'f '-msufﬁcient WhiCh wou
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Care Manaaement Team Turnover

Care management team staff include case managers and nurses. The Verall turfiover rate for
2002 was four percent for case managers and 5 percent for regxstered BUrses. Tab e m a
summary ef the care management team-'tamover -raies: by LMG L .

Managers and Regastered Nurse W th the exceptmn of Rlch_éné County chhland is the outhér
with a turnover rate:of Opercent. for its'case managers and 30 percent tumover rate for its

reglsierad nurses “None of the' other CMOS had any turnove" intheir nursing staff for the yea:r
i . . W T :

. WW.

The ﬁndmgs on team turnoverin the EQRG Annuai Rﬁpor’i {hd not mclude an exp}anation of ihe
circumstances that accounted for the high nurse turnover rate in Richland County.. ‘A review of
the EQRO qna:rterly site visit. mport's for Richland {,oﬁn’ty also, did not promde an exp}anatzon for
these turnovers, However, it was noted in ‘the 2002 Fourth Quaﬁer Report that the presence ef '
- several vacancies 111_Rlch1a_nd C imty resulted in a ca management "siaf_ﬁng Ie vél that was *

_ﬁl’ie{i in 2003 Conszdenng 1hat staf " ¢ ofthree. stated: performance a
‘measures for CY 2002 and that extended vacaﬁcxes can put service quahty atrisk, it'was.
surprising that a more in- de:pth revaew of thzs satuatmn was not undertaken by DHFS or the
EQR(} ' ' - e _ : = _ _

Infiuenza and Pneamonla Vaccmaiwns SRR o - S
The EQRO found that three of the five pilot CMQs CMWMM vaccination data.
Accordmg to the\tﬁ{() most CMOs™ vaccination data had significant pmblems such th: that
“wseful rates” were unable to be calculated. Again, much'of the inconsistency resuited fwm
VW informal, madequa& and: mco;’xsistenﬂy repiaried mfo;m&tmn o

Because much of the Vaccmatmn mformatwn collected by ihe EQRO presemed in Tables 9 and
10 suffer from a variety of data collection and reporting errors among the CMOs; it is difficult to
discern the actual meaning of these values. The EQRO recommended one of eight forms be
utilized for future record keeping purposes; choice will'be left to the diseretion of the individual
CMO. While these forms will greatly enhance the utilization of the information that has been
kept thus far, if the Department hopes to make use of this information and have consistency of
reporting, specific data reporting protocols shouid be directed to the CMOs: o ensure f;he M

ﬂ S AFS Healthecare 46
Healtheare

Secembar 2003

challenge otherstaff to maintain operations until those positions were

e,




Family Care Independent Assessment Vi Quality of Services

to compare and examine data across-ceunties within Family Care, as well as counties outside of

Further, while the Department acknowledges the shertcomings of the data, it was decided that it

would not be valuable to go back and ask the CMOs to work to correct those figures. Rather, the
change to tighten up the reporting specifications as recommended by the EQRO would improve -
this issue in the future. Additienally, DHFS staff felt :ih'at-?t}ie':pﬁméf'y'iﬁt_emi;éiﬁ of this effort was,
not ane of record keepirig, but instead getting the members immunized during high-risk times of.
sach CMO so that valu:
both DHFS and the CMOs. -

Note:, Datafor Lz Crosse and Portage
" Source Metastar, Inc. Family.Carg An

3.

Disabilities o0 ]
Developmental & iy
Disabilities

T o
1

i Ta et 383% 13? Teie% i :

S Groups Lo (313/821) . P ARIBAB) T
Note: Data for La Crosse and Portage Counties only reported the total number of vaccinations rather than rates.
Source:: Melastar; Tne: Faridly Care Annual-Report and Attachments, August 7,.2003

2. . ..Performance Measure Validation = o i . _ .
The EQRO performs Performance Measure Validation fo make certain that there is accuracy and
data reporting consistency among organizations. In order to validate the vaccination data {for
both Influenza and Pneumonia), submitted by the CMO’s the EQRO conducted on-site visits fo
examine the following:

0 { §S APS Healtheare 47

U keaithuarg . s
December 2003




. '."""foﬂows

Family Care Independent Assessment - - VL Quality of Services

How the CMO collected and stored the performance measure source information.
. How the CMO produced the counts used to caleulate performance measure rates.
3. The steps the CMO took to catch and avoid mistakes in collecting and stm’mg that
mformahon and producmg those counts. . - . N

[ S I

The Vahdaiaon process is conducted via-a: s;te ws;t WhICh mcludes mterwews With staff .
discussion and revzemmwm%aﬁons and reviews of the system. Through
this process, the EQRO staff gains an undetstanding of the methodology employed by the CMO
to collect and report data, and then offers recommendatmns and support for i 1mprovmg the
process:. A report 1s shared with the CMO. : i a e _

For 2002-03, the CMOs all collected and reported data for all three performance measures. They
also all pmduced the requzred team tirnover numbers and vaccination fesults. In contrast, none
of the CMOs: prowded appropﬂate docwnemaiwn of processes-and: procedures for the. . .
perf‘armance measures. EQRO staff found the pmcesses'and procedures tobe mforma} and not.
written down,- Addztienaﬂy, for a: majority of the CMQs, the vaccination data were found to be:
unreliable. Data-problems made itimpossible to. calcuiate valid rates. There were a range of
probfems noted, including. failure to get vaccmation information from members or guardians,

lack of proper recording of the vaccination status, and d}fferences between 1nformatmn reported
and mfcrmat}on in the member s Iecord L s

After the on-site review, EQRO reviewers reques‘{ed service racords of 30 randomly seiected
members and checked each member’s service record to verify that it clearly documemed the -
appropriate vaccination in the appropnate time period. The counties were given a choice to
either havé an on:site record review or send a copy of the service record.. All but. Portage County
chose not to have the on~szte record rev1ew T he revaew ﬁndmgs of thc ﬁve courmes are _as

. e L NPT 0%,
SEIVICE FECOIdS . | oo oh oo | s e -
cgonfirmed T 7 A% g
Pneumonsa W @IB0) e
- ivdceination 0 B B
sewace reca;ds,j;” I

Source: Metastar, Inc. ?aml ¥ Care Anm}al Reg}{)f’: ané Attaﬂhmeﬂts Aagus{ 7 ’?{}{)3

A difference of five percent or less in the disagreement between the - CMO reported data and the
service record that documented vaccination status was determined to be acceptable for
performance measure validation. As indicated by Table 11, La Crosse and Portage counties
failed to meet the requ;rements for acceptable g@rformance measure vahdat;on ~J

Heaithoare -
: ULL.'_-]T%%}@{ ‘;(}i}g
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The reviewers found a s gmfic:ant namber of BTTors in the CMG s data Snme of the common
erTors, as prevaeus}y mentioned; included reporting vaccinations for which no documentation
could be found in service records or reporting vaccinations for which the service record:
documented only a g)lan to get vaccinated. Though reviewers did not find any disagreement
between mem’bers service records and vaccination data reported by the Richland County. CMO,
the rewewers found'that the CMO’s care managers did not-collect waccmamon m’formauon for
many of 1ts members dm'mg maime vzsﬁs dunng ihe ﬂu season = SR R S

Below 1s ihe summary of the quahty assessment of the CMO s pmcesses zmd procedures for
verifying collected data.

Scurce _Metastar Inc. .Famzly Care Annua Repoﬂ: ané Aztac%amems Aagust 7 2003

Ac:cmdmgf to- Tabie 12 Rmhland 15 the {m}y coumy Where the CMO venﬁed the coilected data at

Vemﬁes the collected data by the following:

T he urnover mfomla‘ﬁen isTEVIEY ed by a secend amployee and compared to monthiy

mber-team ass1gnment lists: . :

Th vaccmatmn"data 1s quality cheaked’;by caser anagers upo :iz*ecmpt Gf the mxtzai teamw
speciﬁc membe lasi: and rawewed agam afier cempﬁmon_ 6 £ CMO wzda 1nf0m}atmn _

Thoucrh chhiand C’\AO s care manacement staff prepares then“ data repcz‘ts adequai‘ely, they,

along with the othet’ four countiés, do not have a formal written documentation of'its pro
produce perfermance m ata,_Lack of writien 4o¢ riakes it difficult for the

W sto successﬁﬂiy repeat the processes and procedures ﬁeeded to produce accurate data

The pnmary recommendauon fmm the EQRO to all of the CMGS is t,‘nat they shoulé deve}og a
system to use written documentation of all of their peffmmlance measure data-related process and
nrocedures. CMGS may structure thelr work dszeremly, 50 the éacumentatlon cmﬁd mciude any
of the fol’iowmg
-~ Standard eperatmg procedures ...
=  Protocols: S
= Training :manu_als L

2 netastar. Family Care Annual Report, August 7, 2003
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L t is recommended that the other four CMOs adopt Richland County’s preceéures R
" (or something similar) to catch and avoid mistakes in preparing data reports. thhiand s CMO
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»  Sign-off sheets

o Logs o
=  Flow.charts
m - Work plans:-

L Datadmtwnanesﬂ. e e

For those CMOs that had problems concerning their vaccination data, recommendations were
made to assist the CMQ in correcting. the process errors that contributed to the problem These
recommendatmns mcludedzﬁ .

- Determining the causes of the spf:mﬁc erro:fs fonnd by the revmwers

Deveiopmg a p}an to correct these EITOLS.

- Ensuring that the affected staff understand and fo}lows processes and procedures to

correctiy pr@duce ‘vaccmatxon data :

' .The EQRO 1dentiﬁed strengths areas ot p .

im ﬁ;;em,:ag;a-@dé‘_i@@é@aﬁons for each of
the ﬁve CMOS These are summanmd belaw e S e o ' '

Fond cin Lac Cauaty
Strengths — The CMO was able to pmVlde rehabfe data fer ail performemce measures Tt also.

piloted a database with a wellness inventory that included vaccination data.

Areas fer 1mprovament - The CMO reportmg processes are informal, and are not documented

La Cmsse County

Strengths ~ The CM{) had very Iow staff tumover and demonstrated th&t it had made a strong
effort to properly record their immunization data. . =

. Areasforimprovement = Their vaccination performance measures were. maccurate This was
hke}y because they did net:-have sufﬁc;ent documentatmn for thexr processes and procedures nor .
sufﬁment oversaght to spot and avoid. ETTOrS.

Mllwaukee Coumﬁy e :

Strengths — The CMO. pmduced rehabie data for aii of ihe perfonnaxlce measures :

Areas for improvement — It is important for the CMO to have written procedures, sufficient
trammg, and functional forms. These will help with consistency.

Pm tage C{}unty s

Strengths — The process ; for oatherma thﬁ vaccmai;ou data IS buﬂt mto the standard opex ating
routing. .

Areas for. impmvement - Vaccmatlon data were not accurate nor did the CMO decument
processes and procedures Lacked needed overmght foz“ catching errors.

Rich!and Couz}ty

Strengths — The CMO demonstrated proper reportmg, of indicator data, and efforts to create
standardized immunization forms for the service record. - : S -

Areas for improvement - Did not collect vaccination data pmperiy;

5 Metastar. Family Care Annual Report, August 7, 2003
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3. National Vaccination Rates and Recommendations . e

Influenza and Pneumonia vaccinations are an important prevention strategy, particularly for the
elderly. Influenza vaccination can reduce both health care costs and productivity losses:
associated with- influenza illness. Economic studies of influenza vaccination of persons-aged 65
years and older conducted in the United States have reported overall societal cost savings and
substantial reductions in hospitalization and death?’ .

According to the U.S. Centers for Disease Control and Prevention, the lack of influenza’ - °
vaccinations caused an average of 20,000 deaths per year during influenza epidemics in the U.S.
from 1960 to 1996. Adults aged, 65 or older accounted for approximately 90 percent of those

deaths”. Pneumococcal disease caused approximately 3,400 deaths among people 65°or oldér in

1998. An analysis of responses from a random telephone survey of the non-institutionalized”
civilian U.S. population, the 2001 Behavioral Risk Factor Surveillance System (BRFSS),
indicates, at a 95 percent confidence level, that the number of people 65 or older who received
influenza vaccination during the preceding year decreased from 66.9 percent'in 1999 t0 64.9
percent in 2001.. However; the number of people 65 or older who everréceived pneumococcal
vaccination increased from 54.1 percent in 1999 to 60.0 percent in 2001. The decrease in the
persons receiving influenza vaccination in 2001 could be related to a slight decrease inthe
insurance coverage of influenza vaccine. e e R S T e

Overall figures for Wisconsin from the BRFSS reveal that 24.1 percent of all individuals
surveyed in J00T received their pneumococeal vaccination while 32.7 percenthad-an influenza
m‘?i@t clve months. Wisconsin’s rates of immunization for these two conditions, -

' ificantly lower than the national rates.- . "

whiCh afe very serious a‘;pj{{g/t@"éldéﬁy; are sig
W‘Mﬂ g T

e

In the national results, an association between vaecination status and additional variableswas
to report Pneumococcal vaccination. Persons with diabetes or asthma were significantly more
likely to report influenza and pneumococcal vaccination than those without diabetes and asthma.
Coverage with both vaccines increased as education level increased and as self-reported health
declined. Also, pneumococcal vaccination coverage was higher among smokers than non- "

National health objectives for 2010 include increasing influenza and pneumococcal vaccination
levels to greater than 90 percent, especially among persons aged 65 years or older. In an effort
{o reach thesé goals, health care providers are encouraged to offer pneumococcal vaccine vear:
round and should continug lo offer influenza vaccine during December and throughout the

influenza season. In addition, physicians should access the vaccination status of their patients -
and offer indicated vaccines. Improved coverage will occur by improving record keeping,
standing orders, reminder/recall systems, and offering vaccinations to hospitalized patients

27 Mullooly IP, Bennett MD, Hombrook MC, et al. Influenza vaccination Programs .;foif clderly persons: co$t-';
effectiveness in a health mainienance organization..Ann Intern Med 1994;121:947--32.

28 Wichol KL, Wuorenma J, von Stemberg T, Benefits of influenza vaccination for low-, intermediate-, and high-risk
semior citizens. Arch Intern Med 1998158 1769--76.

2 AMWER. CDC. Influenza and Pneumococcal Vaceination Levels Among Persons Aged 263 Years - United
States, 2001. Journal of the American Medical Association, December 11, 2002, Volume 288, No. 22.
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before discharge. Influenza vaccination can reduce both health care costs:and productivity losses
associated with influenza illness: Ecoriomic studies of influenza vaccination of persons aged 65 -
years and older conducted in the United States have reported overall societal cost savings and
substanuai reduct;ons in hospztahzatmn and deathm i : SR

Recommended future ef effo rts speczﬁc to Famﬂy Care would mclude efforts to get all membsxsm
1mmumzed Further efforts o analyze data that breaks ‘out findings by gender to-see if male

; > the pattern mpm:te&in@ﬁonally Slmﬂaﬂy, vaccination
coverage should be. examined for ¢ compansan ‘to.national trends. Finally, given the increase in
diabetes and asthma’ reported by Family Care Members over the period from 2000 in the
Department’s findings to 2002 from findings in this report (see Section 1V}, and the adéed risk
from flu and pneumonia for these individuals, monitoring vaccination rates for these members
will be especially important. In general, Wisco;{zsm should sirivetoreach the 1).S. Healthy
People 2010 goals for thase 1mmumzat10ns n ’the Famﬂy Care target 0 uiatlcms I

4. Performanﬁe Improvement Pro;ects

-The CMO is required to conduct at least one parformance Improvement project (PIP) per vear.

