ough{ to 1dent1fy d;.seage prevalence ameng thmr p@puia‘ne‘ﬂs as'a
first step. ‘They will then need.to ;mplemant means for identifying, and monitoring individuals
with those diseases, and then be able to. strahfy those mdlwdaais identified according to their
level of severity and afiend&n’t risk factors. Thas will aliow for crcatzon 0§ opumal seconéary
prevention programs.

Horowﬁz S, Kerker BD, Owens P1; Zigler E. The Health Status-and Needs of Individuals with Mental Retardation.
Department of Epidemictogy and Public Health, Yale University School of Medicme: Departmem of Psycheéggy, Yale
Unjversity. September 15, 2000, Revised December 18,2000 ) . e
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Famil v Care Independent Assessment V. Access to Care

'e damage leg of a j;erson W1th chabetes reiated complications. The key gmdehne for tertlary

prevention activities among all persens is-that it should occur with maximum sensitivity to the
individual; and fimeliness to minimize to the extent possible the need for interventions.

Education for the mdmduai is also extremely important for good outcomes.. CMOs should
emphasize good access to' ‘nédical assessment and treatment for members affected by advanced
illnesses. In order to maximize the individualized, person-centered approach desired, CMOs
should also have strong ties for collaboration with primary and'specialty health care providers in.
order to best tailor management pro grams for affected persons :

A more therough descnpﬁon of these recommendatmns can be found in the EQRO A:ﬂnual
Report. Itis anticipated that this. 11teratum review will inform future EQRO assessments of
CMOS in this area. o

E. Lorzgwterm Care Fanctwnal Screen
The Long—Term Care Funcﬁonal Screen (LTCFS) serves a dual purpose for the Famxly Care

popu]anons DHFS deve’ioped a tool that wouid appiy to arange of mdwxdual sztuatmns and -
living environments. : . St i :

This comprehenswe screen gathersthe foilewmg mformatzon T
_® Demographic: charactenst'cs " S S
~oomc Living arrangements: o0
& Activities of Daily Living (ADL)
‘= Instrumental Activities of Daﬂy meg (IADL)
"= Medical diagnoses
*  Health-related needs -
*  Cognitive abilities
x Behamorihfestyie/nsk factors R

The le'ﬂgth of time required to comp]ete the screen dapends on each mdwrdual s status at the
time of administration. Although the instruniént’s principal purpose is to assess the functional
needs of the individial and to determine eligibility for Family Care, additional mfomnat;on 1S
gathered; which can later be used by CMO staff to assist in determining service needs.

To assure that the screen is completed properly and will produce valid resuits those Who
administer it are required to have a bachelor’s degree in health, social services, or arelated area.
Specific training for the screen, which prowdes an opportunity to complete trial screens, 1s also
provided. Additionally, a certification exam is required before access to the Functional Screen 1s
granted.

Functmraal Screen results are v WMS because a portion of the CMO’s capitation
payment is based upon the fumctmnal Ievei of its members as determmed by the LTCFS. Even

‘/X\LPS APS Healtheare 30
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©individual. Then, contact is made with the consumer w

Family Care Independent Assessment : V. Accessto Care

gradations within Jevels of care (comprehensive or intermediate) can affect the amount of
cap‘itationfpaymen’ssii?;. T T, ) o

In calendar year 2002,7,043 individuals were assessed using the LTCES. Among those =
individuals,ﬁe‘rcent were deemed to:be frail elderly mem _e_rs_,.}_-i.;.'S'.g_'e:rcént'Were___ﬂ_éiériginaé
to be membérs with developmental disabilities and 9.5 percent were physically disabled =
members. (Section V.- Ay of this report provides.more detailed information of LTCES results.

Under the Family Care waivers, CMSrequires that Family Care applicants:receive information .
about the variety of service options available to them. This information is to be made available
by an unbiased enrollment consultant who is charged with protecting the interests of the
applicant.” CMS has determined that the enrollment consultant cannot be someone whoworks

Beginning in January 2{)02 (A_pﬁl? G.Q',’Zf for _M_i_iwailkéé);_5gmunti.eé.,i_ncorpmaiad-a_r_l_-_in-gl_epg}:;dent r
rocess for the Family Care benefit. Presently, DHFS

Enroliment Consultant into the enrollment p: 1ily C:

contracts for this service in the five Family Care-pilot counties with the Southeastern Wisconsin. -
Area Ageiicy on Asing (SEWAAA). The agency employs three full-time equivalent staffto
carry out the enrollment consijtant function:: One full-time staff person covers La Crosse,  ~A=SK
Portage; and Richland counties. The:other two full-time: positions are shared among three '
individuals and serve Milwaukee and Fond du Lac counties. o i

The Enrollment Consultant enters the process after rewgfenal notification from either .

the Resource Center or Economic Support Unit afler eligibility has been determined foran
e with the constmer ithin hrce days, on average. The

ndividual chooses whether a meeting with the Enrollment Consultant will ocour face-to-fa

via telephone conversation, and works with the Enrollment Consultant to _d-ste__mi_ﬁ_,é_ aconvenient
time for the meeting. The enrollment consultation generally consists of a single meeting unless
the individual requeésts an additional telephone or face-to-face meeting. . o

