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EXECUTIVESUMMARY

Elderly persons S5 years old and older (the “very old”) are the fastest growing segment of the

U.S. population. Because the very old are often disabled and frequently have tenuous informal
*
supports, and thus have higher medical care needs and costs, finding  a rational arid cost-efficient

way to meet their health care needs remains an important concern to planners and policymakers.

This concern is especially acute in states such as Florida, which has a relatively large elderly

population. The viability of case management and home- and commu$y-based  alternatives to

institutional care and risk-based, capitated  alternatives to cost-based financing have been and

continue to be explored through such programs as the National Long Term Care Demonstration,

the national Social/Health Maintenance Organization Demonstration, and the On Lok program.

Florida’s Frail Elderly Project joined these other programs in attempting to find a rational, cost- ,/Y

efficient, high-quality alternative to institutional care for the frail elderly.

The Florida Frail Elderly Project-implemented as ElderCare  by Mt. Sinai Medical Center of

Miami Beach-was the third component of the four-part Florida Alternative Health Plan, one of

the original Medicaid Competition Demonstrations. ElderCare  agreed to provide a full range of

medical and support services to frail elderly Medicaid beneficiaries, emphasizing home- and J

community-based care. The primary goal of ElderCare  was to provide a less expensive (but no less

effective) alternative to institutional care for Medicaid beneficiaries who participated in Florida’s

nursing-home preadmission screening program and for whom it was determined that

institutionalization could be postponed or prevented if home- and community-based services were

made available. The tiuation of ElderCare,  carried out by Mathematics  Policy Research, Inc.

under contract to the Health Care Financing Administration (Contract Number SW87402S(  1 l)), Y
I

is comprised of a case study, an analysis of use and cost data, and a client survey. The evaluation

had four primary objectives: to document the organization and operation of ElderCare (particularly
I
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the enrollment incentives provided by the plan and its ability to minimize barriers to the access of

plan services); to document the characteristics of the clients who enrolled in the plan; to assess the

satisfaction of clients, their informal caregivers, providers, and the state with plan arrangements;

and to compare the cost of the plan with the capitation  payments it received, the cost of nursing-

b:me care, and the cost of delivering services in the Medicaid fee-for-service sector.

Tbe Oreanization and Oneration of ElderCare

Though it encountered numerous problems, starting with delays in implementing the
plan and continuing through its 27 months of operations, the wmmitment of Mt. Sinai
Medical Center and the ElderCare staff and their ability to identify and resolve problems
created a program that was able to provide enrollment incentives that attracted a very ,

frail caseload, to market the plan effectively, and to minimize barriers to plan enrollment II’
and the receipt of plan services. Home care and unlimited prescription drugs were the
most popular enrollment incentives. However, after enrollment, case management
emerged as a highly valued service.

The marketing approach was made more aggressive when it appeared that the original
conservative approach was not sufficient. The Spanish-speaking elderly of Miami Beach
were targeted and the media, particularly television, was used more actively, while
outreach continued to be made to organizations that served as referral sources. Formal
organizations (such as hospital discharge planning departments and other service
programs) were the primary source of referrals for the plan. Although fewer clients were
self-referrals, television was relatively more successful than other media at attracting
clients directly. It is noteworthy that physicians were seldom used as referral sources to
tbe plan nor were they individuals with whom  clients usually discussed their decision to
enroll in the plan.

ElderCare  and the State were successful at minimGng  access and service barriers-for
example, by intervening manually to keep enrollment procedures moving efficiently and
hy keeping the required prior authorization procedures from becoming overly
bureaucratic.

Tbe Characteristics of ElderCare Clients

Between September 1987 and June 1989, ElderCare  enrolled 156 clients, 16 of whom
died and 30 of whom  disenrolled during the period. Nearly 60 percent of the clients were
Hispanic, more than half were older than age 80, most bad difficulties with mobility, and
many required assistance with dressing, bathing,  or eating. ElderCare clients appeared
to have been at least as frail as Cbanneling demonstration participants and On L.ok
clients, two groups acknowledged as frail and in need of formal assistance not readily
available to community-dwelling elderly. However, most ElderCare clients had either
informal or formal supports available before they enrolled in the plan, and fewer than 10
percent reported having been in a nursing home in the year prior to enrollment, perhaps





reflecting a commitment by many clients and their informal caregivers to keep clients in
the community, as was also noted by plan staff during case study interviews.

The Satisfaction of Clients, Informal Careeivers.  Providers, and the State

ElderCare  staff perceived that clients and caregivers were highly satisfied with the
plan, having made a number of specific changes to plan parameters to ensure client
satisfaction, such as adding covered services and making arrangements for clients to keep
their community physicians. A questionnaire administered to 67 clients enrolled. in
EIderCare  in June 1989 showed that clients were very satisfied with the services provided
and identified no major barriers in plan enrollment procedures or access to services.
Respondents unanimously perceived that plan participation was responsible for keeping
clients out of nursing homes, underscoring the enormous satisfaction and confidence that
clients and informal caregivers  derived from participation.

Providers seemed to have been satisfied with their contractual arrangements and the
open lines of communication with ElderCare  staff;  no extensive problems with provider
turnover were experienced by ElderCare.

The State liaison for the project and plan staff communicated freely, which facilitated
identifying and resolving problems on both sides. In particular, the recordkeeping and
reporting systems established by the plan were adequate to meet state needs, as well as
the needs of the plan to monitor clients and service receipt. However, plan staff stated
that the demonstration status of the project kept them from investing additional time and
money into improving the recordkeeping systems that would have been required by a
larger caseload.

The Costs of ElderCare

Despite an historical concern about the ability of the capitation payments to cover the
costs of the plan, the plan operated within the constraints of the payments during the 7
quarters examined by the evaluation, showing a very small surplus (2 percent of revenues)
at the end of the period. The capitation payments (which at the end of the
demonstration were set at between $900 and $1,500 per client per month, depending on
the client’s level of Medicare coverage) were thus adequate to cover the budget line item
costs of operating the plan (at approximately $1,000 per client per month), possibly due
in part to efficient service delivery and service purchasing and the ability of the plan to
limit the use of nursing-home care. However, because ElderCare  received a substantial
subsidy from  Mt. Sinai Medical Center in the form of administrative support and the
provision of direct services at very favorable rates of reimbursement, the budget line item
costs understated the “true” costs of operating the plan.

In addition to comparing the costs of ElderCare  with its capitation payments, costs
were also compared with the costs of other types of care. At Sl,CKKl  per client per month,
ElderCare  costs were substantially lower  than the $2,400 per client per month that
Medicaid reimbursed, on average, for the care of nursing-home residents in 1988.
Reimbursements for and the levels of service use by ElderCare  clients were compared
with Medicaid-cover& reimbursement and service use for a sample of Medicaid
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beneficiaries in the fee-for-se&e sector who, like ElderCare  clients, had been assessed
by the state’s nursing home preadmission screening program as requiring a nursing home
level of care, but who were recommended for diversion to the community. Although this
comparison was severely limited by a lack of comparable data for the two groups, it
appeared that ElderCare  spent more on its clients than Medicaid spent on the fee-for- 1
service beneficiaries, even though ElderCare  clients were significantly less likely to enter ’
nursing homes. The higher level of spending by Elder-Care was attributable primarily to
a higher rate of home- and community-based service use. However, the fee-for-service P
group may also have been receiving such services from programs not funded by Medicaid,
the costs of which would not have been represented in the available data.

ElderCare  was one of a number of programs designed in the last 15 years to find a rational,

cost-efficient, high-quality alternative to institutional care for an increasingly large proportion of

frail elderly citizens. ELderCare  had a relatively small staff, which facilitated frequent

communication among staff members and kept the plan from becoming overly bureaucratic and

which in turn facilitated identifying and resolving problems quickly at both the plan and the client

level. Thus,  ElderCare  achieved a primary goal of the Frail Elderly Project to provide a less

expensive alternative to nursing-home care for frail elderly Medicaid beneficiaries, and met a

variety of operational objectives. The flexible, innovative, open-minded approach of ElderCare

staff for identifying and resolving problems was the plan’s hallmark and a major source of its

success, because it implicitly acknowledged that, although we speak of finding alternative ways to

care for the frail elderly as a group, this group comprises human beings whose individuality must

be preserved and respected by any system designed to respond to their diverse needs.
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L II'JTRODUCTION

ElderCare  was a Health Care Fmancing  Administration (HCFA) demonstration to investigate

potential solutions to the escalating costs of institutional long-term care services for frail elderly

Medicaid beneficiaries. As the su&ing component of the four-part Plorida  Alternative Health

Plan Project, ElderCare was implemented under a prepaid, risk-based contract between the Florida

Department of Health and Rehabilitative Services @X-IRS),  which administers Florida’s Medicaid

program, and Mt. Sinai Medical Center in Miami Beach. The primary goal of ElderCare  was to

deliver a continuum of acute care, short-term institutional care, and home- and community-based y

long-term care to &ail elderly nursing-home and SSI-eligiible  Medicaid beneficiaries in Dade

County, both to improve their health and to enhance their ability to remain in the community.

This continuum of services  was provided through a case-managed system operated by a single

provider that assumed operational and 6nancial  responsibility for the delivery of all services.

The Florida Alternative Health Plan Project has been evaluated by Mathematics  Policy

Research, Inc. under contract to HCFA (Contract Number SOO-S7-oozS(ll)).  The purpose  of the

evaluation is threefold: to determine whether ElderCare  met its primary goal, to de&i the

dynamics  of the se&e and operational environment of ElderCare,  and to asseas  the success of the I

project at providing highquality care to its frail  elderly enrollees efficiently and cost-effectively.

More specifically, the evaluation has assesxd  the performance of the Alternative Health Plan

Project implemented by Elder-Care relative to six fundamental objectives:

1. To contract on a nrenaid  basis with a sinele nrovider  at tiancial  risk for the cost of
care for the full comwnent of health and social  su~nort services. Ln assessing the
degree to which this task was successfully carried out, the evaluation explores the
basis for the decision of Mt. Sinai to undertake the project and the fit between Mt.
Sinai’s previous expectations about ElderCare  and its operational realities.



2

3.
m

4.

5.

6.

To set cavitation  rates for the ~hn that were cost-effective relative to nursi.n~-home
E. The evaluation examines the ability of the cap&ion payment to cover the
operational expenses of the plan and compares the use and cost of services delivered
to ElderCare clients with those delivered to other frail  elderly Medicaid beneficiaries
in the Dade County fee-for-service sector and with the cost of nursing-home care.

To prevent the premature institutionalization of clients without comnromisinP  the
health status of clients. The evaluation compares patterns of nursing-home use by
ElderCare  clients with those of other frail elderly Medicaid beneficiaries.

To offer enrollment incentives adequate to attract the target nooulation  of frail
elderlv  Medicaid beneficiaries. The evaluation compares the benefit offerings with
the needs of clients and informal caregivers, assesses the relative effectiveness of
marketing strategies, and identifies barriers to enrohment  in the plan.

To attract, retain, and satisfv clients and nroviders.  The evaluation identiCes  barriers
to the satisfaction of clients and their access to plan services, as well as barriers to
the satisfaction of providers.

To develop  recordkeenine svstems that meet the operational and monitorine needs
of the plan and the state. The evaluation reviews the recordkeeping capability of the
plan and compares the assessments of plan and state staff about the ability of the
recordkeeping systems to meet their needs.

Finally, the evaluation descrii the conditions under which ElderCare  could be replicated in other

settings.

The evaluation consists of three analytic components: (1) a case study of the operational and

organizational features of ElderCare; (2) an analysis of a client questionnaire; and (3) an analysis

of use and cost data for ElderCare  clients. Exhibit Ll summarizes the questions addressed by the

evaluation, the analytic component of the evaluation under which the questions were addressed,

and the sources of data for addressing each question.

The purpose of the case study is to document the organizational characteristics and

operational experience of ElderCare  and those providers with whom ElderCare  contracted to seme

plan  clients. The case study also documents the perceptions of plan staff about the satisfaction of

clients with services and the adequacy of services in meeting the needs of clients and informal

caregivers. In addition, the case study investigates whether the level of information recording,

information exchange, and’ report dissemination met theneeds of the state and the plan. The
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primary source of information for the case study is a set of structured interviews with ElderCare

staff, an externally contracted service provider, and the liaison for the project from DHRS.

Information from these interviews was integrated with written documentation for the demonstration

and aggregate data that descrii the service environment of Dade County.

- The second component of the evaluation is an analysis of a questionnaire administered to

clients by ElderCare  case managers. The purpose of the questionnaire, which was part of the

larger system of ElderCare  program data for the evaluation, was to document the perceptions of

clients about the adequacy of enrollment incentives, their level of satisfaction with services, and

the ability of the plan to prevent premature institutionalization.

The third component of the evaluation is an analysis of use and cost  data for plan clients and

other frail elderly Medicaid beneficiaries who reside in Dade County. This analysis assesses the

adequacy of the monthly capitation  payments made to Elder-Care on behalf of clients, and the

ability of ElderCare to delay or prevent the institutionalization of its clients. Because the

evaluation did not have the advantage of relying on a randomly assigned control group or a

statistically developed comparison group that was similar to the sample of ElderCare clients except

for their nonparticipation in ElderCare,  it is not possible to estimate the impact of ElderCare  on

institutionalization rates per se. However, this analysis does compare the nursing-home-service use

and cost patterns of ElderCare  clients with those of other elderly Medicaid beneficiaries in the

Dade County area who participated in the Florida nursing-home pre-admission screening program,

the larger population from which ElderCare  clients were drawn ‘Ibis comparison, when combined

with evidence from other programs for the frail elderly, enables us to accumulate evidence which

may suggest that ElderCare  delayed institutionalization or provided a cost-effective alternative to

institutional care.



Fmally,  the evaluation synthesizes the findings of the three analytic components and places

this synthesis in the context of the results of previous experiments in alternative health care

delivery systems, particularly those targeted toward the &ail  elderly.

In the next chapter we present the history of the Florida Alternative Health Plan Project and

.deScriie  the health care service environment in which ElderCare  was implemented. We also

describe other programs whose operational features and outcomes are similar to Elder-Care, so as

to enhance our understanding of the experiences of ElderCare.  In Chapter III.,  we present the

Endings of the case study, and in Chapters IV and V we descrii the clients enrolled in ElderCare

and discuss the adequacy of the capitation payment, the ability of ElderCare  to prevent premature

institutionalization, and the cost of ElderCare  relative to nursing-home care. Chapter VI presents

the results of an analysis of the client satisfaction questionnaire,  and Chapter VII synthesizes the

findings  from each of the analytic components of the evaluatioa.
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IL THEHI!3TORYANDCOlTIEXI’OFTHEFLO~A
ALTERNATIVE HEALTH  PLAN PROJECT

In 1982, when the Florida Medicaid program responded to a special solicitation from HCFA

to develop projects to control Medicaid expenditures, it was already well known  that the number
*

and proportion of elderly individuals in the United States in general and Florida  in particular were

entering a period of sustained, sign&ant expansion. ‘Ihe 19SO  Census indicated that elderly

individuals (those 65 years of age and older) comprised 11 percent of the U.S. population and 17

percent of Florida residents. In the year 2020, when those born during the baby boom of the late

194Ck to early 1960s would enter or be well into old age, it is projected that the proportion of

elderly in the nation as a whole will reach 17 percent. Moreover, the proportion of very old

individuals (those 85 and older) is expected to increase from 1 percent in 1980 to 24 percent by

2020 and to 5.2 percent by 2050, ma&g the very old the most rapidly growing segment of the

population (U.S. Senate, 198788).  Much of this increase is of course qectecl to affect Florida,

whose favorable climate and lifestyle are likely  to continue to attract an above-average proportion

of the elderly population. In order to meet the growing needs of this segment of Plorida’s

population, the Frail Elderly module of the Alternative Health Plan Project was designed to test

an alternative approach to the delivery and Penancing of long-term care services.

In this chapter we descrii the motivation for the Altemative  Health Plan Project in more

detail and discuss the evolution of Elder&e-the  Frail Elderly component of the Plorida

Alternative Health Plan Project. We then briefly descriibe some of the experiences of the Medicaid

Competition Demonstration under which the Florida Alternative Health Plan was origklly

ectsblished  as a project, as well as those of several initiatives to provide long-term care services to

the frail  elderly. We conclude this chapter with an overview of the health-care service environment

of Dade County, in which ElderCare  and its clients were Feridmts.

,
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Projections of the nation’s elderly and very old populations are of crucial concern  to health

care service policymakers and planners, because the elderly, particularly the more &ail, very old

elderly population, are tbe heaviest consumers of health care of any segment of the population.

& i984, total medical expenditures for persons ages 65 and older, at a per capita cost of $4,202$

exceeded $107 billion  dollars. Of these expenditures, costs  for hospital and nursing-home care

comprised two-thirds of the totaL Government expenditures (from  Medicare, Medicaid, and other

smaller programs, but primarily from  Medicare) a~~untcd  for nearly 90 percent of hospital

expenditures. On the other hand, government expenditures accounted only for SO percent of the

costs  of nursing-home se&es. Of the government-covered share of nursing-home expenditures,

Medicaid paid over 85 percent, while out-of-pocket expenditures (as opposed to private insurance

and other  nongovernment sources) accounted for over 95 percent of the remaining dollars spent

on nursing-home care but not covered  by the government (U.S. Senate, 1987-88).

The very old are at a higher risk of institutionalization than is the elderly population as a

whole. While only 5 percent of the elderly lived in nursing homes in 1982,23  percent of the very

old (who are disproportionately more frail) lived in nursing homes, The very old require more

assistance  with activities of daily living (such as eating or bathing) and with instrumental activities

of daily living (such as preparing meals and shopping). For example, 45 percent of those 85 and

older, compared with 15 percent of those age 65 to 69, reported diBiculty  in performing one or

more activities of daily living (U.S. Senate, 1987-88).  Nearly half reported  that they have a chronic

health or mental health  problem that is severe enough to keep them from using public

transportation (Lxmgino,  1988). Moreover, accding to a report born the Genera Accounting

O&e  (1989),  the number of elderly who require help with activities of daily living is likely to

double by the year 2020. When their poor health and need for &stance  are eons&red in

p conjunction with the fact that nearly a third of the very old live alone (and still others live with a
P
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disabled spouse), it is clear why their need for long-term care servi~ is so critical  and their rates

of institutionaIization  relatively high.

As noted earlier, Medicaid pays for nearly half of the nursing-home expenditures of the

elderly. The Medicaid program has been criticized in recent years because its eIigibility  criteria and

itk?non-reimbursement  for more socially oriented home- and community-based servks are viewed

as promoting institutionalization among the elderly. In response to this criticism and due to the

high cost of institutional care, the federal government and several states have instituted programs

that offer a coordinated set of health care and social support senks in a community setting as

a substitute for the care that would be provided to the frail  elderly in an institution.

Medicaid waivers have proved to be an important vehicle for investigating and funding

noninstitutional alternatives to nursing-home care. Tbe waivers have been granted to individual

states to provide home- and community-based services for those who qualify for Medicaid

reimbursement for nursing-home or inpatient services  but are financiahy  ineligible for Medicaid

outside of an institution. The wavered services must be provided within the context of a written

plan of care and may include case management, homemaker/home health aide, personal care, adult

day health, habilitation, respite care, day treatment or other partial hospitalization, psychosocial

rehabilitation, mental health clinics,  and other services requested by the state. The state must

ensure that average per capita expenditures under the waiver do not exceed the expenditures that

the state reasonably estimates would have been spent in the absence of the waiver.

Concurrent with the evolution of these Medicaid waiver programs, cost-containment initiatives

in the form of alternative iSaxing  mechanisms have been used to fund both long4errn  care

services and acute medical services that are routinely reimbursed hy public and private entities.

Many of the alternative financing me&an&s (e.g., prepaid health plans,  long-term  aue insurance,

and continuingcarc  communities) share a common feature-in each, kancial risk is pooled across

the elderly population (that is, including both the well and m elderly), and a single entity bears

9



the financial risk of providing services in order to reduce the costs to payers and increase the

efficiency with which covered sexvices  are provided.

HCFA has encouraged the development of capita&d se&e delivery systems because it

believes that these systems can control and ultimately  reduce the costs of publicly i%uxed health

;cai?=. In order to control costs,  the provider that assumes the financial risk is reimbuxsed  by HCFA

a prepaid, per capita amount that is to be no more than, and usually  less than, the expected cost

for services delivered in the fee-for-service sector to a population who exhibits similar

characteristics. For example, the TEFRA Medicare HMOs are reimbursed at 95 percent of the

adjusted average per capita cost (AAPCC), an actuarially  determined estimate of the average

Medicare cost that would have been incurrd  for enrollees in the fee-for-service sector. It is then

up to the provider to deliver care within the limitations of the capitation  payment.

The incentive to the provider to enter into an agreement to provide se&es under a prepaid,

P per-capita system is that it believes  that it can deliver the sexvices  for less than the per-capita

payment. One way for the provider to do so is to deliver services more efficiently than fee-for-

sewice  providers and reduce unnwary setice use. Alternatively, providers may attempt to

enroll clients who have fewer needs than average, or the highest service users may disenroll

because they are dissatisfied with access to services, and thus the provider will receive a payment

greater than that required to coves the cost of sew&~,  a phenomenon known as Yavorable

selection.” On the other hand, a phenomenon known as ‘adverse selection” works to discourage

providers from entering into prepaid, risk-based contracts. Adverse selection occurs when a

substantially higher than average number of more disabled or sicker individuals enroll in a plan and

thus require more sewiceS  than can he covered by the per capita payment.

With the highest proportion of elderly of any state, Florida has been par&a&@ interWed

in Ending  more cost4cient  methods for deliwring  care to elderly Medicaid bu&&ries. A 1979

’ f71 study carried out by the state of Florida to help reform its Medicaid program rwealed  that, as with
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other states, its Medicaid costs were rising rapidly. Furthermore, of the Medicaid funds for fiscal

year 1979-1980,72 percent had been spent on institutional care. In 1983, nearly 7percent of the

elderly population were eligible for Medicaid, and, of those eligible, 24 percent received nursing-

home services at a cost of over $200 million (Department of Health and Rehabilitative Services,

l&). Clearly, the time was ripe to examine service delivery and financing alternatives to control

Medicaid nursing-home expenditures.

In 1982, HCPA approved funding for demonstrations in six states (known as the Medicaid

Competition Demonstrations) to test a number of alternative strategies for delivering and Glancing

Medicaid-covered sewices. These &rate@  inchded  both cost-containment features and features

to ensure access to appropriate, highquality care. These strategies called for encouraging

competition among providers, setting capitation amounts, providing case management services,  and

limiting the choice of providers by beneficiaries. One of the six demonstrations-the demonstration

implemented by Florida-is the subject of this evaluation.

B. THE FLORIDAAl.TERNAm  HEAL373 PLAN PROJECT

When the Florida Medicaid program responded to the 1982 HCFA solicitation, it included four

program modules in its proposaL  Three were to adopt prepaid capitation systems and one was to

adopt a case management approach for over-utilizers and high-risk recipients in a fee-for9ervice

system. The case management module, whose purpose was to test varying intensities of case

management models (from education and counseling to prior authorization and the assignment of

beneficiaries to speci& providers), was made part of the regular Medicaid program and thus did

not require Medicaid demonstration status. ‘NJ of the cap&ion modules were not implemented

due to a lack of interest by providers, stemming from concerns about the ability of the state to

agree to rates that would foster ham&d viability, about limitations on the enrollment of Medicaid

ben&ciatic~  (thus not allowing the programs to pro&cc  enough revenue  to cover &ed costs), and

about the &zquency  with&rich beneficiaries eligible for Medicaid by virtue of their AF’DC
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participation lost and regained Medicaid eligibility  (U.S. Department of Health and Human

Services, 1986). .

Under the remaining capitation  module, Module C, prepaid, risk-based contracts were to be

established to provide the full range of medical and support services to frail elderly persons in

bbme- and community-based settings, with an emphasis on health maintenance and the prevention

of institutionalization. Only one provider was chosen to implement Module C, Mt. Sinai Medical

Center of Miami Beach. The Mt. Sinai program came to be known as ElderCare.  Its features

were originally based on an existing program run by Mt. Sinai-Project Sinai, which served just

under 500 elderly patients and offered inpatient and outpatient care and transportation, escort,

home health, assessment, and homemaker services (among others), provided by a multidisciplinary

team of health professionals with fee-for-service 6nancing  front  Medicare and Medicaid (U.S.

Department of Health and Human Se&es, 19%).

According to U.S. Department of Health and Human Services (D&5), unanticipated delays

were encountered in implementing ElderCare  that were attributed primarily to “di&ulty in

achieving agreement with HCFA over the calculation of the cap&ion payment”  The cap&ion

rate was based on the utilization of and reimbursement for Medicaidcovefad  servicea  for a group

of Medicaid fee-for-service beneficiaries who had come through the state’s nursing-home

preadmission screening program and been recommended Sor one of the state’s home- and

community-based setice waiver programs. The rate was calculated by first  e&mating Medicaid

reimbursements for the individual services (e.g., inpatient, outpatient, nursing-home, home+  and

community-based services, and physician se&c@ used both by group members who spent 11

months out of the year living in the community and by group members who spent at least 1 month

residing in a nursing home. Then, a weighted average of community-resident and nursing-home

resident costs was computed. HCFA was wncemed that the fe+f&rervice  group was too small,

and that the ra~setting  methodology required more justi6cation.
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Although the state ultimately provided the justification requested by HCFA and increased the

size of the fee-for-se&e  group, ML Sinai continued to be concerned that the capitation rate was

too low (1) the e&mates  for home and community-based setice use were understated because

the capitation methodology used data from two different databases to estimate home- and

c&munity-based  service utilization and costs; (2) the estimates for the use of physician services

were understated because  notoriously low Medicaid physician reimbursement rates prompted many

physicians not to submit claims for services provided to Medicaid beneficiaries; and (3) inpatient

and outpatient service use estimates were understated, due to the Medicaid 45day limit on

inpatient services and the annual cap of $500 on outpatient se&es. Overah,  as the program

approached implementation, Mt. Sinai believed that  institutionalization could be delayed or

prevented, but that the costs would be “‘the same if not more than the cost of institutional care.‘”

The State, while believing that the strength of the pilot program was the “integrity and reliability

of Mt. Sinai,” was also concerned about the financial viability of the venture (U.S. Department of

Health and Human Services, 1986).

The subsequent chapters of this report discuss the implementation and operations of

ElderCare  and compare the service utilization and costs of ElderCare  clients with those of other

groups of frail elderly. However, the remain&r of this chapter briefly descrii  the experience of

the other Medicaid Competition Demonstrations and other demonstrations targeted more

specifically  toward the Wl elderly, in order to present various approaches for delivering and

financing  health  se&es and to describe how they worked.

C. THE MEDICAID COMPE’ITI’ION  DEMONS’IRATIONS

As noted, the Florida Alternative Health Plan Project was one of six Medicaid Competition

Demonstrations (MCD).  Eldercare, the only Florida  AhuWivc  Ha&h Plan project to be

implemented, dilTered  in a number of ways from the rest of the MCD. Pahap the mast important

of these differences was that its goal was to provide home- and community-based services to kail

13



elderly Medicaid beneficiaries, wherti  the other MCD programs provided regular acute care

coverage to Medicaid beneficiaries who were eligible primarily  because they participated in the

AFDC program. However, ElderCare  shared with the other programs an emphasis on establishing

health care systems financed by prepaid, risk-based contracts, and thus the operational experiences

of-the  MCD shed some light on the problems faced in developing such systems, particularly for the

Medicaid population.

The purpose of the MCD was to test the success of alternative approaches to resolving a

number of problems faced by the Medicaid program and its bene&iaries: the excessive rate of cost

increases; the unnecessarily high rate at which some sen&es were being used (for example,

nursing-home care); inappropriate patterns of service use (such as self-referrals to speciahsts  and

the use of emergency rooms rather than the use of primary care physicians); the lack of care

continuity; the lack of quality assurance; and declining participation by physicians, due to

unreasonably low Medicaid reimbursement rates, the administrative burden of submitting claims,

and delays in receiving payment.

The demonstration programs took three basic approaches to resoiving  these problems. First,

they  sought to increase comnetition  by eliciting the participation of providers who had traditionally

not sewed  Medicaid beneficiaries, in the hopes both of improving access  to and the quality of care

and of ultimately driving down costs. second,  the programs implemented grc~aid, amitated

payment systems to share Erutncial  risk between providers and payers and give providers a stake

in controlling costs. Third, they offered case management services to lock beneficiaries into a

single primary care gatekeeper who could alter inappropriate patterns of service use and ensure

access to required care, while also monitoring health care expenditures overah  (Hurl9,1966).

The MCD evaluation identi6ed  a number of difKcuities  encountered by the demonstration in

the planning and implementation phases of the programs. As W with m all the

demonstrations took longer than expe&d to become operational, due to “time consuming efforts
l

1
I
I
1
I
I
E
I
1

1
I;i
1
1
I
I

14



at uxtsensus building and trade-off negotiations with providers.” Moreover, “Federal, State and

local officials had varying expectations and commitments both to the overall program and selected

program features” (see Hurley, 1986). Specific disputes arose about the rate-setting process and

the locus of authority for making changes necessary to implement the programs. During the

Lplementation  phase, programs that sewed a substantial number of chronically ill and disabled

beneficiaries experienced a particular problem with disenrollment  because  beneficiaries did not like

having to switch to plan providers from  providers with whom they had longstanding relationships.