The CMO must also focus a PIP on at least one member outcome, and the CMO 1s required to
develop outcome mfﬁcators that wﬂl ailow them to assess their progress m 11111;,_ mgihﬁ,ﬁhﬂsen

Identiﬁed by consurhers or ofie noted by the CMO ‘The CMOS are required fo have a process for
collecting and analyzing data related to-the PIP as part of its implementation. CMOs.are-
expectf:d to be abie to demonstrate 1mprovemcnt They must show 1mprovement b},f the close of:
the next y@ar ’ S SR

- Similar to the performance measure. Vahdation the EQRO conducted th@ reviews of the CMOS

" PIPs to assess the CMOs ability to implement PIPs that will lead toward improvement. In .- =

, APS SO, PRy

general, the EQRO reported that the CMOs found the development and implementation of PIPs
to be challenging. Only a minority of the PIPs fulfilled all of the review requirements.. Because
CMOs were in the early stages of learning how to implement PIPs, the EQRO focused on .
evaluating the CMOs level of understanding regarding the PIP. process and the likelihood that
selected projects would actually lead to improvement if implemented successfully. However, for
the few PIPs that were successful, the EQRO was able to identify a number of common.
characteristics: :

A designated project team to be responsible for the PIP;

» A data collection plan that was prepared pr ospectz*v ely and modif ed a8 ;weded ona.

' timely basis during the project; and T

= A data collection plan that identified methods for implementing 1mprovemen€ activities

that were based on the finding of the data analysis process.

In general, the EQRO found that additional tr mmng is neacied to ensure that C’*\«{[OS hamhe
abihty to successfuﬁy carry oui perfarmance IHProvemer pecifically, additional |

* Mullooly IP, Bennett MD, Homi}:ook '\»’EC e: al Inﬁuenza vaccination g}rograms for ¢l e deriy persons ccst««
effectiveness in a health maintenance organization. Ann Intern Med 1994;121:947-252. :

*! Nichol KL, Wuorenma J, von Sternberg T. Benefits of influenza vaccination for low-, intermediate-, and high-risk
senior citizens. Arch Intern Med 1998;158:1769--76.

LA
(]

L Heaideare

Dizcember 2003




Family Care Independent Assessment . Vi, Quality of Services

training is needed to help:CMOs with the 1initial stages.of the PIP. process.and to providea -
framework for implementing the PIPs. T] EQRO isalso-working with state staff to develop a
t7polopy Tor executing performance improvement activities. This typelogy will focus on .
identification and stratification of the population targeted for improvement, methods for ;.

conducting outreach to the target population and strategies for selecting activities that will result
in the desired fmprovement. ~ =l s :
The EQRO also rece‘mfneﬁds thatan _:deve‘_lop.ing a _PIP., the SCM'O:-sﬁoui_d.ﬁtiiiz_é a ?rﬁojﬁ;ﬁ_i -i;eaﬁ} te
answer tﬁe’fbﬂbwingrthreé.'questigns:-f{.i) ‘Whiat are we:trying to accomplish?.(2) How will we

know a change is'an improvement? and (3) What changes tan-we make that will lead o .
improvement? The EQRO also made a number-of recommendations related to data collection.
For exa’zhple,’rthe' CMO-S"ShQHkI'CIﬁatﬁ dataindicators that answer the question.of how they will ..
know when a'change is animprovement: It was-also suggested that the CMOs need to review.
their data collection methods to determine what changes, if-any, are needed to provide for more .
frequent data collection and the ability to trend data. ~ =~ SR h

Presented aré key EQRO findings from each of the CMOs:

Fond du Lac County -~ oo v il mon 0 o w0 [ o
Strengths = Both PIPs. (Depression:Guideline for Prevention: and Wellness.and Members.'. Use;éf
Preventive Health Measures: Mammogram, Pap Smear, PSA: Test) at this CMO are poised to see
improvement over time. “They are implementing the PIPs according to the specified process, ..
Areas for inprovement - Members? Use of Preventive Health Measures.. Mammogram, Pap.
Smear, PSA Test was lacking a data collection protocol, so that the data collected was not..
sufficient to show improvement. Depression Guideline for Prevention and Wellness has
limitations because it does not stratify the target popiilation by severity; thus, it may not reach . -

“the maximum level of improvement. .

La Crosse County - T I R T T Tt
Streneths ~For Stability of Personal Care Workers PIP, the data collection process was. .

established to allow for repeated data collection over time to differentiate between short-term
events and teal jmprovement.  The second PIP - Reducing Nursing H;;m_e:Plac_e:-z-_zgm_s —was .
identified as having the potential to be successful if the CMO begin the project over again with |
more focus. o
Areas for improvement — The Stability of Personal Care Workers PIP.did not progress beyond
initial data collection and preliminary analysis. ‘This project also.did not attain its goal of
improving member satisfaction. In general, they did not follow the design and implementation

Milwaukee County

Strengths - The Appropriateness of Residential Facility Permanent Placements PIP has a strong
chance of seeing improvement because:the CMO is adhering to the PIP process. The second
PIP, Dementia Early Detection and Referral Process for Individuals with Memory Loss, 1s also
poised to positively affect members because the CMO has identified that memory loss and
dementia affect a significant proportion of their members. Thus, the project is likely to improve

B 4]
ot d
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L :'_.__-Areas for improvement - Improving Pamczp' :
- Members with: Physical Disabilities was halted
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the quality of services'to members because the: CMO selected a project that focuses on an issue.
that significantly impacts its members.

Areas for improvement - Appropriateness of Residential Facility Permanent Placements, despite
being in place for two years, has not passed the stage of collecting initial data. Data collection is
not being conducted in-a timely manner. Dementia Early Detection and Referral Process for
Individuals with Memory Loss is Jacking a focus, was based on data external to the CMO and is
being co-lead by individuals outside the CMO. ‘The scope has become so broad that it may be
dlfﬁcuh to measure actuai 1mprovement attrlbutabie to the pm}ect .

Portage Cennty

Strenigths ~ The fmpmvmg Partzczpazzorz in the sze of t}ze Commumty for CMO Members with

Physical Disabilities PP, was identified as a good project because it focuses on an area

identified as in need of improvement by members. The CMO’s second PIP, Improving the

Health Status of Members with-CHF by Redicing Emerc’ency Room Visits and Inpatient Hospital
_Days, hasa Oood chance of 3ch1evmg zmprovement because the CMO has put m.piace a good

w in the I fe of. _r}w Commumzy for CMQ

: sﬂxts scope grew too. ]argc This may have
E occuned-because a‘team was not asszgned spemﬁcaﬂy to this PIP, Improving z‘he ‘Health Staz‘us af

_Members w;z‘h CHF ZJy Reducmg Emergency Room Visits and Inpatient Hospzfa! Days was _
weakened by the fact that it turned out to be difficult to 1cieni;fy members Wiih the cond1t1on of

- mtercst Thcre also Was 110‘5 a team d&SI gnated for th1s pm_}&ct -

chhiand Couaty ST S R R - .
‘Strengths — The Reduction of Occurrence. of Urinary Tract Inﬁcttons PIP pmduced usefui

~educational materials for members as well as a helpful practice gmdehne Improvm{, szeé"mess S

of Assessment and Planning, the second PP, is also expected to result in improvement as long as
. the CMO follows the: 1mpmv€mem' process; and-creates data collection and analysis protocols.
- Areas for improvement — The, first PIP; Reduction of Occurrence of Urznary Tract Infections, -
ended. Whm data showed’ there was not room for unpmvemeni in this arca; however, prehmmary
- data'was not colIectad to test this assump‘tmn about this: cendltmn ‘For the second PIP :
_Improving Timeliness of - Assessment and Planning, the C\/IO did not. demonstrate thai: the tOplC
.would impact-enough members, or szgmﬁcanﬂy 1mpr0ve ‘member health.

8. Member Centered Assessmen’t and Plan Rev%ews

The EQRO condiucts member centered assessmcm and pl:m (MCAP) reviews to monifor the care
plan development procéss to assure health and safety 6f members and to evaluate comphance
with contract standards. The review also provides an opportunity for DHFS to learn how the
CMOs are using the care planting process to work collaboratively with members to identify and
achieve desired cutcomes. The rewews are mteﬁded o 1dent1fy eppomzmizes for nmprovement in
the’ dehvery of sarwces R G Sl e R

The MCAP reviews are con‘c%u'c:t'ed with an established protocol that has been approved.by
DHFS. All EQRO plan reviewers have had previous experience with the target groups served .

;
A7 |
i
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o

within the Family Care prograni and have received specific tmmmg related to the review
guidelines. : s :

There are three components to'the MCAP process:”

TANMCAP reviews are conducted on-site:at the CMO : :

2 If there are no ‘putstanding issues or'any onistanding issues have been resolved then the .
'EQRG reviewer recommends the plan for approval. - Ay situations that remain -
unresolved are (fieemed to be m a “pended” status unnl the corrective measures: ha‘ve been
made. - :

3. When any and all correctwc measures have been ﬁnal:zed the EQRO wﬂi recommend
the plan for approval or defer the plan to DHFS for review. Any issues or CORCETNS .
‘related to quality or issues that caﬂ into concern the health safety or welfare of members
are a}so referred to DHFS : - SR T S

’The foiiowmg tabie lﬁustrates the dlsinbntion of MCAP rewews conducted by the EQRO ﬁ)r Ehe _ o

‘ews tha. occnrrcd at ﬁach CMO' for he'

".-::'_Mﬂwa__ B
“La Crosse 8
Portage’ B
Foncﬁ du lLac 4 .
Totai : 36 : T
Taiai MCAP Rewews = 1'6()

Sourcc Wictasmr %rc Famf y Care Annual chm‘t snd l&,mchmentb Augucs '?, 2{}03

From the 160 reviews conduciﬁd i)y ihe EQRO 4Cross: a,il five piiot CMOS MOre thazl 50 perceni
(88 plans) were pended during the first level ofithe review process.. Among those, 51 were.
potential unmet needs and 23 were related to health and safety. Four of the five CMOs were able
to resolve all potential unmet needs and health and safety concerns through additional
information and clarification, further documentation of interventions.already in place, and further
action and/or imformation from the care management interdisciplinary teams. One CMO (La
Crosse County) had unmet needs and health and safety concerns remaining after the third level
of review. It is for this reason that La Crosse County had many more targeted reviews as seen in

/;sP S APS Healthears
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Table 14. Presently, La Crosse is working with DHFS and the EQRO on a strategy to improve
the overall quality of care within the CMO.

The MCAP reviews illustrated a number of strengths. In terms of maintaining a member-
centered focus during the care planning process, the CMOs were found to be assuring that family
members fmnds and other mformal supports assisted in comeymg preferences for members '
when the member could not convey their preferences 1ndependent1v The CMOs were also
successful in prowdmg serv;ce substitutions that were agreeable 1o the member when the CMO
counld not meet the member’ 8 original preference The CMOs were also rated weli by the EQRO
on a number of procedural issues such as documenting levels of care and assurmg that both a
nurse and social worker participate in the assessment process.

However, all of the CMOs had difficulty meeting contract requirements related to ed to specific _
MWW

timeframes for assessment ACUIVIIES. lt was raca?ﬁffféﬁded that CMOs continue 1o develop their

intemfmmmwg% 50 tha

e reviewed more. frequently to monitor the assessment .7

and planmng process: Improved. momtonng systems would also allow the CMOs to identify ‘**éfl
_um sand health and safety concerns carlier than possible under current syéiéms The

EQRO also plans to work with DHFS and the CMOS 1o betterdefine the essential elements that
need to be documented in the care plan, to develop more clear guidelines on'when notices of -

action are required (to ensure that members are informed of their rights) and to better define the
roles of the various specialties on the interdisciplinary care planning teams. The 2002 rewews

found that there was confusion on these three issues across the CMOS '

The EQRO has identified a number of opportunities for imprbveﬁ;ent ré!__a_teﬂ to the MCAP
process, including a review of how well the MCAP process addresses member ouicomes. The
current process appears to assess the CMO service and support Coordmatmn function and ol
' speczﬁc contract z‘eqmrements but it:does’ not: appear to measure how well the CMOisdoingon =
meeting member outcomes — a primary focus of the program. This disconnect between the
MCAP process and a primary program goal is recognized by the CMOs, DHFS and the EQRO.
The EQRO will also be-evaluating whether it is necessary to: have more than one review tooi
Currently, one tool is used for all members se}ﬂcted for review, mciudmg new membezs
members who are enrolled for at least a year and mem’oers Wh{) have been selected based on a set
of risk factors. The “one size fits all” approach may not be efficzeni Fmdmgs indicate that the

use of one tool for all groups to the collection of ;eduﬁdam‘vani mformatlon
ancﬂﬁgy also Tead @ the e omission of important data.

e T ey

For the 2002 reviews, the CMOs were not provided Wlﬂ} the ﬁndmﬁs from ‘{he EQRO first and
second levels of review and the EQRO did not track the reasons why particular criteria were not
met. It has been determined that access to this information would ‘t)e beneficial to the CMOs
quality improvement efforts. It was also discovered that there was no protocol for 1dentlfymg the
circumstances under which the EQRO should pezfosm an mtenmﬁeé or tafoeted remew

For the 2003 reviews, the EQRO and I)HFS worked toaether to address the areas for
improvement. For example, new review fools dcveioped for each of the three croups of
members were implemented in the first quartér of 2003 reviews. New protocols are being

9 frvr S APS xim hmﬁ - 55
Flealtheare
December 20403




Family Care Indeper 1dent Assessment V1 Quality of Services

developed and the review tool is being further Tevised to allow:for the collection of additional -
data that would enhance the CMOs quality improvement efforts. : -

C Member Gutcomes : )

As &130&35&6 prevmusly, measunng member outcomes 1s an essential component ofithe Family -
Care program, which serves to ensu re the quahty of. serv;ces and to measure when the program is
meeting its gan of provzdmg member—centered services. As was d1scussed in Sectmn 111, the °
member outcome tool is. used with both Famﬁy Care members ‘and ¢ase managars in order o
1dent1fy if the outcome is presem (mcmber mtervlew) and! or the' “support” for ihe outcome is o

present (care manager: mtervmw)

Broadly speaking, the determmatmn of Whether or not an outcome or support is present

consrders the following quesuons 32 o
: Is each outcome present for e:ach person as: he or she deﬁnes 1t‘? - :
“ s the orgamzatmn pmv;dmg supporis and services to. promote achievement of those:

ontcomes?

The Depaﬂmem surveys Famliy Care memb«:rs on the foliowmg £4 1iems

Self~l}etermmation and Choice Outcomes
*  People are ‘treated fmrﬁiy
» People have privacy. -~
 People have personal dignity and respect.
»  People choose their services.

= People choose their daﬁy_ routine.

"= People: achieve thieir emp! 'yment eb; ectrves
= People arc satzsﬁed with services. :

Commﬁmty Integratmn Outcames
= People choose Where and with whom they live."
. '_ People pammpate in the life: of the commumty
Peepie remam cormec‘ied to m;formal support networks
Health zmd Safety Outcames
= People are free from abuse and neglect.
» People have the best possﬁo}e hedlth
* People arc safe.
) '_People expemence coﬁtmm{y and qecumy

L "'Ox?erwew of Member Outcome Results

To date, there have been three rounds of raridomly selected Family Care members who have
been surveyed: Initial interviews were conducted between November 2000 and January 2001
(N=355), Round 2 interviews occurred be*iween May 2001 and November 2001 (N-~492) and,’
Round 3 mtewmws happeneé beiween I dms.ary 2003 and Iune 2(}03 (\1“”491) Reund 4

32 DHFS. CMO Member Outcomes: The 2001 Assessment. See this document for a more detaited specification of the logic
utilized for determining the presence or absence of an outcome or SUPPOIT.

: S APS Healtheare 57
iealihuare y em
‘ December 2003



g

iy Care Independent Assessment Vi Guality of Services

o

interviews began in the latter. part of Summer 2003. In order to ensure the necessary proportions
of individuals from:each target group are represented, a weighted sampling method was

employed for the first two rounds. Interviewers for this survey process are tramed m assessment
techniques developed and utilized by the Council. With the coordination of the EQRO, Council
trainers aémims’te}: the techmques to be empioyed when condactmg member outcome Inlerviews.

Gwen the emphasxs on member centered quahty eutcomes m the F armly Carf: pro gram and the
intended application of this tool, understanding and interpreting the results is of great
importance: . In examining the changes between, each of the three rounds, the most consistent
identifiable pattern is the similarity: between outcomes and support ciurmg Round 1 and Round 3.
Round 2 results tend to spike in both an up and down direction. Department staff have noted
concerns that there were differences among interviewers and the training between the three
rounds and that these differences, rather than real program effects are likely io account for
differences betwee:ﬂ the: rounds S - .