Through their work as the Enrollment Consultant, SEWAAA is contracted to ensure that -
members are provided with accurate and unbiased information that has been tailored to the
potenitial meniber’s specific circumstances. Further, the Enrollment Consultant is expected to
determinie how much understanding the potential member has. of the Family Care program as
- well as address any guestions about this prograii o7 o_thewgmmm&g

eligible. Specifically, information the: Enrollment Consultant provides the potential member
“mcludes the following: 1alDEmDeL. .
»  Qutlining aspects-of different programs and services, inchuding quality, costs, outcomes,
estate recovery; Tesidential services, available resonrces. and compatibility with the
i-n{ﬁviiiuai-’s'?réfﬁrmd Tifestyle. oo i : _ EER

g Famijy Care functionally eligible levels - the comprehensive level is for persons who have leng-term or irreversibie
conditions that-are ferminal or expected to last ar'least 99 days and require'ongaing care or assistance or the intermediate level
for persons with those conditions who are‘at'risk of Josing independence or functional capacity. Determinations are made through
the Long-Term Care Functional Screen during the eligibility determination process. o ) o
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. Whe spectium of services available should the individual decide not to. enroll in
re Family Care program, including community services, nursing home, case _

management, home care and other residential services.

*  Detailing consumer nghts and responmblhﬂes mcludmo the complamt and gnevance a:nd

. fair hearing pi‘ocedures '

. Spemfymg the entirety of ;puhilcly funded ]on2~tem care program o;:atmns including
Famly Care services and, Medicaid state p]an services (as Well as the WISCOHSIH
Partnership Pmﬁram and PACE m Mﬂwaukee county)

F or-thoSe 'cmmtie's where there 18 mare@hau one managed iong».term care program from which to
choose (at the present time, only Milwaukee county), the Enrollment Consultant shares detailed
information with the individual that cc%&n&i contrasts the various choices, outlining what
services each program offers and what services it does not. Further any. conﬁnes or restrictions
on obtaining certain services and all relevant mformatlon about the quaiilty of serv;ces m the
various programs are spec;ﬁed by the Enrollmen‘e Censultant

Upon the compietlon Of the enml}ment censuitatmn ’the Enroilment Consu}tant determmes .
whether or not the individual wants {0 enroll ina Family Care CMOor a similar managed care
organization or program. -Should the individual decide not to enroll in the Family Care program,
the Enrollment Consultant informs the Resource Center of this decision as soon as possible via a
written notice, telephone call, or E-mail message, unless an otherwise specified mode of contact
exists within the Family Care Access Plan. Otherwise, the consumer would move onto the .
CMO for enrollmient. - At the present time, only Po&w@&@a@m&ym are notified -
when a person decides toenroll; The Richland CMO receives an ‘Enrollment Consultant .

. - form through Winzip. electronic file ’transfer and: Poriage recewes one by fax, once agam using

. their own enrollment form that the Enrc _ 1g: CMOQs:are ng
notified b Enrollment Consultants in the other p}iﬂmﬁﬁsmggsse Fong du ac and
Milw lilwaukee). ‘'Who-is contacted when a person does or does not enroll was cieiermmed by. the
Resource Center and CMO during meetings they. had with the Enrollment Consultants when the
Enrollment: Consuitani Program began dnsumgthe jwismﬁ@r%myww%mth
wty e ¥ e

1. Vaiue of the Enroilmeﬂt Consuitants _ . .

The funchon the Enrollment Consultants provzde 1s a valuabie one.. W hlle Zhexr purpose is one of
quality assurance, guaranteeing that all individuals clearly understand and are presented all
relevant information and choices, the Enrollment Consultants provide value a Aces
beymd preventmﬁ conflicts of interest. Additionally, the value of this far exceeds the .
apprommate two honrs and reiated cost mvested n the Enmlimeut Ccnsu]fanL

Pnor to the 1mplementat10n of the Enmﬁmem‘ Consultants the CMOS had expressed concerns
about the introduction of an additional person with whom consumers would interact, which could
potentially make the enml}ment process-overly compiex Hewever durmg site visits with the
CMO counties and with the Enrollment Consultants, 1t seems that thjs concern has not
manifested ;tbeif Rather the Enrollment Consultants seem to prowde consumers and their
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Family Care Independent / \Smﬁﬂt‘m oM Access to Care

family members with a iace on tha system that might not. otherwxse be present.in hplmnc them
clearly understand what options they have to:choose from. . T o

While they are not ssrvmg as an. advoc:ate ‘Enrollment Consultants W
intermediary to ensure clarity for’ the individual and/or théir family. For example, Enrollment
Consultants are {requently contacted aﬁer initial meetings to. address fcliewuup questions from
consumers, In other less frequent instances where consumers died after meeting. with'the
Enrollment Consultant, family members made a pomt to contact the Enrollment Consultant 10
alert him/her of this situation. Clearly, this action would indicate that a connection had -
developed between these parties. Also, where consumers had misunderstandings about their
eligibility for certain programs and services, the Enroliment Consultants were able 1o ensure full
understandmg of Wha’f beneﬁts they Were ehgzble for and those thatthey were not.