The  goal of involving providers who had not previously served the Medicaid population met with

only limited success. For example, HMOs  continued to be reluctant to se% Medicaid

beneficiaries, due to the volatility of their Medicaid eligibility, and neighborhood health clinics,

while enthusiastic about the opportunity to gain experience with prepayment, were apprehensive

that their limited financial resources could not absorb adverse outcomes. Some providers were also

concerned that the goals of case management were at odds with the traditional function of primary

care providers. FmaUy,  because the participating providers were unfamiliar with such systems, the

demonstration programs encountered problems in developing Management Information Systems

to support program operations and to monitor enrollment, service  use, provider reimbursement,

and quality in a timely manner (Hurley,  1986).

An ongoing problem for the MCD programs that cut across many other problems was the

concern that the ratts and methods of payment were neither equitable nor adequate. Conflicts

arose about the arrangements to be made for sharing the fG~~cial  risk of high-t  cases, as well

as whether and the degree to which mechanisms for cost  savings should be spelled out in the

design of the programs. The rate-setting methodology emerged as one of the most controversial

features of the demonstrations. Criticisms arose about vhtuaUy  every aspect of the methodology:

the composition and number of rating categories; the trending factors us@ the use of statewide

versus local service  use and cust estimates; the adequacy of the dcxumentation  on the
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1 ,r-l methodology; the incorporation of funding for reinsurance  and stoploss coverage in order to
1
! protect the provider from the costs of catastrophic illness;  and delays encountered in having the

I
I rate approaches approved at the state and federal levels. In addition, chanp in the ftefor-service

environment that evolved from costcontainment  initiatives outside of the demonstration (such as

the establishment of prospective payment for inpatient hospital services) led in the second year to

capitation payments that were lower than the initial  rates (Hurky,  1986).

Evaluators of the MCD found that:

P

Primary care case management and capitation led to the desired reduction in service
use (particularly the use of emergency room se*).

However, reductions in the use of demonstration services were not accompanied by
substantial reductions in reimbursements relative to the f-for-servie  sector, because
capitation rates were based on fee-for-se&e sector use and reimbursements from the
previous year, and concurrent service use in the f-for-service sector was also
declining.

Limiting the choice of providers among beneficiaries did not have an adverse effect on
the quaky of care received relative to the Medicaid fee-for-service sector, although the
evaluators noted that the quality of care received by Medicaid beneficiaries overall  was
below that received by the general public.

No insurmountable problems were encountered in persuading  beneficiari~ to join
prepaid health plans, although when a choice  of providem  was available some
beneficiaries had to be auto-assigned rather than choosing a provider on their WVIL

Rate-setting remained a crucial problem in both initiating and maintaining programs.

Thus,  the evaluators concluded that, relative to fee-for-se&e Medicaid coverage, the prepaid,

case-managed health care implemented under the MCD led to better organized, less tkagmented

caregiving  a reduction in turn- service use (accompanied

comparable quality health care (Preund  et aL, 1988).

D. DEh4ONSTRATIONS  FOR ‘IHE  FRAJL ELDERLY

by a modest  coat savings), and

The 1980s witnessed  a number of demonstrations and programs whose primary goal was to

deliver and linance  long-termcare for the kail elderly  at less expense than would be incurred with
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traditional long-term nursing home placement. Among these programs are the On Lok Community

Care Organization for Dependent Adults (CCODA), the national S/HMO Demonstration, and the

National Long Term Care Demonstration (Channeling). We briefly descrii the features of each

of these programs and their implementation in order to characterize their similarities to and

differences  from the ElderCare  program. (E&&it IL1 summarizes the key features of the three

PwwmsJ

1. On Iok Communitv  Care Ornanization  for Denendent Adults

On Lok Community Care Organization for Dependent Adults &CODA),  in many respects

a prototype of community-based long-term care, began in 1972 as an adult day health program for

the elderly in San Francisco’s Chinatown, North Beach, and Polk Gulch areas. While On Lok has

continued to serve a predominantly Chinese caseload in a relatively small catchment area, it has

evohred over the years into a comprehensive community-based long-term care program, sharing

many of the features of ElderCare. On Lok provides clients with a full range of acute care

sewices, as well as home- and community-based and institutional long-term care services. The

relatively small size of its urban catchment area has allowed the program to use day health centers

as its primary service delivery setting. An integrated case-management approach is used to provide

services, and care planning and service delivery are the responsibility of multidisciplinary teams.

Physicians are included in the teams, but are not considered the team leaders. On Lok controls

all service expenditures and coordinates prospective monthly payments from Medicare, Medicaid,

and clients (depending on the individual’s entitlement), assuming full &u&al risk for the total

health care of its clients. Eligiiility for On Lok is based on state certi6cation  for nursing-home

cart at the SNF or ICF level (Zawadski  and Eng, 1988).

The developers of On Iok have attributed their success at serving the &ail elderly to three

major features of the program: (1) using multidisciplinary teams, which provide a annprehensive

integrated response to the,problems  of each client and to the continuity of care, rather than the
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piecemeal approach of providers working in isolation; (2) using the day health center as a base of

operation, which makes efficient use of the time of professionals and paraprofessionals by housing

ah staff under one roo& and which provides clients with the opportunity to socialize, and (3)

exercising total control over Enancial  resources, which has allowed the team to prescrii and

p&de services according to the needs of clients, regardless of the payment mechanism available

to a particular client In addition, the fact that On Lok is a totally freegtanding  entity has allowed

it to experiment and evolve, ahhough, as its developers point out, it has evolved incrementally to

ensure a firm base of community support, a level of staff capability that meets its se&e provision

goals, and the establishment of solid relationships with mrtemally  contracted providers, private

physicians in the community, and potential members in the community. They point out that, even

though On Lok was .well known in the community for many years for its original day health

program, it took the CCODA three years to reach its full caseload of 300 clients (Ansak and

zawadski,  1984).

2. The Social/Health Maintenance Oreanization  Demonstration

The SocWHealth  Maintenance Organization Demonstration (S/HMO), which began enrolling

clients in 1985 and 1986 and which will run through 1992, servea  both well  and frail  Medicare

beneficiaries in four sites (Portland, Oregoq Brooklyn, New York; Minneapolis, Minnesota;  and

Long Beach, California). The demonstration receives funding from Medicare, beneficiary

premiums, and, for Medicaid-eligiile members, Medicaid. The S/HMO’s benefits include the fulJ

range of acute care services covered under regular Medicare benefits,  plus hearing aids, eyeglasses,

and prescription drugs, as well as those services  required by m elderly individuals with chronic

a&&ions, referred to as “expanded care.” Expanded earq which includes personal care,

homemaking, adult  day health care, transportation, and short-term (but not kmg-term)  nursing-

home care, is provided through a case-managed system fix clients formany  astusai  as rapking

such services. The SIHMOs  receive a capita&d payment for each member, with a higher rate paid
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for those certi&d  as requiring a nursing-home-level of care (Greenberg et at, 1988; and J&&h

Care ComDetition  Week, 1989).

The S/HMOs  expexienced  substantial difficulty in meeting early enrollment goats,  which in

retrospect may not have been realistic. After the first  year of operation, the demonstra$on  had

extRAled  only 5,523 members, compared with its target of 16,000. The low enrollment was

attributed to a number of fbtors: the false belief held by many elderly that Medicare provides

long-term care benefits; the tendency of consumers to postpone enrollment until  they actully

perceive the need for long-term care se&es; the fact that enrollees generally had to change

physicians; the higher cost of the S/HMOs  relative to regular Medicare HMOs; the lack of name

recognition; the lack of marketing experience by the demonstration providers; and the limited

duration of a demonstration program, which was mentioned in the S/HMO marketing literature

(Greenberg et aL, 1988). Due to the lower-than-qected  enrollment, combinedwith higher-than-

expected  start-up and administrative costs,  the demonstration sites lost money during the tit two

years of operation, even though hospital, expanded care, and case management costs all remained

within the budgets of the plans (Iustitute  for Health and Aging et aL, 1987).

While the S/HMO demonstration is similar to ElderCare in that it uses a risk-based, capita&d

financing mechanism which it applies to all members, it is the subset of S/HMO clients who are

asxssed as eligible  for expanded clve and case management with whom the most useful

comparisons with ElderCare  (and On Lok) can be drawn.  Expanded care in the S/HMOs is made

available to members who meet state nursing-home preadmission  screening criteria (and, in one

site, who are judged to be at risk of meeting these criteria) (Leutz et at, 1989). Sites are allowed

to limit the number of expanded care radpients  to 5 percent of the total membership

(approximating their prevalence in the elderly population) in order to manage the risk of serving

members  who potentially need very  expensive care Three of the four 8ites  have ‘queue8 impaired

applicants to control the case m& one site has chosen to direct its marketing e&Is at achieving
I
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the desired case mix The three sites that have queued applicants reported that, as of the end of

1986, the queues of severely impaired elderly would have increased their enroknent of such

members by between 50 and 100 percent had they been enrolkcl  in the plans, rekcting the strong

demand for long-term care services in the areas seIyed  (Institute for Health and Aging et aL,

637).

In addition to limiting the enrollment of frail  members, expanded services are subject to

annual per-member dollar limits. To supplement services limited by the spending cap, some

members opt to pay for additional services out-of-pocket. Plans have adopted one of two

philosophies for allocating their limited chronic care dollars: (1) providing early intervention to

moderately impaired members to prevent or delay decline, and (2) providing intervention at the

point of crisis only for the most &ail and impaired members. IINS,  the expanded care criteria in

plans that subscrii to the latter philosophy are identical to nursing home certifkation,  while plans

that subscribe to the former use less stringent criteria (Institute for Health and Aging et aL, 1987).

Tko models of case management have also emerged among the sites. The first is a

compartmentalized model in which:

Medical providers are responsible for medical management of patients whose unmet
needs can be met by service providers in the medical system (including physiciana, nurses,
home health aides, medical social workers). If it is perceived  that all of the patient’s
unmet needs can be met by medical provide* the long-term care managers do not
prescrii long-term care services, although they may be informed of actions taken by
medical system providers.

The second model, which more closely resembles the model used by ElderCare  and On Lok,  takes

a more integrated approach, using a multidisciplinary team, including both medical and long-term

care providers/managers, to create care plans that meet the medical, functional, and psychosocial

needs of each member (Abrahams et aL, 1989).

Despite the early enrollment shortfall, the tkll target a&oad of 16,000 members was achieved

after four years of operatioirs,  and the plans are now operating at full financial risk. Evaluators
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have noted that the two S/HMO sites sponsored by established HMOs established the S/HMO

model more easily and less expensively  than did their counterparts sponsored by long-term care

organizations. Evaluators also noted that alI S/HMOs have been succe&ul  at keeping the cost of

expanded care within budget, a noteworthy achievement in light of the traditional skepticism voiced

by’potentiai  insurers in both the public and private sectors that such costs can be controlled. This

success has been attriiuted to three factors: the dollar limits placed on expanded care, the fact

that ehgiiihty  for expanded care is linked to state preadmission requirements for nursing-home

I certification, and the fact that, as was the case with earlier programs, the &sting informal  support

systems of members are being used, rather than substituted for by formal care (Leutz  et aL, 1989).

3. The National Long  Term Care Demonstration

The purpose of the National Long Term Care Demonstration (also known as Channeling) was

to test whether intensive case management and the provision of home- and

se&es could prevent or delay nursing-home placement for a groui of fixil

uxnmunity-based

elderly Medicare

beneficiaries assessed as at high risk of nursing-home placement in the absence of such services.

Between 1981 and 1985, 10 projects across the country Bssessad applicants and provided

comprehensive case management; five of those projects also received funding to coyer the cost of

home- and community-based services, such as personal care, homemaker services, transportation,

and home-delivered meals. (The five projects that re&ved funding to coyer home- and

community-based services were referred to as Fiicial Control projects; the other five were

referred to as Basic Case Management projects.) Case managers were required to keep the cost

of care plans within a spending cap of 60 percent of nursing-home costs (Kernper  et al, 1986).

The Channeling demonstration differed from BlderCare  (and On Lok and the S/HMO

demonstration) in two important “ys: (1) the providem  of suvices to demonstration en&lees

were reimbursed on a fee-for-service basis; and (2) the demonstration projaAs  did not provide any

services themsehxs  other than case management, nor did they monitor the use of acute care
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services. Therefore, comparisons between outcomes for Channeling and EIderCare  clients  ~fe

likely to be misleading. However, many of the operational features of Channeling (e.g., planning

and startup tasks, outreach activities, and relationships with eztemal service providers) are relevant

to ElderCare  and, as such, are the focus of the comparison here.

- The Channeling projects used a variety of arrangements with home- and community-based

setice providers. Some projects used unit service rates that had been negotiated with providers,

others were constrained by existing contracts and state rate-setting procedures, while others

adopted more informal methods for selecting providers and negotiating rates. Monitoring  providers

and assuring the quality of care were major undertak@s  for project StafE,  and defining and

measuring the quality of care proved problematic. In addition, in some projects, the supply of

se&e providers was so limited that no alternatives existed when a particular provider was judged

to be inadequate. In retrospect, project staff expressed the opinion that they had underestimated

the complexity of and resources required for monitoring providers &ectively  (Carcagno  et al.,

1986).

Each project had a target caseload of between 200 and 500 clients and were given one year

to achieve that target. All demonstration projects were able to reach their caseload targets.

However, particularly in the nonurban projects, caseload buildup was slower than expect& and

thus the buildup period was extended slightly and targets adjusted downward  for some projects.

Outreach activities were oriented toward existing agencies (which in some projects led to formal

agreements with organizations for demonstration refixrals)  and at some, but not ail, projects

dire&y  toward community residents. ‘l’Ie projects that chose not to reach out dkectly  tq elderly

individuals, but rather to reiy  on other organizations for referrals, did so because they believed both

that target caseloads could be met without such &orts and that such &‘orts Wracted  too many

ineligible individuals. The projects that used mass media uperienced  an increase in self-referrals

fokwing publicity, but, as the other proje& had hypothesized, generated interest from many
,
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n ~dh&hJ~  who dthatdy did not meet the eligiii,&y  c&rja 0f the demonseati0n (carcagno  et

d, 1986). .

The demonstration was successful at enr0Uing  a my imp&& pop&tion.  me hutin

found that demonstration services did not substantially reduce informal  -giving efforts, and tit

clfents  and informal  caregivers  had more of their needs met, had more confidence  in the s+x+ce~

they received,  and were more satisfied with life in generat However, the intervention did not

reduce the total costs of care, because, despite the frailty of the population, very few clients would

have entered nursing homes in the absence of the demonstration, reflecting a noteworthy level of

determination among the elderly clients and their informal caregivers to keep clients at home.

Thus, the evaluation collcIudcd  that, contrary to many previous claims, home- and community-based

services (at least when delivered within the parameters of the Channeling demonstration and the

service delivery environment in which the demonstration was implemented) were not a cost-

effective alternative to nursing-home care. Due to the rigorous design of the evaluation, which

included a randomly selected control group that allowed the effects of individual participant

characteristics to be separated out from the effects of the demonstration, the evaluation laid to

rest, at least temporarily, the debate about the cost-effectiveness of home- and community-based

care relative to institutional care.

E THE DADE COUNTY POPULATION AND SERVICE ENVIRONMENT

Dade County,  which contains Miami and Miami Beach, is ollc of the largest  ~0uMie~  in

Florida,  cove&g  1,9S5 square miles. With 1,769JOO residents, it contains 15 percent Of alI Florida

residents: (See Table ILl, which summarizes the statistics dkussed  in this SC&OII td their

murces.) Dade County is also home to 13 percent of the state’s population age 65 and older  and

14 percent of the state’s residents age 75 and older. Although the distribution  of elderly  residents

for Dade county is roughly similar to that  of the rest of the state, it has a disproportionate share

of both minority and poor, residents. Dade County  contains 62 percent of the State’s Hispanic
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population and 21 percent of the state’s nonwhite population. Dade &unty also antains 37

percent of the state’s Supplemental Security Income (SSI) beneficiaricq  reflecting a 1-l of

poverty above that of the rest of the state. Due to the relatively high level of SSI receipt

combined with a somewhat lower-than-average level of Social Security eligW.ity  (and concomitantly*

lower level of Medicare eligibility), Da& County contains relatively more elderly Medicaid

recipients  who may a have Medicare as the East payor  for ccnxred  services than the state as a

whole.’

Acute health care providers appear  to be in ample supply in Dade  County. According to the

American Hospital Association 1988 annual su~vcy,  the county contained 32 (or 11 percent) of the

state’s 293 hospitals and 14 percent of the hospital beds. Although the amnty had just over

15 percent of the state’s total hospital admissions and just under 15 percent of the state’s total

hospital days of care, it had a slightly lower hospital use rate per r&ientz 1,199 days per l,ooO

residents, compared with 1,258 days per 1,000 residents for the entire state. A relatively high

proportion of the state’s physicians practice in Dade County. According to the American Medical

Association, at the end of 1985 the county had 24 percent of the state’s practicing physicians,

yielding 2.8 physicians in patient care pex 1,000 residents, compared with 1.7 per 1,000 residents

for the state as a whole. In 1988, Dade also had a high concentration of the state’s ‘IEFRA

HMOs  (i.e., HMOs certified to serve Medicare bcnckiarics),  with 7 of the state’s 9 HMOs and

over 80 percent of the state’s 54,675 A&xii- HMOmcmberk Ihus,theHMO

penetration rate among the elderly in Dade couaty far exceed&  the rest of the state, with 176.5

HMO members per 1,000 Social Security beneficiaries, compared with 23.6 members  pc’ l,ooO