Differences between the munds inciuded varying levels of effort to obtain consent from the
individuals selected for.the interviews, which were veluntary, the perlod of time during which
the interviews were conducted; different instructions given to care managers regarding whether
they should:consult case notes, durmo the interviews; whether, or not.care management interviews
could be-conducted over the telephone (member interviews were always in person) whether
interviews were conducted by interviewers familiar or nnfaml_h_ar with the program thc:y were
assessmg, among other minor.inconsistencies.. I

Even wxi‘h these differences a compan son of the threfs rounds does identify a number of _
outcomes where there is a consistent upward or. dowraward trend over time. Spemﬁcally, People
- Have Privacy-supports and Pegplgﬁmn@gmected to Informal Sm:mort Networks-outcomes
~illustrate a steady pattern of increase over the three: rounds:- (}cmve;sely,»}?eep}eﬁava %heuBest
Possible Health-supports and People are Satisfied with ﬁlejxﬁﬁmgmmDJI}QSM@Q{}?PPS“M@ a
steadyﬁecre“ase over t‘ﬁe ihrae rounds.. -

An average for ali three ronnds has been computed a,nd is. dxsplayed n Table 15 Utlhzmg this
combined average over.the three ronnds helps to account for some of the observed differences
between each round overthe three rounds. It s mcommended ihat DHP S use thxs combmed@ .
average to establish a baseline from which to measure € change in n all future survey y rounds.

Whm Iookmﬂ a{ the combmed averages across the 14 outcomes, a more consistent pattern 1s
revealed, (see Attachment 3 for mmuppoﬁ table by target group across’
the three rounds): Those outcomes and supports with the highest ﬁndmgs across all three target
groups included People have Privacy outcome and support, People are Fme from Abuse and
Neglect outcome, and People are Safe-outcome. There were clearly some very spec:1ﬁc outcomes
and supports that raise concern, particularly among the developmemally disabled. In pamcu}ar
the most troubling findings for the developmentally. dzsabied Were People Choose Their Services
outcome and support, People Experience Continuity, and Security support, People Achieve their
Employment Objectives outcome and support, and People Choose Where and With Whom They
Live outcome. Those outcomes and supports among. the physically disabied that were of most
concern included People Participate in the Life of the Community outcome and People

| /X\PS - Al 'E")Q ;—'}« Lah%}u&rﬁ o
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Experience Continuity and Security outcome and support. -Finally, the-only. major.concern for
the collective three rounds for the elderly was People Choose Their Services outcome.. Overall, .
between target groups @".Spé-c'iﬁ'é;-t'fézids-or';éé__ttems ate clearly identifiable. - : :

2. Family Care Outcomes Compared to Other Long-Term Care Programs. ... ... .
Tn addition to Family Care, member outcome interviews have been conducted with participants
in the Wisconsin Partnership Program, PACE, COP Waiverand CIP Waivers programs, but not .
with residents .é’_f'ﬁi}?.smgufé‘i}iﬁés'::'-Whﬁ?'FmﬂYS'C'afe"ff?lﬁ'ﬁi’t"%@;;?}?ﬁef outcomes than the  “ .
waivers, any meaningful COMPAriso; tween the Family Care members surveyed and PR
individuals from other programs must take many factors info account. - 0t

The non-Family Care programs provide a different range of services to different groups of .

people (levels o] ﬂmfﬁjgﬁmmdﬁfﬁem@gje@eftﬁgﬁéjeStatxsﬂcal analyses to control

among others, would be necessary before one'could definitively conclude .-
ograms is doing a better or worse job than another. - S : :

that any one of these p

Altsough the 14 Family Car outcomes epresent basic and neay unversd bunnan vales
(choosing who one lives with, health, safety, having friends and family, privacy, faimess, -
respect, etc.), they were explicitly defined for the niember outcome tool to be utilized with the - -+
Family Care program. For example, by the second year of the Family Care interviews, Family -

Care managers should have been aware that they could be evaluated on whether or not they
ensured that “People are treated with respect,” in all sitaations by all their caregivers. In contrast,
care managers with the CIP or COP waiver program would not have had this awareness and
would not have been expected to go beyond their personal responsibility to ensure that waiver- =

funded personnel Were treating menbers with'respect.- =+

niliarity with the tool that would _ n

different programs’ care managers’ ability or willingness to respond fully. Family Care care -
managers are aware that their program’s performance is routinely assessed using this tool-and by
thé‘%é@ﬁd??féﬁaﬁfﬁféfvﬁéﬁ’sfﬁ{éﬁyia'f'fher_h'_ had experience - with this measurement tool. In

et

contrast, care mandgers iff other programs were participating in: whiat they believed to be-one- - -
tipié interviews unrelated to t e_i_;r'progra_rﬁ’-s.-‘ﬁb_rma']j'p'srfo'ﬂnance':ass_ﬂs'sm'fant methods. In other

words, the outcome interview may have carried more weight with the Family Care managers -~

than staff from other programs and consequently, they may have been more thorough or positive
n their response.

As we discussed previously, this method of asscssing members” progress in meeting pre-defined
outcomes was developed by the Cotncil. The Council has more'thani a decade of experience and
analysis in using this ‘method with programs serving adults with disabilities and the tool was -
originally developed to be used with a disabled population: Therefore, the probing questions:
asked by the interviewers had to be adapted for use with frail elders: However, this setof -
outcomes and these methods of measurement have not been explicitly tested with frail elders to
determine whether they measures their quality of life accurately and reliably: The DHFS is
currently planning a project to develop and validate outcomes for the elderly population. Table
}5 summarizes the three rounds of Family Care and waiver member outcome results: -

Ayl
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‘interviews L - ; _
Marginof Error | 0 0 | £45% | +45% | #81% | 240% . £52%
Sourge: Mezasﬁsar DHFS and APS Healthcure: ca%t:u{aimns won e :

3. Expiaratary Al]iﬁ}SlS of Member Outcnme Result:s (Rounds I 3)

Initial comparisons after the completion of Round 3 by DHFS and the EQRO E)f the results from
both the collective and individual level data for each round of the Family Ca_xe_.},_/i_.ember Outcome
interviews suggest that certain differences and similanties exist within these results,

Specifically, by comparing each round for both-outcomes and supports, held side by side for
each of the 14 items for both outcomes and supports, Round. 2 results appearfo differentiate

S ng P%ca §;‘§{383 @
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themselves with substantially greater percentages, particularly in the support results, from
Rounds 1 and 3. S : . .

A natural next:step would be to test for significant differences between rounds of interviews,
particularly given some of the previously addressed concerns stemming from €ach round with
inter-rater reliability. -She_l__i}dz-s_igni_ﬁcaiit_:Vaﬁa’;iéﬁs exist, it would be important to begin work
identifying the source of these (the individual, contextual level aspects, or inconsistencies among
interviewers, among others). Therefore, this analysis was conducted to address three specific

1. 35'0:-$igﬁiﬁcant?zt"_bp’oft’i:éﬁ_é of variation in each of the fourteen outcomes and supports
exist between cach of the CMOs? R

2. Do significant proportions of variation in each of the fourteen outcomes and supports
" ‘exist between each round of the Member Outcome Interviews?

3. " If significant differences do-exits for the previous questions, what characteristics
“significantly contribute to this variation? e T I A IR

Using data supplied by the EQRO from the Famly Care Member Outcome Interviews (for all:3
Rounds N=1344), 2 multilevel modeling approach utilizing hierarchical linear meodeling (HLM)
software was chosen to disentangle effects that might be occurring at the CMO and interview
round level that other statistical methodologies are unable to distinguish. The hierarchical nature
of Wisconsin’s Family Care program; where individuals are nested within CMOs, as wellas
being nested within interview rounds within the context of the Member Outconie Interviews,
readily lends itself to analysis with multilevel modeling. Within the multilevel modeling .
framework, each level in the data structure (e.g., repeated observations within persons, DPErsons
within a CMO or interview round) is formally represented by its own sub-model. Each sub-

" miodel represents the structural relations occurring at that level and the variability at that level.
Specifically, through this analytical technique, statistical differences anid variability between
Family Care €MO counties and each round of Member Outcome Interviews can be identified.

Analytic Strategy

This approach accounts for contextual differences above and beyond the individual level. HLM
separates out the amount of variance in the dependent variable (in this case, the 14 member
outcome and supports) that is explained at ¢ach structural level of analysis.” Thus, this technique
pulls apart the effects on the dependent variable from independent variables measured on the
simple level from the interaction of the effects from the same independent variable with’

unobserved error from a more complex level-of analysis.

Resuljts s : - S
Substantial significant differences exist on several outcomes and supports when testing for
differences between CMOs and between Interview Rounds. Below is a table that identifies
significant variation between individuals who were nested into each of these two higher levels.
Only three outcomes did not yield significant variation between CMOs and Interview Rounds
and are not included in Table 16:° ' o

*  People are satisfied with services. :

»  Péople participate in the life of the community.

» People are freé from abuse and neglect:

3 oo S APS Healthears SR 8
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Next fer those ou‘icamcs and suppor%s W1th s;gmﬁcant variatzon ’oe‘zwefm CMGS ar}d Inierv;ew o
Rounds test were conducted to control for and identify the individual level characteristics that
S}gmﬁcantlv contributed to this variation. Initially, five covariates were tested: age (in years at
the time of the interview. round} gender; Family Care target group membership, a collapsed "
vzmable mchcatmg prior waiver, COP or Medicaid partmpa‘uon before Famﬂy Care entry, and o
total months in the Famlly Care program (at the time of the interview round). Onlytwo =
variables, Prior Partlcrpatzon and Months in Famﬂy Care yielded substantive cen‘érlbutwns n -
multiple Outcomeg and Supports. Resu}is are presemed i Table 17.

| , fronftiomt -  APS Healtheare o 62
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ople experience continuity and security

Note: Significance Tevels = # < 0I#*=0.05, 7000 o ooy e D e e
Sourge: : APS:analysis of Department, :c_a;f_ﬁ_eaiib @gé.Egn}i%j_Sﬁ_v{iqe_s _{%J}{;.P:S}_M_e_m’aer' Outcome and Medicaid eligibility dafa. ™

Overall, a substantial amount of the total variation for each outcome and support stems from’
differences between the CMOs and the Interview Rounds. These values ranged from fourteen to
nearly twenty-nine percent. While oné might expect to see some differences between interview
rounds, the finding of significant differences does raise questions about the cause of that™
variation and the possibility of poor inter-rater reliability among interviewers. In'order to
measure whether or not inter-rater reliability contributed to these differences, contextual level
variables (variables unigue to the interview round: training, prior experience interviewing, ctc.)
could be addressed further. Significant differences between the CMOs also warrants further

investigation to determine whether these differences arc the result of implémentation or process

d lfff: r {fﬁ cesar et eminwef"/ """""""" e e

e e i
It was not terribly surprising to find that gender, age, and target group membership did not
explain differences between the rounds given that the sample selection was based upon
replicating the proportions of target group members for each county. Therefore, much of their
initial contribution would have already been captured. However, the level of importance that the

S b APS Healtheare SR
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length of Fanuly Care parnmpatmn and whether or not someone had prior participation in -
Medmazd or a walver program can not be understated Eac:h of these Variables s1gn1ﬁcantly

spem in Pamﬂy C
being pmeE“éﬁ"i. mtuith

‘ have iower Ieportsln_ 0
the presence of @ ieammg curve Of sorts W@ readapt t6'the Famﬂy Care systsm after
hawmg been acquainted with a different system versus the “no prior expenence " individual who
is starting fresh and has not been entrenched ina previeus way of utlhzmg a pubhcly funded
. ..loﬁg-ieml 'fc':are system F urthexf, those ; :
' higher ranges of functional abzht}a(e g.; the fra eI‘dWTy'__avmg resided the},r commumty and
_'sustamed contintions contacts Witk fﬁmﬂy and friends) :md more inclined to 1dent1fy the presence -

of outcomes Bﬁd supports

4. Assessment of Member Outcome T{}(ﬂ i

The Couﬁcﬂ 1S an orgamzatlon focused on servmg peopie i Intermedzate Care FacﬂitnyentaHy
Retarded {ICF i’MR} and it would -appear that the analysis they used to deveiop the Personal
Outcome Measures Tool (Gardner, Nudler and Champman 199’?) utﬁlzed data from this -
population ™. 33 The fact that the tool’s construct validity was based on data primatily from"
mstlmnon&hzed populaiions and data empfeyed for the analyms was fmm these s;aeczﬂc ‘{arget

Iy Caremenibers's) mfey _d.i' Th ool ni : y:not be as ehabie for measurmg 11
the eldeﬂy popuianon and disabled md;v;duals living in the commumty It should also be noted”
that concerns about the appropraateuess of certain questmﬁs for Family Care members raiséd by
CMO staffin muit}pie counties during the Iﬂdependent Assessment Site Visits, as well as these -
"mdwzduais raising concems of this pature durmg other meetmgs (see Sectxon VHE A 1 for
. _deta;ls pez‘tammg to Independent Assessmen‘c Sitf: Vis;ts) ' - : : :

Intervxewer Trammc

Both CMO Member Outcome reports (March 2001 and April 2002) note the Council’s
experience with people with disabilities, and the Department’s efforts “io adapt the assessment
teclinigues to the needs of clder ly wnsumeré ~Additionally, botli documents containcopics of
Suppiemmtai questlons ﬁhat mi:ervzewers can more effectweiy taﬂor to one of the %hree t'zroet '
groups for each of the 14 outcomes ' : : - : =

3 Gardaer, J.F., Nudler, S, and Cilapmén M.S. (1997). Persona% Outcomes as Measures of Qnahiy Mental
Retardation. Vol. 35, No. 4, p. 295-305. '
* CMO Directors Meeting, July 11, 2003, Wisconsin Dells, W1,

X A’* }“} § hl, alre : (} 3
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Inter-rater-reliability _ o o L o

The Council states that inter-rater reliability is achieved through the following process: testing
interviewers following their training; and, periodic re-testing thronghout the year by someone
from the Council or another interviewer who has been “reliabilized” by matching 85 percent or
greater of his/her responses to the responses of someone already trained and proven to have been '
previously reliabilized for this process. .. o T

As is the case with any measure, the reliability of observational measures needs to be addressed.
The most prevalent approach fo assessing the reliability of observational measures is to calculate
interobservational ﬁa_gr:ee_me_mf__f’-_: The :pr’(_)_b}_em' is that although in_iérqb_semér_' agreement addresses
a particular source of error and may be important m its own Tight, it is not an index of reliability.
Aitheugﬁ: maﬁy_inteﬁﬁbéeﬁv@fagreémc_;__nt__ ixidi:{ées:hayé' been proposed, they '_are aimed at

estimating percentage agreement among interviewers. Specific indices do differ, among other

things, in whether or not they: (a) are sensitive to degrees of agreement, and (b) correct for'
chance agreement. . o R R

In classical test theory, reliability is defined as the ratio of true score variance to observed score
variance. Complexity and concern in the administering of the Member Outconme Interviews
arise, in part, because more than one interviewer may be used at any one time and more than one
observational period may be scheduled. Consequently, measurement errors in the observations
may originate from various sources. For example, the interviewers may disagree as tothe
outcome or.support of interest, the outcomes or supports themselves may vary randomly, and/or’
there may be changes in the circumstances of observation. = SRR e e
Interobserver agreement indices address only potential errors among interviewers. Moreover,
perhaps, rather than in the behaviors themselves. Although agreement among interviewers is -
certainly important and should be addressed, it does not address broader concerns. Interviewer

agreement may be quite high, yet reliability may be low. Potential contributors to low reliability
under these conditions include the following: disagreement on individual items, although the =~
total scores are equal to each other; variations in behaviors from one occasion to another; the

group being interviewed is relatively homogeneous with respect to the phenomiena of interest; -
and observer drift (the tendency for interviewers to forget their training over time). '

5. Recommendations and Next Steps | |

Clearly, a wealth.of information can be derived from the Member Ou%éom_e Interviews in helping
the Department assess quality of the program and services among the Family C‘are membership.
This to0l, over time, can be useful in drawing attention within the Family Care program to areas
where quality exists for further replication or where greater attention 1s needed across counties,
particularly as expansion is considered.