2. Areas fﬁl‘“ Improvement a}zd Recemmendatmns

Overali the mclusmn of the em'oilmeni oonsultant wﬁhm the system isa vaiuable asset In .
addition to ensuring that consumers and their family members are prov;ded with clear and -
comprehensive mformatlon on all eligible managed care programs and Services, the Enroliment
Consultants also’ fulﬁﬁ avoid that would otherwise be present:- ‘Although the: pmcess seems to be
stable for'the most part, there are certain aspects that DHFS might address for improvement,
partacularly in the context of conmdenng sta’temde expansmn of the Famﬂy Care pro gram

A
% At the present ime, there is no spectﬁed or standarézzed reportmg meihcd anﬁ formai bei*ween _
the Resoutroe Center and Enrollment Consultant, As a result, the Enrollment Consultants receive
Varying Ievels of detail and: quahty of information from each of the pﬁot counties: :For example
the:Enrollment Consultants réceive information in the form. f fax password encryp’ied and...
regui_ ~niail dacumentat;on 2 dbth_  forms of commimication:: The lack of continui

demphermo hand ‘written materials, cheeking for name misspellings, Medicaid eligibility,

incorrect dates.of birth or social security numbers.. Currently. only Fond duLacand Rich}and
counties use. the detaﬂed eiectromc reporimg ‘format based on the PACE and Wisconsin « = .
Parinershlp progr&ms, which wasprovided by DHFS To the CMOs as an exampie }mesﬁnv
i y complete and detail consumer TAforation will benelit the program by
ensurmg that martlcmantq in all five CMO counties moves: i‘hmugh the Enmllment Consultant '
process ata pace where i} is not compromised. S

&éi?f ma}lv Rlchland County 15 ‘ihe only pﬂot thai has regular meetmgs (twme a month) w1th t}zelr _

Enro -~ Granted; Richland s the g s and does not face
 the time and volume cons‘{ramts iarger pilot counties do: However other pﬂot counties, as well
as those counties poised for expansion of the Family Care program, ight benefit from regularly
sharmg information with an Enrollment Cozlsaltam to make certain that any Wms
of inconsistencies consumers might be facin g can be addressed and rectified. For example; 1t
was noted in meetings with the hmoilment "Consuliants THAT it S HOE uncommon for them to meet
with consumers who are 'amder the impression they are Medicazd eligible and want Medicaid card
services who tum out to be non-Medicaid eligible, but it was not properly indicated i the
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correspondence between the Resuurce Center an(i the consumer or the Resource Center and the
Enrollmem Consuitant o : o :

G.. Provzder Network Capaczty

In order to-assure that members have safﬁcmnt access io sewzces as part of me eontract between
DHFS and the CMOs, CMOs are required to Qﬂcwde information on their provider network
(including provider/agency name; location, services furnished by the provider, and whether the
provider is accepting new CMO members or not) as evidence that there is adequate capacity to.
serve the membership. However, provider netwerk capacity could not be ex evaluated as part of the
Independent Assessment because the provider network data, available fr fm:m the Departmen{ ”i}?as e
in various documents and was ihcomplete.For example, only information for two counties
(Milwaukee and Portage)was available. for CY 2002, A compﬂataon of the avaﬂable data iS
prowded n Attachment 2. S .

1. Slte stzt Comments Pertammg to. Provxder Networks .

Additional pieces of. inform ation’ related to the provader netwcrk were glﬁaned thmugh sxte vz szis
during the Spring of 2003 (see: Section VIIL A. 1: for additional details of these site v;sﬂs) _
CMOs noted, in general, to have more providers available than initially expec’zed Surprising to
those counties were services for members with.developmental disabilities that had been a
difficult area in-the past with service providers for these members ended up beme! more pfennfui
than anticipated.. The most frequently mentioned shortage of a a pamcular type of service provuier
was that of home health care. workers The primary reason mentloned for this MXM '
‘Medicaid reimbursement rate is Jow ™. An. additional rmted service ihat was domg well.across
counties was that of skilled nursing, 2 prekusly unmet need that was now being fulfilled:
. - Acgessto sufﬁczent numbers of transpoﬂatmn prowders was' noted by at ieast one more mrai
o -_county R S R L S e R

In terms of “buy m” to the Famﬁy Care program by the providers in the CMO count:es
Supportlve employment continues to improve among the counties while pharmacy. and durable
medical supplies and equipment pmmﬁiers were noted several times as warkmg well with
members and embracing the spirit of the program. Additwnaily, if there 1s a provider who i is
outside of the: ‘existing network, but is preferred bya CMO member CMGS indicated a
willingness to bring them into the network as kmg as the pmwder agrees to meet all of f;he '
contractual obligations.. This s an aspect of the Famfly Care program that was noted as very
positive by all CMOs and the CMOs cited few instances where members desired a provider not
in.the network and fewer instances where the‘; could not come to terms wrth the prowder chosen
by the member.

2. Variances from Medicaid Payment Rate

For services provided by the CMO under the Family Care- caplta’mon rate, the CMO 1s required to
ay the provider the comparahle Medicaid rate for that services. For exaznple 1f Medwmd pays
$80 for a home health nurse visit, the CMO is supposed to pay $80 for that same service. In
kcepmv with the goal of making Family Care a flexible program that meets local needs,a
provision was created to allow CMOs to seek a waiver from these payment level requirements.

s

'® CMOs pay a Medicaid reimbursement rate or seek a waiver.
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To date there have only been two instances where CMOs have made a request o deviate from
the current Medicaid rate. These requests were made by EM&MMHU@S The

Wsked for a waiver to pay over the Medicaid rate for adult diapers. This
request was made so that higher quality diapers could be purchased when necessary. DHFS
approved this request with a conditional blanket waiver. The condition of the approval was that -
the CMO Wou}d znchcate in ﬁ:s care p}an the reascm t}le hlgher quahty pmduct was. needed

- N P

L

i

The Fond du L fcounty CMO requested 3 transportatmn ‘varance waiver. - The reason for this
request’"ii?és that W@oﬁahen Has numerous authorization n codes and associated rates.
Since each of these codes are associated with a specific set'of services within the benefit, the - .
Fond du Lac CMO wanted to collapse categories for amore streamlined process for billing and
pr T hese five new aggregated“ categories mciudm—EEEald trip, Medicaid - .
miles, Non-Medicaid trip and Non-Medicaid Miles and Medicaid wait time. This request was

appreved by DHFS and is presently bemg utlhzed n Fond du Lac county.