lMedicaidraavpurchaJeMedicareBcwetageborMedicaidbenefidariesnrho,bgvirtueoftheir
~~~ilityforSociafSecurityBenefits,areineiigible~~A  AnNmaybe
earolledintheMedicareBprogramifheis65orolder,ira~toftheUS,andeithera
cjt;,oranalicntwvfuttyadmittedborpennsnmtresidencewho~FaidcdintheUS.
wntinuously  during the Sve ycam immediately prior to the month he applks for enrollment. He
must tie a written request for enrolhnen~  signed by him or on his b&al& with the Social sanvity
Administration IE such an individual is also Medicaid~N,  Medicaid will pay fix his Part B
premiums.
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Social Security beneficiaries for Florida as a whole, thus yielding an acute-care service environment

for the elderly that is heavily influenced by prepaid, managed care.

Dade County contains a somewhat smaller-than-average proportion of the state’s nursing

facilities, with only 148 (12 percent) of the state’s nursing homes and 12 percent of the total
W

number of nursing-home beds. However, according to DHRS,  on@ 47 nursing homes in Dade

County were certikd for Medicaid reimbursement as of January 1990? DHRS operates a

statewide nursing-home preadmission screening program called CARES (Comprehensive

Assessment and Review Services) out of its office of Aging and Adult Services. CARES screening

is performed free of charge for any individual contemplating nursing-home placement, but is

mandatory for Medicaid beneficiaries. A primary goal of CARES is to familkk  its clients with

community-based alternatives to nursing-home placement when such alternatives are medicaliy

feasible. CARES provides an initial assessment carried out by a multidisciplinary team using the

GATES assessment instrument, develops a plan of care for clients, and conducts periodic followup

to re-evaluate the client’s condition and to assure service delivery. If a client has been assesed

as requiring a nursing-home-level of care, but has been judged to be able to remain in the

community with sufficient support, CARES provides information and referral to community-based

service programs.3

For Medicaid beneficiaries, community-based options include the three programs that operate

under Medicaid 2176 waivers in Dade County: ElderCare, Channeling, and TEACH. Exhibit IL2

compares the eligibility miteria  and setices offered by the three programs. TEACH and

%I 1990, the nursing homes re&ved per-diem Medicaid reimbursements of between $42 and
$82, with an average per diem of $67.

aDHRS operates another program to m Medicaid beneficiari~  for homeand community-
based services that parallels the CARES screening program. However, clients using the DHR!S
assessment tend to be leas frail than those using CARE33 screening since clients using CARES
screening are considering nursing home placement, while those using DHRS assessment are not.
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Channeling are available to clients whose incomes are higher than those served by Elder&e:

Channeling was by far the largest of the three programs; TEACH was allocated 250 of the state’s

wavered slots to serve Dade County residents, and Channeling was allocated 750 slots, compared

with 200 for ElderCare.’  In addition, TEACH rquires that the client have an informal caregiver,

rime a primary objective of that program is to train clients and caregivers to provide care in the

home. Channeling does not rquire  that clients have an informal careglver  and provides a broader

range of services than does TEACH, but does not integrate acute and long-term care services as

does ElderCare.  Medicaidcovered  services  arranged by TEACH and Channeling are reimbursed

on a fee-for-service basis; Channeling also has a sliding-scale client copayment

Medicaid also funds home- and-community-based se&es through the state’s Aging Waiver

program. In addition the state funds a number of other programs with general revenues for which

Medicaid beneficiaries are eligible. Both types of programs are less comprehensive than

Channeling, TEACH, and Elder-care.

F .  SUMMARY

Florida’s Frail Elderly Project, Elder&e,  was designed and implemented in the mid- to late-

198&, a period during which the already sizeable  health care needs of the state’s elderly population

and the projected growth of those needs had been recognized and met with considerable alarm.

DHRS did not have the option of implementing the Frail Elderly Project in more than one

location in the state, because only Mt. Sinai Medical Center expressed an interest in the

experiment. Thus, the specifk  characteristics of Dade County (the high concentration of poor and

minority residents, and the above-average concentration of physicians and HMOs)  are likely to

‘In 1989, the Aging and Adult Services  Institutional Care Program (ICP) incom4evel cutoff
was $900 per mon& compared with the SSI cutoff of approximately $368

!_.
%etween  September 1987 and June 1989 CARES recommended 990 nursing-home4igille

Medicaid beneficiaries for diversion to community se&es. Of those, just under half were
recommended to Channeling, a Sfth to TEACH, and a teuth  to ElderCare
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influence ElderCare  and its effectiveness in ways that cannot be fully separated  hm the

characteristics of the plan itseE _

Tbe  mid- to late-1980s was also a period characterized by substantial expedmentation with the

delivery of case management and home- and community-based services  to the frail elderly, as well

kwith the prepaid, capitated 6nancing  of acute health care. The linal  results of the National

Long Term Care Demonstration, which appeared for the Grst time in 1986, underscored the

difEculty  of identifying individuals who will subsequently go into nursing homes. Thus, its

evaluators concluded that home- and community-based care was not a leas expensive alternative

to nursing-home care and would have to be justified based on the increased  satisfaction derived

by the elderly and their caregivers. On Lok and the National S/HMO Demonstration have

revisited the issue of the cost-effectiveness  of case-managed community care when provided as part

of a continuum with acute care and when Penanced on a capitated basis. Florida’s Frail Elderly

Project, ElderCare,  has joined these programs in attempting to find a rational, costcf?icient,  high-

quality alternative to institutional care for the &ail elderly.
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IJI. THE ORGANIZA’I7ON  AND OPERATION OF ELDERCARE

‘The ability of Elder-Care to provide a full range of acute, long-tern care and case management

services to its Ml elderly target population within the financial limitations of a prepaid, risk-based
W

contract with the Florida Department of Health and Rehabilitative Services (DHRS) depended on

its ability to:

0

0

0

0

In

Attract and retain a caseload of adequate size

Attract and retain providers of direct services and monitor the quality of se&es
provided

Manage service delivery in a manner that prevents or delays permanent institutional
placement without compromising the health of its clients

Provide clients with the requisite covered setvim within the limits of the capitation
payment

this chapter we discuss the findings from a case study of ElderCare, the purpose of which

was to inform our assessment of its capabilities along these dimensions. The case study descrii

the organizational structure of Elder-Care and its rclatiox~~hip  to its host institution, Mt. Sinai

Medical Center, and the implementation of ElderCare.  In particular, the case study documents

and assesses the operational facets of Elder-Care  as they pertain to the issues of specific interest

to the evaluation:

The access of potential clients to plan application and enrollment procedures and the
access of clients to plan services, as well as whether barriers exist in outreach
procedures that may restrict access to application or enrolhnent  procedures and plan
seWices

The types of marketing techniaues  used and the relative eEe&&ness  of difhent
techniques for various segments of the target population

The satisfaction of mwiders 4th plan participation, and constrabts  against their
satisfaction

,
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The perceptions of ElderCare  staff about (1) the satisfaction of informal careeivea
and clients with enrollment ince~ltives  and plan services,  (2) constraints against their
satisfaction, and (3) the effect of plan participation on decisions to enter nursing
homes

The adecuacv  of recordkeeuing  systems to support the range of functions performed
by ElderCare (e.g., administration, reporting to the State, enrollment and
disenrollment,  quality assurance, utilization review, cost containment, case
management, and grievance processing)

In this chapter, we first de&i the methodology underlying the case study. We then discuss

the specific aspects of the organization and operation of ElderCare  that illustrate the plan’s

capacity to provide the requisite services to its Ml elderly caseload: the history and organizational

structure of ElderCare;  outreach activities; intake and termination procedures; case management

and the provision of direct services; quality assurance and utilization review procedures; and the

recordkeeping and reporting systems. The final  section of this chapter ckcrii El&xCare’s  ability

to meet its operational and service goals.

A METHODOLOGICAL APPROACH FOR THE CASE STUDY

Data for the case study were derived from three major sourcxs:  indepth, in-person interviews

with ElderCare  staff and the liaison for the demonstration from DHRS; telephone conversations

with the state actuary responsible for the capitation methodology, as well as follow-up telephone

conversations with other staff;  and documents that -ibed the operational components of the

demonstration.

In-person interviews were conducted during a site visit to Mt. Sinai Medical Center in Miami

Beach by two members of the evaluation team on July 20 and 21,1%9,  several months before the

end of the cooperative agreement between DHRS and HCFA At that time, EkkCare had been

operating for nearly two years and was serving appruximately  110 clients.

The in-person interviewing began with an initial meeting with both the vice president at Mt.

Sinai responsible for overseeing the development of Elder&e and its operation at the corporate
,
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level and the Director of Mount Sinai Medical Health Plans (including Elder-Care). The purpose

of this meeting was to acquaint these administrative staff with the site visit team, to reiterate the

objectives of the site visit interviews, and to answer any of their questions about the nature and

scope of the interviews, as well as to obtain general information about the plan and its relationship

to the Medical Center.

The team then subsequently interviewed  ElderCare’s  case management staff, the case manager

responstble  for marketing, the 6nancial  manager, and the medical director. A representative of

an externally contracted provider and the Senior Human Services  Program Specialist  for the

Medicaid Alternative Health Plan Unit of DHRS, who served as the liaison between the State and

ElderCare,  were also interviewed An exit interview with the vice president, the ElderCare

director, and ‘the state liaison concluded the site visit.

Interviews were guided by a detailed interview  protocol, the contents of which are summarized

in Exhibit IILl.’ Although the protocol was used as a point of departure for discus&on  rather

than as a formal surv9 instrument, it helped ensure that questions were asked consistently by the

interviewers and that all topics were covered completely and accurately. As reflected in Exhibit

IILl, several respondents were asked the same questions to ensure that a variety of viewpoints

were represented, to facilitate identifying patterns of consensns  (or disagreement), and to cross-

check the quality of information  received. Respondents were also asked about their responsrbihties

within ElderCare. Respondents were sent an abbreviated version of the protocol prior to the site

visit to prepare them for the discussions.

Each interview was conducted by the two-person evaluation team and lasted from 45 minutes

to 2 hours. Both team members were present at each interview in order to mmimize  the influence

of personal differences and styles that can affect the ability of interviewers to ask questions and

to listen to responses objectively. In addition, the presence of two team members also ahowed  one

‘The complete protocol is contained in Schore and Nelson (1989).
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person to guide the discussion and the other to record the responses. (The conversations  were

also tape-recorded to serve as backup to the written notes,)

The second data source for the case study consists of telephone interviews with persons who

were not available for an in-person interview during the site visk2 In August, a telephone

&e&w was conducted with the former actuary for DHRS about the rate-setting methodology

used for ElderCare.  Telephone calls were also made to staff inte&~ed in-person to follow up

on issues that required resolution.

Following the site visit and the telephone calls, a summary of the site visit was prepared and

sent to the state liaison, the ElderCare  director, and HCFA to review its accuracy. The summary

was revised on the basis of their comments, and then redistributed.

The third data source consists of various documents that had been made available to the

evaluator by HCF& additional documentation was requested from  the state and ElderCare.  These

documents included:

The revised Operational Protocol for the Alternative Health Plans Project for the Frail
Elderly

The contract between DHRS and ML Sinai

Quarterly progress reports and service use and Gnancial  reports for the project

Memoranda and letters from DHRS that descriibe the planning phase of ElderCare

Information from the Aging and Adult Se&es unit of DHRS about other Dade
County programs offering Medicaid-waivered  home- and community-based setvia

Enrollment and disenrollment forms

Grievan~procedures

2A telephone interview was planned for an external provider who had made some inquiries
about participating in ElderCare,  but who ukimately  chose not to participate. The purpose of that
interview was to identify the reasons that the provider decided not to participate. However, the
staff members from that provider who had made the initial inquity  and the decision not to
participate were no longer with the provider when the case study was conducted, and were thus
unavailable for an interview.
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The quality assurance program pian

Marketing literature

The job descriptions of case managers

Organizational charts for Mt. Sinai Medical  Center and EiderCare

These  documents were reviewed prior to the site visit in order to familiarize the evaluation team

with the program and to guide the development of the site interview protocoL

B. INSTITUTIONAL HISTORY AND ORGANIZATION OF ELDERCARE

This section discusses the decision

program, its ongoing relationship with

Elder&e,  and the manner in which

established.

f- 1. Initiatine the ElderCare Program

of Mt. Sinai Medical Center to initiate the ElderCare

ElderCare,  the organizational structure deveioped  for

lines of communication between staff  members were

Mt. Sinai Medical  Center is south Florida’s iargest  private not-for-profit health  care facility,

encompassing patient care, research, medical and paramedical education, and community outreach.

Its service area encompasses all of Dade County, with secondary service areas in Broward and Palm

Beach counties. In 1986, approximateIy  haIf of alI admissions were for residents of Miami Beach.

The Medical Center includes a 700-bed acute-care teaching hospitaI,  comprehensive outpatient

services, and an ambulatory care facility. Emergency services are provided to over 25,000 patients

a year. To promote noninstitutional care, Mt. Sinai, in cooperation with severai  community

organizations, provides a range of services to the community, inchading  transportation, personal

emergency response, in-house and community  sociai  and medical care, home assessment, and health

education and prevention training. The Medical Center also has an c&ens+ Sociai  Work

Department whose staff  are experienced with case management. The Medical  Center has

,

38



contractual relationships with four of the six HMOs in the area and has been active in the area’s

movement toward Preferred Provider Organizations.

Mt. Sinai’s interest in ElderCare  stems from its longstanding interest in programs for the

elderly. Twenty years ago, Mt. Sinai established a major outpatient clinic from which a number

oEgeriatric  programs subsequently evolve As shown in Ekhiiit  III.2, Mt. Sinai expressed initial

interest in operating a program for the frail elderly as part of the Florida  Alternative Health Plan

project in 1984, two years after the project had been approved by HCFA  However, it was another

three years before ElderCare began operations, following the resolution of a number of

disagreements con=ming features of the demonstration waivers and the demonstration budget

among HCFA  DHRS, and the Medical Center. For example, the Operational Protocol submitted

by DHRS to HCFA in 1984 proposed that the &ail elderly demonstration use an income cutoff at

the Institutional Care Program (ICP) level, while HCFA was calling for the substantially lower

Supplemental Security Income (SSI) cutoff level. (In 1989, the ICP cutoff  was $900 per month,

compared with the SSI cutoff of approximately $368.) In 19S4,  the DHRS protocol was rejected

by HCPA In 1986, a revised protocol was submitted and accepted, in which the SSI income cutoff

was adopted; in addition, the revised protocol used a huger base group upon which the capitation

payment for the plan was computed A year of contract negotiations between DHRS and Mt. Sinai

followed. On September 1,1987,  the first client was enrolled in the plan

2 ElderCare’s  Relation&in to Mt. Sinai Medical Center

Although ElderCare  was af6liated with Mt. Sinai Medical Center  as a nonprofit subentity, its

daily operations were relatively autonomous. However, Mt Sinai provided Elder-Care with various

types of support at no cost to the plan, including office space ElderGre’s  accounting system,

quality assurance program, and utilization review committee were integrated with Thor of Mt.

Sinai. Mt. Sinai also provided the plan with some of its transportation sexvice at no cost In

addition, Elder-Care nego$ated favorable rates for inpatient services at Mt. Sinai. These
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SUMMARY OFACT’MTES IN THE EVOLUTION OF ELDERCARE

1982

w

1984

1986

,fl lgg7

1988

1989

HCFA approves  funding for the Medicaid competition  Demonstrations, including
the Florida Alternative Health Plan

Operational PXWXQ~ submitted to HCFA by DHRS, but not approved

Proposal for Frail Elderly module rc&vcd by DHRS from  Mt.  Sinai Medical Center

HCFA approves revised Operational Protocol submitted by DHRS

Contract negotiations begin between DHRS and Mt. Sinai

Contract witb Mt. Sinai signed midyear

First client enrolkd  as of September 1

Establishment of automated MIS for EkCare

End of caoperative  agreement between DHRS and HCFA (originally September
30, extended to December 31)
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contriiutions  were not directly reimbursed by the capitation  payments, TINS,  Mt. Sinai provided

the state with considerable subsidies to the care provided through Elder&c, ithe expectation

that the investment in ElderCare  would provide returns to the Medical Center  in tbe future.

8 Mt. Sinai’s historical commitment to providing care for the elderly and its desire to maintain

and expand its market share in an increasingly competitive environment were the primary

motivations for its strong institutional support for EIderCas  In addition, the axnmitment of

individual staff members and the small  size  of the plan and the fact that all staE members were

able to communicate witb each other  daily allowed the plan to ident& discuss, and End solutions

to problems as they arose-whether with speci& clients, plan bedts, or cx&rnal factors. ‘Ihe

institutional commitment and the commitment of the ElderCnre  staEto  the success of the plan and

the ficxiiility  of the plan at addressing problems (such as the addition of off=&  physichs)

engendered a high degree of satisfaction among clients  with their plan  participation, as wiU  be

descrii in Chapter VI.

At the time the case study was conducted, the State’s cooperative agreement with WCFA for

the Alternative Health Plan demonstration was due to end on October 1,1989.  The end date of

the agreement was later extended tbrcwgh Dec@xrofthatyear,whileMt.Sinaimadcplansto

continue ElderCare  through its Medicaid Prepaid Health Plan (PPHl’).  Mt. Sinai planned to

expand ElderCare  into Broward  County within a year as part of the Medical &&r’s Medicaid

PPHP, and possibly  into Palm Beach county within the ensuing three parr. TINS, Mt. Sinai’s

participation in the Aitexnative  Health Plan demonstration provided the hwpital  not only  with a

way to fulfill  its institutional commitment to the elderly and an opportunity to garner &vorabie

prblicityibthtoommunitgbbut~witbtheopportrmitytoeJrpand~marLetrharewithbag-term

caresciviashlncighboringcountiesinthcf\lfillt.
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/7 3. The Or~an.ization  of ElderCare

At the time of the case study, EIderCare’s  sta5g structure consisted of a pIan?lirector,  three
t!
I

case managers, a medical director, a financial manager, an enroIhnent  coordinator, and several

support staff. ML Sinai provided corporate oversight through a Medical Center vice president,

:‘flindicated by the organizational chart in Figure IILl, the plan dir-r reported to the Medical

Center vice president, while other staE reported either to the pIan director or to a function-specific

supervisor. While delegating authority to the plan director for day-today management, Mt. Sinai

was ultimately accountable for the l&al viabihty  and successful operation of the plan. like plan

director was responsible for mana&g  the operational performance of the plan and for making 6nal

recommendations about policy and other decisions to ML Sinai.

The plan  had three case managers, one of whom acted as a su@sor  and dire&xl  marketing.

Case management activities encompassed the following integrating and coordinating long-term

/1 se&es for each client with primary acute care; providing personal counseling to clients and

support counseling to clients’ families; arranging for ongoing meetings with the client’s care team;

visiting and assessing the client’s home environment; serving as an ombudsman for the client; and

integrating community resources into the client’s plan of care. Tbvo  of the case managers were

registered nurses;  the third had worked with the Medicaid elderly population in a public welfare

agency and had acquired case management expertise while working at Elder-Care  in other official

capacities. At the time of the case study, two of the case managers had been in their positions for

slightly less than a year. The third case manager had been with the program for approxbnately  a

pearandahalfandbadreplacedacasemanePerwhowaswiththeplanfromSeptembet1987to

December 1987. The case management sumr was also the director of marketing. Her

responsibilities  included developiag  and disseminating  marketing plans and materials,  providing

public relations, and overseeing enrolhnent  procedures.

r‘
PP
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FIGURE III.1

ORGANIZATIONAL STRUCTURE OF MOUNT SINAI ELDERCARE

‘.

4

Vice President
Mt. Sinai

Medical Center

Director

I I I,
Medical Case

Financial Mgr. Supervisor Enrollment Coordinator Medical Director Other Resources

‘,



44

ElderCare’s  financial manager had been with the plan since February 1988 and was responsible

for automating the plan’s MIS. The Snancial  manager’s responsibiiities  entailed budgeting,

accounting, implementing Cmrwial  controls, processing claims, preparing and submitting Snancial

and statistical reports, and overseeing the plan’s insurance coverage.  An enrollment coordinator

v%s responsible for data-entering enrollment information, producing enrohment  and disenrolhnent

reports for the State, mailing out marketing literature, and issuing identification cards.

ElderCare’s  medical director was responsible for managing the iiscal  aspects of acute care

services, implementing the prior authorization of acute services, and participating in the utilization

review and quality assurance programs. He also served as the primary care physician for many of

the plan members. A second, bilingual physician was added  to the ElderCare  staff to serve the

needs of Spanish-speaking clients. ‘Ikro other staff physicians provided backup coverage for the

two physicians. All four physicians were on-site at the Mt. Sinai Medical Center.

Several off-site physicians also served clients. O&site  physicians were added to the plan

because a large number  of clients were disenrolling  &cnn El&Care in order to return to their

original primary care physicians. In order for an off-site physician to participate in ElderCare,  he

or she had to accept the Medicaid fee-for-service reimbursement as payment in full for care and

had to agree to cooperate with the case managers and the plan’s prior authorization process for

referrals to specialists and other acute care.

C. OUTREACH: THEUSEOF REFER&G SOURCES AND hWXETTNG ACITWIES

When Elder&e  began operations in late 1987, it had approval to serve 200 clients under

Medicaid waivers and had projected that it could serve 400 clients. By the &ml quarter of the Grst

year of operation, only 57 chents  had enrolled, and another 20 clients had already enrolled and

disenrolled The lower-thanupected  enrohtnent and higher&anupected  discnroIhnent  were

considered to be serious problems, because they called into question  the assumptions underlying
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the level of unmet need in the frail elderly community, thus prompting EIderCare  to rethink ik

marketing 6trategy.f
.-

The Comprehensive Assessment and Review Service (CARJSS), the statewide nursing-home

preadmission screening program, was originally envisioned as the primary referral source for
*

ElderCare.  CARES assesses all Medicaid beneficiaries who are considering nursing-home

placement, and determines whether or not they require nursing-home care  at the skilled or

intermediate IcveL  Dade County Medicaid beneficiaries who received “a level-of-care

determination” were then assessed to determine whether they might remain in the community if

sufficient support could be provided under one of the Medicaid waiver programs serving the county

(Elder&e,  Channeling, TEACH, and the state’s Aging Waiver program)? If the beneficiary’s

physician was willing to accept the “level- of- care determination” and if the beneficiary and his or

her family accepted community diversion, the beneficiary was referred to one of the waivered

Programs.

However, even though ElderCare clients were required to undergo a CARES assessment and

be recommended for community diversion in order to be considered eligible, referrals to ElderCare

did not generally come from  CARES. According  to plan sta& 9 of 10 applicants approached

ElderCare  prior to a CARES assessment. DHRS also initially perecivcd  that Channeling and

TEACH were operating at capacity, and that the overflow from these programs would be sufficient

to fill the ElderCare  caseload. However, Channeling expanded the number of ik waiver&  slots,

%igh rates of disenrollment were a particular problem because ElderCare  lost one of ik
waivered  slots for each disenrollment. However, slok lost due to Medicaid ineligiiility  or death
(i.e., due to irwoluntary  disenroliment)  could be reuxcr& Thercquesttorecovcr waivwed  slots
was made to HCFA, and any slots that were tealhxxted  went back to Florida’s Aging and Adult
Services  (AAS) program. If Eldereare  were stiIl  operating under Medicaid ws&rs when  the slots
were returned to AAS, ElderCare  could then request the slots  back from AAS. At the time of the
ease study, ElderCare  had not recovered any of ik lost slots.

%e Channeling and %ACH  Medicaid waiver programs are descri! more f!ully  in Section
ILE
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i-7 thus reducing its overflow, and slots in TEACH were in fact available. Thus, neither of these

programs proved to be a source of referrals as originally envisioned.

A number of the earliest plan clients were rolled into EldeCare from Mt Sinai’s Medicaid

Prepaid Health Plan. Other early referral sources included the Social Work Department at Mount

; Sbi, Jackson Hospital’s Medicaid health plan, and other organizations serving the elderly. Plan

staE attributed the slow growth of the caseload during the Brst  year of operations to several

factors: the amount of time required for word-of-mouth referrals to begin for a relatively unknown

program; the reluctance of clients to change their primary care physicians; the reluctance of

physicians to certify that clients required a nursing-home level of care; the reluctance of physicians

to lose clients (or, for those offered the opportunity to m their clients Corn within ElderCare,

to lose their autonomy to the plan’s case management and prior authorization procedures); a

general fear of HMOs by both the elderly and their physicians in the wake of a number of HMO

scandals in south Florida; and the lower-thanexpected number of referrals from CARES,

Channeling, and TEACH just de&i

Early marketing activities were low key, consisting largely of a brochure mailed out to social

service agencies that se% the elderly, a single appearance by an ElderCare  staff member on a

health-related television program on a local station, and presentations made by staE at meetings

of CARES staE, local service providers, and government agencies that served  the elderly. This

conservative approach was intentional, since planners felt that suf6cient  unmet demand existed for

Elder-Care’s setices. Furthermore, a conservative marketing strategy was adopted by Mt. Sinai and

DHRS because they were concerned about the ability of the capitation  payment to cover those

aervias  frequently  used by the m eklerly  (particularly home- and community-based care).

However, after one year, the approach was deemed to be too consc~~~tive  to @I the 200 slots.

‘Ibe elderly of the Miami Beach area come primarily &om three  c&&I&al groups: black

Hispanic, and Jewish. Social programs in the Miami Beach area often come to be identi6ed  “as
‘r

46

I
I
I
1
I
1.
I
I
I
I
I
I
I
B
I

I
I
I



belonging  to’ one of these three groups. InitialIy  it was thought that ElderCare  might be identified

as a “Jewi@ program, in

community. However, plan

view  of the Medical  Center’s Iongstanding  ties with  the Jewish

staE felt that Elder&e had avoided being labeled as belonging to a

particular group, despite the fact that the majority of the plan’s caseload was Hispanic and a

datively  small  proportion was black.

ElderCare’s  success at enrolling elderly Hispanic clients was due to a revised marketing plan

that targeted the large Spanish-speaking elderly population of Miami Beach and included

programming on Spanish-language radio and television. StaE believed  that media served as a major

source of referrals for Spanish-speaking clients. l’h9 also indicated that television  was more

effective than radio as a marketing tool, and that news shows yielded a greater telephone response

than did talk shows. StaE estimated that one television news show had generated 150 telephone

calls, yielding approximately 30 enrollees over a two- to three-month period. On the other hand,

staE indicated that  the elderly Jewish population were more likely to have learned about the

program through adult day centers, hospital social workers, and newspapers. Thus,  referral sources

for later enrollees were more likely to include media, as well as word-of-mouth, as the program’s

reputation in the community grew. I.ocal hospitals continued to be a sign&ant referral source.

In addition, at the time of the case study, ElderCare  had just received approximately 15 referrals

from TEACH, which was beginning to phase down its operations.

Due to the general mistrust of HMOs in South Florida in the wake of the IMC scandal,

particularly among the elderly, the case manager responsible for marketing emphasized the

difference between Elder-Care and traditional HMOs  when tahringwith  potential clienta.  Tbe case

manager also let potential members lrnaw  in advance that the color of their Medicaid card would

change  from white (the color of the Medicaid card used by ben&ciaries in the ficGfor=service

sector) to blue (the color of the Medicaid card used by hcnd%%ries  in prqaid health plans).

Early in the evaluation, plan staff indicated that anxiety about having to change Medicaid cards
+
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from white to blue prompted some clients to disenroll  from the pIan.  In addition, the change in

card color became a particular problem when clients needed to Gil prescriptions, Muse prepaid

health plans do not usually use community pharmacies, though Elder&e did. Therefore, some

pharmacies did not honor the cards of Eider-Care  clients even  though thq could have been

z reimbursed under the plan

In addition to appealing directly to consumers through the media, the revised marketing effort

continued to include presentations to community groups, coalitions of social service agencies, and

social service departments at various hospitals. In 1989, the ML Sinai public  relations department

developed a new brochure for inclusion with SSI checks. An Enghsh-language  videotape was also

produced in 1989 for use with organizations that serve the elderly and could generate referrals

(e.g., social work departments and physicians’ offices).  The videotape was being considered for

presentation on television.

DHRS approved all  marketing materials in advancx and preapproved the content of marketing

scripts before they were produced for television programs. According to DHRS rules, marketing

materials could present ElderCare  enrollment incentives only as those features of the plan that

distinguished it from regular Medicaid coverage-the guarantee of a primary care provider, fully

coordinated case management and health care, a greater variety of health care services, and an

alternative to nursing-home placement. DHRS reported that its changes to materials were

minimal, generally clarifying the distinction between a regular Medicaid benefit and an expanded

ElderCare benefit. Marketing literature need not have contained information on the

demonstration status of the plau

D. INTAKE AND TERMINATION PROCEDURES

Intake and termination procedures adopted by a prepaid health plan that - a frail elderly

population have an important e&t on the access of clients to and their mtisktion  with cam
,Y--- .

The efficient, rational flow,,of  eligibility mning and enroIlment  procedures serve  to minimiz
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barriers to access.  Equitable and well publicized grievance pro&ures  serve to enhance the

satisfaction of clients with the plan.  Eligiiility  screenin&  enrollment, grievance, and disenrollment

procedures for ElderCare  were governed by the operational protocol  for the plan.  In this section,

we briefly describe these procedures and the perceptions of staff about the problems that arose

4th them.

1. Elieibilitv  Screen&

Clients were eligible  for ElderCare  if they were:

o Eligible for Medicaid by virtue of receiving monthly cash assistance from SSI

o Age 65 or older

o A Dade County resident, and

o At risk of nursing-home placement

ElderCare’s  nurse case managers were responsible for screening potential clients. (Exhibit III.3

summarizes the steps in Elder&e’s  eligibility and enrollment pmccsses.) Screening began when

an applicant made an initial telephone con- The client’s Medicaid status, age, and place of

residence were verifjed  informally by the case manager during an initial  home visit, which occur14

within one to two weeks after the telephone calL During the home visit, the case manager

administered a screening instrument to the client to assess his or her health status, level of

impairment, unmet need, and &sting support systems. The home visit also allowed the case

manager to explain the program to the client and the client’s family in greater detail and to provide

them with a plan handbook_

The risk of nusing-home  placement was determined by CARES. CARES performs  an initial

comprehensive assessment to determine whether the applicant is cligiik for nursing-home

placement and at what kvel of care. Reassessments are conducted at 30-, 60-, !UL, and 18Oday

intervals. A desk review o&each  case  is subsequently peSormed  annually by CARES.
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ExHIBlTnL3

STEPSINTHEELDEBRCAREELIGlB~SCREENING
ANDENRouMENT PROCESSES

v-

- ,Potcntial  client axaacts  Eldcrcare

CARES providc~  a nursing-home kvelofcare determination and recommendation for
community diversion

Physician provides a referral that cor&ms  the need  fbr a nursing-home W of care

ElderCare  case  manager visits the client’s home to present a detailed description of the