3 Gee Frick and Semmel (1978), for distinctions among criterion retated to agfe'enierzt, intraobserver agreement, and
nterobserver agreement.
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The following recommendations are suggésted:

addressmg a:(eas of need 01’ con’ﬁnued bmidmg t:ipon exastmg strengths Furiher :

_'identlfymg differences across mtervxew rounds such as the interviewers themseives

duration of interviews, telephoné or in-person follow=ups, who scheduled the'

_interviews and how, among others, will help identify what contextual aspects of each

interview round are contributing to s:lgmﬁcant differences. -

Benchmarks of qua];iy need to be estabhshed ]omﬂy b ’she CMOS and the Department

buiid upen exzstmg survey rcunds for 1mprovements dzmimshes the Value of these
results: One solu{mn might be to form benchmarks based upen averages from ﬂlﬁ first

three rounds

At this time, a clear understanding of mterpretmg meanmg and utxhzmg resuhs at the
CMO level does not seem (o be present. However, the Department and the EQRO
presenﬂ“y are congidering offenng trammg to CMO staff, through the Council, on the
Member Outcome Interview Survey as well as going 1o gréat lengths in heipmg to flesh

out meamng from the Member Outcome Survey results. This clearly seeims to be the
‘proper step. CMO’ staff would benefit immensely frof the compréhensive training the

Council provides. Efforts such as these will help facilitate greater understandmg,

. dissemmation and usefulness of the 1nf01‘m1t10n at the couni"y zlevei

Future rounds of the Member Outcome Survey should censzder ensuring a sampie

‘seléction front each county that extends beyond just capmnng target group proportions.

These sample selections should alsone individuals, representative of county -
“aggregates, that’ have beena ?amﬁy Care member: for less than twelve months and
. .those that have been a member twelve months or Eonger The 1mp01’zance of Faimiy
o Carc tenuxe n achze\;mg outcomes and suppor‘t for Quicomes was evadent m the
' "'analysm conduc‘{ed for the Independent Assessment ' B

Ogtcomer;ewers every six moz{tmtha}l the previous twelve mgnth
“schedule.” While this more frequent reliability testing will likely improve the accuracy

OWdata coliected it 15 also recommended that statistical tests (e.gs Cohen s Kappa) :
be employed 10 dzspel any {:Oﬁcems of mter««rater rehabllﬁy 1ssues :

Grzevance and Appeal System

All CMOS are rsquxred to have a system n placc for members that mclude a gnevance process,
an appeal process and access to the State’s fair hearing system. This system can be used by

Family Care members to seek a reversal of a CMO notice of action (e.g. any act, decision or

omission by the CMO, including but not limited to, the quality of care or services provided, and

j" APS Healtheare B 15
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aspects of interpersonal relationships such as rudeness of a provider or employee, or failure to
respect the member's rights). SR e »

1. Gricvance and Appeal Contract Requirements

The CMO contract defines an appeal as a request for review-of an action. The contract defines.a
grievance as an expression of unhappingss about any niater other than an action. The term is
4156 used 1o refer to the overall system that includes grievances and appeals handled at the CMO

level and the DHFS level, and access to the State fair hearing process. According to the contract,

an action can:mean the following:. . ..

«  The denial or limited authorization of a requested service, including the type or fevel of
comvice onization o1 a redquesien SELy ! ; |

» . The reduction, suspension, or termination of 2 previously authorized service.

= The denial, in whole or in part, of payment for a service. o .

» The .:f@i_h;l__ra.to.ﬁ;&;mﬁiﬁg'.s_ervi_ces..iand_;suppOﬂ':ité 1s included in the member’s MCP/ISP in a
= The failure of a CMO to act within the timeframes established in the contract for
resotution of grievances or appeals. - o A

» The development of an individualized service plan that is unacceptable to the member
_ because any of the following apply: . ... . ...
. #% .The plan is.contrary to a member's wishes insofar as it requires the member to live
..in.a place that is unacceptable to the member. . P

s The plan does not provide sufficient care, treatment or support to meet the
. member's needs and identified Family Care outcomes. -

% The plan requires the member to accept care, treatme tor 'sﬁppdfﬁ"items'that are

. unnecessarily restrictive or unwanted by the member.

‘Subjects for grievances include any act, decision or omission by the CMO, including but not

limited to, the quality of care or services provided, and aspects of interpersonal relationships
_ such as rudeness of a provider or employee, or failure to respect the member's rights. -

The member ma; filean a _.'éa_l,_;gfé'i_'i{/' or written, f0w11y0r1nfomﬂytemﬁCM0,a:ﬂd

request a DHFS review of ‘the appeal and/or a State fair hearing. The member is required to-file—

the grievance within 45 days from the date on the CMO’s notice.of action. The notice of the
action must explam the CMO’s action in writing, reasons for the action and member’s rights as

well as the procedures for exercising those rights. The nofice must be delivered in an appropriate
timeframe defined by the contract.

In handling srievances, the CMO is required to provide reasonable assistance needed by the
member for the appeal process and ensure the member that the decision-makers are free from
conflict of interest. The member should be given access to any documents needed that would
serve as evidence in the appeal. The CMO must dispose of each grievance, resolve cach appeal
and provide notice within the timeframe specified in the contract. The results of the resolution |
process are then documented and dated. For appeals that are not resolved wholly in favor of the
member, the membér should be made aware that he/she has a right to request a DHES review or

//‘(\P S T APS Healtheare ' : 6?
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if'the CMO:determines that followmg the standard course for resolution may serjously

3eopardzze the member s life or heath or a,bﬂ;ty 10 maintain maximum. functmn, theymay = -
expedite areview process. for the appeal In case of a demal ofa requf:st for- expedzted resolutlon
of an appeal the mefnber Sshy given a_ pmmptrmal--notlce_and a wmien nonce w1th1n two
calend&r days. B o R S

2. Ana}ysm of Grlevance and Appeais I}ata N :

DHFES staff in Madason recentiy began mvesugatmg appeals and gmevance data filed wﬁh the
DHFS Reaionai Offices. While this data has not been mutmeiy collected and analyzed, it -
appears that the mzw_w%smw filed 'with the Reglonal Offices have been
service and eligibility related. DHFS is currently working to collect and analyze additional data '
sources mmmﬁ‘mem with a better understanding of the grievance patterns and
practices to date.- Recent budget cuts.and staff reductions at the Regwnal Offices has
necessitated the 1dennﬁcai1@n of a new:entity to process grzevances and: appeals at the state level.
Beginning July-1,2003, the Famﬁy Care EQRO will be. conducimg'me",revmws of the appeais -
and“”g”ﬁ%?armesﬂmtweuiﬁ*ﬁav%cmse been filed wﬂh_, regmnai ofﬁces Itis hoped that .

the'”ﬂeW”pfﬁé’é’s"s“Wi‘ﬁ””f{Y’w for better data coﬂectlon on thls 1mp0rtant Pro gram componen‘t

i T T "'MW@M’

It is DHFS s des;:re to sea Gnevances and appeais resolved at the iocal CMO levei Whﬂe this
goal is an admirable one, assurances must be in piace to gua:rantee tha’s the nghts of members are
not being comprommed in any mamer. In order to better monitor this process, 'DHFS plans in the
near fumre te begm efﬁ:)rts fo analyze other data sources, including CMO log books and annual
OIS, as ﬁled wath the Wzscopsm Departmem of Admmzst:raﬂon s, Statc

'~ such effort DHFS'expressed intention to undertake is that of cmsswreferencmg tha vamous
sources of grievance and appeais data with that of the Member Outcome survey results T hlS
plan offers much po‘{ential to informing multiple compouents of the Family Care pmgram to
ensure- quzshiy for the members.:: Once thisand other planned efforts begm DHFS wﬂl have the
&blhty to u‘tlhze vanous soumes of mformat}on ' : HIRARY:

The foiic}wmg ta‘ﬁie ﬂlustrates the number of Famﬂy Care appeais and grievances tha,t have been
channeled thmuoh DHFS zevaonai offices by CMOs. Detailed information of the reasori for the
grievance or appeal was not avmlabie beyond geographic information that mdkes it dlfﬁcak to
understand the high levels oi:;serveé in Fond du Lac for CY's 28@% and 2002

| XH altheats APS Heaithcare T 68
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Family Care Independent Assessment

Source: APS analysis of DHFS data.
3. Grievances and Appeals Comparative Illustration - _ .

For comparative purposes, the following information on waiver hearings and appeals through the
Wisconsin Department of Administration’s fair hearing process is to illustrate the rates of
appeals and grievances for other Medicaid managed care or fee-for-service programs. . -
Additionally, further'information can be obtained ‘by DHFS on the rates of appéals and:
grievances for other Medicaid managed care or fee-for-service programs within Wisconsin. This
type of information (if converted to per member rates) could be utilized by DHFES in the future to
assist in establishing benchmarks as to how the Family Care program compares 10 other
programs in terms of proportions of appeals, grievances and fairhearing requests.” = -

St

“Mincome/ Assets Foo High - -
Eligible Through Other Programs.

S 00%

. _4..} 70
14084

E.

Cost Share Too High/No Paid
Mot Functionally Eligible
[Denial of Equipment

Cenerdl Denial
Miscellaneous

Totals e

Fhgswacs

Cmaw
o B

100.0%-

PR

91%
CO3L8%.

21% .
4:3%

20 42.6%
7 14.9%

47 10000%

SOURCE: W1 DOA Division of H

earings and Appeals

Long-Term Care Functional Screen Quality

As the mechanism for determining functional eligibility for Family Care, ensuring the validity
and reliability of the LTCFS is a critical quality assurance activity. Ensuring LTCFS guality is a

. /X}RHSL e, T . — (}{}
: Diecember 2003



Family Care Independent Assessment ' Vi Quality of Services

process that has béén"él)n'-gbing for over four years™®. Initial efforts began with the state § long—
term care redesign and the implementation of the Family Care: program

With the assistancé of nm’smg staff in‘the DHFS, Bureau of Quahty Assurance (BQA) the
LTCFS tool was deveioped to paraliel existing Medicaid nursing home “levels of care”
Individual responses 1o the LTCFS are processed; and then‘a level of care (either m‘{em}ediate or
comprehensive) is generated for the individual: BQA nurses were used to test the logic of the
tool and to ensure that it was correlated to the Nursing Home levels of care.

A random sample of individuals from the three Family Care target groups was selected and
administered’ screens to test the logic of the | screening tocl. ‘Using their nursing expertise, the

BQA nurses were asked to determing nursing home’ level of cdre; based on'screen mformatlen
There were two samples of 151 nursing home cases and 131 developmentally disabled: cases’
Results ‘were anaiyzed -and the necessary screen logw ady ustments were made until the
correiatlons between the screen logic and the BQA nurses were within:acceptable double blind
study parameters. There was 84 percent agreement in the nursmg home cases: and near. perfect
agrf:ement Wxth ‘the deveiopmemaily dzsabled cases. -

An addmonai stutiy was conducted wzth two differem samples ef 7 9 nursmg home and 67
developmentally disabled cases for whom nursing home level of care was established during
1999. The cases were selected to be representative of allregions of the state; as wellas
mstatutionalzzed and’community based individuals. Four nurses reviewed the BQA
documnentation for these individuals atid converted core information in these-records to the
LTCFS information format. A DHFS employee who was unaware of the nursing home level of
care determinations ran these mforma‘uon extracts ihmuvh the LTCFS logic to aSSIgH these
mdmduals to ievels of_care SERE RS R ; e e

Two statlst;cal measures were then used to measure the agreement between the LTCFS
determinations and those made by the BQA nurses. Those were the Chi-Square test of
association, and the Gamma-Kruskal correlation coefficient (for ordinal data). The analysis -
vielded a mgmﬁcant association betwéen the level of care determinationsiof the BQA furses and
the LTCFS, as measured by the Chi-square test. The Gamma coefﬁc;ents_.for both the nursing
homes, and developmentally disabled samples were 0.93; which-was highly significant.

These {indings suggest that it was appropriate to use the LTCFS in lieu of the methods used by
the BQA nurses to esta‘@hsh nursing home levels of care for both frail elder-and peopie with
physical disabilitics, as well as the deveiopmemfaﬁy dlsabled populaﬁon :

Since the ortginal development of the LTCFS there have been a numbel of revisions. Cunently,
DHFS is utilizing Version 3 of the LTCFS and-continues with efforts in the following areas:
1. On-going assurance of the reliability, validity and overall integrity of'the LTCFS.
2. Makng certain both experxenceé and new workers utilizing the LTCFES operaie the
instrument both-accurately and ijectiveiy - : ;

3f See Section VL. f. for specific details of the LTCFS.
*" DHFS. Testing the Reliability and Validity of the Wisconsin Long Term Care Functional Screen.
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To ensure.that thisprocess continues to:produce valid and-reliable findings, DHFS presently
utilizes a multiple methodological approach: o -
1. Methods to ensure validity:
= . More than 100 test scenarios were: generated by hand by DHFS to test the }oglc of
Version 3.of the LTCFS .
weo Adjustments to-the k)gac were made,.as necessary, and addltlonal scenanes Wail be
© -generated to-test the vahd1ty on-an on-going basis..

2. Methods to ensure reimbﬂﬁy :
= - Ona quarterly basis, screen edits are, pulled and sorted according to each Resource
. Center and CMO versus criteria set by DHFS clinical staff where the scoring was_ .
. either missing or contradictory within the completed screen. If no adjustments were
- rhade, the screenlead is required 10 submit an. expiananon to the Department.
= This process has. led to the changing of wording on such things.as transporiailon as
owellasthe expansmn af the trammg manual 3tseif ‘ihat were 1dent;ﬁed as bezng
: -:_-.conﬁzsmg S - -

3. Methods to ensure adeqnate quahﬁcatmns, cemf c:atmn and trammg of the sCreeners:
* " The Department requiires screeners:1o have minimum educational reqmrements as,
- well as familiarity with the target-populations and long-term care resources, mciudm g
nursing facilities-and: commumty alternatives. . .
»  Theweh-based screen training enables the screen 1ead to verzfy ibat alI potennal _
“¢ sereeners'meet the educational and expenence requzremems pnor to theu‘ ‘being . abie
* o access the on-line-curticwlume. . - L o
» - The Department monitors the activities. of the cemﬁed screeners to ensuae
_~compliance. The Department conducts semi-annual reviews 1o ensure. the county
: '-'."i_fiscreaner lists are current and accurate compared to the Department s database Qf
certlﬁed mdlwduals R

4, -Me‘shods to ensure consxstent admlmstratmn of the screen _ _
» .. The computer logic for which: the screens are processed contam cmss edzts to ensure

- no-contradictions occur-among clinical items due fo screener errox or omission.
Additional edits are in place to ensure areas such:as soc1al security ] numbers and
addresses are not left blank.

= Resource Centers and CMOs must have a quality plan process fo ensure consistent .