These twa examples 111ustraie the ﬁexﬁnhty the F amﬂy Care pm gram offers to better serve
pW with'higher’ quality servicesaswell as provzdmg the CMOs with operatmnal
ﬂexabzl;ty to more efﬁmenﬂy work Wlth provs.ders in their network ' : R

H. Famtly Care Dzsen ollment Pmcess L T .
AH Family Care members have the ng}it to disenroll from Family Care at any time for any..
reason, Ifa Famﬂy Care member expresses a “desire to disenroll from the program, the CMO
"makes a referral to the Resonrce Center for chome counselmv and’the Resource Center notifies -
the CMQ as to the member’s final decision. The CMO'is “Tesponsible for providing services until
the official date of dlsemoliment CMOs are prohlbﬁed from ceunseling or othermse
: mﬂuenamg a member regardmg d1senroﬁment S :

Indlwduals may be dasenroﬂed from the pz’ogram 1f he or she 1oses ehg;brhty for any of the
following reasons:
«  The member fails o meet funcnonai ehgzblhty requlrements
* The member fails to meet ﬁnanc;al eli gzbﬂzty requirements
» The member moves out of the CMO service area. R IR
»  The member’ faﬂs 16 pay or make arra’ngements iﬁ pa’y any required cost share (the CMO
s reqmred to grant a 30 day grace perzeé) -
» The member becomes mellglbie for MGd}C&id because they are an mmai;e {)’f a public
institution. =~~~ =
= The member becoiies ineligible for Medicaid bécause: tﬁey are anéer the age of 65 .—.md
are a patient in an institution for mental diseases (IMD).
Death of a member is also considered a disenrollment for repomng PUrposes. )
A CMO cannot mvoluntanly disenroll a member from the program without approval-from-
DHFS. Ifa CMO submits a request for disenrollmentto DHFES, the CMO must infornzthe’ -
member of the reqaest ‘and refer the member to the Resource Center fo:r cho;ce counsehng and -
po‘{emiai trans;t;on to fee for servwe Medzcaid ' TR
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o

The follomng tabie provxdes a summary of Famﬂy Care dmenroﬂmen‘{s thmugh calendar year .. -
2002 ' . e . L _

APS raalys:s of county dtsen;ollmem data

Analyses conducted on cumulatwe dzsenmiiments for CYS 2000 2002 reveaied that when a]i

' reasons for dlsemolim' it are mciuded not excladmg a members death, there wasan b1 -

- h} = @Q«;&’ percent total of dzsenrollments However when excluding deceased members from the analysis,
h ;ﬁg@ the percentage decreased t0 5.6 percent'”. This figure is well within national norms for

5 désenmﬁment rates for members bemg served by the Famiiy Care- prog:ram i1

Historically, DHFS has not been abie to: :report comprehenswe daia o the reasons mdwzduais

disenroll from Family Care, because it:does:not have:a system for- maintaining disenrolimem

data. As described above, members who express a desire to disenroll from the program are

referred to the Resource Center who is responsible for compietmg a disenrollment form, These

forms. are maintained by the counties, unless the county is unable to enter, the dasenrollment date

in CARES, then' the form is'sent to DHFS for processing. ‘Data from these forms 15 extracted and

maintained by the Department. In addition, Resource Centersireport aggregate disenrollment

data to DHFS, which is accompamed by a narrative that offers some insight into the reasons for

disenrollment. T O SN PRI SR R NT RO :

Based on these narratives and the disenroliment forms mcelved by DHFS the fonr most common
reasons for disenrollment have been jdentified as:

1. Member had found other ways of meet w such as famﬂy or
friends.
2. Member had concerns about Family Care cost-share and estate recovew rmsnmm@mg
Pl
2. Member prefers fee-for-service care, including nursing home care”’
4.

Members in Mw chose to enroll in-another Medicaid managed care.
program, most notably the Partnership Program.

? Figures based on APS analysis of disenrollment data zhtoagh the HSRS L’FS query for CYs 2000-2002 for all
Family Care members.