plan, administer the screening instrument, and informally verify Medicaid cligiiility,  age, and
county of residence

ElderCare  s&nits  enrollment forms to DHRS

,r-Y
DHRS  not&s ElderCare  of Medicaid eligiiiliq vcriEcation  and formal u&bent
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Site staff interviews indicated that the SSI income cutoff restricted access to Elder&e-a

viewpoint that had been expressed by its ML Sinai planners over the three-year pried in which

ElderCare  was developed. StaE indicated that the SSI cut-off level ($368 per month in mid-1989)

was too stringent, effectively denying ElderCare  services to a large group of people with incomes

&ghtly above the cut-off (at the institutional care, or ICP,  level) who needed the services provided

by the plan and whose nursing-home placement and spend-down to Medicaid might be delayed by

participation. (The case managers noted that they referred higher-income applicants to the

Channeling program.)

2 &rollment  Procedures

After the home visit and screening assessment were completed, a referral form was requested

from  the individual’s physician which stated the physician’s belief that the individual required a

nursing-home level of care. If the applicant had not already been assess& by CARES, the referral

form was sent to CARES along with information from  the home visit. CARES then determined

the level of care required by the patient and assessed the appropriateness of community diversion

for the individual-a determination that was valid for six months. Formal validation of Medicaid

eligiiility, age, place of residence, and enrollment in ElderCare was performed monthly by DHRS.

Enrollment procedures took from four to six weeks. ‘Ibe completed enrollment forms had to

be received by the DHRS by the 15th of the month in order fix the client  to start receiving

services on the Erst of the following month. When enrollment in the demonstration began to

increase, the State liaison had to intervene manually in the enroIlment  process for applicants for

whom the state’s records on Medicaid eligiiility  appeared to conflict with information given to

EIderCare;  three to five cases each month required the manuaI intervention of the atate liaison.

Other delays in the enrollment process were attributed to chfkulties  in contacting the client and

to diEku.Ities  in getting the physician to complete the physician referral form, due both to

physicians’ busy schedulesmd to a general unwilhqcss  to certify  that an individual requires a
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nursing- home level of care. In cased of extreme need, a privately funded emergency home care

program (STEMS) provided emergency services  to applicants awaiting formal_-enrollment in

ElderCare.  More frequently,  ElderCare  provided services  to a client at its own Ermncial  risk before

DHRS completed formal enrollment, so as not to lose the client from  the plan’

: * The case managers felt that the length of the enrollment process restricted access to the plan,

although the plan director was not convinced that clients were discouraged by the &lay, since

emergency services were provided in the interim through STEMS or by ElderCare.  The  State

liaison felt that, while his manual intervention in the enrollment process had not yet become too

burdensome, the enrollment process  would take even longer if the size of the plan increased,  and

greater number of cases required his manual intervention. He also noted that the risk to

ElderCare  increased as it provided care to a greater number of clients not formally enrolled. (At

the time of the case study, it was projected that, in the month of August, ElderCare  would assume

P
the risk for 11 clients awaiting formal enrollment in the plan)

3. Grievance Procedures

ElderCare  instituted both informal and formal grievance procedures  that were de&bed for

clients in the plan handbook which was provided at enrollment. The objectives  of both types of

procedures were to promote communication and positive relationships among members, health

providers, and plan managers, as well as to provide wtematic  feedback to management to help it

revise and reEne  the plan as appropriate. ‘IBe informal procedures were designed to rcsoh

problems by promoting direct communication among the persons involved. If the problem could

not be rcsohrcd  at this leve& then plan members were encouraged to CoDtact their case managers,

who had the authority to help members re4ve their complaints. Xf the situation could not be

re&ved by the case managers, formal grievance  procedures could be initiated by the client by

%lderCare  was liable for the costs of care delivered to clients tire DHRS completed formal
enrollment if the client died prior to formal enrollment or if the client’s record of Medicaid
eligibility was never found 0% the DHRS files.
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b submitting a written complaint to the p1a11.~ Although the formal grievance procedures were in

place, none had been filed.

1

4. Disenrollment Procedures

Disenrollment  from the plan may have been voluntary or involuntary. Plan members could
: &

I

:
disenroll  voluntarily at any time. The voluntary disenrollment process began when the client

submitted a written application to disenroll.  The disenrollment application contained information

that identi6ed  the client, his or her expressed reason for disenrollment, and the signature of the

client or his or her legal guardian. This  request was submitted to Elder&e and then forwarded

to DHRS. If the request was submitted to DHRS by the 15th of the month, the client was

disenrolled  as of the 6rst of the following month. ‘Iht State need not have approved voluntary

I disenrollments.  A disenrollment summary report was prepared each month to indicate the number

of disenrohments  from  the plan by reason

B- As discussed in staff interviews, some clients d&enrolled  voluntarily because they were

I

confused by the change in the color of their Medicaid card once they were enrolled, and opted to

leave the plan in order to get their white card back Earlier in the demonstration, some clients

D
disenrolled  due to the physician lock-in fature, which, however, became less of an issue as clients

were later allowed to retain their cnvn physician if arrangements axtld  be worted out with the

particular doctor. Disenrolhnent  due to the physician lock-in lEeature  was not attributed by DHFG

6Tbe grievance  form  coll~  information on the incident in question, including the date and
location, the date on which the plan was first  made aware of the problem, the person who was
not&d, and the action that was taken at that time clients were  required to complete and &
a grievance form within one year  after the complaint. Case managers wen responsible for

1
reviewing the grievance and informing management of the problen~  Medically related grievances
were forwarded  to the medical director. ElderCare  rcyicwcd  the gri~cc and sent the member
a written Ending and conclusion after the camplaint  was receiv& depending on whether or not

I
information had to be collected outside the service (vth If the member was still dissatisfied, then
heorshecouldhavtappealcdtbedecjsionbyNbmittingawritten~~t~ur~tothe

;T- plan’s internal grievance committee Again,  a written Ending was sent to the member within 30
days. A member who m, still dissatisfied with the Whngs was entitled to take the appeal to
DHRS.
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; .- to how ElderCare  was marketed but rather was xxx as a problem with HMOs in generak  ‘Ihat

1
f

is, the State liaison indicated that when potential members first heard about the plan th9 were

i
I likely to have remembered the positive features  of the plan, but to have missed some of the aspects

!
of the plan that were unattractive.

- * Clients may have been disenrolled  involuntarily because they were ineligible for Medicaid,

moved out of Dade County, used the plan identif5cation  card i?audulently,  missed three consecutive

appointments within a continuous six-month period, exhibited disruptive behavior, failed to follow

the recommended plan of medical care, or resided in a long-term care facility for six months.

According to site visit interviews,  the primary reason for disenrollment from ElderCare  (either

voluntary or involuntaty)  was the death of the client. The second most frequent reason for

disenrollment was reported to be the client’s moving out of Dade County.7

E SERVICES COVERED BY ELDERCARE  AND SATISFACTION WITH CARE

In addition to the services  covered by regular Medicaid benefits in Florida, ElderCare provided

case management and home- and community-based (HCB)  care. Case management and some of

the HCB setices (namely, homemaker, home health aide, personal care, and respite care) were

suggested by the Medicaid 2176 waiver under which the plan operated. However, a number of

other seticcs were added, sometimes on a case-bycase  basis, to meet the specific  needs of clients.

In this section we de&i the services covered by ElderCare  and present the perceptions of staff

about the satisfaction of clients and caregivers with servia.  We conclude this section by

descriiing  the relationship between ElderCare  and one of its aternally contracted providers of

home health care, Home Advantage.

‘Disenrollment  forms indicati  an error  in staE perceptions about the reasons for
disenrollment. The percentage of &enrollees by reason of disenrollmen~  8s recorded on
disenrollment forms, arc protntcd in (Xapter IV. Accordmg  to the farms,  45 percent of the 46
disenrollments  that occurred between September 1987 and June 1989 were due to the desire of
the client to see another physician; 33 percent of the d&enrollments  wxre  due to the death of the
client.
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1. Case Management

Case management in ElderCare  consisted of the traditional functions *of assessment,

reassessment, care planning, and service coordination and monitoring. In addition, case managers

furnished emotional and psychological support for clients and caregivers, and the two nurse case
f
managers provided direct nursing services when required. ElderCare’s  model of case management

is similar in many respects to that of On Lok’s  integrated approach, in which case managers plan

care tith initial and ongoing input tirn the plan’s physicians. The small size of ElderCare

permitted this input to be informal rather than routinized  through regularly scheduled meetings

betwetn  case manageIs and physicians. l’he small si?e of the plan also permitted frequent contact

between case managers and clients and between case managers and home care workers, both of

whom could and did suggest change to care plans.

Care planning was the responsibility of the nurse case managers. A health care assessment

was conducted during the screening home visit from which a care plan was developed The

screening instrument was also used to develop the plan. The written plan of care documented the

following: the client’s problems and needs (such as acute and chronic medical conditions, the level

of impairment in performing activities of daily living, and the need of clients and caregivers for

psychosocial support, transportation, equipment, disposables,  supplies, and case management); the

services to be provided (including medical care, home care, caregiver  respite, and transportation);

the specific setice providers; and the results of the intervention. Care plans and prop notes

were updated monthly, but ElderCare’s  case managers were in daily contact with the plan’s medical

director about the use of services, acute symptoms, supplies, and other health-related problems.

The frequent contact with the medical dire&or  and clients obviated theneed for formal care plan

vents. Case managers did not

plam,butwcre~tomaiutia



ElderCare  employed three case managers at the time of the site visit, one who acted as a case

management supervisor and managed marketing, and two who maintained caseloads of between

50 and 60 clients. The case managers had one clerical support person.  Caseload assignments were

made alphabetically according to the last name of the client. The case managers felt that caseloads
-

of 50 to 60 clients, while manageable, may have been an upper limit for this population. The

optimal size of a caseload for a frail elderly program of this sort continues to be a matter of

debate. During the design of the Medicare Alzheimer’s Demonstration, caseload estimates of

between 30 and 100 clients were considered to be workable by the Technical Advisory Panel for

the demonstration design The practicality of the relatively larger caseloads depends on the type

and degree of support available to case managers for handling paperwork and service

arrangements, the need of clients for in-person attention, and the location of clients relative to the

case managers.

Home visits by Elder-Care  case managers after enrollment were Sequent,  although they were

made if a particular problem arose or if abuse of the client was suspected. Routine, ongoing

contact with plan members was maintained predominantly by telephone. Telephone contact

occurred at least once every two mks. Some clients called their ease manages several times a

day. However, case managers called clients when they did not hear from them for more than a

week or two. Home health aide also monitored clients and reported problems to the case

managers.

Most contacts with clients focused on medical problems The case managers served as a

liaison between the client and the doctor and the client’s w, and accompanied the client to

medical appointments. Case managers worked with family members to build on, maintain, and

improveinfonnalcategivingabilitics,althou,ghwo~withfirml’timwM~t~~afocusof

their work Rather, their aim was to arrange for nv care not &etAy pro&led by the
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informal caregiver. Case managers also provided counseling  to family members after the death of

a client. --

Acute-care hospitals assumed responsibili~  for case management when clients were admitted

to the hospitaI,

Gspital stays.

phlnning.

although Elder&e’s  case managers visited and monitored clients  during their

Elder&e’s case management responsibility formahy  resumed with discharge

The case managers monitored the quality of care provided by all providers. Providers were

dropped from the plan either when the case managers felt that the setvices  hrn that provider

were inadequate or when they received multiple compIaints  about a provider from  clients. Clients

were instructed to report problems with providers to the case managers and, according to the case

managers, were not hesitant to do so. Portal authorization procedures allowed case managers to

monitor the ongoing receipt  of all horn*  and community-based services and to evaluate changes

in service needs.

The services offered through ElderCare  were determined jointly by the State and Mt. Sinai

Medical Center. Services included those covered by the regular Medicaid program plus those

covered under the Medicaid 2176 waiver. A full list of services offered by El&Care and relevant

limits are presented in Exhibit IU4.  The foIlowing  services were covered under the 2176 waiver:

respite care, personal care, specialized home management (e.g., housekeeping and chore services),

placement (to residential facilities other than skilled or intermediate nursing facilities), health

support (to facilitate the provision of preventive, emergency,  and health maintenance se&es),  and

c)cort services to medical  appointments (for which interpreters were provided for hearing-impaired

md non-Enghsh+peaZng  individuals).

Anumberofserviceswereootoriginanyofferedbgtheplan,butwere~tOrmtheunmet

needs of clients. ‘Ihey  included the provision of medical supphes,  durable medical equipment,
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EXHIBlT  xIL4

SERVICES OFFERED BY ELDERCARE  AND LIMITATIONS ON
IWEIR UTILJZATION

_-

services Limitations
: &

Inpatient harpital Coven  the 45 d8ys per year per recipient
maximum covered by Medicaid.’

Outpatient hospital Bloodproductsms1ybclimitedtofirst3pin~
per service occasion if client has Medicare.
If not, blood products must be covered as
needed.

Emergency 8ewices None

Physician se&es None

Laboratory  and X-ray &a None

P., Home health wrviccsb Durable medical quipment (DIME) may be
limited to one issuance of each @x of DME
during a lifetime

Transportation All nonemergency transpotition  must
prcvio~~ly  be authorized  in the plan and
should be the kast expensive method
nvailable.

Vision, denture, and hearing services Oneexaminationevcry2ywrs.

Advanced registered nurse practitioner Services limited for each professional to the
8ervias permitted for the particular
-cation of the Advanced FLegistered
Nurse Practitioner.

Nursing-home sewi- Ifacktrcmaias in the nursing home at
theendofthe~ntmctpcriodorfora
period of 12 consecutive  man* whichever
is bngcr,  and musing-home placement is
pcnwnentandnottem~,theDHRS
mayapprowdiu3uoIimcn~ All
disenroRmcnts  for Wit&k&& clients
musthavetbcpriorwritten8pprovaIoftbe
DHRS.c

I
P.s
I
I
I
I
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EXHIBIT ITL4 (continLlcd)

services

Adult day health care

.. *

Case managementd

Respite care’

Personal carel

Home management sewices*

Health  support sew&’

Placement scwiccsi

EscQlt  scrviccJ

_-
LhlithOllS

As prescrii  by tbe primary care physician
in consultation with  other  members of the
case management team

None

14 days in a 6-month  period

N o n e

None

None

None

None

NOTE: Information for this exhibit comes from Tbe Revised Protocol for Module C:
Akcrnativc  Health Plans for the Frail Elderly,  Florida Department of Health and
Rehabilitative Services, August 1986.

Way cover days in excess  of the limit if necessary.

home health services  are de&d as intermittent or part-time nursing sewices  and medical items
or supplks,  appliances, and durable medical equipment @ME).

cAlthough  the Protocol  stated a 12-month  limit on nursing~bome  axerage,  a &month  limit was
wtuallyineffect.

dCasc management is a method ued to iden6.Q individual client needs, develop intermediate and
long-term goals and arrangements, and monitor services &rough  multiple xesoufccs  for as long as
nemsaq  to meet established goals for the client.

?&spite care includes supewision,  companionship, and/or personal care, the purpose  of which is
torelievctheprimarycartgiverfromthts~anddemandsassociatedwithproviding~atre.

%rsonal care is a rervice  to asist with bathing, dressing, ambulatjon,  howekeep&  sqcwision,
rmd eating, and to supervise self-administered dnqn  and medication

rHome  management sewices  include  hou&ecpii&ented  and chore tasks prwkicd  by a trained
individuaL

,,
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.-“,-  --  _--_ _

,c, EXHIBIT IIL4  (amtinued)

bHealth  support services include activities to help persons secure and utilize  nec&uy medical
treatment, as well as preventive, emergency, and health  maintenance services.

‘Placement services involve activities to help pIact clients in residential care settings, including
foster homes, adult congregate living facilities, and other settings, in order to ltvoid  institutional

?, placement

bcort services involve the personal accompaniment of individuals to and from service providers,
including interpreters  for persons who speak a foreign language or have a speech or hearing
impairment.
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disposable supplies (such as incontinence products), nutritional supplements, and intravenous

therapy. Heavy housecleaning services and the delivery of medications to the homebound were

also added to the plan’s benefits. StaE reported that ElderCare  also had the flexibility to meet

many individual needs on a one-time or limited basis, such as paying for a client’s dental work or

providing respite care beyond the 14day per six-month limit, although such coverage was not

required of the plan. Staff felt that  any services required by clients were made available under the

plan, and that all services provided were important and that none should have been excluded_

Plan members had access to medical care 24 hours per day, 7 days per week at Mt. Sinai

Medical Center. Emergency visits could be made at any area hospital emergency room

Nonemergency physician visits were scheduled with the two on-site ph@ians  at the ElderCare

clinic at Mt. Sinai within 7 days after the request for an appointment As noted earlier,

arrangements were also made with several off-site physicians to serve clients closer to home or to

seeNe clients who preferred their own primary care physicians. Limitations on the availability of

specialists to clients of prepaid health plans can restrict access to services, since prepaid health

plans generally prefer to use physicians who are willing to accept a predetermined fee tirn  the

plan as payment in full. However, ElderCare  staff  reported no problems in enlisting specialists who

would accept  the Medicare/Medicaid fee as payment in full from the plan, although, as with other

prepaid health plans, ElderCare  would have paid a higher fee if a client ra#red  services that

could not be purchased at that fee.

Florida Medicaid has a 4Sday-per-year  limit on inpatient hospital w, which applied to

EiderCare  as weIL Staff reported that clients would not be denied coverage if they exceded that

limit, although none did The plan also covered up to 6 months of nursing-home care if the

placement was not deemed to be permanent If placement was permanent or m 6 months,

the plan could disenroll  the client with the prior authorization of DHRS. No such disenrollments

,,

61



3. J’he Percentions  of Staff about the Satisfaction of Clients with ElderCare  Services

ElderCare  staff believed that the plan features most attractive to clients and informal

caregivers were those services  that allowed the client to remain at home and the financial

arrangement whereby no payment was required for services,  which is not always the case with

_ traditional HhIOs. The case managers indicated that homemaker services, personal care services,

and the provision of consumable products were the most attractive services from the clients’

perspective. The case managers felt that informal caregivers were attracted by the availability of

day care and respite services. The services  deemed to be the most valuable at limiting the risk of

institutionalization were expanded home health, personal care, and homemaker services. StaE

believed that case management was a much-valued plan feature once the individual was enrolled,

but one that clients tended not to per&e as a benefit prior to enrollment

StaE indicated that transportation was perceived to be a crucial service that was diEcult  to

arrange and invohvd  intensive coordination. This was due to several factors, including the large

size of Dade County and the poor quality of the local taxi system. The dBiculties  surrounding the

availability of transportation were compounded by the fact that ElderCare sometimes had to

arrange for transportation with very little advance notice. Despite these

recognized as an important program component.

The case managers felt that both plan members and informal caregivers

with the services they  received. This  belief was consistent with the f&t that no Exmal  grievafGes

had been Gled against the plan. StaE bckvcd that ElderCare  helped maintain the clients’ quality

difficultiies,  it was

wm very satisfied

of life, as well as their independence and dignity, and that many clients  would have been in nursing

homes in the absence of the program. Staff believed that the level of impairment exhibited by

EklerCare  clients was similar to that of nondemonstration frail elderly Dade countg  &dents,  and

thus felt that neither favorable nor adverse selection prevailed for the plan.  mr, the
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representative from  Home Advantage noted that clients in managed- programs generally had

lower incomes and tended to be more I34 than the agentis private-pay clients. -_

The DHRS liaison reported that the State had not heard anything directly about the

saaisfaction  or dissatisfaction of clients. Nor had DHRS received any complaints about the plan

from its district office. DHRS does not routinely monitor the satisfaction of individual PPHP

clients but looks primarily at enrollment and disenrollment  as measures of the satisfaction of

members with their plans. Although HIderCare experienced a high disenrollment rate, because

most voluntary d&enrollments  were due to objections to the physician lock-in featwe,  DHRS did

not believe that high disenrolhnent  was indicative of an unusual level of client dissatisfaction.

4. Ertemah  Contracted Service Providers

Mt. Sinai provided some services direct@ to some Elducate  clients (e.g., pharmacy,

transportation, and inpatient services). clients also used community pharmacies, private

transportation companies, and other inpatient facilities to expand their aaxss to services. Other

inpatient facilities that se& ElderCare  clients were generally reimbursed by Elder-Care  at their

fee-for-service Medicaid per diem

Formal arrangements were established with external providers of such servim as adult day

care, home health care, and respite care. ElderCare  followed established Mt. Sinai practi-  for

contracting with external providera Mt. Sinai Medical Center had acmsivt  qerience in

contracting with  external providers through its Medicaid Prepaid Health Plan and other endeavors.

Some providers for Elder-Care  were selected because they performed well on previous contracts

with Mt. Sine others were chosen for their reputation in the community, while some were chosen

amditionaliy  and were maintained if they performed saWactor@  in the plan. In some instances

(e.g., adult day care), the choice of providers was restricted due to their limited m&ability in the

community. At the time of the case study, ElderCare  had service contracts with home health

agencies, supply compa&s for durable medical apripment  and diqosable products, day care
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facilities, transportation companies, nursing-home and inpatient respite facilities, and a maintenance

company for heavy cleaning (Exhiiit  IILS provides a list of Elder&e’s external ptiders  in mid-

1989.)

‘Ihe plan was able to negotiate favorable rates with providers by shopping around. Thus, the

-‘c&t of services to EiderCare  were in line with or below prevailing community  rates.  The staff

believed that ElderCare’s  aftiliation  with ML Sinai carried substantial weight in gaining and

maintaining the participation of providers and negotiating rates, and that on its own ElderCare may

not have been able to attract the same providers at those rates, particularly in light of the relatively

small size of the program.

ElderCare  staff  felt that external providers were satisfied with their contracts. Contracts were

discontinued only at the initiation of ElderCare,  rather than at the initiation of the provider. A

.-

small number of providers that showed some initial interest in the plan chose not to participate due

to low reimbursement rates. The State liaison reported that DHRS had not received any

complaints from providers and felt that providers experienced unhappiness only about not having

been given the opportunity to participate.

During  the site visit, an interview was conducted with a reprexntative  of Home Advantage,

a home health agency owned jointly by ML Sinai Medical Center and Miami Jewish Home and

Hospital. Home Advantage’s contract with ElderCare  outlined the types of se&es to be provided

by job title. Home Advantage provided primat@  home health aide and homemaker se&es for

clients for approximately two to four hours, several days per week Home health aides provided

personal care, light housekeeping, and meal preparation, ran errands for clients, and escorted them

to medical appointments. Nursing visits by Home Advantage were not made as &equently  as visits

by personal care and home care workers because ElderCare’s  nurse case managers  generally

provided this se&e to clients; physical and occupational therapy se&es mre provided

./---
,,
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ExHIBITIxLs

ELDERCARES EXTERNALLY  CONTRACTED PROVIDERS

HOME HEAL’I’HAGENClE!3

primam:
- *

Home Advantage
Specislckre

secondarp:

BaBtcan

Tcndcr~~carc
Upjohn

DMJZ AND DISI’OSABLES

American~Mcdi~supp~  ’
.

Senior Health Care Products
Giassrock

DAY CARE

Legion Park
VillaMaria
Greenbrilu

JCCofMiamiBcach

TRANSPORTA’IION

cardcab
DiamondTaXi

FloridaMdiVfUl

HEAVYCLEANING

H&C Maintenance

NURSING HOME & INPA’mENT  RESPITE

MiamiJ~Home&iiorpital
Greenbriar

Southpoint Manor
nemKclrle -
hbdmbmok

c
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infrequently. In addition to the care plan developed by Elder&e, Home Advantage prepared a

care plan and nursing assessment as part of the agency’s licensing requirements. -

Elder&e’s  contract with Home Advantage speciEed  all se&es to be authorized by

ElderCare.  Thus, the ElderCare  case managers sent an initial rquest for services, and Home
*
Advantage provided the appropriate staff to Eli that request.  Feedback from the home health

aides and supervisory visits made by Home Advantage indicated to ElderCare’s  case managers

whether clients required a different  type  or level of care. Home Advantage staff generally found

that ElderCare’s assessments and referrals were accurate and appropriate. The Home Advantage

representative indicated that not enough communication initially existed with the ElderCare  case

managers, but that the problem was recognized and remedied. ‘Ihe representative noted that the

EiderCare  case managers were receptive to the feedback provided by the home health aides. (The

ElderCare  case managers also reported that home health aides provided them with valuable

information on clients.)

Home Advantage billed ElderCare  and was reimbursed monthly through Mt. Sinai’s accounting

system. This arrangement sometimes created delays in payment even if ElderCare  submitted its

paperwork to the Mt. Sinai accounting department on time. Other than monthly billing, Home

Advantage had no reporting requirements as part of its contract with ElderCare.

Elder-Care  was viewed as a breakeven enterprise for Home Advantage. Compared with its

other contracts, the agency provided Elder-Care with smaller units of service for more clients, which

required more staff and coordination. The Home Advantage representative  indicated that its

contract with ElderCare  was similar to any of its other contracts, with the exception that prior

authorization for services was rquired  under Elde&are.  In general, Home Advantage was

satisfied with its contract with ElderCare  and would participate in a similar program in the future.

However, Home Advantage reported that, since it does not operate on a high-profit margin, its

overall participation in managed cart programs may have to be limited in the future.
,
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F. QUALITY  ASSURANCE AND UTILIZATION REVIEW

Quality assurance (QA) plans and utilization review @JR) are important mechanisms used by

providers of acute care to control the costs of care while ensuring the accessibility and quality of

se&es. Elder&e’s formal QA and UFt plans focused prima@  on acute sehxs and were based
- w

on those  deweloped  by the Medical Center.

1. oualitv Assurance

The goal of the ElderCare  quality assurance program (QAP) was to identify and remedy

medical, administrative, or fiscal deficiencies  in order to enhance the satisfaction of clients with the

plan, while attempting to serve as a mechanism that assures quality of care. The ElderCare  QAP

was integrated with the QAP of ML Sinai, although the Medical Center maintained a separate

Quality Assessment and Peer Review Committee for EkicrCarc.  This committee inch&d the

ElderCare  plan director, medical director, and case managers. The committee’s rcsponsiiilities

were to:

Direct and review all quality assurance and peer review activities

Develop new or improved quality assurance activitk, including evaluation and study
design  procedures

Review the practice methods and patterns of physicians and health care professionals
and evaluate  the appropriateness of care

Review the lower of 10 percent or SO medical and related social records once per
quarter

Review allegations of inappropriate servicea  and grievances pertaining to medical
treatment or social services

Publid Endings to appropriate staff and departments and implement correct%
action when necessary
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Medical records were selected at random for quarterly review. However, at the time of the case

1
study, Mt. Sinai was developing a procedure whereby records could also be selected according to

diagnosis or procedure.

Elder-Care was also reviewed on a quarterly basis by the State as part of its contract

Gmpliance  review for Medicaid prepaid health plans. The areas covered by the compliance review

included administration, marketing, quality of care, service access, grievances, enrollment,

disenrollment,  fiscal management, and quarterly reporting. In addition, a sample of ElderCare’s

medical records were reviewed on an annual basis by the Florida Peer Review Organization-the

Professional Foundation for Health Care, Inc.-in order to ensure that the medical practices of the

plan were appropriate.

2.

of

Utilization Review

ElderCare’s  utilization review committee was also integrated with that of Mt. Sinai. The goal

the utilization review committee was to assess whether patients were receiving appropriate

inpatient care. The committee consisted of approximately 10 nurses. The utilization review

committee examined admissions and discharges on a prospective and retrospective basis, as well

as evaluating cases with specific problems. Axording to staff, a good deal of overlap existed

between the quality assurance and utilization review functions, since both closely monitor the

quality of care delivered by physicians.

In addition to the formal utilization review committee, several mechanisms  were in place to

ensure that covered services were being used appropriately. In Elder&e, as in traditional HMCk,

the primary care physician (in particular, the medical director) served as a “gatekeeper” to medical

services, while case managers served as gatekeepers to home- and community-based services. Prior

authorization procedures used by the medical director and case managers were not believed to

impede the timely receipt  of care, largely because the program was small and not highly

bureaucratic. ‘Ihe overuse of emergency room services,  frequently cited  as a problem encountered
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with Medicaid beneficiaries in the fee-for-service sector, was not reported to be a problem, due

largely to the close contact between plan members and case managers and physicians.8

G. RECORDKEEPING AND REPORTING

_ Exhibit IIL6 summarizes the flow of reports and records between Elder-Care, DHRS, ML Sinai,

and external providers, as well as reports prepared by ElderCare  for internal use. ElderCare

operated an automated recordkeeping system that tracked plan enrollment and service use and

costs. However, during the first nine months of operation, service  use and cost records were kept

manually. The State required that ElderCare  submit t%ancial  and service  utilization reports

quarterly and annually. (These quarterly reports were also used by the evaluation in assessing the

adequacy of the capitation  paymenL)  ElderCare  was required to submit to DHRS a monthly file

reflecting enrollment changes covering the period from the 18th of one month to midnight on the

17th of the next month. This file was submitted to DHRS by ElderCare  by the 20th of each month

on the same tape used to provide DHRS with enrollment-change data for Mt. Sinai’s Medicaid

Prepaid Health Plan. After comparing the ElderCare  file with its Medicaid eligiiility  files, DHRS

sent ElderCare  a monthly enrollment report that the plan used to update its enrollment records.

ElderCare  also provided input to DHRS in the preparation of HCFA472 reports. In general, staff

felt that the State’s reporting requirements were timrxonsummg  but not burdensome; in turn, the

State felt that EiderCare’s reporting was timely.

The plan maintained a recordkeeping system to track the payment of claims for services

provided by external contractors. The plan was also required to maintain client-level service use

and cost data for the evaluation. The system generated claim payment reports that were used to

identify billing errors by providers, such as incorrect charges (which was particularly a problem with

@Phe  financial manager did note that, at one point, disposable incontinence products were
being used heavily, with requests for items coming  from clients on a daily basis. At the time of the
site visit, ElderCare  was attempting to implement a system whereby disposable products would be
ordered twice a month, and a limitation placed on the total number of cam purchased.
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providers of transportation services). ElderCare  also produced a number of reports for internal

use. These reports included a list of enrollments and d&enrollments  by month, a capitation group