. administering of screens by staff as well as a specified process (o assure accuracy. and
timeliness of sereens. DHES reviews and approves the quality plans as long as they
contam spemﬁc written detatls anci pohcres

Methsds 1o ensure the quahty and mtegrﬂy of the sc;eemng process

5.
I order to ensure reliability, validity and overall integrity of the mstmment the
Department mandates the following methodologies:
+ Simulated case scenarios with measurement of the d;fferences ef screener scores
from the overall RC or CMO score;
+  Small scale Inter-Rater Reliability (IR) studies.
yAL ) APS Healtheare T
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On a monthly basis, a DHFS nurse conducts a paper review of individuals who are enrolled in-
Family Care but have no functional screen history in the data warehouse. The nurse will'then
confirm there is not a functional screen for the person under a'different naime and/or socaal
securaty mlmber and will generate a report de’zaﬂmg the ﬁndmes of thlS rev1ew = :

Working with EDS, the Department maintains quarteriy reports in each target area that the
DHFS nurse analyzes to identify patterns that appear to be out of the norm. Additional areas of
study under this activity include:

» The Department nurse conducts a paper review of'a random sample of enrolled -

_individuals who' have moved up in their ehglbihty (changrng from mtermedzate to
' 'comprehensave) The nurse is Ioeklﬂg for: s : '
¥ Apattern of high percentage moving up in chgxbﬂfty
% A pattern of rapid increase in ADL or IADL count.
.. % Apattern of frequent change n 1eve1 of care. _ _
L _’I’he Dﬁpartment nurse conducts a paper Teview of a random sample of mdwxduais who *
failed to achieve thibﬂlty at tha time of the 1]31t131 ot recemﬁcahon process The nurse :
18 lookmg for; _ s
A patiem Of h} ga percentage meli gﬂ:ﬁe
A pattern of 0 percent mehgﬁ)ie
* A pattern of consumers found mehgible m a pamcular agcncy that have
identical/similar screen details.

s The Department nurse conducts a paper review of initial screens conducted by the RC
and amended by screeners at the CMO, with particular emphasis on screens where the
additions led to an increase in the level of care for the individual. The nurse is looking
for:

A h:tgh paxcentage of the changes mcz‘eased the Icvel of care _
" A pattern that a high percentage of case are amernded. '
* A pattern that a high percentage of cases are amended ﬁequently or quickly.

*  The Department nurse conducts a paper review of screens of individuals that have had
multiple {e.g., 3 or more) screens in the past quarter. The nurse is-looking for:

* A pattern where muftzple screens were completed in one day.

* A pattern where multiple screens completed on the same day were done within a
few minutes of one another.

* A pattern that eligibility for Family Care or establishment of nursing home level
of care is seen after the multiple screens are completed.

» The Department nurse conducts a paper review of enrolled individuals who were
recertified in the last quarter, but the recertification was not timely. The nurse 1s looking
for:

« A pattern of late recertifications for an agency or particular screener at an agency.

*  Improvement over time (i.e., fewer numbers of not timely recertifications for an
agency or screener if a pattern is 1dentified).

* The DHFS nurse conducts a paper review of enrolled individuals whose last
screen occurred more than 16 months ago.

In addition to the monthly and quarterly reports, a variety of other screen quality activities are
routinely conducted, such as:

) oo APS Healtheare 7
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» . Holding meetings with scre_enle_ads from e_ach S(_:r_e_aning__age_ncy to address any em_erging_ _
- CONCEInS.:
. Conductmg siatastwai analyses to 1dent1fy screeners and agenc;es whose scores on an.
annual reliability study fall eut&de of accepmbie levels.
. Rev;ewmg screen resu}ts for all grievance and appea"is pertammg to functionial ab111ty

DHFS a}so provides a clmmal heip dﬁsk far scr_eener questi.ons.

Overall, the screen quality protocols are thorough and comprehenswe However a few Itams
warrant consideration by the Department.. For. example, a screen. without a target group.
designation is considered incomplete and will not be. accepied mto the Dapartment s electronic
data repository. Removing mdwaduals with missmg data mhzbits seme vahdation efforts to
xdenufy false posataves

DHFS mxght aiso want to conszder addltiona] mhabxhty and’ vahd;ty tests, Whmh use more
stnngent protocols for statlstlcai measurements.. Currenﬂy, DHFS uses the Cohen’s Kappa as a
measure of’ rehabzhty on various indicators, but there is niot-an established threshold for
measuring infer-rater rehabihty DHFS may want to consider establishing a thresho]d of 75 or
higher for the Kappa because this level represents exceilent agreemem beyond chance, whercas
values between. .4 and .75 may be interpreted to reflect fair to good agreement beyond chance™®
For those values below .75, reliability is efficient, but not w1thout questmn S

# Pleiss, J.L. (1981). Statistical Methods for Rates and Proportions. New York: John Wiley.
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VIIL. Cost Effectlveness

Asa condition of CMS waiver approval, waivers must be etthenmsxﬁgmm;ngﬁnﬁzaLw;
cost savings. In order to meet these criteria, the Cost-Effectiveness component of the Family
Care Indapendent Assessment is focused ¢ on the 1mpact of the' Family Care program-on'the cost -+
and utilization of health care services. Spemﬁcaﬂy, the cost-effectiveness evaluation will
measure the impact that Family Care has had on program participants’ health care utilization and
expenditures before and aﬁer I“amﬂy Care enrollmeént for individuals eli g1ble during calendar
year 2002, This study will examine the utilization ofa package of'services'and of several
individual services, and the costs associated with those services for F; amﬂy Care members along
with a sample of long-term care recipients remdmg in non-Family Care countiés throughout
Wisconsin (the Companson Group)

There isa range of ways m which the Famlly Care Independent Assessment (IA) 18 dlfferent
from standard 1915(&)) waiver Independent ‘Assessments. These unique quahnes mean that: the
Family Care 1A must utilize different cost- effectiveness calculations than other IAs: authorized
by CMS, thch are ali reqmred by CMS to mciude cost effect;veness analyses

Famﬂy Care 18 actuaﬂy a combmatmn 1915(b)(c) waiver, ‘It operales Lmder a managed care and
a home- and cemmumty»«based waiver. There are ot explicit gmdeimes for combma&on
waivers as there are for the cost-effectiveness analysis of 1915(b) Wawers

vwwedwfs_a&OFWW - 'eﬁpféd from the federal stafidard cost-effectiveness
~_analysis.. szmges int federal rules around capltm development, and of the
Family ! Care IA is responsibie | for ‘[hiS TIn:essence, before August 2003, capitaﬁon rates for
" Medicaid were allowed 1o be based on’ fee-for-service eqmva}en’ts apper payiment: Timiits, and
discounts for managed care. Upper payment lifnits have been removed, and 1t 1s' now required
that capitation rates iust be setin an actuar;aify SOUTIK way Thierefore; we examined the rate
semng and capltated payment process ut;lued by the Df:partmant as para of our analys;s

One approac;h for evaiuaﬁmg the cost effectweness of Famﬁy Care wouid be to- C{ampare the costs
of ’F___amﬂy Care members to the Medicaid program to-the Medicaid co_f;ts of individuals who are
“like” Family Care members in terms of health status and other characteristics, but are niot
participating in Family Care. This type of analysis would measure the-impact of Family Care on
the Medicaid budget, but because a significant pomon of the Medicaid Family Care costs are the
capztanoz] payment 1o the CMO, it would pmvacie very limited information on the'programs
ability to manage the cosis dﬁd uul;mtien ()f 1ong«term Cale suvmes n:ialude{} n the befleﬁt

Therefore the Fam;'iy Ca}:e 1A cost effectiveness analysm uses individual- 1eve1 encounter: éata o
from the CMOS to examine the costs and utilization of Selected Jong-term care services covered -
under the Pamﬂy Care beneﬁt “The advzmtage of this analyszs is‘that:it allows program managers
and stakeholders to evaluate whether or not CMOs are-able to nianage services covered by the .
capitation payment cost-effectively. For example, program flexibility may enable CMOs to
pr0v1de primary and prevezmve servmes that rednce the need for other more mtenswe and
expensive services. : -
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A Overview

The Cost-Effectiveness Analysis is presented in three major sections, each of which examines . -
different aspects of cost-savings or cost-neutrality. The three sections and major findings are:

Review and comment on FC rate setting and capitated payment system. Review of legal
requirements, data, and methodology by a CPA found that:. ' o o

» . Accuracy has improved over time as more éncm_ihter'_and.gﬁincti()_ﬂai status data
become available.and are included in risk-adjusted rate caleulations. = |

= . Methodology conforms to federal requirements and accepted capitated r_é;’te—setti_hg
.-practice standards. - ' o o o

Analysis of individuals® health care service utilization and expenditures. From the
beginning to the end.of the first year of enrollment, Family Care participants are compared with

a group of similar people not enrolled in the program, and after adjusting for individual ~
differenees;_in_-background_;fact_c_ar_s?-it_:vg_:z';_s_:_f_qgnd_thaﬁ:_________ o T

»  Family Care participants’ spending for a selected sub-set of services were higher than
... Comparison Group members’ spending, with m_o_s_t_o_f this difference attributable to
. community-based residential care facility (CBRF) and supportive home care services,

although home health care and prescription drug expenditures. were also higher (other”
things equal). - ) o :
»  Family Care spending per person per month was significantly lower than the

Comparison Group for State DD Center -are and Intermediate Care Facility ;iayé.," as’

" well ‘as inpatient hospital care costs. .

here is a signific

t reduction in _iﬁétitutidnai-_residancé associated with Family Care’

"participation, which results in reduced nursing home days and expenditures per
 person per month, if “institutional residence” isnotheldequal. ~—
= In addition to indirect savings from “deinstitutionalized” nursing home residents,
Family Care participants _zhave_;si-gniﬁcaﬁtl_y_mc_ii}ce_i‘i functional impairment and (not
significantly) reduced illness burden. Each of these indirect cost savings offsets some
(but not all) of the direct increase in costs for CBRF, supportive home care, home
. health care; and prescriptiondrugs. . ... o e
« Tt may require a longer observation.and evaluation period to determine if the “long-
term’” indirect savings may eventually offset more of the “short-term” direct costs.

Analysis of county-level differences in utilization and expenditure patterns. Hierarchical
modeling methods were used to examine whether the utilization and spending patterns of
individuals varied systematically among the different groups of Wisconsin counties that
administer the program: the Milwaukee CMO, compared to the four other CMO pilot counties,

Resource Center only counties, and the remaining non-Family Care counties throughout

Wisconsin.. It was found that the overall statewide results (discussed in Section VILD)are

generally supported when county.differences are analyzed, with several noteworthy findings:

» - Family Care .m.emb'er.s iﬁ;ﬂ;é: four ﬁo@;Milwaukee_CMO ':éoun_tiés ':(Ij‘on'd du La_c;'i;a
Crosse, Portage, and Richland) experienced a si gnificant reduction in total Long-

|
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Teml Care costs ﬁ'om pre- enroiimem to post enmllmem M;lwatikee Cozmty CMO

: members saw no s;gmﬁcant change durmg this time. S
= For the statemde analysis, Famﬂy Care members tended to have’ h1gher CBRF -

o 'utﬁlmtmn and expenditures; at the cozmty level, the nﬁn—\f,[ﬂwaukee County CMOs

WETe mgmﬁcantly decreasing in cost and' utilization ‘over this time period while the

- Milwaukee County CMO mgmﬁcantiy mcreased n CBRF costs This IS an example
__of the “Milwaukee Effect A
= " CBRF costs tend to be higher, and SHC costs lower, for mdmduais with h1gher '
o 111ness burden and hzgher mnctmnal 1mpamnent CBRF costs tend alsoto behigher,

and SHC costs Iower 1 CMO counties than in non: CMO ceumies whichréflects the’

" fact that costs and utilization are very relative to specific individuals and dependent
“upon which services are available (CBRF and and SHC's servmes are only avaﬂablﬁ
through the waiver). . LR
= The changes in Personal Care (PC} utilization and expendxmre s1gmﬁcantly mcmased

in the over-all statewide analysis. However, there is a szgmﬁcant interaction between

. _-Milwaukee and Personal Care costs and utilization that 1mpacts what is happenmg i
‘the statewide analysw versus that of the' ccunty anaiysas in Milwaukes; PC - © -~
expendltures did not mgmﬁcantly change over time, whercas PC expenditures and
‘utilizations did S'igmﬁcamiy decrease in the other CMO' counties.” :
» A similar “Milwaukee effect” was found for hospital outpatient’ and physxman office
visit rates, which dechned swmﬁcantly change for-the four non- Mﬂwaukee CMOs,
~and did not. s;gmﬁcantiy ch&nge in the Milwaukeé County CMO. In this case, the
pattern in Milwaukee dominated the statewide results, which showed significant -
declines in hospital outpatient and physician office visits per person pet mionth.
= The differences between CMO counties serve to remind readers that some of the
i :_:_a,pparent f:ffects or 1ack of effectszfcr the’ }:“amﬂy Care program overmall mdy depend
" on'which Famlly Care CMO 1s"'- __mg considered Gl FE g :

B. Rate Setting and Capitated Payment Process

As part of the Independeni Assessment, APS conducted a- review of the Family Care capitation
rate setting process for calendar years (CY). 200{) thmugh 2003. In addition, a more limited
review of the rate setting methodolfa oy Was conductcd then what is expeoted to be applied n cy
2004 and CY 2005, Famﬂy Care calculates spemﬁc capitatmn rates for each of the five CMO™
counties. This review focused on how well the rate setting dcsxgn facilitates Famlly Care goais '
and how the rate setting methodelogy transforms over time to meet legal requirements and
characteristics of available information to provide sound and dppmprldée rates for the popuidtfon
coveled thwugh %hc services pmwdgd by the F amﬂy Care CMOs

Methods.

The evaluation of ‘{he rate seztmg utliszed Federal ru}cs and ragulaﬁong a review of commatﬂy
accepted rate setling methods and DHEFS documentation supporting its rates. A malrix was
prepared-to identify. methods, assumptlons and adjustments for rate settmg from CY 2000
through-CY 2005 (see Attachment 4). Then using this docv;ment reasons for cbangc in the rate
setting process and how they were driven by legal reqmrements accepted mie seitmg prmaples
and the quality of data, were identified and examined.

S fioee APS Healthcare : 76
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Further, this review included a variety of reasonableness tests. These examinations assessed
increases in rates over time with d;fferences beiwaen the fee for—servme rates and funchoraal
rates in those years where rates were biended and compansons among prejectcd rates with the
subsequent actual costs per. member per. month, Fmdmgs that affected the rates in aggregate by
five percem or more in any year were cons1dered szgn,‘sﬁcant -

The examznatmn of cherai 1ega} requxremenﬁs mcluded FederaE reguiatlons 42 CFR 447.361 and
42 CFR 438.6(c), the final rule amending Medicaid. regulatmns to implement the. Balanced
Budget . Act 0f 1997 (BBA) and: other supplementary information preméed by CMS to explain
how they plan to-implement the, BBA Other sources: for rate. setting methods in addition to 42
CFR 438.6(c) mcluded A Primer on. Camtatmn Rate Settmg for Medwazd prepared by the
Centerfor Health Caxe Strategles Thzs source mos‘dy expanded upon the actuarz al methods
codiﬁed n 42 CFR 438. 6(c).

Exammauon of mfonnatlon provaded by DHFS mciuded copies of the foilowmg S] gmﬁcant rate
settmg documents:. g
= The Propesai fGI a Section 1915(b) Capitated Wmver Pm gram Imhal Pro gram Prepr;nt
. -.prepared by the: Department i
»  TFamily Care CMO Demonstratmn Fmaf Fee—For—Servwe Eqmvaient Calcuiatlons and
.. Prospective: Capitation Rates: fo:r CcY 2000 prepared by DHES. '
» 2001 Prospective Rate. Devalopment prepared by Milliman.
» . Family Care Capitation Rates CY 2002 prepmed by Milliman.
» _Capitated Contracts Rate Settmg Actuanai Cemﬁcatmn mgned by Mﬁhman for CY 2003.
" Prehmmary 2004 rate developmem shdes prepared by Mlihman

. .The revzew also mchided 0". #_i’vmg meetmgs c:ondﬁcted b} the Department S contracied actuary, :
S Mﬂhman USA, Inc., who detailed the rate setting process to the CMOs for CY.2002 and CY 0.

2003. DHFS staff also conducted four separate bneﬁngs for APS staff to explam various aspects
of the rate setting process. e . .