% pertberg, Art. Presentation the Serving Persons with Disabilities in Medicaid Managed Care: Assuring
Continuity, Quality. and Cost-Effectiveness Technical Assistance Conference. April 17, 2002, Los Angeles, CA, Co-
Sponsored by Health Resources and Services Administration and the Centers for Medicare-and Medicaid Services,,

! While nursing home care is a covered benefit under Family Care, the CMO pay determine that the member can
receive appropriate; high-quality care in the community at a lower cost than the nursing home, '
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The following table provides a summary of disenrollment data extracted from the subset of
disenrollment forms processed by the Department, which appear to represent approximately 10%
of ali dasenrollments’“z Afthough DHFS_ maintains cumula’swe tabulat;on of disenroliments,

: : : i "ods prevents DHFS

Note:® Other Médicaid Managed Care pr{;grams are only avai] : ‘ount s
While Richland County shows rio disenroliments from this 115 samp}mg, a ﬁSRS qaery for, CY 2002 fmmd ﬁlat t%)e Rwh?aﬁd N
County: CMO had: only, 1 identifiable. d&senmilm&nt The noted Teason was mvolumary disenrolimt:nt '

Source: APS analvszs ef comty élseramlimem data o

Recognizing the need :for better data on: the reasons that peeple Choose o leave Famﬁy Care

~A DHFS has been working with the Resource Centers to develop new guidelines for recording and -
reporting disenrollments: ‘In Aprll 2003, Resource Centers were instructed to :fecord a m
pxw for ﬁvery dlsenroﬁment from the followmg hist:: St

Loss oi‘ Ehgibihty 2
o oss of ﬁnancaai eli glblhty
' Loss of functional eligibility
» - Incarceration or IMD placemcnt
» “Moved outof service area
*  Non-cooperation with re-certification
*  Unwilling to pay cost share -
- w i Estate recovery” o

Personal Choice ST
= No longer needs services
= Wants to enroll in another program
»  Wants fee-for-servicg cargt
» “Other personal choice dzsenroiimeni

When a member cites a reason related to personal choice, the Resource Centers have been asked
to ask additional questions to determine whether or not the member was dissatisfied with the

2 PHFS does not maintain disenrolment éata by caiendar year. Tiqe 4¥ guarter 2001 F amﬂv Carc Actzvn‘v Report
indicates that fhere were 651 curnulative disenrollments through February 2002. The. 4" quarter 2002 Family Care
Activity Report indicates that there were 1,711 cumulative disenroliments through December 2002, A query of
HSRS LTS data was conducted by APS Healthcare for CY 2002 and revealed a total 0£ 475 disenroliments.
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CMO or the Family Care benefit and, 1f so, why. Counts of disenrollments by the new reason
codes and bﬂef narratwes on persenal choace disenroliments are forwarded to DHFS quarterly

In addition, the protocol for member care plan FEVIEWS performed by the EQRO has been
modified so that assessments and care plans of disenrollees are no longer excluded from the
sample. A special review tool was developed for reviewing the records of individuals who are
no longer active CMO members and EQRO staff will be looking for apparent quality issues and
whether or not disenrollment procedures were followed appropriately.

Finally, DHFS has conducted two ad-hoc reviews to look more ciosely at instances where an
individual disenrolls from Family Care and then immediately receives fee-for-service nursing
home care. The Department has found that the circumstances involved a complex set of actions
and decisions by the CMQ, the member, the member’s family and other involved individuals,

such as nursmg home staff or the member s physman

Beiween 2000- 2002 among the Fa:mly Care Independent Assessment Popula‘{xon there were 446
unique individuals who disenrolled from the Famﬂy Care program. The two most prevalent
reasons for disenrollment among these individuals were ‘Deceased’ (57.8 percent) and
“Voluntary Disenrollment’ (20.2 percent), followed by a distant ‘Not or No Longer Income

Ehgibie (5.8 percent). 2

Over two-thirds of these individuals are elderly (69.7 percent). Of the remaining individuals,
20.9 percent have physical disabilities and 9.4 percent have developmental disabilities. Women
accounted for 66.8 percent of individuals who disenrolled. Each of the five CMO pilot counties
had some individuals who disenrolled, with La Crosse having the highest percentage (35.4) and

- Ri¢hland the lowest percentage (0.2) among the 446 individuals-(Fond:du Lac, Milwaukee and

" Portage had 30.3,20.0 and 14.1 percent, respect;vely) Among elderly members 74.9 percent :
had three or more ADLs and 86.8 percent had 3 or more 1ADLs. Members with developmental
disabilities had overall ADL and JADL means of 2.83 and 4.43, respectively. Those members
with physical disabilities had ADL and IADL means of 3.02 and 2.60.

Ii 18 tecommended that DHFS estabhsh disenrollment “red flags” based on information that has
been collected and analyzed thus far. By utilizing historical data from the program DHFS staff
will be betier suited to recognize trends and patterns, understand them more thoroughly, and

% differentiate them from anoniahes Further, witil€ it has been noted that disenroliment rates are
%

one alternative to using satisfaction measures as 2 proxy for acceptability, these data are not as
robust at providing the unique and detailed insight that disenroliment surveys allow?.