report, and quarterly reports on utilization and expenditures by type of service. Monthly cap&ion

reports were submitted to Mt.  Sinai. StaE felt that these reports provided the plan with useful

f&back for reviewing utilization patterns by capitation group.

ElderCare’s  accounting system was integrated with that of Mt.  Sinai; aozounting  reports for

the plan were generated by the Medical Center. StaE reported that while this arrangement worked

well, a separate accounting system would have enabled ElderCare  to exercise greater control over

the accounting process, improve its payment tracking capabilities, and pay providers more promptly.

At the time of the case study, all case management recordkeeping was manual ElderCare

would have liked to upgrade its MIS in general, and adopt an automated case management MIS

in particular. Staff felt that a case management MIS would have facilitated  the recordkeeping

process for the case managers and prevented paperwork problems and duplication as the plan

expanded

H. CONCLUSIONS

The planning phase of ElderCare  took Eve years from the start of HCFA’s contract with the

Florida  DHRS for the Alternative Health Plan Project in 1982 until the first  client was enrolled

in the plan in 1987, considerably longer than its developers had or@nally  foreseen. The plan also

experienced slower-than-  growth during its 6rst year of operation and took longer than

anticipated to iill the 200 Medicaid 2176 waiver slots that it had been allotted. The lengthy period

of development and slow growth could be attributed to the shortcomings  of DHRS and Mt. Sinai

Medical Center, or, perhaps more appropriately, could be due to the fact that the complexities of

setting up a program like ElderCare  were not foreseen, and that other Alternative Health Plan

modules competed for the attention of DHRS in the early days of HlderCare’s  development.

ElderCare  was not unusual in its slow startup. DiEculties  in reaching consensus on plan features
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and reimbursement rates were uxnmon  among all the Medicaid Competition Demonstration

programs. Furthermore, both the national S/HMO plans and San Francisco’s On Lok program

experienced slow caseload growth early on, underscoring the difEculties  in starting plans like

ElderCare,  even when the institutional host is well known in the elderly community.
W

However, once operational, ElderCare  was able to serve  its clients with the full range of

coordinated, case-managed acute and long-term care services in its mandate and to identify

resolve specific problems in implementing the plan in terms of access, marketing, provider

client satisfaction, and recordkeeping.

and

and

1. Barriers to Access

Barriers to the accessibility of health care services offered by prepaid health plans can arise

in three areas: restrictive eligibility criteria for the receipt of services, daunting enrollment

procedures, and difElculty  in obtaining covered services. ElderCare staff indicated that the

eligibility requirements for the plan (in particular, the requirement that an applicant have an

income at or below the SSI cut-oft) were a barrier to access, in the sense that a large group of

individuals with just slightly higher incomes needed the services provided by the plan, including

beneficiaries who were eligiile for Medicaid by virtue of “medically needy” criteria, and frail elderly

individuals who would quickly spend down their assets to Medicaid eligibility  if faced with a long

nursing-home stay. However, despite repeated discussions between Mt. Sinai and DHRS about

the efficacy of raising the income cut-off for the plan, DHRS held firm  to its commitment to serve

only SSI-eligiiles.

Two factors were identified  as barriers to access in enrolhnent  procedures: (1) the length of

time required to process applications; and (2) difficulties in obtaining the physician sign-off on

referral forms. To alleviate the lengthy enrollment process, DHRS made efforts to hasten the

process by intervening manuahy in problematic cases, and Eldercare  served some clients  prior to

their completing formalPenrolhnent  procedures. However, the DHRS liaison believed that such
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efforts as manual intervention are workable only with a plan at ElderCare’s  relatively small size,

manual intervention by DHRS would be too time-consuming for a larger plan. Furthermore,_

ElderCare  staff believed that assuming the concomitantly greater Enancial  risk for clients awaiting

i

I I
formal enrolhnent in a larger plan might not be economica@  feasible. The timely receipt of

pBperwork  from physicians to declare their willingness to release patients to ElderCare  was also

a problem, although the magnitude of this problem diminished as ElderCare  became better known
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and accepted among community physicians.

Plan staff indicated that the primary barrier to service receipt was the change in the color of

the Medicaid card issued to plan participants, from the white fee-for-service  sector Medicaid card

to the blue card used by prepaid health plans. Some community providers (particularly

pharmacists) would not serve Medicaid beneficiaries with blue cards, even though, unlike other

prepaid health plans, ElderCare would reimburse them The case managers interned  in

individual situations  and later drafted a letter which clients could give to their pharmacists to

explain the reimbursement policy of the plan. Thus, the color of the Medicaid card became less

of a problem over time.

DBiculties  in arranging for specialists to serve plan clients, often cited as barriers to the

acces&ility  of acute-care services in prepaid health plans, were not apparent in ElderCare. Nor

did the prior authorization of medical and home- and community-based services appear to act as

a barrier to the receipt of services by ElderCare  clients. Formal prior authorization procedures

were minimal, due in part to the small size of the plan.

In conclusion, the small size of the plan Ulitated  frequer&  informal communication between

physicians and case managers and between clients and case managers (as well as between DHRS

and plan staff).  ‘Ihis  type of contact facilitated identifying and resolving problems early, thereby

improving the access of clients to plan se&es. The  plan was ertremely  fkxiile  at increasing

accessbyaddingservicesasreq~occasionallyonacas&y4aseba&  Inaddition&eplan
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added a bilingual physician on-site in response to its growing number of Spanish-speaking clients,

and several off-site physicians in response to clients’ preferences to remain with the primary care

physicians with whom they had established relationships.

2 Marketing
*

‘The initial marketing strategy taken by ElderCare  was quite conservative and not very

successful. m main reasons for the conservative approach were offered: (1) the lack of

comprehensive, empirical information on the use of home and community-based se&es among

the target population and thus some concern about immediate overextension by Mt. Sinai; and (2)

the assumption that, due to the well-publicized needs of the population, a sufEcient  number of

clients would enroll without much marketing. Both ElderCare  and state staff had anticipated that

Channeling and TEACH were running at capacity and would thus serve as referral sources for

Elder-Care, and that CARES would furnish more referrals than it did During the early months

/-. of ElderCare,  other organizations that ultimately became important referral sources for ElderCare

may not have known about ElderCare  or may have been reluctant to direct clients to a program

that they viewed as a relatively untested commodity, or they simply may have thought first of

directing clients to the then better known Channeling and TEACH programs. In addition, in the

wake of the IMC and other south Florida HMO scandals, the ElderCare  case managers believed

that potential clients viewed ElderCare as “just another HMO” and were thus reluctant to join; this

attitude quickly prompted staff to focus their introductory presentations on the differences between

ElderCare  and traditional HMOs.

A more aggressive marketing approach evolved over time, and word-of-mouth communication

among both potential clients and community referral sources (such as agencies and physicians)

increased enrollment. The plan increased its use of radio and television coverage (in Spanish and

English), and the marketing director continued to be very active in the community. Thus, as the
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demonstration contract for the plan was ending, ElderCare  was well established and well known

in the community.
_

3. The Particination  and Satisfaction of Providers

The evaluators of the Medicaid Competition Demonstrations (MCD) found that the ability

G enlist organizations to act as demonstration plan hosts and to evoke the participation of other

providers in plans varied with local market conditions. CWainly,  ML Sinai Medical Center was

motivated to host Elder-Care from its a desire to increase its market share in the highly competitive

south Florida health-care market, in addition to its institutional commitment to serve the elderly.

Potential MCD hosts were also often reluctant to participate if they had no prior experience with

capitated  programs, with case management, or with Medicaid beneficiaries (who often have

irregular patterns of program eligibility).  However, such was not the case with Mt. Sinai, which

from  earlier endeavors had acquired experience in all three areas. As noted with the S/HMO

demonstration, the prior experience of institutional hosts with capitation  greatly simpli!%d  the

startup of the plan

ElderCare contracted out for a number of services,  inchuling  home healWpersonal care

services, transportation, durable medical equipment, consumable supplies, and day care. Mt. Sinai

Medical Center had established relationships with many providers in the community, enabling

Elder-Care to identify reliable providers and negotiate favorable rates for services. Some providers

had initially shown some interest in contrzting for ElderCare  but were  discouraged by the low

reimbursement rates. None of the providers that entered into contracts with ElderCare  terminated

voluntarily, although ElderCare  terminated contracts with some providers that did not perform to

expectations (particularly providers of transportation services). The local sexvice  environment was

such that a choice of providers was usually available to the plan (with adult day cart the notable

exception). Quahfred,  bilingual home care workers were in good supply, which was not always the

ease in other areas of the,axmfq. In contrast, nurses  to prude  home care were in short supply,

75



,P
which was true across the country. However, this shortage was not a major problem for ElderCare,

because the plan’s nurse case managers provided much of the skilled in-home care required by

CliCIltS.

4. The Percentions of Staff about the Satisfaction of Clients and Informal Careeivers
w

ElderCare  staff believed  that clients and caregivers were highly satisfied with the plan and that

the plan fostered a familial relationship between the case managers and the clients and caregivers.

The scale of the plan allowed for close communication between the case managers and clients,

some clients calling case managers several times a day. Case managers reported that clients

monitored the services received from external providers and were not reluctant to complain if a

problem arose.

One of the few sources of dissatisfaction with the plan for some clients (but a major one that

ultimately led to a number of disenrollments) was the requirement that clients use plan physicians

rather than remain in the care of their own physicians. The MCD cvahmtors  found that the

traditional physician lock-in feature of HMOs was a particular problem for a demonstration site

that served a large number of permanently disabled Medicaid beneficiaries. Based on this and

similar experiences at other MCD plans, the evaluators concluded that capitated health care might

not be appropriate for the chronically ill and disabled and the elderiy,  who often have established

relationships with primary care physicians.

However, ElderCare  was able to address the dissatisfaction with the lmk-in  feature of plan

clients in two ways, and thus to lower the rate of disenrollment  due to this source of dissatisfaction.

The first  was the addition of a bilingual plan physician to meet the needs of a growing Spanish-

cpeaking  clientele. The second, a major departure from  the usual practice of prepaid health plans,

was to allow clients to retain their own physicians while in the plan. WerCarestaffreportedthat

for some clients it was suiIicient  just to know that th9 could keep their own physician if they  so

desire& this fact alone mad:  clients more comfortable about using plan physicians.
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5. Recordkeening

Difficulty in establishing and upgrading Management Information Systems_ (MISS) was a

universal, ongoing problem among the Medicaid Competition Demonstration plans. MCD

evaluators noted that, while having an MIS did not ensure an effective program, its absence had

profound negative consequences on such functions as eligibility and enrolhnent  processing, provider

payment, tinancial  monitoring, utilization  review,  and quality assurance. ElderCare  encountered

only minor difEculties  in establishing an MIS, in part because Mt. Sinai had institutiona! experience

in this area. However, Elder-Care  did not establish an automated MIS until mid-1988, having

processed claims from providers manually prior to that time, and did not need to incorporate prior

authorization functions (which were handled manually) or quality assurance and utilization review

procedures (which were handled by ML Sinai) in its MIS.

The recordkeeping requirements for the demonstration were met by Elder-Care to the

satisfaction of all parties: plan staE, external providers, and, in particular, DHRS.  Reports

required by DHRS included quarterly Enancial  and utilization reports and monthly enrollment and

disenrollment  reports. HCFA required that HCFA-472 reports be submitted on a quarterly basis.

The plan used its MIS to track the payment of claims for services provided by external contractors.

In addition, the plan maintained hard-copy records of the medical histories  and care  plans of

clients. DHRS felt that reporting was performed in a timely and efficient manner; the external

contractor, Home Advantage, felt that EIderCare  process& its monthly bills promptly. Although

recordkeeping was adequate, Elder&e  staff agreed that they would have preferrod a more

sophisticated MIS, but that the demonstration status of the plan had prevented them from i-resting

in one.

Flmibihty  appears to have been the hallmark of ElderCare’s  ability to resob problems in

implementing its plan.  El@Carc and DHRS were suax&ulat~gacceasandservice
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barrier by intervening manually to keep enrollment procedures moving efficiently and by keeping

the required formal prior authorization procedures from becoming overly bureaucratic. The

marketing approach was made more aggressive when it appeared that the original conservative

approach was not sufEcient,  targeting the Spanish-speaking elderly of Miami Peach and actively

using the media, particularly television, while continuing outreach to organizations that served as- *

referral sources for the plan Providers seemed to be satisfied with their contractual arrangements

and the open lines of communication with ElderCare  SW and thus ElderCare  did not have to

endure extensive problems with provider turnover. Staf? perceived  that clients and caregivers were

highly satisfied with the plan, having made a number of speci6c  changes to plan parameters to

ensure their satisfaction, such as adding covered servi~ and making arrangements for clients to

keep their community physicians. Though it encountered numerous problems, starting  with its slow

development and continuing through its 27 months of operations, the commitment of Mt. Sinai

Medical Center and the ElderCare staff and their ability to identify and resoh problems produced

a program that was able to meet its original service goals.
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Iv. ELDERcAREtcLlENTcKARAcTERlsTI csANDcosIs

This chapter descrii  the characteristics of the ElderCare  caseload, the tests of providing

them with services,  and the degree to which those costs were covered by the capitation payments

6 the plan. We begin by discussing the patterns of enrollment into the plan and the characteristics

of the clients at enrollment in order to document the growth of the caseload (which was slower

than some planners  expected), as well as the demographic features  of the caseload, their level of

&ail@  and the informal supports available to them. A knowledge of the caseload buildup process

and the characteristics of clients will enhance our understanding of the service  delivery process of

the plan and inform comparisons with other programs whose goals were similar to those of the

Frail Elderly Project We then document the methodology used by the Florida Department of

Health and Rehabilative Services (DHRS)  to establish capitation rates for the plan,  and the risk

management techniques used by the plan to protect  itself from the costs of catastrophic illness and

to maintain costs within the limits of the capitation payments. A knowledge of the rate-setting

methodology and risk management techniques will enhance our understanding of the Snancial

constraints under which the plan operated and, again, will inform comparisons with other programs.

Fiially, we compare expenses for the plan with capitation payments in order to assess whether the

capitation payment was adequate at covering the plan’s operating apenses;  we also examine the

relative cost of providing Merent types  of services and compare serviw use and costs for

ElderCare  with those of other, similar plans, within the constraints of their different operational

features and client &arac&stics.

A DATA SOURCES AND MEI’HODOLoGIcAL  APPROACH

Our discussion of enrolhnent  patterns and client &aract&tics is based on client-specific

enrollment and disenrollment dates from the ElderCare  Management Information System (MIS)

and client-specific  screening questionaaires, respectively. Reasons for disenrolhnent  were available
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at the plan, rather than at the client, level and were transmitted on summary forms prepared by

the plan The screening questionnaires, which provided so&demographic data-and data that

described  the level and type of impairment exhibited by clients and the informal supports available

to them when they enrolled in the plan, were transmitted in hardcopy and dataentered.

Sc?eening  questionnaires were available for 150 of the 156 clients enrolled in the plan between

September 1987, the first month of enrollment, and June 1989, the last month for which a full
.

paidclaims history would be available for the evaluation and six months  before the end of

ElderCare’s  contract_12  Our discuss’ion  of ElderCare enrollment and client characteristics is

descriptive. We also use published data to compare the characteristics of ElderCare clients with

those of On Lok clients and treatment group members for the National Long Term Care

Demonstration.

Our descriptions of the capitation methodology and risk management techniques were drawn

from a number of sources: the Operational Protocol for the demonstration, numerous memos and

letters exchanged between DHRS and HCFA, and case study interviews with state and plan staff

The methodological approach for this section is strictly one of documentation. The original design

for the evaluation called for a comparison of Medicaid service use and reimbursement for

ElderCare clients with those for the group of fee-for-service Medicaid beueficiaries  upon whose

Medicaid history the capitation payments for ElderCare were based_ The Medicaid history of

ElderCare clients prior to their enrollment in HlderCare  was to have been compared with the

Medicaid history of the fee-for-service beneficiaries prior to the point at which their history was

selected for setting the capitation payment. The purpose of this comparison was to explain

‘Screening questionnaires  were not available for six clients  who were transferred f?om TEACH
to ElderCare.

%e June 1989 cutoff was chosen to allow six months for Elder&e and Medicaid to process the
claims required for an analysis  of service  use and reimbursement, which is pmentcd  in the next
chapter. The evaluation schedule required these claims  by January 1990, and experience with
collecting Medicaid claims for other projects showed that six months was adequate to ensure that a
reasonably complete claims history  was available for each sample member.



differences  (or the lack thereof) between the capitation payments received by ElderCare  and the

cost of supplying the services  used by clients. For example, if the capitation payments made to

E.lderCare  had consistently been below the cost of providing services, a comparison of the fee-for-

service capitation group with ElderCare  clients prior to enrollment might have revealed that the
W

fte-for  service group had been substantially younger or in better health (as might have been

indicated by a lower level of inpatient hospital care and other Medicaid-covered services).

However, because Florida DHRS was unable to locate Medicaid identification numbers for the fee-

for-service capitation group, claims for the group could not be extracM Thus, the evaluation

could not address whether the Medicaid history of the fee-for-service capitation group adequately

represented the service use of individuals who later enrolled in Elder-Care.

FinalJy,  our assessment of the adequacy of the cap&ion payment and the relative costs of

services is based on service  utilization data and data on plan revenues and expenses Eom quarterly

reports prepared by EIderCare  for DHRS, covering the fourth quarter of 1987 through the second

quarter of 1989.’ These aggregate data reflect the utilization of and expenses and revenues for

services reimbursed in a particular quarter, not nw for setices rendered to clients in that

quarter. However, these data reflect the financial activity of the plan each quarter and, as such,

are appropriate for our discussion of the adequacy of the cap&ion payment and the ultimate

financial viability of the plan ‘lhe  methodological approach of this section is descriptive; we

compare the revenues with the expenses  of the plan, and, in a limited way, service use and cost

data for ElderCare  with published data on service use and costs for On Lok clients and S/HMO

expanded care recipients.

bne client was enrolled in September 1987, however, the beginning of setice delivery for the
plan was effectively October 1987.
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P B. ENROLLMENT PAlTERNSANDCLIENTCHARACI’ERJSTICS

ElderCare  enrolled its fkst client on September 1,1987. As reflected in Table IV.l, the plan

filled its 200 waivered  slots slowly, having used only 156 slots by the end of June 1989:  During

the first quarter of operations, 27 clients enrolled in the plan, a level of new enrollments  that was
*

not reached again until early 1989. The relatively high enrollment early on was due partial@ to

the fact that some &ail  elderly members of Mt. Sinai’s existing Medicaid Prepaid Health Plan were

rolled over into ElderCare.  During 1988, enroJlment  ranged between 10 and 18 new members per

quarter.

Disenrollment rates through 1988 were relatively high. Nearly 30 percent (or U) of the 87

clients who had joined ElderCare  between September 1987 and December 1988 died (5 clients,

or 6 percent) or disenrolled (20 clients, or 23 percent) duriug  that period. ‘Iwo of the 20

disenrollments  were involuntary, due to loss the of Medicaid eligibility; 16 clients d&trolled

0. voluntarily to return  to private physicians. Thus, 18 percent of the 87 clients enrolled between

September 1987 and December 1988 disenrolkd  because they “wished to see a private M.D. or

practitioner or attend another clinic.” The other 2 voluntary disenrolhnents were for clients who

expeckd to move out of the plan’s setvice  area

With the hiring of a new marketing director at the end of 1988, enrollment picked up in 1989:

30 new clients joined the plan during the tit quarter of that year,  and 39 n9v cheuts  joined in the

second quarter, increasing the size of the previous caseload by approximately 80 percent. During

the first half of 1989,ll clients died and 10 disenrolled(5 involuntarily because they  lost their

Medicaid eligibility or moved out of the service area and 5 voluntarily to return to private

physicians). Thus, 4 percent of the 129 clients enrolled beuveen January and June 1989 disenrolled

to return to private physicians, a noteworthy decline in the proportion of disenrolhnents  for this

%e 200 slots made available to ElderCare  under the state’s Medicaid 2176 waiver were meant/-‘- to limit to 200 the total number of enrokes in the plan regardless of whether they d&enrolled  prior
to the termination of the demonstration. However, as was dauxii  in Chapter III, the state could
assign new enrollees to the plan slots vacated by members who w disenrokd involuntarily.
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reason over the previous 15 months. As indicated in Chapter JII, this decline  is likely to have been
_

precipitated by the change in ElderCare policy which gave a number of clients the option of

keeping their original primary care physicians while remaining plan members.

_ The net result of the enrollment and termination of plan clients during the analysis period for

the evaluation was that 156 clients had enrolled and 46 (just under 30 percent) had died or

disenrolled, either involuntarily or voluntarily. On average, the plan served 65 clients for at least

some part of each quarter; the actual number of clients served ranged from only 27 during the first

quarter of operations to 119 during the quarter from April to June 1989. Naturally, not ail clients

were enrolled in the plan for the full three months of each quarter; on average, clients were

enrolled two and a half months of each quarter. Thus, the plan provided an average of 163 client

months of service each quarter; the actual number of client months of service each quarter

increased steadily from 51 during the last quarter of 1987 to 298 during the quarter from April to

June 1989. The average length of enrollment in the plan for all clients was just over 7 months;

for those who terminated prior to the end of June 1989, it was 5.5 months. However, the analysis

period necessarily truncated estimates of the length of enrollment with its endpoint of June 1989,

since 107 clients remained in ElderCare after June 1989.

Table IV.2 presents selected characteristics of 150 of the 156 individuals enrolled in ElderCare

during the evaluation reference period. Their mean age was 81 years; just over half were 81 years

old or older and a quarter 86 or older. The oldest client was 98, the youngest 65. As is typical

with groups of elderly individuals, most (threequartets)  were female. Just under 60 percent of

enrollees during this period descrii themselves as Cuban or of other Hispanic origin, reflecting

the high concentration of Hispanics in Miami Beach and Dade County more generally? and likely

reflecting the successful use of the Spanish-language media for outreach Thirty-two percent of

the caseload were married, but only 24 percent reported living with their spouses, possibly because

‘In 1980,36  percent of Dade County residents were Hispanic (U.S. Department of Commerce,
1988).
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TABLE IV.2

-CTERISTICS OFELDERCARECLIENTS ATENROLLMENT
(Percentage with Characteristic Unless  Otherwise Note@

Absolute Sample Size in Parentheses)

&e
Mean age oears)
Age dktribution

65-75
76-80
81-85
86 and older

Sex
Female
Male

Race/Ethnicity
White
Black
Cuban
Haitian
Other Hispanic
Other

Marital Status
Married
Widowed
Divorced
Other

Living Arrangement
Lives alone
Lives with spouse
Lives with others

Current Residence
Private home
Boarding house

Unable To Perform Following Activity without Help:
Do housework
Do laundry
Shop
Prepare own meals
Get to places beyond walking distance
Walk outside
use stairs

80.5

22.7 (34
24.0 (36)
28.0 (42)
253 (38)

74.7 (112)
253 (38)

z (;$I)
46.4 (64)

1.4 (2)
12.3 (17)
10.9 (15)

32.2  (46)
54.5 (78)
63 (9)
7.0 (10)

30.1 (43)
23.8 (34)
46.2  (66)

98.6 (141)
1.4 (2)

993 (146)
993 (143)
%6 (143)
972 (139)
%.s (138)
94.4 (13s)
93.6 (131)

,
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f-\ TABLE IV.2 (continued)

Unable To Perform Following Activity without Help:
w-&d)

Dress/undress
Handle money

: -Take medicine
Take care of personal appearance
Use telephone
Eat

839 (120)
70.2 (99)
64.3 (92)
60.7 (85)
57.1 (So)
524 (75)
381 (53)

Sometimes or Usually Unable To Get to Bathroom in
Time

381 (40)

Vision (with Glasses) Poor or Blind 39.7 (46)

Hearing (with Aid) Poor or Deaf 25.9 (36)

Speech Poor or Nonexistent 164 (23)

.Walks  Poorly or Is Bedbound 43.7 (59)

Uses or Needs the Following Medical Devices:
Wheel chair
Walker

s:en

Catheter
Colostomy equipment
Art&M limb
Other

373
320
26.7
10.0
53
53
13
0.7

213

Number of Hospital Stays in Last Year
0
1
2 or 3
4 or more

Number of Nursing-Home Stays in Last Year
0
1
2 or more

Number of Viits  to the IXstor in the Last Year
0
l t o 6
7 t  12
13  ‘more

35.2 (32)
39.6 (36)
23.1 (21)
22 (2)

91.6 (87)
63 (6)
21 (2)

4.6 (4)
31.0 (27)
44.8 (39)
195 (17)
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TABLE IV.2 (continued)

Intellectual Functioning
Sometimes or often appears confused 45.7 (58)
Sometimes or almost never willing to do things when

asked 23.0 (28)
Age given is more than 5 Pears off 2 2 4  (26)

: Sometimes or almost never reacts to own name 10.8 (14)

Health Insurance
Medicaid only 113 (17)
Medicaid and Medicare B 427 (64)
Medicaid and Medicare A and B 46.0 (69)

Some other private insurance 5.4 (8)

support Services
Is receiving help from family and friends  only 48.7 (73)
Is receiving help from agency oniy 187 (28)
Is receiving help from  family, friends, and agency 133 (20)
Is receiving help from neither family, friends,

nor agency 193 (29)

Has a problem with transportation 86.7 (130)

Sample Size* 150

SOURCE: Data on age, m and Medicare coverage come from the ElderCare  MIS. Other data for
this table come brn the Mt. Sinai ElderCare  Plan screening  Questionnaire.

The total number of clients for whom screening questionnaires were available was 150. However,
item nonresponse  led to smaller sample sizes for specific  table entries. See Appendix Table Al for
the number of missing items for each table entry.
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P some spouses were institutionali&.  Almost a third of the caseload lived alone. Vii all lived

in private residences; none lived in congregate facilities.

Almost all of the ElderCare  clients who were enrolled during the reference period needed at

least some help with tasks that required a degree of ambulatory ability, including shopping,

preparing meals, doing housework, walking outside, or climbing stairs. Just over 40 percent were

amessed  by the plan case managers as walking poorly or being bedbound Approximately two-

thirds required a cane, a walker, or a wheel chair for ambulation (not shown in the table).

In addition to dif&ulties  with mobility, the ElderCare  caseload also suffered from relatively

high levels of mental and other types of physical impairments. A half to two-thirds of the caseload

required help with tasks that require some amount of mental dexterity, such as using the telephone,

taking medicine, or managing money. Nearly half of the caseload were descrii by case managers

as sometimes or often appearing confused; nearly a quarter either could not give their ages within

five years or were sometimes or ahnost never willing to do things when aske& Ten percent

sometimes or almost never responded to their own names, indicative of relatively severe mental

impairment. Just over 80 percent needed help bathing, 70 percent needed help dressing, and

ahnost 40 percent, those most physically impaired, needed help eating. Just under 40 percent had

a notable problem with incontinence. i 7

Almost  two-thirds  reported  having been in the hospital at least once during the year prior to’

enrolling in the plan; a quarter had two or more hospital stays. Almost all clients had seen a

doctoratleastonceinthepreviousyear,~nearfyafifthhad~adoctoranavetagtofatleast

once a month. However, despite the generaI@ high level of impairment of the caseload, only 8

percent reported having stayed in a nursing home in the year prior to enrolling ira the plan.

Most of the clients in the EldeK!are  caseload appear to have had suln~tantial  social support

networks in place when they enrolled Despite these informal and ikmal arrangements,

transportation was cited as a problem by over 85 percent seventy  percent of the caseload lived
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with a spouse or some other person. Just over 60 percent reported receiving help from family or

friends, while nearly  a third reported receiving help from  formal organizations. However, a Seth

reported having neither formal nor informal supports. Financial  support for health and health-

related care was available for all clients from Medicaid, because Medicaid eligibility was a criterion

Esr participation in ElderCare.  Nearly 90 percent also had Medicare: 46 percent had Parts A and

B, while 43 percent had Part B only? Only 5 percent reported having some type of private

/

i I
i

,I
insurance.

Table IV.3 compares the characteristics of ElderCare clients with those of On Lok clients and

treatment group members from the National Long Term Care Demonstration. ElderCare  clients

were similar to On Lok clients and Channeling sample members in terms of age and the

predominance of females in the group, which comes with an aging population. All three groups

appear to have been highly  impaired, although caution must be used in rendering judgments about

impairments, whose measurement tends to be somewhat subjective and whose &En&ions  are not

entirely consistent across programs. ElderCare  had the largest proportion of clients with the most

severe ADL impairment (that is, difEculty  eating without assistance), as well as the highest

proportions of clients who had diEiculties  with dressiing  and bathing. Measurea  of mental

impairment across the three programs were too disparate to compare, although On Lnk reported

that just over 60 percent of its caseload had dEtculties  with “orientation,” almost 50 percent of the

Channeling sample have been descril  as suffering  from some level of cognitive impairment

(Coughlin  and Iiu, 1989), while approximately 45 percent of the Elder-Care  caseload were

descrii by case managers as “sometimes or often confused.” ElderCare  clients, all of whom were

MedicaWSSI-eligiile,  clearly had the fewest financial resources of the three groups, since only

threequarters of On Lok clients were SSIcligiile (not shown in the table), and only a Efth of

Channeling clients were eligible for Medicaid at all A sign&ant diEerence  between ElderCare

6As ejrplained  more fully in Chapter II, Medicaid is able to buy Medicere Supplemental Insurance
(Part B) for Medicaid ber&iaries who would not otherwise  be eligible for Medicare.
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and On Lok clients, with ramifications for the manner in which program se&es can be delivered

and the costs of delivery, is the larger numbr of On Lok clients (approximately one-third of the

caseload) who were living in On Lokqerated  congregate facilities relative to ElderCare  clients,

all of whom live in private residences.

- Although ElderCare  clients were very frail (consistent with its eligibility  criteria) and possibly

more &ail  than On Lok and Channeling clients, case study interviews  with ElderCare case

managers, the plan medical director, the representative of the externally contracted home health

agency, and plan administrators consistently indicated that the impairment of the caseload was

representative of the local population of &ail elderly, and they thus believed that neither favorable

nor adverse selection with respect to level of disability came into play for the plan. However,

although plan staff did not perceive that selection bias was evident along dimensions pertaining to

the frailty of clients, the attitudes of informal caregivers to EldeKarc clients may not have bezn

representative of all caregivers in the area. In fact, although the caseload was quite Wl, clients

had very little previous nursing-home use, and thus the caseload may be unlikely to have been

representative of the attitudes of all informal caregivers - speciEcal@,  in W.,  informal caregivers

in general may have been more willing than the ElderCare  informal  caregivers to place  elderly

family members in nursing homes.

C. THE CAF’ITATION  MEI’HODOLOGY  AND FJNANCIAL RISK REDUCI’ION
MECHANISMS