Legal Enwm;;ment - e R

With the 1mplementatmn of the BBA the Fedfzmi govemment viewed capztated programs : md
other programs as f:quals to be }ud ged on their own merits, Before the 1mplementatmn of the:
BBA, the Federai government. through 42 CFR 447 36} requ}re{i comparison of managed care
waiver programs with fee- for~serv;ce to demonsirate cost-effectiveness. Rates were required to
be less than or, equal to the upper payment Jimit (UPL} The UPL wasusually established from-
feefor-service data for the subject pc}puiatmn trended forward from before the granting of the -
initial waiver. In August 13, 2002 the BBA went into effect repealing this requirement. In its
place, the BBA requires that the methodology used in developing rates must meet the
requirements of 42 CFR 438. 6(c), must consist of accepted actuarial principles, and practices and
must have an actuary who is a Member of the Amcr;:::an Acadcmy of Actaaries attest to this fact.
To test cosi—effﬁcnveness states aiust now cmmpm’e their m;tialiy projected rates with what thev
actually spent over the waiver ;penod ‘Actual expeﬂdltures st be equal'to or below the™”
pro;ected amount. Sta%es were given until August 13, 2003 ‘i{) brmg ail aspects of thmr state plim
into compliance with the final rule promsmns '
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’I‘ransmgn to Functional Status Rates o : : :
DHFS is undergomg a smooth. transition fmm rateﬁ derlved from fee-for-service cost history’ to
rates that use the fanctmna} health status of Famﬂy Care members ‘This transition is - =
accomphshed by using fee-for-service rates for a penod of two vears-and then b}endmg fee-for-
service and functional status rates for a period of three years. This gradual movement to
functional status rates was deemed to be the best way to support the implementation and
deveiopment of CMO $ who had no previous managed care expenence Tt was‘decided that time
would be necessary. to' get the beneficwnes enrolled and pmv1de a histery of data under managed
care to provide a foundatwﬁ for stabie functwna} rates ' : o

Dumng the per;od of m}tlal ﬁnmlimem from CY ZGOO to CY 2001, Famﬂy Care used risk-
adjusted, rate band method that updates each enrollee’s base’ year fee-for-service cost for acuity -
and trends. 3 ustlﬁcatmn for this approach is that Iong—ierm care costs are h}ghly correlated
across years. Cm‘rent costs ¢an accurately predmt future costs for chromcally ill'or'disabled -
-populatmns two years down the road.’ Acute costs for Whlch ihere 15 less p‘redlc ; blhty are
-carved out: of thxs beneﬁt T : o

To smooth out major ﬂuctuatmns for the succeeding thrf:e years, functmnal status rates are
blended with CY 2001 fee-for-service rates trended forward. The CY 2001 feeifor-service rates
are trended forward o CY 2002; 2003 and 2004, and blended with the functional statds rates at
0%, 50% and 25%, respectweiy, durmg this perzoci In trending forward of CY 2001 rates,
DHES makes the assumptzon that énroliment has’ sufﬁcmntly stabzhzed Such that the blendmg of
rates sufficiently accounts for any change in enrollee mix ' :

The way the acuity factor for changing health status was developed for the CY 2001 rates did
differer fect on P{}rtage coumy_ra_tes but not for' rates in aggregate. This effect

1y to th ' e n of their rates. Since fee-for _
cYy 2001 Were irended forwaxci m decraasmg amounts for the succeedmg threé years, this’ effect
will also can‘y f’orward to those years.” The acmiy factor for changmg health status was " :
developed based 1 up@n the' average expenence “for enrollees in“all counties.” No allowance was °
made in the development of this factor that hi gher cosf; &nroﬁees are already receiving intensive
Iong term care, while 10wer cost enroiiees have yet to' receive this more intensive Care as thcy

age. H;gh cost erimi}ees aculty factor should, iherefore be lower. " This effect would not
normally cause an exception 6xcept that Portage has a niuch fngher proportion of these hlgh cost
enrollees than all other counties, on average. Correction of this anomaly has taken place as the
percentage of functional status component has increased in the blended rate. In CY 2002, the
fanctional status’ componem 'mcountcd for 20% of the'rate and wWas 15%Tess than fee-for-service
component in the Portage rate. In'CY 2003, the functional status compenent accounted for- 50%
of the rate and was 21% less than fee-for-service componen’{ of the Portage rate In C'Y‘" 2()05
raies wail be fuliy converted to ftmctlcnai status determmaﬂoﬂ SRS

In the transition from fee-for-service to functional status rates data used to caicu%ate these rates
becomes more identifiable to the Family Care services and population:: The same pc}ptﬂaﬁoz} and
array of available services are not present n the fee- for—sez’v;ce enwronment S
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Base year and trended cost data used to calcutate CY 2000 and CY 2001 final rates was obtamed
from the Medicaid Management and Information System (?\/IMIS) and from the Eepartment :
Human Sources Reporting, Sysiem (HSRS) Complex adjustments. © ‘account for population ané
service dxffcrences between the base year and the raie year had to be appixed to caiculate accura%e :
rates. - e L

Base year: data used to caicuiate CY 20{32 and CY 2003 funcuonai rates was obt&med from

HSRS reported CMQ cOSts. ‘This change resuited in the ehmmanon of many cost ad}ustments as
those costs were part of the CMO data. Data used to trend the rates from the ‘oase year to the rate '
year were dcveloped from non-CMO county MMIS and HSRS data. '

Further 1mprovement wﬂ} ccame n base year data used to caiculate CY 2004 and (0)'¢ 2005
functional rates, as that. d&ta will come dlrectiy from the CMOs’ own cia;ms payment systems
The data elaments and. edzts in this system are demgned sg)emﬁca}ly o prowde more accurate and
detailed encounter mformatwn for 1mpmved rate calculation.. Data used t0 trend the rates from '
the base year to the rate year will continue to be deveiopcd from non-CMO county M’\A{IS and
HSRS data until sufﬁczent Farmly Care expenerace is available.

Funcnonai Status Rates _

The functional status rate setting. famhtates two imperiant DHFS goa}s “First, it prov;des -
incentive to manage care effectwely so that enroilees health does not deterlora‘ta to the pomt
where nursing home care is needed. Second}y, it prov:des incentive to gzve the most cost- _
effective mix of services. Tradmonai rate setﬁng methociology may not promote t‘nese goals as
effectively. '

. Ina departure from tradxt;on functmnai status rate settmg does not mclude servu:e categomes
g ;-except for. trendmg rates f@rward Tradltmnal rate sefting. meihodalogles mighi include service |

categories such as nursing home, home health care, case management, €ic. as basic categories for

rate determination. . Exclusion.of these service categor;es penahzcs CMOs that use high cost
nursing home care mefﬁcaenﬂy Inefﬁment use of nursing home care may resuit from the
deterioration of health that could have been prevented by better manacfed care or. due to choice
whe}:a the commumty care.option is available. Under Erad}tioml rate setting, a CMO 8 nwfﬁczent
use of the nursing home services, would not gﬁ:t penahzed because enrollees’ nursmg home costs
would be included in its own rate ca}cula‘imn category. Iﬂcrease mn nursmg homa servme
utilization would be a factor in ihe rates causing : them to mcrease

In cssence replacmc servwe m‘temnes wath the use of ﬁmctmna} status data in raie settmﬂ
removes decisions the CMOs. make 3b@at the settmg of care from the ca}cs_‘tlaﬁon of rates whiie
still reimbursing them for the severity of their case mix. The ﬁmctzorzal status rates are based on
a multiple regression analysis of functional status data (coiiecf;ed by the Rssource Centers) and
CMO reported data. Regressionis a statistical technique that produccs an estimatc of the effect’
of each factor individually on the cost for an individual. Significant factors are:

« . County (while not a functional health measure it is still a statistically significant factor in

the determination of cost) .- - : :
s SNF level ofcare -
e Type of developmental dasabihty far the d}sabled 1f any
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e  Activities of daﬂy living (ADLs) and their level of help
e Number of instrumental activities of daily living (IADLSs)
.. Behavmr Indlcators .

F unc‘twna} status data may not Widely be used in rate settmg, because thzs information is not easy .
to refrieve from med;cal recoz‘dq and there may ‘ot be uniform standards forreporting this
information. The Faimly Care program systematxcally collects this information in an electronic
database from the Résource Centers, which are independeiit from the CMOs. “The fact that
functional status data is coliected independently from the CMOs and that standards are set for
reporting of this information adds to the reliability of the rates. [Note See Sectmn V D fora -
detailed overview of the Long-Term Care Functional Screen).

In CY 2002 and CY 2003 the county factors were adjusted to move them haifway toward the
average value for all CMOs. The smoothmg was mstﬂuied to account forthe effect management
has on the level of their costs. The remaining. difference in county factors represents difference

in the level of cost of services between the counties.” Starting in CY 2004, DHFS willuse actual -
differences in prevaﬂmg fees outsade the control of ihe CMGS to ehmmate the subjectmty mihe .
creation of this factor. : SRS .

The method also departs from traditional rate setting in that'it does not rely on some standard
demographic characteristics such as gender and age. These characteristics correlate highly with
the functional measures included. They were, ‘{herefore excluded smce they de not: make the
mode] any more predictive. T s

Conclusion : : &

In our mei{m the departure from traditional rate setting in the Family Care capztatmn rate -
‘setting process gets to the crux of the probiem of providing incentive for CMOs to supply the
best mix of cost-effective services to meet the long-term functional health needs of their
beneficiaries. The substitution of functional stafus ‘data for service categories that are normally -
included in traditional design means that care for the same long-term health needs, whether given
in a nursing home or in the recipient s home, results in equal payment. The mode of delivery and
type of iong tenn health cam servxces used boih affect the CMOS bot’eom 1me pmﬁt and loss:

This review also detcrmm&d that the Famﬂy Care capltatlon rate se%tmg process has nnproved
over the period under review to more accurately reflect the population covered: and the services
provided under the program. For this period, there were no identified material instances where
these rates were impropetly detennined accorémg to Federal regulations and policies or
according to standards commonly applied i developing Medicaid managed care rates.

C.  Analysis of Costs and Utilization

The purpose.of the Cost- Effeciiveness component of the Family Care Independent Assessment 1s
to determine the impact of the Family Care program on the cost and utilization of health care -
services. This cost»effectiveness evaluation measures the Impact that Family Care has had-on
program participants’ health care utilizatior and cxpenditures before and after Family Care
enroliment for individuals eligible during calendar year 2002. Changes in Family Care
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members’ expenditure and utilization patterns are compared with those of similar Mcdicaad
recipients who are not enrolled in Family Care during the same, permd of tlme '

Utilization and expenditures are measured using both Medicaid claims and ionmterm care data
collected by the Department for individuals on Medicaid waivers, or data collected by the Family
Care CMOs. Categories-of service that mclude most health care expendﬁures were sefected for
analysis. Health care services measured by Medwald fee-for-service claims mciude the
foiiowmg pnmary care.and acute care services that are not covered by the Famﬂy Care beneﬁt

. Emergency Room VISItS
Hospital Inpatient Stays
Hospital Outpatient Visits

- Physician Office Visuts .
Prescnptlon Dmgs

Data coliected frorn the Human Servaces Repoﬂ:mg System (for Wawers) and the CMOS (for
Family Caré members) include all. 1ong -term care (LTC) services that are covered under the
Family Care benefit and additional analyses were undertaken for the following specific serv;ces "

= State Center for Developmentally Disabled Days
= Intermediate Care Facility Days . - '

«  NursingHome Days . ...

» Community-Based Re&dentxai Care Facﬁlty Days

»  Supportive Home Care Days

» Home Health Visits
Ly _;_.Personal Care Hours R

1. Study Gmups o o
The Family Care membeis mciuded mn ihe Study ar:: those delciuaEs Who meet all of the
foﬁowmg cntema e e o :

LI V‘vere enrollad mn the Famﬂy Care prog,ram at anytzme durmg caiendar year (CY) 2002

fad at least twelve months of continuous enrollment in Family Care after their initial
enrollment (to ensure adequate exposure o the F amzly Care program)..

*» Had adequate data.to pass quality control checks, such as cross- ~validation of ID numbers
and emo}lmunt dates.- -

A total of 3 7’77 Famﬂv Care pamc;panis quahﬁed fnr the study durmg the year foﬂowmg
Family Care enrollment.

The Comparison Group.is comprised of individuals Who have ihe same char actcnst;wa as Family
Care beneficiaries, but do not partlc;pate in the program This group is compnsed of Medicaid
recipients similar to Famﬂy Care partm:pants (who were on Medicaid prior to Family ‘Care’
enrollment), There are 9,690 individuals in the Companson Group Who are clmlble durmg ’Ehe
Family Care members’ post- enmilmem per}od
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2. Comparison Sampie Selection ..

The Campanson Gmup 1s seiecteﬁ fmm those Medlcaid rempzents who most cioseiy match ’ihe
Fams.ly Care popuiatmn on the followmg charactemstics : - : SRR

Is ehgible between -1999 and 2002 (568,2’71 reclpients mct this condmon) i
“Medical St&tus Code. (MSC) is'in one of the 44 Medicaid eizglbihty Zroups. that are
__s:igmﬁcantiy reiaied 0. Famaly Care enrollmem a8 determmed by a 10g1st1c regressmn of
- _Famdy Care on 1’?5 MSCs with backward selectlon S
. Is-among the group of Medicaid. rempients who. are equal 1(: or greater tha;n 95 percen‘i _
S .hkeiy to generate a “true positive” similar to Family Care members, based on the sum of
their MSC nghted by the 10gzst1c regress;cm coefﬁments (94 869 rempwnts mei thxs =
condxtion) ' i L . S

F or that group of candadates, age sex; and Chromc I)lsease and D1sab111ty Payment System _
(CDPS) dlagnosas roups were: C{aiie{:ted and. another. loglstlc regression model was estamated to .
predict’ the probability of Family Care given these factors. A total of 63;979 of the Medwaad
recipients had a predmted likelihood of being in F amﬂy Care as great or greater than 95% of -
Family Care partimpants prechcted probabilities, -Of those, only the 48,845 who were eligible
during calendar year 2002 were retained for further conmderatmn Further checks on. data o
qualaty reduced the Compar;son Group 1:0 43, 840 : i

These Com;)anson Group candzdates were matched to Famzly Cam part;c;pams ags sex,
location, disability, and prior experience: with Medicaid LTC waivers. A pseudo emoﬁmﬁnt
date” was randomly chosen for Comparison Group members from ma%ehmg Famﬂy Care
members’ enrollment dates. The final analytical: sample of Compar:son Gmup members w;th
__-ehglblhty 0ver~lappmg F amlly Care members_was 9 690 ' L

3. Descrlptzve Statzstlcs Famﬂy Care an{i Comparlson Group Study Popuiatmns

The Comparison Group and Family Care study sample are similarly matched. Table 21 shows
descriptive statistics for Family Care and the Comparison Group, broken down by fes;dence m
Milwaukee County szferences bem een Mﬂwaukee County and other counties are readily”
apparent and non«Mllwaukee CMO counties tend to Took much closer to the overall Compa:rism
Group | than the M}iwaukee Cmmty CMD popuiatmn The Lm1queness of Milwaukee and the
dlfferences among Famil y Care subgroups warrant analyses that take this difference into account
to disentangle the effects of residence in ‘Milwaukee from the effects of Family Care program
participation. This “multi-level” type of analysis is presented below in Section VIL D. of ‘this
report.

A detazied analysis of those Compaﬂson Group members on waﬁmg hsis for Medlcaid waivers
can be f{)and n Attachment 8 :
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APS Ana}ys;s of Family! Cafe 1A Stu{iy Population -,

4. . Stanstmal C{mtrois

Because the Farmly Ca:fe and Companson Group matchmg aigorxthm resuits m two sxmﬂar buﬁ

not identical, groups, further control of individual variation and pepuiatmn composmon T
heterogeneity was accamphshﬁd w1th multiple regressmn ana}ysxs This technigue 13013tes the
effect of Famxly Care {rom the many other variables that may confound the relationship between
program participation and health care. utxhzatioﬂ or cxpendatmﬁs The deiOIS measured and '

accounted for with this icchmque are:

Diagnosis-related illness burden- determined using the CDPS to group diagnoses from claims '
for successive six-month calendar periods. The diagnosis groups for each individual are
combined nto a wmghted average of expecied health expenditures, with wmcrhgs cal}brated to fit
the Wisconsin Medicaid adult disabled population in 2002 (see Attachment 5 for details). A
scale value of 1 indicates “average expected illness-related expenditures”, 2 indicates “twice the
average” and 0.5 indicates “half the average”, so higher scores (up to 10) indicated greater illness
burden.
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Health Care Financing Program Participation- including Medicare dual- ehgibihty, Medicaid

LTC Waiver, or Institutional Residence: Analy51s of CDPS:as a predictor of health care resource -

consumption revealed that much greater variance in Medicaid claiim paymeénts could be
accounted for when these factors are considered (see’ Attachment 5. for details). These:three
independent’ variables are coded as *1” if ani individual is:dually-eligible for Medicare, on a .
Medicaid LTC Waiveror; residing in-an-institution during a six-month time period, or *0” -
otherwise.