* General Accounting Office. (1998, April}. Many HMOs Experience High Rates of Beneficiary Disenvollment
{Report to the Special Committee on Aging, U.S, Senate). (GAO/HEHS-98-142); Office of the Inspector General,
Department of Human Resources. (1995, March). Beneficiary Perspectives of Medicare Risk HMOg; and Tudor,
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Therefore, it is also recommended that DHFS survey those individuals-who chose to-disenroll -
from the Farmiy Care program as to Why and utilize thisifformation to discover areas in. Where
the p pmgram can be strengthened and demonstrate Qreater member retention.

o

C.G., Riley, G., & Ingbar, M. (1998). Satisfaction with Care: Do Medicare HMOs Make A Difference? Health
Affairs. 17(2), 165-176.
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V1. Quality of Services

Family Care is expected to improve the quality of services provided to consumers of long-term
care by creating a comprehensive and flexible system, which is focused on both hM:ai
services. Since the xmplemenﬁa{zon of the Family Care program, the Department has invested
considerable effort and resources to develop a cornprehenswe quality assurance and quality
improvement (QA/QI) system to ensure the pro_gramag meeting 1s quality goals. T

The QA/QI programs focus on member health, functioning and satisfaction. Specifically, QA/QI
acuv;tles are mtended to ensure that the program preserves the preferences rights, and self-

members, and also works for thé bes W Waftﬁiifm :
idnal. Assurmg the safety and rights of members; Whiile maximizing their abilityto define -
and | assass ’theu* services is also a QA/QI goal. Measurement of these goaIs is achmved throagh a
multl—level QA/QI system :

Quahty assurance is a shared responsibility between DHFS, Resource Centers, and CMOs, In
adM has contracted with an External QUEWMW Organization | (Hmo is
charged with'monitoring State, Resource Center and CMO quality activities. EQRO monitoring
includes activities, such as member record reviews, staff and member interviews, and procedural
reviews. Techmcal assmtance around quality improvement and assurance is provided both
formaiiy (e.g. EQRO sma rev1ews DHFS quality Liaison) and mformaiiy (e. g workgroups
famhtated by sta’fe staff) on an ongomg basis.

._-;:.:The CMC) Famﬂy Care e ntract contains very sMQ@guzrements One of the -

' '--comractual reqwrements felated o quahty 1s the development of an n anfital written QA/QI plan,
"which is approved by the CMOS governing board and DHFS.- The QA/QI plan outlines the
CMOs QA/QI goals, the scopé of QA/QI activities and associated timelines.. Ata minimum, the
CMO QA/QI plan must include the following activities:

1 e Conduct performance 1mprovemem projects.
/. Im;p}ement a process to memt{)r and detect underutilization and ovem‘{ihzatlon of

/ services. :

Ly Implement a process to monitor and assess the quality and appropriateness of care

7 provided to CMO members.

CMOs af:e a'issc') reqﬁired to maintain an information system that can support these QA/Q1
activities. Af a minimuny, the S} stem must include data on utilization, grievances and appeals .
d dlsenmihncﬂt o

Through the developmem of a-comprehensive strategy to assess quality in Family Care, the
Department is able to address aspects of quality at both the county level and at the individual
mermber level between target groups In order to assess quahty within the Family Care pmgram
APS staff reviewed the following:
‘= Family Care Quality Assurance Contract Reqmrements
= Member Outcome Surveys
*  EQRO Quality Findings
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» Family Care Member Grievances and Appeals

»  Measures of Members’ Health and Functioning _
» Long-term Care Functional Screen Quality Assurance Effort
» . Service Quality

U'siﬂg:_aﬁféi_iablga éaiaé_ APSrev;ewed quahty measures at the CMO and individual level. In
addition, when possible, DHFS and EQRO quality ‘monitoring processes were assessed.

A CMO Certification Process and Annual Reviews

CMOs must be cemﬁedbyDH}? S ta prowde FamﬂyCare servwesThe Department certifies

CMOs by evaluating each organization using a set of standards, which are derived froma ™

number of sources. These sources inclﬁgé.the_.-Family_Cafre authorizing legislationand

administrative rules. In addition to state standards for CMOs, federal regulations require states
that use federal Medicaid dollars in a risk-based confracting arrangement to assure that
contractors have the capacity to meet federal Medicaid managed care regulations.

1. CMO(Certification Process
A primary focus of the certification standards relates to the CMO’s provider network. In order to
be certified, 2 CMO must demonstrate that it has adequate availability of providers to meet the

preferences and needs of potential enrolled members. To meet the requirements of the Family
Cate statule, the C MO fiust submit documentation of its capacity to assure timely. provision of
Family Care services to the expected enrollment in the CMO’s service arca: Aspartof the
documentation, the CMO must show that it is not merely creating a situation where members are

stoered to-existing residential slots, but are instead treated as individuals whose préferences are
_stegred o existing resic s ste _ g Is wi _

~Thonored. Such documentation may be in the form of written agreements with providers who are

“wvaifable to provide all LTC services in the Family Care benefit in sufficient quantity to meet the
needs of the potential enrolled membership or a.description of how the CMO plans to provide the
service directly to the expected enrollment.. . : '

During the pre-certification review State staff evaluate compliance with a number of
organizational standards that are established under the CMO contract. These standards cover
program dimensions such as financial stability, member rights, appeals and grievance .
specifications, member safety and risk plans, advance authorization and utilization management
systems standards, provider selection and retention policies, QA/QI program and workplan,
member information and marketing materials.. As part of the pre-contract review, each CMO
must submit organizational documents that show.that it has the capacity to meel contract
requirements. Department staff with specific technical knowledge will review all relevant CMO
documentation for consistency with the guiding principles of Family Care, as well as for '
evidence of adequate capacity to meet state and federal managed care contract requirernents.