As descrii in Chapter II, plan reimbursement was one of the most controversial features

of the Medicaid Competition Demonstrations. In some respects, the formulation of the capitation

payment for the Florida Frail Elderly Project was less contravcrsial  than for other demonstration

projects because DHRS relied on the HCFA-approved methodology used fior setting capitation

payments for its Medicaid HMOs.  However, Mt. Siuai Medical Chtcr aud DHRS disagreed about

spe&c components of the methodology, and Mt. Sinai propwed  early in the planning phase of
,
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ip\ Frail Elderly Project (and later in the case study interviews for the evaluation) that the simpler

approach of setting the capitation payment at 95 percent of Medicaid nursing-home reimbursement

for the local market area would have been more rational and equitable. As discussed  in this

section, the methodology that was eventually adopted was more comply indeed, a number of

: fotmal and informal risk reduction mechanisms were incorporated into Elder&e’s  structure both

to ensure that the capitation payments would cover the wsts of operating the plan and to protect

against the event that the payments would not be adequate to cover the costs.

1. The Cavitation Methodoloav

Figure IV.1 summarizes the method used by the Florida DHRS and approved by HCFA for

calculating capitation payments for its Medicaid prepaid health pkrurs,  The method called for

identifying a population that was believed to be “actuarially equivalent” to the target population

of the prepaid plan In the case of ElderCare,  the population of interest consisted of Florida

District XI Medicaid-eligiile residents age 65 and older who had participated in the state’s nursing-

home preadmission screening program (CARES) during &call985 (July 1,1984 to June 30,1985);

thus, the population consisted of those who had been evaluated as requiring skilled or intermediate

nursing care and had subsequently been recommended for diversion to community-based care.

(This group is referred to as the “CARES diversion” group below.) In order to represent the

different levels of expense to Medicaid after Medicare (the tit payor  for beneficiaries dually .

eligible for Medicare and Medicaid) contributes to the reimbursement for health services, the

methodology then called for disaggregating the CARES diversion group into three mutually

exclusive groups, referred to as capitation groups, according to their type of Medicare coverage:

Medicare Parts A and B; Medicare B oe, or no Medicare.

After this actuarUy  equivalent groupwas  identi.&d,  DHRS then required a rcv&vof  fee-for-

:p
service Medicaid claims for the group for the year following preadmission s4xmiug(fiscal1985

and 1986) in order to provide actual service utilization and costs on which the capitation rates
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would be based. The monthly capitation rate was computed in two stages. First, medical service

and community-based service rates for community residents and institutional rates for institutional

residents were calculated. These rates were then  combined as a weighted sum in proportion to the

time spent by the CAFES diversion group in the community and in nursing homes.

* In the initial step, separate rates were computed for beneficiaries who were residing in the

community for at least 11 months of the year (community residents) and for beneficiaries who were

institutional residents for at least one month of the year (institutional residents). The rate for

community residents was broken down into a medical services rate (including, for example,

physician services, inpatient and outpatient hospital services, pharmacy, and transportation) and a

home- and community-based services rate (including such waivered  services as case management,

respite care, homemaking, and personal care), because the data available for different types of

services differed Exhibit IV.1 provides a complete list of services included in the community

resident and institutional rates.

The medical services component of the community-resident rate, which was calculated

separately for each of the three capitation groups, entailed a four-step process. Frst, the total

number of case months of Medicaid eligiiility  (CM) represented by the sample was determmed,

as was the total number of service units used by the sample (SU) and total expenditures for the

sample (EXP) for each individual setice over the year. Second, for each medical service,  the

following were calculated in turn: a monthly utilization rate (SU divided by CM);  an average cost

per service unit (332 divided by Sv>; and a seticeqecZc  capitation rate (utilization rate

multiplied by average cost). Third, servicespecific  capitation rates for services for which

reimbursement increased between fiscal 1986 and &call987  (ix_,  Medicaid inpatient, outpatient,

pharmacy, and transportation services and Medicare crossover  payments for physic& home health,

laboratory, and X-ray services) were each multiplied by a setic+specific  inflation factor. Finally,
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EXHIBIT Iv.1

SERViCES INCLUDED IN CAPlTATION  RATE COMPONEN’B

Community Reside& Medical  Service

: Hospital Inpatient
Health Insurance  Benefits
Hospital Outpatient
Hospital Outpatient Cruwver
Physician Services
Physician Crosover
Prcscrii  Medicine
Nurse Practitioners
Lab and X-Ray
Lab and X-Ray Gusover
Transportation
Transportation Ckosover
Adult Dental
Adult Vision
Adult Hearing
Home Health
Home Health Ckssover

Community Resident: Home- and Community-Based  Servict#

Adult Day Health Care
Case Management
Respite Care
Personal Care
Speciakd Home Management services
Health Support Services
Placement Services
Escort  Se&es

Institutional: AnServices

Hospital Inpatient
Health Insurance &nefits
Hospital Outpatient
Hospital Outpatient Cauwver
Skill4 Nursing-Home crossoVer
Skilled Nursing Home
ICF I Nursing Home
ICF II Nursing Home

,
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r‘.
EXHIBIT  Iv.1 (continued)

I.nstItutional:  All senfces (c0ntinue!d)

Physician Services
Physician Crossover
Prescrii  Medicine

: kurse Practitioners
Lab and X-Ray
Lab and X-Ray Cmssover
Transportation
Transportation Cmssover
Adult Dental
Adult Vision
Adult Hearing
Home Health
Home Health Crossover

SOURCE “Protocol for Module C: Alternative Health Plans for the Frail Elderly,” August
1986.

The recomputation of the capitation  rates also included nursing-home services as a home- and
/-‘- community-based service.
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the service-specific rates were summed to arrive at a monthly community-resident medical service

total for each of the three capitation groups.

The home- and community-based service component of the community-resident capitation rate

was calculated from the total utilization and average cost per service unit included in the statewide

crojections  for the &al 1985 Section 2176 Extension Waiver Request.’ However, because the

2176 Request did not contain data on case months, case months for home and community-based

services were estimated from the South Florida  database of 8,322 Medicaid-eligible persons  age

65 and older in 6scal 1986, prepared for the Brandeis  S/HMO study. As with the medical

capitation rate, the capitation rate for each home and community-based service was calculated

separately by multiplying the utilization rate (total units of senke from  the Waiver Request

divided by case months from the S/HMO study) by the average cost for that service. This product

was then multiplied by the Florida Price Level  Index in order to adjust the statewide cost data to

reflect costs in the Dade County area. Tbe service-speci.6~  rates were then summed to arrive at

a single community-resident home and community-based service cap&ion rate for all

beneficiaries. Finally, the home- and community-based rate was added to the medical services rates

of each of the three capitation groups to yield a total community-resident rate for each of the three

capitation groups.

A similar se&ce-specifk  institutional-rate computation was carried out for sample members

who spent at least one month in a nursing home during the year. As with home and community-

based services, only one rate was computed because the level of Medicare coverage was believed

to have had very little effect on the level of Medicaid reimbursements for individuals in nursing

homes.

‘One rate, rather than three capitation-groupspecik rates, was computed for home- and
community-based services because the cost of such se&es to Medicaid was bclicvcd to be largely
independent of Medicare coverage.
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The final step in computing the cap&ion rate entailed multiplying the proportion of time

spent by the CARES diversion group k a nursing home in &al 1985 by the institutional-rate

computation and then summing this product with the proportion of time & spent in a nursing

home multiplied by the community-resident rate, yieldiug  a weighted average of the institutional

and community-resident rates. (The proportion of time spent in a nursing home was estimated to

be 3697, or 4.44 months per year.) This weighted average yielded a per-pemon,  per-month (100

percent) capitation rate for ElderCare  for each capitation group; the 100 percent rates appear in

the lower panel of Figure JV.l. After negotiation, DHRS then agreed to pay ML Sinai 97 percent

of these capitation rates beginning in Sscall988.  Thus, when ElderCare  began  serving clients iu

September 1987, ML Sinai received $815 per member per month for members with Medicare A

and B, $1,029 per member per month for members with Medicare B only, and $932 per member

per month for members with Medicaid 0niy.s

‘Rvo adjustments were made to the original capitation rates. The first adjustment, agreed to

in December 1987, was made retroactive to October 1,1987  and made tiective through June 30,

1988. The proportion of the 100 percent capitation rate to be paid to ML Sinai was raised from

97 to 98 percent in lieu of a risk-sharing arrangement with the state, which hp- been under

discussion since 1986. Under this adjustment, Mt. Sinai received $856 per membc: month for

members with Medicare A and B, $1,080 per member per month for members with Medicare B

only, and $977 per member per month for members with Medicaid only.

The second adjustment was agreed to in February lS@8 and was again made retroac&  to

October 1,1987 and effective through June 30,1988.  This adjustment was meant to take into

account legislatively mandated Medicaid reimbursement increases in physician  home health, and

nurse practitioner services and the provision of adult dentures, as well as the additional coverage

&rae Medicare B-only capitation rate is higher than the Medicaid-oniy  capitation rate primarily
because the rate of inpatient service use by the Medicare-B subset of the CARES diviemion  group
is nearly double that for the’Medicaid+nly  group.
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of adult health screening and an increase from $500 to $1,000 in the covered outpatient hospital

maximum. Under this second adjustment to the original capitation rates, Mt. Simzti  received $910

per member per month for members with Medicare A and B, $1,130 per member per month for

members with Medicare B only,  and $1,031 per member per month for members with Medicaid

&ly.

In late 1988, the capitation rates were completely recomputed based on a more recent data

base-Medicaid claims data for fiscal 1987 and 1988 for individuals receiving CARES diversions in

fiscal 1987. The purpose of the recomputation was to reflect a major imxease  in Medicaid

reimbursement for physician services (effective October 1,1988),  as weJl as to provide more recent

data for home- and community-based service use and costs. The methodology for the

recomputation was the same as was used for the original computation, with two exceptions: (1) the

institutional rate was computed separately for each capitation group in order to capture differences

in Medicaid reimbursement among the three groups which had not been captured in the original

computation, and (2) the home and community-based service component of the community

resident rate was based entirely on data from the state’s waiver extension request, rather than

pieced together fkom  two sources. As with the original capitation rates, the proportion of time

spent in a nursing home was based on the experience of fkal19SS CARES diversions.

Table IV.4 compares the total and servke-specific  components of the 100 percent capitation

rate for the original and rebased calculations. The total 100 percent capitation payment rate

increased by approximately  50 percent for EkierCare  clients with no Medicare coverage, from  $960

to $1,435, due prima@  to a more than 150 percent increase in the cap&ion payment for medical

se&es for community residents. The total 100 percent capitation payment for clients with

Medicare B only also increased by approximately SO percent (from $1,061 to $1,604),  due to

increases in both the medical services and institutional components, white  the krease for clients

with Medicare A and B was more modest, at just under l3 percent (from $841 to $948).
,
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Elder-Care  received 95 percent of the rebased 100 percent capitation rates, the drop from 98

to 95 percent ref3ecting  the assumption that the new rates represented the &rent  costs of

providing services more adequately than did the original rates. Thus, retroactive to July 1,1988

through September 30,19SS,  ML Sinai received $901 per member per month for members with

&dicare  A and B, $1,524 per member per month for members with Medicare B only, and $1,363

per member per month for members with Medicaid only. Legislatively mandated revisions to

Medicaid which increased physician reimbursement rates led to two minor adjustments in these

rates which affected the Medicaid-only group. Thus, for the period from October 1,1988 to

December 31,19S8,  Mt. Sinai received $1,369 per member per month for members with Medicaid

only (an increase of $6). As a result of the second adjustment, from January 1,19S9  through June

30,1989,  Mt. Sinai received $1,371 per member per month for members with Medicaid only (an

increase of $2). Table Iv.5 summarizes the capitation payments received by ML Sinai Medical

Center from the inception of ElderCare  (September 1,1987)  to the close of the evaluation analysis

period (June 30,1989).

2. ManatiP Financial Risk

The organization of ElderCare  included a number of direct and indirect measures to protect

Mt. Sinai Medical Center, Elder-Care, and its clients from the potential large-scale &nuxial failure

of the plan. One direct measure entailed establishing a risk resem account of one percent of the

total contract amount of the plan for the year (as estimated prospectively by DHRS) to which the

plan had no direct access without DHRS agreement. The purpose of this account w to act as

a cushion for the plan in the event of a financial  loss stemming from the delivery of se&es for

catastrophic care that exceeded cap&ion payments. El&Care never had to draw on this reserve.

A formal risk-sharing agreement between Mt. Sinai Medical Center and DHRS had been  discussed

during the planning phase of ElderCare,  but none was cwr implemented ti the plan.
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The Medicaid limit of 45 days per year on hospital inpatient coverage also applied to

ElderCare  and directly limited the fiancial  risk of catastrophic illness. If the 45day limit were

exceeded, the providing hospital rather than the plan would have been responsrble  for the cost of

care. Although none of the plan clients reached the 45day limit, plan staff said that the plan
W

would have continued to cover clients if they did. Nursing-home coverage for the plan was limited

to six months. Clients who exceeded this limit, or those whose placements were judged to be

permanent, could have been terminated from the plan However, no clients exoxded the limit,

and thus, ElderCare  did not terminate any clients for nursing-home stays that exceeded the plan

limit.

Indirect measures were designed to provide incentives to the plan to provide services

efficiently enough for the plan to operate within the capitation payments. Utilization and costs for

physician and other medical practitioner services were controlled under a policy whereby the plan’s

medical director was reimbursed with a capitatcd  payment. The medical director authorized all

utilization of nonemergency medical services. The capitated  payment to the medical director

covered the cost of medical care provided by the medical director, his associates, and off-site

physicians, as well as referrals to specialists. (Referrals for laboratory tests and X-rays were

included under this capitation only for part of the demonstration.)

No formal measures were used to contain the costs of home- and community-based services.

These services were authorized by the case managers prior to their use. Case managers did not

have formal spending limits, either for individual clients or for the caseload as a whole. Rather,

they were trained to adopt what was deacrii during case study interviews  as a “cost-conscious

orientation.”

Finally,  an important aspect of managing the ftnances  of the plan entailed developing contracts

with external providers at rates consistent with the budget constraints imposed  by the capitation

payments. As noted in Chapter HI,  ElderCare  staff believed that they successfully identied  and
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contracted with providers at favorable rates, attributing their success in some cases to the

reputation of its host organization, Mt. Sinai Medical Center. In fact, Mt. Sir&i was one of

Elder-Care’s providers, furnishing transportation, pharmacy, and inpatient services for some clients.

In particular, Elder-Care negotiated an extremely favorable reimbursement rate with Mt. Sinai for
W

inpatient hospital care. For clients with Medicare B only, ElderCare  reimbursed Mt Sinai the

amount of the Medicare B coinsurance and deductible charges for the stay, while ElderCare

reimbursed other inpatient hospitals at the Medicaid per diem for its Medicare-B-only clients. For

clients with Medicaid only, ElderCare reimbursed Mt. Sinai at a daily rate that was approximately

20 percent below Mt. Sinai’s Medicaid-approved per diem.

D. THE ADEQUACY OF THE CAPITATION PAYMENT

As noted in Section B, Elder-Care clients as a group were old and had varying living

/T---. arrangements and levels of informal and formal support at enrollment.  ElderCare  clients had

multiple physical and mental impairments and appear to have been at least as impaired as On Lok

clients and Channeling treatment group members, two groups of elders recognized as quite frail.

In addition, ElderCare  clients were less well-off &m&ally than their On Iok and Channeling

counterparts, in light of the SSI income eligiiility  criterion for El&* Thus, it can be expecW

that Elder-Care clients would have had a high rate of service utilization (and concomitant costs) and

a particularly high rate of in-home service utilization, since, unlike On Ink, ahnost all ElderCare

clients lived in private residences, and, unlike On I.& ElderCare itself did not sponsor congregate

housing, nor did it operate its own adult day health facility.

During the planning phase of the demonstration, the capitation methodology for ElderCare

was a point of contention among DHRS, Mt. Sinai Medical titer,  and occasionally HCFA, and,

as descrii  earlier, the payments were adjusted a number of times during the operational phase

of the demonstration. An ongoing concern of Mt. Sinai was that the phy&ian service component

of the capitation payment substantially underestimated  service use in light of the f&t that Medicaid
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fee-for-service physicians were not bothering to file claims for the low reimbursement to which they

were entitled. Mt. Sinai was also skeptical that the piecemeal approach to estimating home- and

community-based service use under the original calculation would reflect the actual use of

ElderCare’s  clients. In addition, the capitation methodology did not explicitly take into account

Ge administrative expense of operating the plan.

1. ElderCare  E;xDenses  and Revenues

Despite the high degree of impairment of the caseload and the perceived shortcomings of the

capitation methodology, Tables IV.6 and IV.7, which summarize the plan’s quarterly expenses and

revenues from October 1987 to June 1989, suggest that the capitation payment did cover the costs

of operating the plan.’ During that period, the plan showed a small surplus of approximately

$23,000, or just 2 percent of total revenue. Surpluses were shown during three of the seven

quarters, ranging from $10,000 to $52,000, and losses were shown in four quarters, ranging from

S4,CKKI  to 42,000. Thus, the plan appeared to just about break even during the observation period.

The total cost of operating ElderCare  over the seven quarters was just under $1.2 million, $.8

million (or 68 percent) of which was spent on direct services (labeled “medical and hospital

expenses” in the quarterly reports and Tables IV.6 and JV.7, but which included all direct service

expenses). The remainder (just under $4 million, or approximately a third of total costs) covered

?‘he expense and revenue figures in Tables IV.6 and IV.7 include services paid for by the plan
in each quarter plus an estimate of outstanding costs for the quarter. ‘Ihe service use figures in Table
IV.8 include only services paid for by the plan in each quarter. Thus, variations from quarter to
quarter reflect patterns in the flow of bills to the plan as much as they do service use by clients during
the quarter. For example, the relatively high numbers for the last quarter of 1988 have been
l ttriiuted by plan staff to the receipt of bills from providers that were attempting to bring accounts
up to date at year end However, the quarterly data presented in Tables IV.6, IV.7, and IV.8
accurately portray overall service  expenses,  revenues, and use for the plan. Thus,  the discussions that
follow focus on the two rightmost columns of the tables, which present the sevenquarter totals and
quarterly averages. Perclient averages cited in the text were calculated by dividing totals by 156 (the
number of clients enrolled in the plan during the 7quarter observation period); pereiient  per-month
averages were calculated by dividing totals by 1,144 (the total number of months during which all
clients were enrolled in the’plan during the period). The latter averages adjust for the actual length
of enrollment by the client in the plan (which was on average, 7 months), while the former do not.
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TABLE lV.6

ELD~CAREEXPENSE?ANDREVENUE BY QUARTER OF OP@RATDN  AND !STATEM04T LINE ITEM,  OCIQBm  1987,~  JUNE 1989
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TABLE IV.7

ToTAt ELDERCARE  EXPENSES PER CLIENT  PER MONT%

w

Medical and Hospital Expenses
Physician’
Other professionalb

Emergency roomInpatient
Other medicaF

Total
Expense

($1

16,955
223,817

15331226,033
310,700

Percent
of Total

WI

15
19.6

1:
27.1

%-e
per Client
per Month

0)

15
1%

1;
272

Total medical and hospital 792836 692 693

Administratix  9 rises
Compensation W202 263

0ccuP-Y 13,168 13Otherc’ 37,870 33 :3

Total administration 352,242 30.8 308

Total Expenses 1,145,079 100.0 1,001

souRcEz Expense data for this table come from Report #2: Statement of Revenue and Expenxs
prepared by ElderCare for the Florida Department of Health and Rehabilitative Services.
Data on client months arc based on client enrollment and &enrollment  dates from the
ElderCare  MIS. Expense per client per month is estimated by dividing total expenses
by 1,144, the total number of months of service provided for all clients.

Physician” expenses include the cap&ion  payment to the medical director and reimbursements
made by ElderCare  for Medicare B coinsurance and deductibles.

“Other professional” includes vision, hearing, and dental  ScNicc and laboratory and X-ray expenses.

Wther medical’ includes transportation, supply, prescription drug, outpatient, home health, home
and community-based aewicc,  and nursing-home qcnses.

*~mpensation” includes  the payroll  expenses  of fx8e managers and other plan  staE

-0thef (administration) includes office Npplies,  equipment, and trarsportatioxL
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the cost Of plan administration, including case management. Direct services averaged just over

$690 per client per month. Direct service expenses were dominated by a cateiory of sewice

descrii as “other medical,” which combines expenses for home- and community-based services,

transportation, prescription drugs, supplies, and transportation; these services represented 40
*

percent of direct costs. As reflected in Table IV.8, the plan paid for nearly 25,000 hours of

personal care, home management, escort services, and in-home respite ae over the reference

period, approximately 156 hours per client, or 21 hours per client per month enrolled. The plan

paid for 5,600 hours  of adult day health care, approximately 36 hours per client, or 5 hours per

client per month. Consistent with the goals of the Alternative Health Plan Project, relatively little

nursing-home care was used. The plan paid for a total of 178 days of care, or approximately one

day per client (or just under 2 days per client per year)?’

‘Ibe next largest categories of direct setvice were for inpatient care and “other professional”

services, each of which accounted for just under 30 percent of direct costs. The plan paid for a

total of 525 inpatient days of care-just under 3.5 inpatient days per client, or 5.5 days per client

per year. “Other professional” services included se&es related to vision and hearing, dental

services, and laboratory and X-ray services. Physician and emergenq room services  were

responsible only for 4 percent of direct costs.

Administrative costs were dominated by compensation for plan staff, totaling $3 million, or

approximately 85 percent of total administrative costs. Compensation to the case managers totaled

S.14 million. The remaining 15 percent of administrative qenseS covered a contriiution  to the

cost of space and a proportion of the cost of supplies  and equipment provided to the plan by the

Medical Center. Total administrative a~& averaged $308 per client per month, including the cost

of case management, which averaged $123 per client per month.

‘ORespite  care provided’in nursing homes was sometimes included under nursing-home days and
sometimes under respite care hours.
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TABLE W.8

E%DERCARE  SERVlCES REIMBURSED BY QUARTER OF OPERATION AND TYPE OF SERVI~ DCIOBER  1987 To JtR#E 1989
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2 Comparison  of the Service Use and l3nense Rates of Elder-Care, S/HMO. and On Lok

It would be useful to place the financial experience of ElderCare  into the context of other,

similar programs for the frail elderly. However, comparisons of operating expenses and service use

between ElderCare  and other programs, such as the expanded long-term care component of the
*

S/HMO demonstration and On Lok,  are dif6cult  to make, due to differences both within and

between programs in the availability and quality of data and differences in the characteristics of

clients.” These difficulties  notwithstanding, this section compares ElderCare  service utilization

rates and costs with those of the S/HMO expanded care and On Iok programs in order to assess

whether, given the characteristics of the clients discussed  earlier, ElderCare appeared to be

providing roughly the same level of service at the same level of expense as these programs. It

should be emphasized that the purpose of these comparisons is not to draw conclusions about the

relative cost-effectiveness of each program, which is beyond the scope of this evaluation.

In 1988, the S/HMO demonstration delivered expanded long-term care services to between

210 and 270 beneficiaries at each plan. Members were eligible for expanded care if they were

certified  as nursing-homeeligiile  (or, in one plan, at risk of becoming cert&d as nursing-home-

eligiile) according to state-specific nursing-home preadmission scrtcning  criteria. Bpanded care

included such services as personal care, homemaking, adult day health, transportation, and short-

term nursing-home care. For the purposes of keeping track of expanded care use relative to

spending limits on expanded care (of between $6,500 and $12,000 per member per year), the plans

distinguished between services covered under regular Medicare and those specific to the exnanded

care ~romm.  Table IV.9 presents estimated exnanded  care service use and costs rate for 1988

based on plan rates that were calculated for the full plan membership and were then adjusted for

the proportion of members receiving expanded care that year. m rates are not adjusted for

“The quality of in-home setice use records is particularly likely to be unreliable both because
in-home services tend to be quite diverse and because it is dBicult  to convince in-home service
providers of the importance of accurate recordkeeping.
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TABLE IV.9

COMPARISON OF ANNUALJZED  PER MEMBER SERVICE USE AND-MONTHLY
PER MEMBER EXPENSES FOR WHh40 EXPANDED CARE,

ON LOK, AND ELDERCARE

a
S/HMO OnLok Eldercare

Annualized Nursing-Home Use 16.0 - 43.4 123’ .7
(days)

Annualized Sk&d In-Home Cart o - 4 3 10.9 W
Use (visits)

Annualized Unskilled In-Home 112.3 - 768.7 3026d 88.9e
Care Use (hours)

Annualized Inpatient Care Use na! 24 1.9
(days)

Monthly Nursing Home, Skilled, 310 - 685 n& 951
and Unskilled In-Home Care
custs ($)

Monthly Case Management Custs 81 - 174 IL& 43
($)

Number Enrolled 210 - 27oh 317 156

SOURCE: Data from ElderCare  come from  quarterly Statements of Revenues and Expenses and
PHWHMO  Utilization Reports prepared by ElderCare  for the Florida Department of
Health and Rehabilitative Services.  Total-use data for seven quarters from Table IV.8
nre divided by 1.75 to yield an annuaI  average, then divided by 156 to yield a perclient
annual average. Total- data for seven quarters from  Table IV.6 are divided by
21 to yield a monthly average, then divided by 156 to yield a perclient  monthly average.
For consistency with S/HMO and On Lok data, these averages are not adjusted for the
actual number of months in which clients were enrolled in the plan.

Data for the S/HMO plans for 1988 are estimated from Lue& et al. (1989) by adjusting
plan use and cost rates  for all plan members (ic, for -anded  care recipien&  as well
as ‘nonfrail”  members) by the percentage who wived  expanded long-term care. Rates
are not adjusted for the actual number of months in which members were receiving
expanded care. me ranges reported are the minimum and maximum values for the four
plans in the demonstration

Data for On Ink come &om the Quarterly Statistical Utilization and Cost  Report for
the fourth quarter of 1988 Quarterly totals are multiplied by 4 to yield annual
estima~thendividedby317toyieklper&t~

,
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- TABLE IV.9 (continued)

-%nsing-home days for On hk reflect the fulLtime  placement of 11 clients.

bskilled  visits for On Lok include visits that would normally be covered by Medicare and are not
included in the rates for ElderCare  and the S/HMO plans.

%killed  in-home care for ElderCare  comes from “home health’ service use and combines hours for
therapy with skilled nursing visits.

dDue  to an error in the recording of hours by home care workers on the quarterly report, “unskihed
hours” was estimated for this table by an On Lok staff member.

Cunskihed  in-home care for ElderCare  includes personal CarJspecial home management, escort, and
respite services.

sTbe inpatient utilization rate for the full S/HMO enrollment (mchuiing  both expanded  care and
“nonfrail”  members) ranged from 1.6 to 1.9 days per member.

sSetice dollars  for ElderCare  come from “other medical,” and include supplies and drugs that are not
included in S/HMO figures.

%nroUment  numbers are based on December 1988 total plan enrohment  and the average monthly
C percent of enrolled clients who received expanded care in 1988
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the number of months during which each member was receiving expanded care.) ‘Ihe ranges

presented in the table are the minimum and maximum levels for the four S/HMOpIans.  IJI 1988,

S/HMO members receiving expanded care used between 16.0 and 43.4 (expanded care) nursing

home days per member, a small  amount of (expanded care) skilled in-home care (that is, skilled

n&sing and therapy not reimbursed under regular Medicare) of 0 to 43 visits per member, and

relatively more unskilled in-home care (for example, personal care and homemaking services, and

other services not generally covered by regular Medicare) of 1123 to 7687 hours per member (or

approximately 9 to 64 hours each month).

Like ElderCare  and the S/HMO expanded care program, On Lok cxnms  all acute and chronic

care services for its clients, ah of whom are nursing-home certified,  unlike ElderCare  and S/HMO,

On Lok does not disenroll  clients who need long-term nursing-home placement. Nor does On Lok

use chroniccare-spe&ic  client spending caps; thus, their service use estimates include services that

are covered by traditional Medicare, in contrast to those presented for S/HMO and ElderCare.*2

Thus, it is noteworthy that On Lok clients appear to use less nursing-home care than do S/HMO

expanded care beneficiaries (12.3 days per member in a year) even though, during the quarter

upon which this rate was based, 11 of the 317 clients in the caseload were residing in nursing

homes for virhmhy  the full  three- month period. However, On Lok had much higher rates of

skilled in-home service use than the S/HMO plans, with an average annual rate of 10.9 skilled

visits per member (including visits that would be covered by Medicare in the fee-for-service

environment), but roughly equivalent rates of unskilled in-home care at 3026 hours per member

(or just under 1 skilled visit and 25 hours per member each month). The level of in-home service

12For ElderCare  clients,‘Medicare-covered  services are reimbursed dire&y by Medicare.
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use is also noteworthy, since, in addition to in-home care, many of On Lok’s services are delivered

in adult day health  centers.la _

Service  use appears to vary greatly among the S/HMO plans and between the S/HMO plans

and On bk, perhaps reflecting differences in service delivery philosophy and the level of client

&npairment  and informal support, even among programs with broadly similar goals. For the sake

of comparability with S/HMO and On Lok data, ElderCare  service use and cost ram that appear

in Table IV.9 and, in the discussion that follows, have not been adjusted for the actual length of

enrollment by clients as they were in the previous section. It should be noted that,  like the

S/HMO rates, ElderCare  rates exclude services covered by Medicare and for whom Medicare is

thus the first payor. Service  use rates at ElderCare  are general&  lower than those for the S/HMO

plans or On Lok. ElderCare  clients used only .7 nursing homedays  per client  per year. (Indeed,

as will be d&ssed  in Chapter V, only 5 ElderCare  clients were admitted to nursing homes over

the 21 months of the analysis perid) However, the annual rate of skilled in-home care use by

ElderCare  clients (at 13 visits per client) was within the range of the other two programs. The

use of unskihed in-home care at Elder&e was noticeably lower than the other two programs, at

88.9 hours of service per client in a year (or 7.4 hours per client  in a month).

The cost of providing nursing-home and in-home skilled and unskilled care can be compared

only for the S/HMO plans and ElderCare, since no cost data were available for On Lnk.

Furthermore, these estimates will overstate the cost of in-home care for ElderCare  relative to the

S/HMO plans because E&Care quarterly reports combine supply and drug costs with the costs

of in-home care as “other medical” expenses.  Despite this overstatement, S/HMO costs for

expanded care appear to be substantially higher (with a monthly average of hctween  $310 and $685

per S/HMO expanded care member, compared with $95 per WerCare  member), consistent with

UAn On Lok staff  member attributed the high level of in-home se&e uscbahighlcveAof
client disability combined with the unav&abiIity  of an informal support system, saying that some
clients required in-home se&~ to prepare them to go to adult  day health centers in the morning
and to prepare them for be&at  nigh&
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generally higher rates of service use by the S/HMOs,  particuIarIy  for nursing-home care and

unskihed  in-home care. The cost of case management was also  suhstantiahy  higher for the S/HMO

plans at a monthly cost of $81 to $174, compared with EIderCare  at $43 per member.

EiderCare  generahy  had lower rates of service use, and concomitantIy  lower expenses, than
*
the S/HMO expanded care programs. However, beyond the fact that both ElderCare  and S/HMO