Functional Status Impairment Scale- derived from either the Family Care Functional Screen - "
measures during a six-month calendar period, or the weighted average of at least two Medicare .

Minimim Data Set (MDS) assessments of activities of daily living (ADL).. The scale is’
standardized to a mean of zero and standard deviation of one to eliminate differences in
measuremem rnetr;e used by the two mstmmenm See Attaehment 6 fer detalls

Rural gquraph;c area (rural/arban contmuum) ‘as. measured by the RUCA scale of
ruraht ranomg from 1 {mos‘{ arbaﬂ) te 10 (mest rural) (see Attax:hment 7 for det:«uls)

D;sabillt} Categorym determmed by evxdence of deveiopmemal dlsabiilty-related chagnoses L

(DD), otherwise frail elderly (FE) if age is greater than 65 years, otherwise qualifying disabled
mdwaduais are-assumed to have physical disabilities (PD). These categories are not. exactiy the..
same measure as “target group” because eliig categones rely-on: daagnosw o re-cia551fy Db.

Last Year of Llfe falrly complete eh g1b1111y data thraugh mad»EOOB it was p0531bie to determme
for most individuals‘alive during 2002 and earlier whether or not they were-within‘one year.of

the date of their death. Since health care spendmg is known to escalate-near the end of ilfe this. .

: .._factor Was 1dent1ﬁed cmd accoumad for n the regressmn equd‘aens :

Cohort~ T he year durmg whzch an mdwzdual entc-:ls Famﬂy Care may be related to health care
resource consumption, especially in counties where those with the most urgent needs were the
first to receive program-benefits. This kind of “cohort effect” is controlled with the introduction
of binary mdicator “dummy” variables for the 2000 and 2001 cohorts {compared to 2002).

Missing-Data Imputation- About 90% of the study group as a whole had neither MDS nor
Family Care functional status measurements on record. It is reasonable to expect that functional
sereen and MDS data are missing for individuals who never had occasion to receive a functional
status screen. To avoid decimating our study group by excluding those with missing data on
these variables, we substituted a mean vatue if the variable was missing. Any bias that might be
introduced by this method is controlled by a dummy variable to indicate that the FSIS scores are
imputed, rather than measured.

Descriptive statistics for these variables arc shown in Table 20 above, for both Family Care and
the Comparison Group, by Milwaukee County residence, during the six-month period prior to
Family Care enrollment (or Comparison Group pseudo-enrollment).
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5. ... . Regression: Results .

Results of the analysis-are presented m twc steps ﬁrst the levei of expendﬁure and ut;hzatlon
are compared between Family Care members:and the. Comparison Group at the end of the first
year of Family Care-enrollment (or pseudo-enrollment for the Comparison Group). Then the -

change from before enrollment to. one year post- -enrollment, and the difference bctween groups in

how their health care spending and utilization-patterns.changed over time is presented.

Post-Enrollment Levels
"Table 21 shows theaverage level of spending and: utilization for each group separately; after .
adjustingfor all 'ofthe.confounding factors (stated in the-bullet list-above).. The adgusiment 18

made so that the difference between the groups is at‘mbutabie solely.to Family Care participation.

or non-participation, with *all other things being equal”. -All of the adjuster variables inthe .
equation are held equal to the mean value for the populanon as a whole, so that only the varlabie
“FC” differs between groups (FC is one for Family Care, or zero for control group members).

- The coefficient of: the variable “FC’is thus-a measure of the average difference between groups,

other thmgs equal, and is showm'in the column labeled. “Difference” in Table 21 The statistical.
significance of the difference is also shown and a reference to the Appenda:x tabie (see
Attachment 9) whe;e ’Ehe camplete regressmn equatxon 1 given e

The TOWS: ef Tabie 21 are gr@uped mto thosc hea}th services that are covered by the Famzly Care :

benefit (fong-term care services) and those:that-are not-covered in the Family Care benefit.

package, but are available to all Medicaid members (primary and acute care services). The rows
ar&‘alse‘grouped by whether they measure expenditires: for health services (in dollars per person .

per month), or health'service utilization (in hours days Visils, or prescnptmns per person per
month, dcpendmgonthesewace) T PR I P s
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The totai }olio—tenn care expeudxture per membe 1 per month is shown in the top row of Table 21
At the énd (}f their first year bamﬂ.u(?are members are spending about $755 per month more ihan
other similar Medicaid recipients on average, -other things equal.- Most of the difference is
accounted for by higher per capita spending on supportive home care and Commumtvaased
Resﬂeﬁtzai Facifities (CBRF), which are covered under the Family Care benefit. Home bﬁalih
care and Brescription drug spending are also significantly higher for Family Care members than
for 1 now-members. Sigmificantty 168§ is beiig Spent for State DD Cenlers and Intermediate Care
Facilitics (ICF) and also for hospital inpatient care and physician office visits {not covered under
the benefit) compared to similar individuals not in Family Care. Differences in utilization

between _the___two_ groups genarali:y-agree wiih.@xpenditures.

.Aitheugh care was taken to make a fair comparison between groups, companson at a single pomt
in time cannot reveal how things came to be. The observed differences one year after Family
Care enrollmeni éo noi necessarily indicate thai the dlfference is caased by, rather than mereiy

¥ 8CG-Adjusted™ is the predicted value from the regression equation helding all independent variables equal to the grand mean.
Predicted values from a linear regression equation can be negative, so some of the figures in the FC-Adjusied eoltimn are less
than zero, which should be interpreted as meaning “close to zero”. “FC-Adjustedis the sum of "CG-Adjusted” and
“Dhfference”.
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coincidental with, Family Care program participation. An examination of changes in spending
over time is callec} fer to determine if the dlffcrences may | have ex1ste{i prmr to the program

Change fmm I’re— to P{}s fE:nraHment . SRR : : S
A more rigorous test of these res its is shown in wh}ch measures éafferences between e

group- -members’ change "n spendmg or utilization over time, aﬁer following the: study
populations for one full: year.-The first column in Tabie 22 shows that total monthly long-term -
care spending mereased by an average of $405 more for those who enrolled in'Family Care than' _
for smniar pecple who dld not m'ali inF amiiy Care (other thmgs equai) v

T-abie' 2,

¥

thVisits S
§ntermedtate Care Fammy.-' o

Dif. Mo,
" Days

' Dif. Mo Narsingﬁome Days -

i Wb, Persanal Care Days .
DI Mo 'Résid‘énﬁé% c’aré‘ Facility Days
: -'Oif-._'Ma Sﬁppem\ee Hsme Care {Bays :

Dit, Mo Emerger;cy Room Vls;ts
i M(’J‘ Hosyﬁa %ﬂpatent Aérmsse{ms |

! _ .?éosp.-.Ouipaneni V:s;is
.Dif. o, Physician Office Visﬂs L
< Dif. Mo P;esfmphorz DrLsg Claxms P'a%d

’\u}te swmﬁcmce 1€ve!s w FER () {H *E o {3 05 * 0 20
Source: APS analysis of Medicaid clabms, HSRS and CMO encounter data.
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Although the Family Care population as a whole had a signiftcantly higher increase in total long-
term care costs relative to the Comparison Group, examination of sub-groups within Family Care
shows that this conclusion must be qualified. The second and third column of numbers in Table
22 compare Family Care participants in the Milwaukee CMO to Family Care members in all of .-
the other CMOs combined:’ Lookingat the first row, we see that Family Care members.in
Milwaukee had a significantly highet'increase indong-térm care spending than the Comparison
Group, but participants in other counties had a significantly Jower increase; telative to the'
Comparisorr Group.” * Care must b taken when drawing conclusions. from the whole F arm}y Care
population (the first column), because those results tend to be dominated by the Milwaukee -
CMO (the second column); which has quite different results compared to the-other Family Care
CMOs (the'third column). The relationship between Family Care program effects and the CMO
operatimg the program are examined more thoroughly in the next section {VIL D.) of this report.

The maj or differences between Famzly Care (as a Wheie) and the Companson Group in spending
and utilization changes over time is in the categories of CBRF care and supportive home care,
but personal care and home health care expenditure and-utilization also increased more in the
Family Care group. Reduced utilization and spending for ICF and hospital m;{)a’uer}t care for this
group are consistent with program goals, but these significant reductions do not fully offset the
increases in other categories. :

Indirect Effects

Conspicuous in absence from the discussion so:far, the measures of nursmg home utilization and
expenditure show no significant difference between the two groups in either the post-enrollment
level (Table 21) or rate of change (Table 22). However, we would expect the Family Care

- program to effect changcs there, as. one, of its prmmpie goais and: cost«savmgs mechamsms 18

Note that the results shown in Tables 21 and 22 are statistically. ad;usted to account for “all other

things" that might explain differences between the two groups. One of those factors is

institutional residence. When we compare Family Care members in nstitutions to members of

the Comparison Group who reside in institutions, we are. holding “institutional residence” equal,

which is the proper way to make a fair comparison between. Family Care participants and others.

However, it does not fully reflect the program effect if one of its primary effects is to make
“institutional residence” un-equal between groups.

Without adjusting for institutional residence, we find that Family. @%Whave -
significantly lower nursing home exWWmson Group, and
FamWe mem cmtl/g_@aig;;regi;;cﬁgmn nursmg home useand spen "ﬂ’ing,
relative tc&"theﬁampar@w T

R

This compiex relationship beiween I:*amﬂy Care nursmg homes and heaiih ‘CATE TeSOUICE .
consumption can be examined more clearly using a technique-cafled “path analysis”, which .
decomposes the total cost effect of Family Care into a direct ¢ffect on spending, and an indirect
effect on spending that 1s mediated by “intervening variables”. We conducted a path analysis for
the 4,338 individuals (3,732 in Family Care, and 606 in the Comparison Group) who had actual

: Aé(\PS R Y T T
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measures of change in functional status impairment (FSIS), change in illness burden (CDPS),
and-charige in institutional residence (INST) from the pre-enrollment to the post-enroliment
Period.-_'” RN IR Rt PREE TN ST FEURERTE ISy TRUPR U T L :

The results of this analysis are shown in Figure 5. The numbers nextto the arrowsare . - o
“standardized regression coefficients”, which have the property of the products of indirect effects.
plus the'direct effect' sumup to-the totaleffect. In this case; the total effect (.11) is equal to the
direct effeet (-.12)"@1113-th‘e-.samtofthe.pro'duct'of_indire_et. effects (-.07 x .12 -.02.x.09 - .04 x

01). - Note'that :each of the indirect effects of Family Care is negative, which indicatesa. .
tendency to reduce spending through these three pathways:: reducing institutionalization, . _
reducing illness burden; and reducing functional status impairment. Two of these three paths are .
statistically significant: the reduction in institutional residence (p<.01) and the reduction in
functional ‘statns impairment (p<.10). : e : :

i Figuie 5 Path An'aiys'is- of Total (ﬁf),i’Diréct, -and-.lndimc_i:(B) Family Care Cost Effects.

e .F&ml!}’_. e ok ec s Expenditg;‘es 1 L

Care

R K SERTS T I o |

— T

5'3}' (| Family |

 Care |

s DirectEffect o oo N . o
e »-Expenditures | . .

> INST Y/
' '-"'0.2 N‘s-.' : : *09**?;/ 7 . |

; _-_.04 NGRS s S +.01 NS

L FSIS %

Source: APS mnalysis of Medicaid claiths, HSRS andiCRIO encounter data. = ;.

iSRS
A5

This path analysis is éoﬁsisiﬂm with the-idea that Family Care has the potential to éfféctlcos:i_ |
savings by improving health care and health outcomes. However, it appears that the indirect
savings are not sufficient to fully offset the direct increase in costs, The direct cost increase 1s

shown in‘Tables 21 and“22-are associated primarily with community-based residential facility
care and supportive home-care covered by the Family Care benefit-package. - '
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D.  Multilevel Analysis of County Level Differences -

Modeling the effects of both imdividual level and organizational level vanab]es on any type of
outcome presents formidable conceptual and methodological problems™. . Over the past decade, .
this statistical technique: has been developed and utilized to overcome problems in.more.
traditional methods to estimate such- models for these orgamzatzonal units, which are referred to .
as multﬂevei or hlerarch;cal hnr::ar modeis (HLMS)

Where dlffcrence equatmns anci multzple regressmn ana}ysxs do not allow for the examination of
the macro-level variable {e:g.; county-level effects) impacts, multilevel analysis can enhance the
understanding the role counties play inlong-term:care service delivery. HLMprovidesa _
strategy for overcommg many of hmitatmns inherent in the use of single subject research deswn
to evaluate a program s effectlveness : : U

Smce Fam11y Care 18 xmplemented ona ccanty—by—munty bams, this: anaiyszs 15 mterested in .
detﬁm}mmg if there are any discernable differences between the counties that have already
implemented Family Care, those that are potential sites for future xmplementatlou (i.e., the
Resource Center:Only: counties): and other counties across. the state.. Further, results in-several of
the regression analyses for both: long-term care and primary-and acute spending and rates .
indicated significant contribution from:the Community Type (RUCA) variable®>*, This finding,
along with the necessity to disentangle the impact of Milwankee County relative to the other four
CMO pilot counties warranted the use of multilevel modeling. Therefore, reasons to conduct a .
muitilevel analys;s clude the foilowmg -

_1:_'.: 'HLM prov1des 1mprcved estimation’ of mdmduzﬂ Iavei parameters pred;cﬁmg 1ong term
© care expendltures and’ utﬂ}zatlon o

2 ;"HLM can Iest Whether there 15 meamngful Vamahon in cost and atiilzatmn across countles_ -

that are not due simply to individual differences across these counties.

HLM zs parizcularly powerful mn that it tests whe‘fher reiatlonshlps at the mdzvxdual level
- -{such as the fursctzonal status, dlsablilty categomzation or chronic illness burden index)
'are constant across con‘{exts or are: vanable (i.e. wfnether the effect of functmnal status is
- _stronoer in some counnes than in others)

-t

4, A.né ﬁnaily, ifa meamnﬂfai variation across ccmtexts 18 found HLM can strmultaneously
' esizmate the effects of mdwzénai Ie’ve! charactenstlcs sffects of context (counzy

B;yk AS and SW. Raudenbush 1992, Hierarchical Linear Models: Applmufwm and Duta Aaaiyszs Methods. Newbury
Par%c CA: Sages”

Nugeni W.R.(19596). integratma Smclﬁ-Case and Gmup-ﬁompansm; Dcsngm for Evaiuazzon Reseafch }eumd} 0f App led
Behayioral Scmnce 32(2}, 209-226.
** The Rural Urban Commuting Arca oF RUCA codes a teh tiered classification System based on cerisus tract and zip code
geography. Both population size and commuting relatscmsh;;}s are-used to classify census tracts and zip codes: Firsturbanized - -
{continuously bwlt up areas of 50,000 or more}, large town (10,000-49,999), and smali town (2,500 to 9,999} core racts are
identified. Next, the primary (largest) and secondary (second largest} commuting flows of remmining tracis are examined using
the most recently available commuting data. High commuting tracts ave those where the primary or largest commuting flow is
greater than 30 percent to a core area. Low commuting tracts are those where the fargest flow to core areas is 5-34 pereent,
-isalated rural-areas are those with no.town greater than 2,500 where.the primary commuting flow is local, .