Subsequent to the review, DHES notifies the CMO as to whether the CMO’s documentation was
acceptable or whether additional documentation is needed prior to certification. In some cases, a
CMO may be required to participate in technical assistance sessions or attend mandatory training
in specified areas. Additionally, 2 CMO may be required to meet performance expectations
during the contract period that are attached to the contract in the form of an amendment. In such
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cases, the department conducts reviews-and site visits as necessa;ry to validate progress made in
those areas. : : S o :

2. Annuazl Site Reviews

In additionto site visits-conducted during the contract pemoﬁ onan as needed bas1s to address '
issues identified through the pre-certification review and the start-up phase, the department also .
conducts annual reviews of'all CMOs.  Thesereviews generally occur on-site and are conducted
by review teams composed of DHFS, a relevant LTC provider, a registered nurse, a social
worker andmmﬁfm ossible: If it is not possxble to secure conpsumer participation for. aH
STte Visifs; Consurier mput 61  relevant materials is obtained off-site. Consumers who partmpate '
in this prccess are compensated 3 : :

Annual site reviews emphasaze CMO system level i issues including such issues as system~w1de
quality improvement, access, choice, quality of life of members, safety and the system in place to
ensure safety and, most importantly, the degree to which Family Care outcomes are being
achieved. Tt is expected that these reviews will mcorporate ﬁndmgs of other momtormg and: "
oversight actwmes undertaken by DHFS and the EQRO ' '

The annual site visit focuses on the foilowmg areas:

CMO OA/OI Program Implementation : o :

In Famxly Care, the CMO becomes the orgamzatmn that is responsible for delivering a set of
services and supports fora, deﬁncd population of individuals. The Department, inturn;, has an
obligation to monitor and asséss how the CMO performs ‘as a-whole and how it plans to-
continually improve its performance. The CMO’s internal QA/QI program is the mechanism
used to momtor and evaluate care delivered to its members and take actions as necessary o
improve care rendered by all CMO provxders How the CIVIO mlpiements 1ts mtemzﬂ QAJ’QI .
program is of foremost 1mp0rtance to the Depaﬁmem B e

In risk-based contracting situations, managed care orgamzatmns are reqmred by federal Iaw to
operate a QA/QI pro grams ‘The QA/QI program should support a coritinuous improvément
process and involves a number of interrelated activities; such as monitoring basic health-and -
safety, performaﬂce measurement and’ zmpmv,ement usmg objective quality indicators;
developing standards of care and monitofing providers against established standards, and -
implementing methods to’strengtheén consumer involvement-in CMO quality activities. The
CMO is expected to prov1de documentation that it 'has oris actively implementing an internal
QA/QI program that meets contract standards and-that the CMO has a plan for zncorporaimg the
experience of CMO members into the evaluatlon of the QA/QZ{ pmgram .

As part of its quality mc}mmrmg and ovenﬂz,ht activatxes DHFS reviews, at least annually, how
well the CMO'i is 1mplementmg Key quality assurance and quality improvement functions CMO-
wide, and the 1mpact and effectivenesy’ of the:CMO QA7QT program. This:monitoring is done on-
site and entails interviewing key staff, providers and: “consumers and reviewing relevant
documentation. The review focuses primarily on the assurances made by the CMO during the
pre-certification review on the QA/QI plan, access sianciards and other contractually fequared
standards to assess the CMO”s Progress on 1mp[emeﬁtat10 Also, the Department reviews the
CMO’s own evaluation of its internal QA/QI program. Foz'\éiggmpie, reviewers assess whether or

P
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not'the CMO is completing the activities on its QA/QI workplan on a timely basis and -whether .
or not the CMO’s self-evaluation includes recommendations for needed changes.

CMO Provider Network Monitoring

In addition to the pre-cettification review, on an-annual basis, the department conducts an on-site
review to evaluate the geographic:distribution of available service providers and whether the
CMO is meeting standards for timeliness of services. As part of this review, the DHES ensures
that each CMO's network is structured in‘a-way that considers the geographic. location of .
providers and mermbers; including such factors as:distance, traveltime; and the meansof. -
transportation normally used by members. 1f the CMO contracts with providers outside its.
service area, the CMO has to justify these arrangements as either making it easier for some
members to reach the particular proyider or other reasons such as inability to contract with a
sufficient number of providers within the servicearea.
Monitoring CMO Provider Selection .. . -

CMOs are required to have a local process to assure that persons providing services and/or
supports are trainied and qualified to perform their duties. In part, this consists of verifying that
any subcontracted provider meets pre-set CMO specific standards that have been priotapproved
by DHFS. Additionally, CMOs nust evaluate the performance of each subcontracted provider on
a periodic basis, using member input on the quality of providers, complaints and grievance '
reports, performance measures and other information. They also must report to the dep artment
whenever:a subcontract is terminated because o_f._quali_ty'p_rbi_f_x_l-e;r;s__with aprovider.

During the annual on-site review, State staff i_hié;_viaw CMO 'giaf_f andpmwders andrevzew
CMO documentation to determine if the CMO is adhering to itspolicies and procedures in this

performance from the provider’s perspective.