expanded care participants were certified as nursing-home eligiile  by their state screening criteria,

no data were available to compare the characteristics of members. Thus, it is difficult  to assess the

comparative frailty of ElderCare  and S/HMO expanded uxe beneficiaries and the degree to which

their frailty might have influenced service use and casts. The generahy  lower service use for

ElderCare  relative to On Lok does not appear to have heen  a function of the relative level of

impairment of enrollees. The comparison of client characteristics  presented in Table IV3 suggests

that Elder-Care  and On Lok cheats are equal@ frail.  However, inpatient service use was somewhat

higher at On Lok (at 24 days per client per year, compared with 1.9 days for EIderCare  clients),

suggesting either somewhat poorer health of On Lok clients or differences in the management of

acute care between the two programs or some combination of the two.” However, a substantial

difference in the level of informal support available to On Lok clients might have accounted for

the greater need of On Lok clients for in-home setices, much of which was delivered to clients

in On Lok-sponsored congregate housing.

E. CONCLUSIONS

After operating for 21 months, the net effect of operating expenses and plan  revenue left

ElderCare  with a small surplus: $23,128, or 2 percent  of total revenue. Howe~, this surplus was

so small that it could have been obliterated by a catastrophic illness  requiting 40 days of inpatient

care (reimbursed at a per diem of $570, the rate paid to Mt.  Sinai Medical Center for Medicaid-

“As a point of camparison, it should be noted that the average rate of inpatient care for all
Medicare beneficiaries in 1988 was 3.0 days per enrollee (U.S. Department of Health and Human
Services,  1989).
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only clients) or two nursing-home stays with durations of just under six months, the limit for the

program (reimbursed at $65 per day, the average rate paid by ElderCare  for nursing-home care).

ElderCare  long-term care servjcc use rates were broadly consistent with the rates of other

similar programs. That Elder&e’s  se&x use rates appear to have been somewhat lower may

: I% due to the relative level of impairment and informal support of clients of other programs or to

the more stringent budgetary constraints implied by the ElderCare  capitation methodology and

more efficient care management. However, although ElderCare  quarterly reports show that it was

financially viable, it should be recognized that Mt. Sinai Medical Center subsidized ElderCare  in

a number of ways, by providing, for example, the physical ElderCare  facility at a favorable rental

fee, and by purchasing some of the equipment used by the plan, alluded to earlier. The Medical

Center also processed  and paid provider bills for the plan (although the plan received and tracked

bills itself)  and provided backup administrative support through their personnel and public relations

.m departments. In addition, the Medical Center provided transportation for some clients at no cost

to the plan, and the plan negotiated a very favorable reimbursement rate for client inpatient stays

at Mt. Sinai.

Therefore, it can be concluded that the capitation payment was adequate to cover the budget

line item costs of operating Elder-Care, possibly due in part to ef6cient  service d&very and the

ability to limit the use of nursing-home care. However, these  costs are likely to substantially

underestimate the “true” cost of operating the plan, since it received a substantial subsidy &om ML

Sinai Medical Center.
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V. ELDERCARE:  COMPARISON OF SERVICE USE AND REIMBURSEMENTS
wITH0THERFRAxLELDERLY

‘Ibe analysis of aggregate service use and cost data presented in Chapter IV suggested that

ElderCare  met two of the objective of the Frail Elderly Project-it provided a continuum of acuteW

and long-term care within the budget constraints of the capitation payments, albeit with

subsidization from ML Sinai Medical Center, and it kept the use of nursing-home services at a very

low level. However, several questions remain about the manner in which these objectives  were

met. Specifically, did ElderCare provide roughly the same patterns of servjces at the same or lower

cost as those received by other frail  elderly in the Medicaid fee-for-service sector? And did the

level of nursing-home use by ElderCare  clients differ markedly from the level of nursing-home

service use by other frail  elderly Medicaid beneficiaries assessed as requiring a nursing-home level

of care, but recommended for community diversion?

In order to address these questions, this chapter compares the service utikation patterns of

and reimbursements for ElderCare  clients with those of other Medicaid beneficiari~  who, like

ElderCare  clients, participated in the CARES nursing-home preadmission screening program and

who were LIsscssed  as nursing-home4igible,  but were recommended for community diversion.

However, it must be emphasized that, while these comparisons provide partial answers to the

questions at hand, they cannot be interpreted as the impacts of ElderCare  per se, since ElderCare

clients and other CARES clients differed  along a number of measured  dimensions and are likely

to have differed along a number of other dimensions prior to CARES assessment that were either

unmeasured or for which measures were unavailable for the evaluation. In turn, these diflerences

are lihely  to have affected  the services  available to them, their choice of services, and their level

of service use.

‘l’be  chapter begins with  a description of the data available for the comparisons made in this

component of the evaluation and the statistical methodology used  for these comparisons.
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j ,p A. DATA SOURCES, LIMITATIONS, AND METHODOLOGICAL APPROACH

/ As summarized in Exhibit V.l, our comparison of the use of and reimbursement for ElderCare

I sexvices  and Medicaid-covered services in the fee-for-senke  sector relies primarily on data from

two sources: individual-specific  service use and reimbursement data from  the ElderCare

: Management Information *tern  (MIS) and individual-specific  service use and reimbursement data

from the Florida Medicaid Management Information System (h4MIS)  Adjudicated Claims File.

The ElderCare  MIS data were available only for ElderCare  clients while they were enrolled in the

plan.’ The MMJS  data were available for a sample of frail  elderly Medicaid beneficiaries in the

fee-for-service sector who, like ElderCare  clients, participated in the statewide nursing-home

preadmission screening program (CARES), were assesxd as requiring a nursing-home level of care,

but were recommended for community care with support from  Medicaid-funded programs, other

state- or county-funded programs, or existing informal supports. This group is referred to in the

fc\
remainder of this chapter as the CARES diversion sample.

The CARES diversion sample was identikd  for the evaluation by the CARES unit of the

Florida Department of Health and Rehabilitative Services (DHRS) Aging and Adult Services

(AAS) program. CARES clients were selected according to the following criteria. Sample

members had to be DHRS District XI Medicaid beneficiaries who re&ved a nursing-home level

of care determination and were subsequently recommended for diversion to the community

between September 1,1987 and June 30,1989.’ The  sample drawn by CARES included 936

Medicaid beneficiaries, 120 of whom were in the EkkCare  analysis sample; Medicaid identifiers

were supplied for each sample member. Medicaid claims whose service dates wore between

September 1986 and June 1989 were requested from the MMIS Adjudicated Claims File for the

‘7’he Elder-Care MJS data included both hardcopy data for claims processed  before the plan’s
automated MIS was developed (July 1988) and which were datacntered as part of the evaluation

f7 contract and machine-readable data for claims proces& after the MIS was estabiisbed.

2DHRS  District XI includes Dade and Monroe counties.
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EXHIBIT  v.l

DATA AVAILABLE FOR THE COMPARISON OF THE USE OF AND REQfBURSEMENT
FOR COVERED SERVICES FOR ELDERCARE CLIEN’B  WITH

THECARESDIVERS~ONSAMPLE

In-Program  Period Preprogram Period

Eldercare

Time Frame

Data Source

Sample Size

CARES Diversion Sample

Lie Frame

Data Source

Sample Size

From date of enrollment to
the efulier  of the date of
d&enrollment  or June 30,
1989

ElderCare hardcopy  and
MIS claims data plus
MMIS  pharmacy  claims
data

156

From date of recommenda-
tion for community diversion
to June 30,1989

MMS claims history

Year prior to the date of
enrollment

MMXS  demographics and
claims histoqy  CARES
referral source and
placement rccommenda-
tion

156

Year prior to the date of
recommendation for
community diversion

MMIS demographics and
claims history; CARES
rhrralsourceand
placement recommendation

816
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936 beneficiaries identified  by CARES plus the 36 Elder-Care clients not included in the CARES

Medicaidcovered  setice use and reimbursements for Elder-Care clients were compared with

those of the CARES diversion sample during two time periods. One p ,&d is referred to as the

“i&program”  period in the discussion that follows. For ElderCare  clients, the in-program period

begins with the date of enrollment in ElderCare  and en& with June 30, 1989, or the date of

disenrollment  if a client disenrolled  prior to June 30, 1989.4 The ElderCare analysis sample

included 156 clients who enrolled  in the plan between September 1,1987  and June 3O,l!B9.  An

analogous

which the

period for the CARES diversion sample was defined as beginning with the date on

beneficiary was reoxmnended  for diversion from  nursing-home care to home- and

community-based services (referred to by the CARES program as the “sta5g date”) and ending

with June 30,1989.’  The CARES diversion sample included 816 Medicaid beneficiaries who were

recommended for community diversion between September 1,1987  and June 30,1989,  inclusive.

The second, earlier period is referred to as the “preprogram” period and is deked as the year

prior to the start of the in-program period- Medicaid service use and reimbursement data during

the preprogram period, as well as demographic data available tiom  the MMIS  claims file and data

3Approximately  156,000 claims were received (4,000 institutional, Sl,ooO  medical, and 101,ooO
pharmacy). A small number of unpaid claims and claims for CARES clients younger than age 65
were deleted, as were a larger number of claims whose senk dates were outside the analysis
period for specific sample members, leaving approximately 3,ooO  institutional, 38,000 medical, and
67,000 pharmacy claims. At least one paid claim was received for each EkierCare client. However,
paid claims were ruzived  only for 680 of the 816 CARES diversion sample members, even though
all 816 had Medicaid identifiers.

‘June 30,1989  was chosen as the end of the in-program period to allow six months for the
administrative processing of claims and the transmittal of a relatively complete Medicaid claims
history for each analysis sample member in January 1990, as required by the evaluation schedule.

3For ElderCare clients, the date of enrolhnent in the plan, which mark the start of the in-
program period, was usualiy  within 3 weeks of the date on which they were recommended for
community diversion.
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from CARES, were compared for the two groups in order to descrilbe  the degree to which

ElderCare  clients and CARES diversion clients differed prior to the in-program per&L

Comparisons between the ElderCare and CARES diversion sampleb  were made along

individual-specific variables that capture Medicaid-covered service use and reimbursement during

&e preprogram and in-program periods. The variables for each sample member were constructed

by allocating each claim to the preprogram or in-program period based on its start date of se&e;

reimbursement and service  units for claims that spanned the start or end dates of one of the

periods were prorated according to the proportion of time during which the claim overlapped with

the period. Total use and reimbursements were accumulated by type of se&e for each sample

member and divided by the number of months in the period to yield average monthly use and

reimbursement per individual This method adjusted for sample-memberqeci6c  differences in the

length of the in-program period. (For the preprogram period, which was a year in length for all

sample members, totals were always divided by twelve. For the in-program period, which varied

in length by sample member, the divisor varied.) For two-thirds of the ElderCare  clients, the

number of months in the in-program period was the number of months between their date of

enrollment and June 30,1989.  For one-third of the clients, who disenrolled prior to June 30, the

number of months in the in-program period was the number of months in which they were in the

plan For CARES diversion sample members, the number of months in the in-program period was

the number of months betwleen  the dates on which they were recommended for community

diversion and June 30,1989. It is important to note that data were not available on the dates of

Medicaid eligibility or the dates of death for the CARES sample. (l&se dates were implicitly

contained in the d&enrollment  dates for the ElderCare  sample) Thus, for the CARES sample,

the length of the in-program period was likely to be somewhat inflated, and monthly Medicaid

121



service use and reimbursement during the in-program period are thus understated to the extent

that CARES sample members died or lost their Medicaid eligibility prior to June 30.6

Our data are also  limited because  a diverse set of home-andcommunity-based service options

were available to the CARES sample that were not restricted to Medicaidcovered  services. The

‘se&ices  chosen by the CARES sample afkcted both their level of service use during the in-

program period and the degree to which Medicaid, as opposed to other agencies, was &xux%Uy

responsible for those services. Home- and uxnmunity-based  service options for the CARES

sample included the Medicaid waiver programs-ElderCare, Channeling, and TEACH-as  well as

more limited Medicaid-cwered  services provided as part of the state’s Aging Waiver program. A

variety of less comprehensive service programs were also available, typically with long waiting lists,

funded by Aging and Adult Services, county government, and private  organizations. Clients could

also have been referred to foster  homes, Adult Congregate Living Facilities (ACLFs)  (which
n

require that residents be ambulatory yet need assistance with a&vi&s of daily living and

instrumental activities of daily living), or programs geared toward individuals with mental ilhxss.

The client and his or her family and physician also had the option of declining the recommendation

for community diversion and could have chosen nursing-home placement instead Thus,  the

CARES sample had a wide variety of service options available to them during the in-program

period. In addition, the extent of Medicare coverage among individual sample members al&ted

the degree to which Medicare rather than  Medicaid paid for & se&a Thus, in revking

their service use and reimbursements during that period, the reader must remember that the data

for this evaluation capture only  Medicaidcoverad services, and that se&ces funded by other

programs are not represented

b’rlle average length of enrollment for ElderCare  clients (and thus the average length  of the
in-program period) was 73 months for the sample overa& the average length of enrollment for
those who disenrolled  prior to June 30 was 5.5 months. The average length of the in-program
period for the CARES sample was 12.2 months.
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particular staff who members operated the plan, of Mt. Sinai Medical Center as a provider and

coordinator of services, or of the Dade County service area.

B. THE ELDERCARE AND CARES DIVERSION SAMPLES DURING THE PRE-
PROGRAM PERIOD

Both ElderCare clients and CARES diversion sample members were similarly assessed as

requiring a nursing-home level of care but as being able to remain in the community with support

sexvices.  In this section we compare the characteristics along which the two samples may have

differed  prior to the enrollment of ElderCare  clients and prior to the community diversion

recommendation for the CARES sample.7

1. Medicaid Demographics and Claims Histoq

As indicated in Table V.l, over 50 percent of both the ElderCare and CARES samples were

81 years old or older, although the ElderCare  sample was nearly three years younger on average,

(a significant difference), with a mean age of 80, compared with 83 for the CARES sample. Three-

7As noted earlier, all individuals identified by CARES (and Elder-Care) for the evaluation had
been issued Medicaid identifiers. However, no paid claims were received for 136 (17 percent) of
the 816 CARES sample members. Operating on the assumption that all were eligible for Medicaid
at sometime in the year prior to that date and thus could have had Medicaid-covered services, we
set Medicaid service use and reimbursements to zero for each beneficiary with no claims during
the period in order to compute the means that appear in Table V.l. That 136 of the 816 CARES
sample were on the Medicaid rolls but had no paid claims in a two-year period on average seems
possible but is unlikely given the frailty of the sample. Howex r, it was not possible to verify the
proportion of the evaluation reference periods during which individuals were eligible for Medicaid,
since no eligiiility  data were available for the evaluation. An alternative assumption is that, if a
sample member had no paid claims in either the pre- or in-program periods, he or she was not
actually eligible for Medicaid at any time during those periods (which is also possble but not likely
to be true in all cases, since each had a Medicaid number). Mean values for the CARES sample
presented in Table V.l, as well as in-program comparisons presented in Tables V.2 and V3, were
recomputed under this assumption. These alternative mean values and statistical tests of
comparison with the ElderCare sample are presented in Appendix Table A.2 (for the preprogram
period) and Appendix Tables A3 and A.4 (for m-program reimbursements and use, reqectkly).
The conclusions drawn from the results under the alternative assumption differ very little from the
conclusions drawn under the assumption that those with no claims were Medicaid eligible even
though CARES service use and reimbursement levels are higher under the alternative assumption
and, as a result, some changes in the statistical significance of ElcierCare/CARES  differences
occurred.
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TABLE V.l

COMPARISON OF ELDERCARE CLIEWIS AND CARES DIVERSION GROUP
DATA DURING THE PREPROGRAM PERIOD, BASED ON MEDICAID DATA

(Percentage with Characteristics Unless  Otherwise Noted;
Absolute Sample Size in Parentheses)

Elder-Care CARES

Age at EnrollmenKommunity
Diversion Date4b

Mean age (years)

65-75

7680

81-85

86 and older

Se?

Male

Female

Any Medicaid Claims in Preprogram
Period

Average Monthly Reimbursement for
Medicaid-Covered Services ($)

Total for all services

Inpatient

Nursing home

Outpatient/emergency room/
ambulatory surgery

Physician and other practitioner

Home- and community-based
services

Transportation

Ah other types of servicec

80.4

23.1 (36)

24.4 (38)

26.9 (42)

25.6 (40)

26.3 (41)

73.7 (115)

94.2 (147)

l 82.8

17.5 (119)

19.6 (133)

25.9 (176)

37.1 (252)

25.7 (175)

743 (505)

* 743 (606)

228

, 9

Q 292

182

14

16 l 7

4 4

so 4

17 6

83 75
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P TABLE V.1 (continued)

ElderCare

Any Use of Medicaid-Covered Services
During the Year .

Inpatient

Nursing home

Outpatient/emergency room/
ambulatory surgexy

Physician and other practitioner

Home- and community-based
services

Transportation

Average Monthly Utilization of
Medicaid-Covered Institutional
Services

39.7 (62) 43.9 (358)

45 Q 3.1 (25)

46-8 m 8 284 (232)

42.3 WI 48.8 (398)

218 (34) 0

37a2 (58)

4.9 (40)

31.1 (254)

Number of inpatient days .55 .61
/ ’

Number of nursing-home days .16 .2!?

Sample Size 156 816

SOURCE: Data for this table come from the Florida MMIS Adjudicated Claims File.

‘Age and sex data were missing for 17 percent of the CARES sample.

%e age distributions for ElderCare and CARES  samples were signifkntly  different at the 95
percent level of confidence  bawd  on a &i-square test.

“Othef includes home health, pharmacy, HMO, laboratory, and X-ray services, durable medical
suppiics,  hospice sewices,  and claims with no ‘category or se&e” code entered on the fk.

*ElderCare/CARES  diEerence  is statistically sign&ant at the 95 percent level of con6dencc  in a
two-tailed tcsL
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I
I
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quarters of each sample were female.s,9 Table V-1 also  shows that 94 percent of the ElderCare

sample had a paid claim during the preprogram period, while only 74 percent of the CARES

sample had a claim during that period. Thus, not surprisingly, ElderCare  clients had signiticantly

higher total monthly Medicaid reimbursements than did their CARES counterparts, at $406 per

month, compared with $292 per month for the CARES sample, a difterence of $114.” The

primary sources of this difference were different reimbursements for outpatient services and home-

and community-based care services.

However, the use of Medicaidxovered  institutional services by the ElderCare  and CARES

samples was similar. The ElderCare sample had statistically similar levels of inpatient

reimbursement (at between $182 and $228 per month) and inpatient service use (at between 40

and 44 percent with a stay during the year). Both RderCare and CARES sample members had

relatively low nursing-home service reimbursement and use during the preprogram period.

Nursing-home reimbursements were less than $15 per month for both groups, and fewer than 5

percent of either group had a nursing-home stay during the preprogram year.

ElderCare  clients had significantly higher reimbursements for and use of outpatient services

and home- and community-based care.  Medicaid reimbursements for ElderCare  clients during the

Yhe racial composition of the two groups appeared to be more or less similar:  55 percent of
each group were identified as white, less than 4 percent were black, and the remainder were
Hispanic or “other,” although missing data impaired this comparison. However, the racial
composition of the ElderCare  sample based on Mh4IS data diEered  markedly from ita composition
based on ElderCare  screening data. The latter identified  a fifth of the clients as white and three-
fifths  as Hispanic The MMIS identified many of CARES sample members with Spanish surnames
as “other” or %vhi*”  rather than Hispanic,  calling the Medicaid coding of race into question

9A comparison of the level of Medicare coverage (i.e., no Medicare, Medicare B only, and
Medicare A and B) for the EkierCare  and CARES samples was attempted. However, the fields
on the MMIS claims 6le that contained these  data had coding inconsistencies, and attempts at
creating the data from Medicare reimbursements for typical Part A and Part B se&es were not
fruitful.

‘When the CARES  sample was restricted to those witb at least one paid claim in either the
pre- or in-program period, the average monthly reimbursement for all SenricesfortheCARES
sample increased to $350, and the ElderCareICARES  difference dropped to $56. This difference
was not significant.
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year  prior to their enrollment in the plan averaged $16 and $50 per month over the year for those

services, respectively, while Medicaid reimbursements for the CARES sample averaged only $7 per

month for outpatient services and $4 per month for home- and community-based care. Part of the

difference was due to higher utilization rates among the ElderCare sample. ‘Ibe receipt of

Medicaid-covered home- and community-based services in the preprogram period, particularly the

relatively high rate of receipt among ElderCare  clients, is noteworthy:  22 percent of the ElderCare

sample, compared with 5 percent of the CARES sample, were receiving waivered services  during

the period. Consequently, over a fifth  of the ElderCare  sample were familiar with the Medicaid

home- and community-based service system prior to their enrolhnent in ElderCare.

2. The Characteristics of the CARES Samnle

Table V-2 compares data supplied by CARES that descn’bt  referral sources and placement

recommendations for 120 ElderCare  clients with similar data for the CARES diversion sample.

Virtually everyone in both samples was a Dade County resident. ‘Ike-thirds  of the ElderCare

clients were referred to CARES by ElderCare,  co&ming the assertion of Elder-Care staff that,

rather than clients’ being referred to ElderCare by CARES, most clients first approached Eldercare

and were then sent to CARES for the required level-of-care determination. Among the remaining

ElderCare  clients, most were referred to CARES by a DHRS agerq, hospital, or other agenq.

A small number (8 percent of the 120) were referred by fiuniiy  and mends,  and even fewer (5

percent) were referred dhctiy by the Cbnneling  and TEACH programs. In contrast, most of the

CARES sample (60 percent) were referred to CARES by a DHRS agency, hospital, or other

agency, with 27 percent by Channeling and TEAc3I, 2 percent by ElderQre,  and 11 percent by

family or friends.

ElderCare  clients and CARES sample members were & as requhing  roughly the same

levels of nursing-home care. Among the ElderCare  clients, the f-t (17 percent) required the

lowest level of care (ICF-II),  while 62 percent required the ICF-I level, and 21 percent required



TABLE V.2

COMPARISON OF ELDERCARE  CLIENTS AND CARES DIVERSION GROUP,
BASED ON CARES DATA

(Percentage with Characteristic Unless Otherwise  Noted;
Absolute Sample Size in Parentheses)

Eldercare CARES

County of Residence

Dade

Other counties

Source of Referral to CARES

DHRS and other agencies’

Channeling

Family or friends

Hospital

TEACH

ElderCare

Level of Nursing-Home Care Requiredb

ICF-II

ICF-I

SNF

Placement Recommendation

Channeling

TEACH

Adult congregate living facility or
foster home

Private home, with sewices

Private home, no services

ElderCare

OtherC

First Date Recommended for Community
Diversion

September to December 1987

January to June 1988

loo.0 (120)

0.0 (0)

183 (22)
1.7 (2)

83 (10)
1.7 (2)

33 (4)

66.7 (80)

16.7 (20)

62.5 (75)

20.8 (25)

33 (4)
10.0. (12)

0.0 (0)

183 (22)
0.0 (0)

683 (a)
0.0 (0)

183 (22)

22.5 (27)

129

99.8 (814)

0.2 (2)

543 (443)

22.2 (181)

11.0 (90)

55 (45)

4.9 (40)

20 (16)

19.7 (161)

55.5 (453)

24.8 (202)

553 (450)

18.1 (148)

113 (92)

10.0 (82)

23 (19)

2.2 (18)

0.8 (7)

22.9 (187)
303 (247)



f-x TABLE V.2 (continued)

Eldercare CARES

First Date Recommended for Community
Diversion (continued)

July to December 1988 30.0 (36) 28.2 (230)

January to June 1989 292 (35) 18.6 (152)

Sample Size 120 816

SOURCE: Data for this table come from a iYe that identi&d 936 Medicaid beneficiaries residing
in DHRS District XI who were screened by CARJZS,  given a level~f-care”
determination, and recommended for diversion to community-based  services between
September 1987 and June 1989. The fle was prepared by the CARES unit of Aging and
Adult Services, Florida Department of Health and Rehabilitative Services. Data were
unavailable for 36 ElderCare  clients included in the analysis sample.

TXRS and other agencies” include Aging and Adult Services, Economic Services,  other DHRS
units, and other state and local agencies.

; f7 %rsing-home level-ofcare  determinations from least skilled to most skilled are ICF-II, ICF-I,  and
I SNF.

“Other” includes adult day health programs and programs for the mentally ill.
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skilled care, compared with 20 percent, 55 percent, and 25 percent at each level, respectively, for

the CARES sample. Not surprisingly, the placement recommendations for ElderCare  clients were

weighted heavily toward ElderCare, with 68 percent receiving a recommendation to the plan. The

remainder were recommended to Channeling, TEACH, or some other se&e provider by CARES,

but ultimately became ElderCare  clients. More than half of the CARES sample (55 percent) were

referred to Channeling and 18 percent to TEACH. Another 2 percent were recommended to

Elder-Care, but did not enroll. An additional 11 percent received recommendations for congregate

housing or foster care, and most of the remainder were recommended to other service providers.

Two percent received a recommendation that no formal services were required.

The distriiution of dates of recommendation for community diversion for the EIderCare

sample reflects an increase over time that is consistent with the growth of Elder-Care: 41 percent

had recommendation dates between September 1987 and June 1988, while 59 percent had dates

between July 1988 and June 1989. In contrast, the CARES sample had relatively earlier dates of

recommendation for community diversion: 53 percent had dates between September 1987 and June

1988, while 47 percent had dates between July 1988 and June 1989.

3. Summaq

The ElderCare  and CARES diversion samples exhibited broadly similar levels of disability, as

defined by their need for similar levels of nursing-home care and their subsequent

recommendations for community diversion, albeit to different  programs. ElderCare  clients were

nearly 3 years younger on average than CARES sample members. In addition,  ElderCare  sample

members as a group were relatively more familiar with the Medicaid system in general, and the

Medicaid-funded home- and community-based service system in particular, than were their CARES

counterparts. Although all were believed to be Medicaid-eligible at the end of the preprogram

period, almost all of the ElderCare sample had a record of at least some Medicaid-covered service
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use during that period, while only threequarters of the CARES sample had records of such use.

Moreover, the ElderCare  sample showed a markedly higher use of Medicaid-covered home- and

community-based services in the year prior to enrolhnent in Elder-Care than did the CARES

diversion sample in the year prior to recommendation for wmmunity  diversion.

However, the levels of inpatient service use for the two groups were close enough to suggest

that ElderCare  clients and CARES sample members may have stiered from roughly equivalent

levels of acute illness, One could also speculate that because Elder-Care  sample members were

more likely to seek out Medicaid-red home- and community-based services during the pre-

program period they may have suffered more frequently from the chronic, disabling conditions that

require such care. However, since no data exist to describe the health status and specific disability

level of the two groups, these comparisons of health status must remain speculative.

C. IHE ELDERCARE AND CARES DIVERSION SAMPLES DURING THE IN-
PROGRAM PERIOD

In this section, we compare the use of plan services hy El&Care clients and the

reimbursement of those services by the plan with the use of and reimbursement for Medicaid-

covered services by CARES diversion clients in the fee-for-service sector. The purpose of these

comparisons is to assess whether the type of case-managed, capitated  system developed under the

Frail Elderly Project and implemented by ElderCare  proved to he less expensive for its clients than

~8s the prevailing fee-for-service system for the CARES diversion sample. We also compare the

rate of nursing-home use by ElderCare  clients and the CARES sample, as well as the use of

nursing-home send= for those subsets of ElderCare  clients and the CARES diversion samples

who had a nursing-home stay during the in-program period, so as to gather evidence about whether

ElderCare  delayed nursing-home placement for its clieuts.
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1. Patterns of Medicaid-Covered Service Use and Reimbursements

Table V.3 compares average monthly reimbursements for specific types of services used by

Elder&e  clients with Medicaid reimbursements for services used by the CARES sample. Because

the capitation  payment received by ElderCare  was generally thought to be low relative to the

sexvice  needs of a &ail elderly population and because ElderCare  managed to keep reported costs

within the limits of those payments, it is somewhat surprising that the average monthly

reimbursement for all services for the ElderCare  sample ($640) was more than double that for the

CARES sample ($309),  a statistically significant diBerence  of $331.” Before examming  the

service-specik  sources of this difference,  we reiterate that this table (and Table V.4) includes the

136 CARES sample members who had no paid claims in the pre- or in-program periods and thus

had zero Medicaid reimbursement and utilizati~n.‘~ (Tables A3 and A4 recompute average

reimbursements and use excluding the 136 sample members from the CARES sample; Table A.3

shows an average monthly total reimbursement of $371 for the CARES sample, generating a

statistically significant ElderCareKARES  difference of $269.) In additioq  as noted in !kction  VA

the length of the in-program period is overstated for the CARES sample because the dates of

death or loss of Medicaid eligibility for CARES sample members who died or lost eligibility during

the in-program period are missing, and thus monthly averages are understated for the CARES

sample during the in-program period. As a result, differences between the ElderCare  and CARES

samples that indicate a higher level of monthIy  reimbursement (or monthly service use) for

“Estimates of ElderCare  spending in this chapter are based on individual-specik  paid claims
and,assuch,willbelowerthantheestimatesthatappearedinChapter~,whicharebasedon
aggregate data that include both paid claims and estimates of outstanding costs.

121n addition, average monthly utilization estimates must be interpreted with cautious,  since
service units on claims appear to be mixed within some types of services. In particular, hours, days,
and visits all seem to be used to descrii home- and community-based care, although hours
predominated; items for equipment were inch&d with visits Ear home health care on a sxd
number of claims,  days and visits were both used to de&be outpatient care.
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TABLE V3

AVERAGEMONTHLYRElMBuRsEMENTFORELDERCAREUJENTS
AND THE CARES DIVERSION SAMPLE BY TYPE OF SERVICE

DURING THE IN-PROGRAM PERIOD
(Dollars per Client per Month)

Eldcrcare

Reimbursement for All services 640 l 309

Inpatient S42rvices 280 l 90

Nursing-Home Sewices 10 l 83

Outpatient Servicesa 3 6

Physicians and Other Practitionersb 8 3

Home- and Community-Based Servicesc 229 0 47

Transportation 31 8 7

Home Health Servicesd 9 8

Pharmacyc 48 54

Othe# 24 0 10

Average Number of Months in
Observation Period

Sample Size

73 8 122

156 816

NOTE: For the ElderCare  sample, data for this table come from ElderCare  program records of
reimbursements to providers and Medicaid Management Information System @MIS)
pharmacy records. For the CARES sample, data come from the &MIS. Ninety&e  percent
of the 156 ElderCare  sample members had at least one claim  to ElderCare  during the in-
program period. Seventy-eight percent of the 816 CARES sample members had at least one
paid Medicaid claim during the in-program  period. Those with no paid claims during the
period had their rchnburscments  set to zero.

Individual reimbursement vahtes  are kwmed  by dividing  the total reimbursement for a
sample member over his or her period of ObeeMltion  by the total number of months in
his/her period of 0hwrvatioxL For ElderCare  clicn& the period of obwvation begins with
the month of enrolhnent  in ElderCare  and ends with the month of termination (or June
1989 for those who had not terminated). For the CARES population, the period of
observation begins with the date of mtion for dksion to community-based
services and en& in June 1989.

%&&are outpatient 8cwicus  in&de those delivered  in an outpatient facility or emergency room
CARES outpatient services in&de those delivered in an outpatient facility, an ambuiatoxy  surgery
fkcility,  or a cwununity  mental health clinic.
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TABLE V3 (continued)

boor EiderCare,  reimbursement for physician visits includes the amount deducted from  the medical
director’s capitation payment plus reimbursements made by the plan for Medicare  deductiile and
coinsurance claims. ‘Ibe dollar value of the deduction from the medical director’s capitation
payment was not available on an hxiividual-level  basis prior to the establishment of the plan’s MIS
(July 1988). Thus, physician reimbursements for ElderCare  are understated.

‘For  ElderCare, “home- and community-based services” include in-home respite, personal care, home
management, adult day health care, and inpatient respite. For CARES, %ome-  and community-
based services” include Medicaid 2176 waiver sendux,  such as chore, homemaker, personal care,