” Ricketts TC, Johnson-Webb KD, Taylor P. Rural definitions for health policy makers, Bethesda (MD}: Dept ofHealth an{i
Human Services (US), Federal Office of Rural Health Policy; 1998 July.
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characteristics) and interactions-between the two,ina way that is.not possible with
.traditional regression techniques. :

While multilevel modeling was initially developed for researchers to model student-level
outcomes within schools (known as'within-school models) and then to identify and model.any
between school differences that arise (knownas between-school models) this technique is now
being made use of in a variety of areas beyond school related research; including health care. In
the case of this study, the organizational unit is individuals nested within counties rather than
students nested within schools. - This modeling is done by using the estimated values from the
within-county model 4s the'dependent variables in the between-county model.. Because the
within-county modeél may contain a number of parameters, each parameter produces its own
between-cotnty equation: Each'equation can contain both fixed and random effects. As with
most applications of this methodology, a series of HLM models are estimated-that begin with
relatively simple models (the null model to identify simple variation between counties with no
individual cj_ri;cbm_éiy:iéve"l'_xﬁafiabl_esiinﬁthé-mo:dei_)---t_é-ﬁm complete models (to-help explain. -
between-county differences in long-terni care and primary and acute costs and utilizations). -

This procedure assists in the ability to determine whichindividual level:variables will be allowed
to vary randoly and which ones will remain fixed:* By fixing the'values, a model in which we"
assume S and f3;; do'not vary randomly across counties'is being tested. In fact, their variance is
assurned to be zero, so they are assumed to be constant or “non-varying™across counties. For -
example, fixed, non-varying intercepts would imply the group average for the dependent variable
is assumed to be equal in each group. Although this constraintiis typically referred to as “fixing
the intercepts” or “fixing the slopes,” the term is somewhat loosely applied, because in actuality,
the assumption is they are fixed and non-varying.** This is the approach utilized for this study
(see Attachment 9 for example of the full model utilized). : :

The design of the HLM analyses was to build upon the regression analyses but with the added
contribution of disentangling the county-level effects to see what contributions and/or

differentiations exist between the non-Family Care counties throughout Wisconsin (N=63), non-
Milwaukee Family Care CMO counties (N=4), Resource Center only counties (N=4), and
Milwaukee county. - Data was only used for individuals with no missing variables.” The same
sample was use for the multilevel analysis as was used for the regression analyses. These
individuals were nested in-all 72 of Wisconsin’s counties, Among the counties across the state,
Florence County had the fewest (18 or 0.1 percent) and Milwaukee County had the highest
(3,238 or 24.0 percent) number of individuals from the sample.

The long-term care and primary and acute costs and utilization results from the difference
equations for measurable outcomes and individual characteristics for individuals with valid data
in both the 7 to 12 months (the post-enrollment period) after enrollment and the 1 to 6 months
priorto enroliment (pre-enrollment peniod) was utilized. - »

“ In HLM, it is actually possible t& have slopes or intercepts vary actoss groups without being random, but, for now, if a slope or
intercept is “fixed™ it also’does not vary across groups. R R
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regression: analyses the same: set of mdmdaaf 1evei conirols were u‘ahzed for the HLM anaiyses,_
The individual c:omtrois c:onszsted of the differences between the pre- and post-enrollment EPT
perwds ‘These included the f@llowmg mdﬁf’lduais 1evel variab}es : X
= Difference Hiness Burdén Index Score . ohe
-:Difference Functional Status, Impalment Score
«‘Functional Status Impairment Score Imputation (lees)
Difference Institutionalized (1=Yes)
- Difference Last Year of Life (1=Yes)
. Difference Medicare Dual Eligible{(1=Yes)
- ‘Difference Commnmty Type(RUCA Scale. based on Z&p Code)
: szferernce Waw&r Reczplent (1~—Yes) :

Ad(iltmnaily, in erder io centml for the effects of Mﬂwaukee County servm g only ihe fraﬂ
eideriy, the following vanables were included at the mdwzduai level e
Fraﬂ Elderly (vs: Developmentaliy Disabied) i
?hyszcaiiy Disabled (vs Developmenialiy Dasabled}

2. Resz}its from the Loug—Term Care and ?rtmary and Acute’ Mnltzlevel Analyses .

The tables found in'Attachment 10 and: Table 22 illustrate- ihat there are. szgmﬁcant county:level-
differences for selected long- -term care and primary and acute care cost and- wtilization that vary .
across Wisconsin's 72 counties even when substantially controlling for individual level
differences:. In other words, after taking into account mumerous individual characteristics, a-
-consxderabie amount of observed variation: still remains that- cati be attributed to. dlfferences in,
attnbutes ofcounties.” The experiences.of the four non’Mxlwaukee Famﬂy Care CMO counties, -
o compamd

- (Resaﬂmé Center en}y {aﬁhéugh this subcrroup is part-of the C@mpartsen Group. study
populatmn] non-Mziwaukae CM{} counnes and ‘\/Iilwaukee County) can'be seen.

_'}fhe most notewoﬁhy ﬁndmg amonw the muiiia}e’ve} anaiyses 15 that of total 1ongwterm care costs
“rate of change between the pre- and- pestwpenods of study W ,’mie a combined Family Care smdfy.
sample found a- mgmﬁca:n’c increase of $405 within the - regressmn analyses the multilevel
analysis reveals that the non-Milwaukee CMO.counties are significantly. decreasmg $1 13 ovar
this period of time. This finding clearly demonstrates that these four non~lewaukee CMO
counties possess unique aspects that d}fferentlate ihem from the Mﬂwaukea Cmmiy CMO
members. Tt should also be noted that these dlfferenc&s {}f:curred %hov&: and beyond 1 the.
individual level control of community (RUCA index) that was utilized in both the reg,:ressmn
analyses and the multilevel analyses. Further, when the Family Care study group.is examined. -
collectively, the size.and robustness 6f Ihe Mxiwaukee Cﬁunty C’VIO members tends 10 mask
these differences between the other four Family Care CMO counties.

The findings from the individual long-term care (LTC) outcomes study using multilevel ana}y51s
further reveal very clear and significant differences not only. between the Family Care aﬁd non-
Fannly Care cozmtlfzs onan md;vaéual outcome basxs Dbut: a%so dzstmcims between tha var;ous
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types'of Family Care counties™. - Although sizeable variation between counties has yet to be -
explained, the findings from these cost and utilization analyses reveal a wealth.of information®.
Specifically; for Personal Care and Residential Care (CBRF) costs; the four non-Milwaukes.
CMO counties experienced significantly sizeableteductions (-$175-and -598, respectively).- The
utilization rate for Personal Care (-10.69 days) also significantly déclined during the study period
for this group. However, the utilization rate: for Residential Care (CBRF) services did increase
1.45 days over the study period might suggest that payment rates were reduced over the study
peﬁod, AT BRI FRURTIPS LR RO g

The Milwaukee County CMO members exhibited a'significant change only for Residential Care
(CBRF) facility costs (increased $90 PMPM) among the LTC outcomes from the pre- and post-
period times of study. While the non-Milwaukee Family‘Care CMOs demonstrated significant
changes for a variety of services. Also, the Milwaukee County CMO members experienced
marginally significant increases for Supportive Home Care utilization rates (0.84 days) and for
Personal Care days (3.58). The only significant decrease Milwaukee County experienced during
the study period was a marginally significant reduction inutilization rates for the State DD
Centers (-0.06 days). cnd L e T L LT

Finally for fhe LTC outcomes, the Resource Center only counties significantly decreased
Supportive Home Care costs (-866 PMPM) and in utilization rates (-0.69.days) over the duration
ofthe Studyt;mefra}neb : T R TS FE RS : L . ; :

When looking at the primary and acute service outcomes individually; the four non:Milwaukee -
CMO counties experienced significant decreases among the Prescription Drugs ($31 PMPM) and
the ;Phy-_si'cian'oaﬁpatienﬁ costs (-7 PMPM):: For the utilization rates, both the Qutpatient. ..
. ‘Hospital Visits (-0:06) and Physicians Offices Visits (-0,07).dropped ‘during thistime.: These

findings, for the physician outpatient costs and utilization rates and Outpatient Hospital Visits, o

support the results from earlier analyses that the longer an individual remains enrolled inthe -
Family Care program; the fewer visits they make to-a primary care physician. It is believed this
reduction in visits can be attributed to the unique interdisciplinary team the Family Care program
offers its members to ensure the receive the most beneficial ¢careplan for their needs rather than.
making unnecessary visits to' doctors and hospitals: ¢ T e

The Miiiyaukfé_e Co'u_ntj? CMO residents experienced a significant, albeit minitnal, decrease in
Emergency Room expenditures (-31) between the pre- and post-periods relative to'the
Comparison Group. Further, this same group experienced 2 marginally significant increase of 38

PMPM in Outpatient Hospital Expenditures.

[Please sée'Atta{ihmeni‘, 10 for detailéd HLM output tables and Table 22 for detailed comparison
of overall Family Care study group outcomes from the regression analyses versusthe - .

* Further exploratory rescarch by APS Healthcare revealed suspicions that when county level variables were interacted with the
[iiness Burden Index and Functianal Statiss index, costs for the non-Mihwaikee CMO counties significantly decreased. This
oroved trae for Home Health Care, Personal Care, Residential Care {CBRE) and Suppértive Home Careso

% The range for the proportion of variance explained between counties arong all multifevel analyses was from a low of 9.8
percent te a high of 18.9 percent. The introduction of additional county level variables (Level 2) would help increase these

figures but was beyond the scope of these analyses,
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disentangled results of separatmg the Mflwaukee County CMO members from the four non-
Mllwaukee CMO count;es] o :

3 'Conclusmns : R T YT

Significant differences between counties on several’ Iong -term care and pnmary and acute
services remained after stringently controlling for the ten individual characteristics. Further,
variables differentiating between F amﬂy Care’ program counties demonstrate si ignificant chan ges
among several long-term care and primary and acufe outcomes. “While: conventional -
mterpretatxons m1ght lead one to suggest that while some differences in costs and-utilization of
long-term care services and other health related services can be attributed 1o such things as the
zwallablh‘zy of providers, supply 18 not necessaniy the only factor affecting service cost and
utxlxzatxon “Further, the szgmﬁcant contribution of the RUCA variable (one’s: community type
based on zzp code of resxdence} a%so sug ests that thera a:re pﬁckets w1th1n counnes where SRR
. dlfferences can ’be dete{:te i - - : : : R E R

"En smnmary, aﬁe contmlimg for socao~demo graphic and heafth»—reiated faciors geographic
dszerences across the state of Wisconsin and those among the Famﬂy Care counties continued to
exist. The geographzc differences warrani g greatér scrutiny to gain‘a ‘Detter understandmg of the
speczﬁc atér;bétm@igi% above and’ beyond an individuals® particular health status or
individua Téﬁﬁfhctenstxcs that are attributable to the differences observed between counties.
Overall, oeographzc Var;atmn in cost and utilization was relatively strong and directly:
mvestigatmg other factors correlated wath iong-term care costs and utﬂxzatwn nght be

productlve S e

ions tmd Lzmzfatwns of Analyszs :

: ess analysis and findings, it should be noted that ¢
hmzted te: selected long-term and primn ai'y and acute care services. Due'to limited resources and
time, it was necessary to limit the scope of the cost-effectiveness analysis. The scope of the”
analysis was defined in cooperation with DHES staff, Services that were included in the ~analysis
Were: selected either due 10 levels.of spendmg on the’ servwe {i.e. services that “cost alot™orit -
was expected Ihat the uiiilzatlon of expendzt e:_for the service wouid hkely be 1mpacted by the
Famziy Care pmgr&m . e :

C onszderable ’i;me was inv ested in the deve]opment of a statlsi’}ca}}y valid, nsk &dj usted
Companson Gmup It is hoped that this effort can be leveraged by BHFS m the future to’
conduct additional analyses, mc}udmﬂ longltu{imal trendmg of utilization and costs ovsr ume '
and analyses of services outside the scope of the Independent Assessment o .

1. Limitations of Costs and Utilization Anaiysm _

Strmgem methods to mm:mzz& the mﬁuence of measurement errors were andertaketz 10 assure
fair comparisons, to observe iong;tudmai changes over time, a:ad to control the eff&cts of 7
confounding due to extraneous factors, in order to isolate and measure the’ effects of Famﬂy Care
on-utilization and expendﬂure Hewever readers should be aware of several hmztatmns on the _
underlying s data before drawing strong concius;ons As mentioned’ alrea(iy, the : scope of the
study is limifed in duraﬂon and limited to 2 su%)sei of ali pess;bie health servwes Addltlonai
limits on the conclusions stem from data quality issues.
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Data on cost and utilization were combined from severai d}fferent sources mciudlng ’\’Iedlcaid
eligibility files, Medicaid claims files, HSRS LTC Module, CMO data systems, Family Care
Functional Screen database, and Medicare Minimum Data Set (MDS). Data quaizty checks were
performed and cases. were eizmmated for the followmg reasons:

: _Dupimate ED numbers (more: tha,n one number per persnm) _ o
Discrepancies between enmllment dates.and dates of service. on ciazms '

 Individuals with less than two full weeks of enroliment. B

-]Z)lscrepanmes between Fam11y Care enmllment records and LTC wa1t;ng hsts

m e m .

Some restmctmns we,re piaced on penods when data were conszdr::red vahd any non~nu11
utilization or expenditure data for recipients on: Medzcaid LTC waivers were zgnored ifthe
individual: was.a confirmed. Famﬂy Care enrollae, 50 all post~Fam11y Care data were conmbuted
by the: CMO data system, not-the’ HSRS system. Data preceding the enrollmf:nt or pseudo» '
enroliment” date for. 1nd1v1duals identified as’ roakles” were ignored if they were W1thm one
month before the enrollment date. Otherwise, individuals identified as “rookies” on the basis of
Medicaid eligibility ] files were, dropped if they had Medlceud claims’ ﬁata mdmatmg more than
one monih of Medicaid expanence prior to. the1r assagn&d emeilment date _ :

if a case had missmg data fer the Functwnai Status Impalrment Scaie or t‘he CD}’S Iilness
Burden Index, then the. grand mean was used for that case and a binary “dummy variabie Was
set 10 indicate that data were missing. “This allows the rest of the non-missing data for thaﬁ case '
to be used in the analysis, with any potential bias removed by the coefficient of the dummy
variable. While this method does not bias the. estzmated coefficients for FSIS or CDPS, it does..

: _causc“-“mefﬂcmnt estunatesf’ of the: standard error and ¢ nﬁdezﬂce interval: these may be too

" narrow _ 1¢ the chaneg ‘_‘_f Ise positive” errors. This

pa’{h analysxs by usmg only ﬁhose cases that had mmm;ssmg da a':for both FSIS and CDPS

_Furiher hmltatmns apply to the LTC ntihzatzen and expend1ture data’ coiiec‘ged by the’ CMOS
'Range checkm g g found values out of rangc for. appro: imately: 1% of ihe cases. ‘These errors were
clearly. the result.of reporting the wrong vinits of service. Fields that were supposed to represent
days-of service per month may have had: values of 60 éays or 90 days which would seem to "
indicate the CMO was incorrectly repomng bi-monthly or quarﬁeriy bﬁhng cyclesin some cases.
These cases were truﬁcated at the maximum \/aiue (usuaily 31 days per month), with the
unéerstandmg that regression zmalysis 1s faarly robust to-ervors of measurement in dependent
variables. Analysis of i’i‘“‘?’f}SSi(}n resxduais for mﬂaentmi omhers (Wzth tmncatmn 3nd wﬁhout
truncation) found no severe pmbiems of potent131 bias.

Finally, it must be noted that the aémmzstratwe data sets on  which this analysis aré based are
subject to conﬁnucsug revision as claims are ad;usted and data entry errors corrected over time.
The issues of “‘ciazm:, lag” and “Jata nin- out” sfnauié be minimal in the Medicaid data sets and
the HSRS data set, which a{:meveé “ﬁnal” statiis for 20(32 before we began the analysis:”
However the CMQ data set 15 not as well deveioped ‘and is less thoroughly edited for data entry
errors. It came o our attention after the conclusion’ of the analysis presented here thatthe
historical CMO data reported for 2002 may have been mwmpiete for Portage County '
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