3. . Examples of CMOs Success Stories and Performing at Exceptional Levels
Through the assistance of DHFS staff and EQRO Quarterly Reports; APS has been ableto
compile various stories and activities of how CMOs have gone above and beyond the contract
requirements related to quality. While this accounting is by no means comprehensive, itis
i fustativeof sore of thequality work taking place within the pilot counties, .. .
1. Allthe CMOs have begun developing specialty teams for special or challenging

/. populations. For example, each of the CMOs has developed teams with mental health
éxpertise and some have developed:special teams for people with substance abuse
issucs and people with challenging behaviors. ' o
2 Ali CMOs now have flexible self-directed support (SDS) programs in place and
. operational-to provide consumers witli igore input regardin their care providers~
3. Al CMOs have learned the value of good data and are in the process of improving dat

fo.assist in making policy

collection and recording to.be used more al the local leve
~and fiscal deeisions, .« oo -

The following are a sample of CMO spe;clﬁc in_étangeé; mh}ch ilfiu_s'*{r_at.e'hg_)\_ﬁ}.'t_hzs ﬁeﬁibiiity:of the
Family Care benefit has been used to enhance service guality: o
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of her current physical and occupational therapy programs.” She continued to make gains in her
indépendence and her care provider assisted her-with shopping, errands and home management
for a family’ of four. This support ailowed the’ member s husband to maintain his full-time.
emp10y1nent : TRE

B. EQRO Qualzty Fmdmgs

On an. a;mual b331$ Famﬂy Care CMOs, are required to subm}t seif"reported quahty assurance -
and 1mprovemem data for specaﬁed perfozmance measures perfommnce 1mprovement pro; ects
(PIPs) and other standards measured during the contraci year ' : :

1. Performance Measure Rates

For 2002-03, the perfomance measure focus area was health and safety, and the member’
outcomes were people have the best possnbie heaith and peop}e expenence contmmty and
security.. . , _

f Speczﬁc&iiy, the CMO erfos:man e sufeswefe
;’ Tt Care managemwwmwer ‘Percent of the care management team meémbers (case
f managers and registered nurses) who separate during calendar year 2002. High
i ~turnover rate results in the reduc‘mon of contmmty of care for Family Care Méembers.
2. Inﬂuenza vaccmatlon Percent of CMO members who recewed a vaccmatmn m the

. past'12months. L

\\J 3. Pneumonia vaccination — Percent of CMO members who Tteceived a vaccination in the
past 10 yearsw

Performance m@asure data submitted by ihe CMO’s is validated by the EQRO to ensure
reilabﬂaty and to. pmvzde constmctwe feedback to the CMOS to asszst them m tiae;r ongomg
quaiiriy improvement efforts. - - : :

Through the EQRO s data validatlon rewew process it was determined that all the CMOs
reported care management team iumover data and vaccination counts™. The EQRO noted that
_no CMO accurately documented Hm% and procedures fm‘ the perﬁ)m} ance 1 measures

#* Metastar, Inc. Famly Care Annual Report and Attackments. August 7, 2002.
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In Richland County, a husband and wife both enrolled in Family Care. The wife’s physician
was recbmmending--ﬁhat:she-be-hospitalized_io_:dea;i_wi'th_her extremely low O saturation levels.
She was reluctant; however, as she felt she needed to remain in her- home for her husb and, who

also needed care. Both husband and wife were very private individuals who were very__r_eluétant _

in general to accept services. Working with the wife, husband and physician, and enlisting the
aid of family mexbers, the care management team was able to arrange for bothhusband and
wife to receive services that were able to keep the wife out of the hospital by getting them to

accept more services.for both of them. It was at this time that it was discovered that the wife' "
provided more care for the husband then was originally thought. Other family members now o
participate more in the care of both individuals. - ' - T -

In Fond du Lac County, a member was living in his home 'W_i"ﬁh'his_'svi'fé. Other famﬂy

members lived with them and were their primary supports. This situation was historically very

trying, as family left them alone without suppotts in the past. “ Abuse and neglect allegations by
family members were investigated. The member is a mentally ill veteran with significant trust
issues. Both he and his wife now have significant physical disabilities as well. There are

mobility limitations for both of them. * .

In May ZéOE thgﬁ-@ﬁi?@ﬁar.retiﬁi_rc;d surgery and his wife moved to a community 'éﬁaééd
residential facility (CBRF) the day of his surgery. Five days after the surgery, he was transferred
to a nursing home. CMO staff visited the nursing home and discovered that the'surgery was not

entirely successful. The discharge plans from the hospital to the nursing home were a_i_so poor.

The nursing home provided excellent care and nearly healed the wound by the end of October,
but the member was suffering from a variety of psychiatric issues. The CMO staff assisted the

" wife 1o be fogether 2-3 days per week at the nursing home.

‘memberin finding a new psychiatrist in his area and arranged transportation for the member and

Eventually the member was able to leave the nursing home and go to the CBRF where his wife
resided.. The CMO continuously worked with the CBRF to get him assessed and to coax this
process along.” The discharge from the nursing home was also very poor, which resulted in the
CMO providing significant assistance to obtain correct orders and appropriate supplies. The
 meniber is now living with his wife, sharinga room af the CBRF. Theyare both much happier

" now after being reunited. - SRR e e SR

In Portage County, a member was involved in an automobile accident in December 2001." She
was comatose for more than one month in the ICU of a local hospital and then was transferred to
a coma recovery program in the Milwaukee area where she stayed for 3 months. When she had
reached the maximum benefit from this program, she entered an imntensive brain injury recovery
facility. She made steady gains i her physical and psychological functions, exceeding the
expectations of the rehabilitation staff. After 7 1/2 months in this program, she refurned to her
home in Portage County two weeks before the anniversary of her accident.

The brain injury resulted in physical and cognitive limitations but with the support of Family
Care this member was able to return home to her husband and family and resume involvement in
day-to-day activities. The CMO provided in-home support to assist her with the follow through
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