respite, case management, adult day health care, health support, and counseling

‘%ome health services include skilled care delivered at home by a nurse,  therapist, or medical KKM
worker.

ePharmacy  reimbursement for ElderCare includes payment for pharmacy services reimbursed direct@
by ElderCare  plus payment for pharmacy services reimbursed by Medicaid and billed later to
ElderCare.

‘For ElderCare, “other” includes laboratory and X-ray and supply and equipment claims. For CARE%
“other” includes laboratory and X-ray, supply and equipment, HMO and hospice claims, and claims
with no category of service coded on the claim. The El-Merena  in “0thePservia
reimbursement was dominated by a differena  of reimbursements for supplies and equipment.

l EkierCareICares diEerence is statistically sign&ant  at the 95 percent level of confidence in a two-
tailed test
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TABLE V.4

SERVICE USE BY ELDERCARE cLIEN?sANDTHECARESDIVERSION
SAMPLE BY TYPE OF SERVICE DURING THE IN-PROGRAM  PERIOD

(Absolute Sample Size in Parenthfses)

Percent with Claims during Period

Inpatient services

Percent with any stay during the
period

Number of days per month

Number of admissions per month

Nursing-Home Services

Percent with any stay during the
period

Number of days per month

Number of admissions per month

Outpatient Servicesa

Percent with any use

Number of days/visits per month

Physicians and Other Practitionersb

Percent with any use

Number of visits per month

Home and Community-Based Servicesc

Percent with any use

Number of hours per month

Transportation

Percent with any use

Number of one-way trips per month

Home Health Servicesd

Percent with any use

Number of visits per month

94.9 (148)

39.1 (61)

1.19

0.12

3.2 (5)

0.15

0.01

17.9 (28)

0.06

64.1 (loo)

0.67

84.0 (131)

71.8 (112)

1.72

23.7 (37)

0.25

25.6 (209)

030

0.03

11.9 (97)

1.42

0.05

253 (206)
0.18

25.9 (211)

0.09

17.8 (145)

3.99
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TABLE V.4 (continued)

ElderCare

PharmacyC

Percent with any use 84.0 (131) 0 75.6 (617)

Number of prescriptions per month 219 l 273

Average Number of Months in Obser-
vation Period 73 l 122

Sample Size 156 816

NOTE  For the ElderCare sample, data for this table come born ElderCare  program records of
reimbursements to providers and the Medicaid Management Information System (MMIS)
pharmacy records. For the CARES sample, data come from the MMIS. Ninety-five percent
of the 156 ElderCare  sample members had at least one Medicaid claim during the in-
program period. Seventy-eight percent of the 816 CARES sample members had at least one
paid Medicaid claim during the in-program period. Those with no paid claims had their
service use set to zero.

Variables for individual units of service are formed by dividing the total units of setice for
a sample member over his or her period of observation by the total number of months in
his/her period of observation. A binary indicator of any service use by type of service was
also created. For ElderCare clients, the period of observation begins with the month of
enrollment in ElderCare  and ends with the month of termination (or June 1989 for those
who have not terminated). For the CARES population, the period of observation begins
with the date of recommendation for diversion to community-based setices and ends in
June 1989.

‘ElderCare outpatient servim  include those delivered in an outpatient fkility or emergency room
and use visits as unit of servk CARES outpatient seticea  include those delivered in an outpatient
facility, an ambulatory surgery facility, or a community mental health  clinic. MMIS outpatient claims
include both days and visits as unit of service.

?For Elder-Care, the use of physician services  ‘inchrdes  visits covered under the medical director’s
capitation payment, as well as visits to outside providers for which the plan received claims for
Medicare coinsurance and deductible payments. Unlike reimbursement, use data on individual-level
visits covered under the medical director’s capitation payment were available prior to July 1988.

‘XlderCare  “home- and community-based services” include in-home respite, personal care, home
management, and adult day health care. Inpatient respite use is excluded from this table because
the unit of sewice (days) was inconsistent with hours used for the other  services. Elder-Care adult
day health care claims used both days and hours as the unit of service, but hours predominated.
CARES services include Medicaid 2176 waiver sewices,  such as chore, homemaker, personal care,
respite, case management, adult day health care, health support, and counseling.
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TABLE V.4 (continued)

dHome  health services include skilled care delivered at home by a nurse, therapist, or medical social
worker.

ePharmacy  use for ElderCare  comes finm claims for pharmacy services reimbursed directly by
ElderCare  plus claims for pharmacy services reimbursed by Medicaid and later billed to ElderCare.

l ElderCare/CARES difference  is statistically significant  at the 95 percent level of con6dence  in a
two-tailed test.
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ElderCare  are somewhat overstated, while differences that indicate a lower level for Elder&e

tend to be understated.13

The $331 difference in total monthly reimbursement between the ElderCare  and CARES

samples is due primarily to large differences between ElderCare  and CARES reimbursements for

inpatient care and home- and community-based services. ElderCare  reimbursed an average of $280

per month for inpatient care for its clients while they were enrolled in the plan, while Medicaid

reimbursed an average of only $90 per month for CARJZS sample members, a diffenxce of

$190.” The higher level of inpatient reimbursement for EkkrCke clients was due at least in

part to an increased likelihood of inpatient service use: 39 percent of the ElderCare  sample,

compared with 26 percent of the CARES sample, had a hospital stay during the period. However,

the reduction in the likelihood of a hospital stay for the CARES sample from 44 percent in the

year covered by the preprogram period to 26 percent in the 12 months  (on average) covered by

the in-program period (or a reduction in inpatient use for the CARES sample from 53 percent to

31 percent,  if the sample is restricted to the 680 members with a claim) is suspect given the frailty

of the sample, and raises questions about the completeness of the Medicaid data, although no

systematic omissions from the Medicaid data were observed.

As in the preprogram period, reimbursement levels for Medicaidxovered home- and

community-based care also differed considerably between  the ElderCare  and CARES samples: $229

% order to estimate the magnitude of the problem posed by the lack of death or eli@ility
dates for the CARES sample, we recalculated the average monthly reimbursement for all
ElderCare se+ using a June 30, 1989 end point for the in-program period for all sample
members, simulating the lack of dates for the CARES sample ‘Ihe result was that the average
length of the Elder&e observation period increased  from 73 months to 9.8 months, and the
average monthly reimbursement for all services declined to $495, or by 23 percent, thus reducing
the difference between ElderCare  and CARES from $331 to $186. The smaller di&rence was still
statistically Significant

14Recalculating  the ElderCare  average monthly inpatient reimbursement using the June 30 end
date for clients who actually disenrolled earlier reduced the Elder&e reimbursement to $182 per
month. Excluding from the CARES sample the 136 members with no claims increased monthly
inpatient reimbursements to $108. Both recalculations led to smaller but still sizeable dSerencor
between ElderCare  and CARES inpatient reimbursements.
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per month for ElderCare,  compared with $47 for CARESU  ‘Ihe  diEerence  in reimbursement

levels was due primarily to the higher likelihood that ElderCare  clients used such services: 84

percent of the ElderCare  sample received home- and community-based care fkom the plan, while

ouly  18 percent of the CARES sample received Medicaiduwered home- and community-based

services.  Because  all CARES sample members were entitled to these serviw and were asxssed

as requiring a nursing-home level of care, it is possrble that many of them were receiving the

services through programs that were not funded by Medicaid and thus not captured by the database

available to the evaluation. The relatively higher rate of home- and community-based service use

among ElderCare  clients during the in-program period is also likely to have been affected by their

increased access  to such services from participating in Elder#re, and their higher rate of use of,

and thus familiarity y&h, such services before they were in Elder&e.

The higher overall level of reimbursement for ElderCare clients relative to CARES clients also

stemmed from higher reimbursements for a number of other services. They included sign&antly

higher reimbursements for transportation ($31 per month for EtderCare  clients, compared with $7

for CARES sample members) and “other” types of services ($24 for ElderCare  clients, compared

with $10 for CARES sample members) and slightly (nonsignificantly) higher reimbursements for

physician and home health services.1417

lsRccalculating  the ElderCare average monthly home- and community-based service
reimbursement using the June 30 end date for the period reduced the ElderCare  reimbursement
only to $209 per monk Excluding from the CARES sample the 136 members with no claims
increased monthly home- and community-based service reimbursements to $!57.  Roth recalculations
still generated large statistically @i&ant diEerences  between ElderCare  and CARES home and
community-based se&e reimbursements.

*6_me  monthly average of $31 for transportation services used by Elder&e clients does not
include transportation services provided gratis to the plan by Mt. Sinai Medical Center, which
averaged approximately 20 round trips per month in the Grst half of 1989. The higher rate of
transportation use by ElderCare  clients may reflect an increase in use for the purpose of receiving
such ElderCare  services as physician visits or adult day health care, as well as increased access to
transportation services in light of the fact that ElderCare  prior authorization procedures for
transportation were probably less bureaucratic  than those  for Medicaid.
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The higher level of reimbursement for inpatient and home- and community-based services for

ElderCare  clients relative to CARES sample members was of&et somewhat by signikantfy  lower

reimbursements for nursing-home services. ElderCare  reimbursed an average of $10 per month

for nursing-home services, compared with $83 for CARES sample members, for a statistically

signScant  difference of $73 per month‘s The difference  in reimbursement level was due to a

significantly lower level of nursing-home use by ElderCare clients: 3 percent of ElderCare  clients,

compared with 12 percent of the CARES sample, had a nursing-home stay during the in-program

period. ElderCare  clients also had slightly (but not signi6cantly)  lower outpatient and pharmacy

reimbursements than did CARES sample members. (However, the use of outpatient services by

the ElderCare sample declined from 47 percent during the preprogram period to 3 percent during

the in-program period.)

The net result of these differences in reimbursement levels was that ElderCare  paid more for

the services used by their clients than Medicaid paid for a group of beneficiaries in the fee-for-

service sector who, like ElderCare  clients, were d as requiring a nursing-home level of care,

but were recommended for diversion to community services. We know nothing about the relative

quality of the services  received nor about the existence of remai&g unmet needs for services by

each group (although both the case study and the client questionnaire suggested that ElderCare

furnished its full complement of services in sufficient quantity and at a satisfactory level of quality).
.

Rexhtions  in the use of nursing-home and outpatient services for -Eldercare clients were

consistent with the goals of the Frail Elderly Project and led to modest reductions in

reimbursements for those setvices,  but did not of&et increases for other types of services.

“ElderCare  clients had higher reimbursements for ‘other” types of services, which included
laboratory and X-ray services and supplies and equipment for both samples and claims for services
that were not coded with a service category on the MMIS  for the CARES sampk The difference
was dominated by higher spending on supplies and equipment for the Elder&~ sample.

18Excluding  the 136 CARES sample members with no paid claims incaeased  monthly nursing
home reimbursements for the CARES sample to $100 per month, and the Eldercate/cAREs
difference to $90.
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Improved access to care for ElderCare clients from  their participation in a program that

coordinated both acute and long-term care se&es is likely to have played some part in the higher

levels at which home- and community based services and inpatient care were used by EIderCare

clients. Two additional factors were likely to have effected the large difference  between the two

groups in the use of home- and community-based care. First, it seems likely that CAFES sample

members were receivin g home- and community-based services~funded  by programs other than

Medicaid. Thus, even though such services were not represented by evahmtion data and were not

an expense to Medicaid, they are likely to have occurred and represented an expense to state and

local governments, as well as out-of-pocket expenses to sample members and cask to private

organizations. Second, the familiarity of the ElderCare  clienk  with Medicaid-covered home- and

community-based care based on their preprogram experience is likely to have increased their use

of such services during the in-program period.

Given that ElderCare  appears to have spent more on providing services to ik clienk than

Medicaid spent on the CARE!3  sample, an additional question remains about the cost of ElderCare

services relative to nursing-home care. When the capitation  payments were recomputed, a month

of nursing-home care for a Medicaid beneficiary in Dade County in 1988 was estimated at $2135

(for those with Medicare A and B), $2349 (for those with no Medicare), and $2739 (for those

with Medicare B only). Each rate is considerably more than the $640 per month spent by

ElderCare  (or the $1,001 per month, noted in Chapter IV, that includes both ouktanding cask and

paid claims and administrative costs), indicating that Eldercare  &ices, if not less expensive than

a Medicaid fee-for-service, community-based alternative, were less expensive than what Medicaid

typically pays for nursing-home care.

2 Patterns of Nursing-Home Use

A significantly lower proportion of ElderCare  chenk  had a nursing-home stay during the in-

program period than did CARES sample members: 3 percent of the ElderCare  sample (5 clicnk),
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compared with 12 percent of the CAFES sample (97 members), spent at least one day in a nursing

home during the in-program period For the ElderCare  sample, this rate of nursing-home use is

equivalent to that of the preprogram period. However, for the CARES sample, the in-program

rate increased markedly.lp As indicated in Table V.5, of those spending time in a nursing home

during the in-program period, ElderCare  clients spent fewer days on average: 31 days, compared

with 186 days for CARES sample members. This difference was due in part to the fact that all

ElderCare  clients had relatively short stays (that is, stays of 3 months or less), while nearly two-

thirds of the CARES sample members with stays stayed 3 months or longer, Moreover, during the

in-program period, ElderCare  clients remained in the community for a longer time before entering

a nursing home--on average, 7 months, compared with 3 months for CARES sample members.

Since no data on the relative health of or the availability of informal supports for the two

groups were available for the evaluation, it was not possible to assess whether the apparent

differences in nursing-home use were due to participation in Eldercare or to forces external to the

plan. Nor was information available for the CARES sample to indicate whether the

recommendation for community diversion was accepted by individual sample members. Fmaily, in

interpreting outcomes that descriibe  length of stay, the reader must remember that estimates of

such outcomes are truncated by the reference period used by the evaluation and are thus likely to

be particularly understated for those with reiatively longer s+ The eEect  here is that CARES

sample members may be experiencing even longer stays than are shown by these data. These

caveats notwithstanding, the available data suggest that ElderCare  met its goal of delaying the

institutionalization of its clients.

“As a point of refererice, in 1985 in the United States, 6 percent of the population age 75 to
84 spent some time in a nursing home, compared with 22 percent for those 85 and older (U.S.
Senate, 1987-88). Among control group members for the National Long Term Care
Demonstration (whose average age was 80), 13 to 14 percent had been in a nursing home at some
time during the year following enrollment,  a level of nursing-home use that was lower than
expected given the frailty of the sample (Wooldridge and Schore,  1988).
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TABLE V.5

PATIERNS OF NURSING-HOME USE BY ELDERCARE CLIENTS AND
THE CARES DIVERSION GROUP DURING THE IN-PROGRAM PERIOD

(Percentage with Characteristics Unless Othcxwise Specified,
Absolute Sample Size in Parentheses)

ElderCare

Percent with a Stay of Any Length

Of Those with at Least One Stay,
Number of Days in Nursing Home

Of Those with at Least One Stay,
Percent with Total Number of Days?

1 to 14 days

lSto9OdayS

91 days or more

Of Those with at Least One Stay, Number
of Days between the Start of the In- -
Program Period and First Nursing
Home Admission

33 (s) * 11.9 (97)

31 186

40.0 (2) 103 (10)

60.0 (3) 26.8 (27)

0.0 (0) 629 (63)

223 l 103

Sample Size 156 816

NOTE: For the ElderCare  sample, data for this table come from ElderCare  program records for
reimbursements to providers. For the CARES sample, data come from the MMIS.

The distribution of the number of days spent in a nursiug  home for ElderCare  users and CARES
users was signiiicantly  different at the 95 percent level of co&lence  based on a chi-square  test.

*Elder&e/Cares difference is statistically sign&ant at the 95 percent level of confidence in a two-
tailed test.
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D. CONCLUSIONS

As noted earlier, this chapter has presented estimated differences  in service use and

reimbursements between the ElderCare  and CARES samples in order to descrii broad differences

in service delivery patterns between the two groups that tiected the cost to ElderCare of

providing its services relative to Medicaid expenditures on the CARES diversion sample. Because

differences are likely to have existed between the two groups prior to the in-program period that

would have affected their setice  use during the period, differences between the two groups during

the in-program period cannot be interpreted as having been caused solely by participation in

ElderCare.  In fact, the analysis of preprogram data indicated that ElderCare  clients were slightly

younger than CARES sample members, and that the two groups exhibited dEerent levels of

Medicaid-covered service use and, in particular, different  levels of home- and community-based

service use prior to the in-program periti

The two groups may also have differed along a number of personal characteristics for which

measures were not available to the evaluation: health’status, level of disability, the level and

stability of informal support systems, personal preferences for the use of health care services,

mortality rates, and length of Medicaid eligibility. Each of these factors could have a major effect

on the use of plan or Medicaid-covered services (and thus reimbursements) in the in-program

period. Furthermore, a variety of service options were available to the CARES sample, some of
4

which were funded by Medicaid (and were thus captured by the data available to the evaluation)

and some of which were funded from other sources (and were thus not captured by evaluation

data).

Nevertheless, the available data suggest d&ring patterns of service use and expcnse!s  between

the ElderCare  and CARES samples. An objective of the Frail Elderly Project, as well as the larger

Medicaid Competition Demonstration, was to imxease  access to requisite se&~ for Medicaid

beneficiaries while reducing unnecessaq  service use. EkrCare appears to have met this objective
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P, by reducing nursing-home and outpatient service use, while increasing the use of other services for

ElderCare  clients relative to CARES sample members. (In particular, ElderCare  appears to have

increased the use of home- and community-based services and, to a lesser extent, the use of

inpatient services.) Due to this increased se&e use, ElderCare  spent more serving its clients than

Medicaid spent on the CAFES sample.

The arm&s found that nursing-home use by both the ElderCare  and CARES samples was

low, given that they had all been asses&  as requiring a nursing-home level of care. The low level

of use for both groups suggests that the use of home- and community-based care, in combination

with a strong commitment by the elderly and their caregivers to stay in the community, may itself

reduce nursing-home use. If the health status and informal supports of sample members from the

two groups were comparable, one could conclude that ElderCare  was particularly effective at

reducing nursing-home use, as demonstrated by significantly lower rates of use, shorter nursing-

P
home stays, and longer delays until nursing home entry relative to CARES sample members.

However, we can conclude only that, while ElderCare  managed to staywithin the limitations of the

capitation payments, EiderCare  apparently provided more services to its clients and subsequently

spent more on service provision than Medicaid spent on the CARES diversion sample, although

its costs were well below the cost of nursing-home care.
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VL THE ACCESS OF ELDERCARE CLIENYBTOANDTHEIR
SATISFACTION WITH PLAN SERVICES

The Enal  component of the evaluation of the Florida Alternative Health Plan Project is an

analysis of the results of a su~ey  of plan clients which addressed  their access  to and satisfaction

with plan services. The purpose of the analysis is to supplement the case study and the utilization

and cost analysis by providing information on:

Clients’ reactions to marketing strategies

Clients’ perceptions about barriers to and incentives for emollments  and elements of
their enrollment decisions

The accessibility of plan se&es

The level of clients’ satisfaction with plan services

Clients’ perceptions about the ability of the plan to delay or prevent
institutionalization.

In this chapter, we first discuss the approach taken to develop and administer the client survey.

We then present the results of the survey, and discuss the results in the context of the rest of the

evaluation.

A THE DESIGN AND ADMINBTRA TION  OF THE CUENT SURVEY

The purpose of the survey was both to address the objectives of this evaluation component

descrii above and to provide plan staff with useful feedback about the satisfaction of clients.’

‘In the original statement of work for the evaluation, the approach for addressing the access
of clients and caregivers to and their satisfaction with services called for conducting focus groups
with plan clients, their caregivers, and nonparticipating frail  elderly Miami Beach residents and
their caregivers. Focus groups composed in this way would have enabled us to elicit the opinions
of clients and caregivers separately, as well as afford us the opportunity to question nonclients and
their caregivers about their access to and satisfaction with se&es not provided by Elder-Care.
However, the level of effort allocated to this part of the evaluation  did not in&de the translation
of all focus group proceed@ into Spanish a process necessitated by the high proportion of
Spanish-speaking clients who were enrolled in the plan, a fact ultimately brought to light as the

(continue..)
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To further these goals, the evaluation project director,  a surges professional experienced in

interviewing the frail elderly, and the ElderCare  plan director developed the survey jointly. The

case managers who administered the survey and HCFA sta!T  reviewed and suggested changes to

the survey instrument before it was administered. The survey instrument contained both English

and Spanish versions of all questions to ensure that the questions were asked uniformly regardless

of the language used by the respondent. Most questions  had several numerically coded categorical

responses for which the interviewer needed only to circle the response given by the client.

However, the instrument also contained several open-ended questions (e.g., concerns about

ElderCare  prior to enrolling, and aspects of the introductory plan de!scription  that would have

benefited from further clarification), which were reviewed after all the surveys had been returned

to the evaluator and were then coded numerically. Completed intetiews were transmitted to the

evaluator by ElderCare along with other program data. (The survey instrument appears as

Appendix B.)

The decision to have the case managers administer the survey was based primarily on the

budget constraints of the evaluation. Having the case managers, rather than independent,

professional interviewers, administer the survey was not optimal from  the perspective of obtaining

unbiased responses from plan clients, inasmuch as clients may have felt either that case managem

eqected  particular responses or that their responses would a&t their service receipt in the

future. While there is no way to know the precise degree to which responses were biased because

the SuNey was administered by the case manageq  we feel confident that reasonable measures  were

taken to mmimize  the effects of such bias+pecifically,  the survey contained an introduction which

informed clients that the purpose of the survey was to gather opinions, and thus that the slllycy

should be viewed as an appropriate vehicle to air complaints about the plan, and the survey

*(...continued)
design phase of the evaluation progres@.  In place of focus groups, a client survey administered
by the plan’s bilingual  case managers was designed to meet the objectives of this component of the
CdlWiOn.
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questions were worded in as neutral and nonthreatening a manner as possible. Prior to

administering the survey, case managers received training in a one-hour session conducted by

telephone with the survey professional who helped develop the instrument, The training focused

on general survey interviewing techniques and instructions specific  to the survey instrument. The

case managers then can&d out a pretest of the instrument with four clients, after which they

suggested that additional changes be made to the instrument. During the approximately lo-week

period in which the survey was administered, case managers continued to discuss with the

evaluation project director the problems they  encountered in administering the ~ttrvey.~

Despite the potential for bias, some benefits accrued to the sun9 effort by having case

managers, rather than independent interviewers, approach plan clients. Because the clients were

quite old and frail and naturally distrustful of strangers, it is likely that interviewers who were not

familiar to the clients would have encountered great difficulty  in persuading clients to talk with

them. By contrast, clients spoke regularly with case managers (some spoke with their case

managers several times a day) and were thus thoroughly famihar and comfortable with them. In

addition, during the case study interviews,  case managers descriibed  clients as quite willing to

complain about the plan if th9 were dissatisfied with the services they received,  suggesting that

clients may not have been as disinclined as might be assumed to discuss the negative aspects of the

plan with the case managers during the survey.
,

The sampling frame for the sun9 was the 112 clients who comprised the June 1989 plan

roster. The June 1989 roster contained clients who were enrolled in the plan during that month,

but excluded 44 clients who had died or disenrolled between September 1987 and May 1989.  An

attempt was made to interview all 112 clients (or their proxies) during July and August 1989.

Clients were contacted in alphabetical order and interviewed either in person while waiting for a

%e primary problem reported by the case managers was the length of time it took to
administer the interview,  given the tendency of clients to digress  from particular questions.  ?his

problem was addressed by devising tactful strategies for diwxting  additional convema tion until the
end of the interview.
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doctor’s appointment at the Mt. Sinai clinic or by telephone. Table VLl  summarizes the sunq

response rates and the types of responses made. Of those 112 June-roster clients, interviews  were

completed with 67 clients (or 60 percent of the sampling he). Intenkws were not completed

for the following reasons: mental confusion, death, nursing-home placement, and disenrollment

for other reasons (for 23 percent of the sampling frame),  and time constraints  in the survey analysis

schedule (for 17 percent of the sampling kame).

Half of all the surveys were completed entireiy  by clients. Another 6 percent were completed

by a combination of clients and caregivers, while the remaiuder  (44 percent) were completed

entirely by caregivers. Thus, responses will reflect  the perceptions of caregiven  nearly as often as

they reflect  the perceptions of clients. Most interviews (87 percent) were administered by

telephone; the remainder were administered in person. Just under 7 per&t of the interviews

were completed despite some diBculties  in communicating with the respondent

Due both to the exclusion of 44 clients who left the plan prior to June 1989 and the

noncompletion of surveys for another 45 clients, the respondent sample potentially was not entirely

representative of the larger group of 156 ElderCare clients enrolled in the plan between

September 1987  and June 1989. In order to assess the representativeness  of the suvey sample,

we compared the characteristics of the sample who completed interviews  with those of the

remainder of the clients, as available on the ElderCare  screening form used for assessing  clients

at enrollment Screening data were available for 66 of the 67 sunq respondents and for 84 of the

89 remaining clients. We carried out simple comparisons of means and &i-square  tests in order

to determine whether survey respondents differed  signi5cantly  from other clients included  in the

evaluation in terms of the characteristics  recorded on the screen& forms demographics, physical

and mental impairment, and existing social resources.

Table VL2 complves  survey respondents with other clients. The statisticnl  tests of comparison

revealed that suvey  respondents - similar to the other clients in terms of all characteristics
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TABLE VLl

RESPONSE RATES AND RESPONSE TYPES

Number

June 1989 Roster’ 112

Interviews  Completed’ 67

Intetiew Respondent Tjpesb

All clients 33

All proxies 29

Combination 4

Interview Mode Tjpesb

Telephone 54

In-person 8

Respondents Who Had Difkulty
Co&;s-zati.ng,  but Who Completed an. 4

Nonsurveyed Clients in Roster and Survey
Nonrespondents

Number not responding due to mental
confusion, death, nursing-home
replacement, or other reasons1 26

Number not surveyed due to survey
schedule constraintsa 19

’ Percentages are the percentage of the June 1989 roster.

Percentage

100.0

59.8

50.0

43.9

6.1

87.1

12.9

6.6

23.2

17.0

b Percentages are the percentage of completed interviews with nonmissing  responses,  Response  tsrpe
was missing on 1 questionnaire, intewiew  mode was missing on 5 questionnaires; and difficulty
communicating was missing on 6 questionnaires.
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TABLE VL2

COMPARSSON  OF QUESTIONNAIRE RESPONDENIS WITH
AILELJXRCARECIJENTS

(Percentage with Characteristic Unless Otherwise Noted;
Absolute Sample Size in Parentheses)

QUCStiOll.U.&C

Respondents
AllOther

ElderCare  Clients

Age
Mean age (years)
Age distribution:

65-75
76-80
81-85
86 and older

Sex
Male
Female

RaceEthnicity
White
Black
Cuban
Haitian
Other Hispanic
Other

Marital Status
Married
Widowed
Divorced
Other

Iiving Arrangement
Lives alone
sives  with spouse
Iives with others

Current Residence
Private home
Boarding home

80.4 80.6

27.3
19.7
227
303

273
727

26.6
7.8

43.7
0.0

10.9
10.9

39.1
50.0
6.2
4.7

28.6
25.4
46.0

100.0
0.0

152

19.0
27.4
321
21.4

23.8
76.2

189
5.4

48.6
27

135
10.8

26.6

63
89

I
1
I
I
I
I
i
t
I
I
I
I
I
I
I
I
I
I
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TABLE VI.2 (continued)

QU&~OM&C AU Other
ReSpondentS EkierCare  Clients

Number of Nursing Home Stays in Last
Year

0
1
2 or more

Number of Visits to the Doctor in the
Last Year

0
1 to 6
7 to 12
13 or more

Intellectual Functioning
Sometimes or often appears co&sed
Sometimes or almost  never is willing

to do things when asked
Age given is more than 5 years off
Sometimes or almost never reacts to

own name

Health Insurance
Medicaid only
Medicaid and Medicare B
Medicaid and Medicare A and B

Some private insurance

support Services
Is receiving help from fknily  and

fiends only
Is receiving help from agency only
Is receiving help from family,

friends, and agency
Is receiving help fkom neither

Has a Problem with Transportation

95.0
5.0
0.0

5.6
27.8
50.0
16.7

34.0

17.0
18.4

10.7

13.6
36.4
50.0

6.2

13.6
16.7

87.9

89.1
7.3
3.6

3.9
333
412
21.6

l 54.1

275
25.4

10.8 (8)

95
47.6
429

4.8

48.8 (41)
16.7 (14)

13.1 (11)
21.4 (18)
85.7 m

(8)
WI
WI
(4)

Sample Sizea 66 84

SOURCE Age, sex, and Medicare anmage  come firorn  the EkrCare MIS. Other data for this
table come from the ML Sinai ElderCare  Plan Screen@ Qucstio~aire.

NOTE: The characteristics of questionnaire respondents were compared with all other ElderCare
clients using simple comparison of means (t-tcsk)  and chisquarc  taH8.
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TABLE VI2 (continued)

The total number of survey respondents who also had screening questionnaires was 66, the total
number of analysis sample members who completed screening questionnaires, but not satisfaction
questionnaires, was 84. However, item nonresponse  led to smaller  sample sizes for specific  table
entries. See Appendix Table A2 for the degree of item nontesponse  for each table entry.

*Respondent/other client differences statistically signScant  at the 95 percent level of confidence  using
a two-tailed test.
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except one: the level of mental confusion (34 percent of surv9 respondents, compared with 54

percent of other clients, were descrii by case managers as sometimes or often confused during

the enrollment assessment). This difference in mental impairment is not surprising, since case

managers did not attempt to interview the most confused clients. Although only 43 percent of the

156 clients included in the evaluation were represented in the survey, those represented and those

excluded could be viewed as essentially similar along demographic charac&stics,  level of disability

(other than mental confusion), social resources, and other characteristics.

B. FACIORS THAT AFFECTED ENROLLMENT DECISIONS

The effectiveness of marketing strategies and incentives for and barriers to enrollment were

two key evaluation issues addressed in the client  sumey.  Table VL3 summarizes responses to

survey questions designed to address these issue~.~  Clients were likely to have learned about

ElderCare  from a number of sources. Most respondents had learned about ElderCare  through

m another organization: 41 percent had been referred to ElderCare  by health professionals (such as

hospital discharge planners), and 39 percent by some other program.’ Among the other program

referral sources were Mt. Sinai’s Medicaid Prepaid Health Plan, from which some of the earlier

ElderCare  clients had come, and TEACH, one of the other two Medicaid home- and community-

based waiver programs in the county, from  which a substantial number of clients were referred in

March 1989 and again in July 1989. Referrals among E&&are, Channeling, andTEACH  appear

3Although  67 clients completed surveys, some clients failed to respond to particular questions.
Table A6 contains information on the degree of item nonresponse  for each entry in Table VI.3.
Table A.7 contains item nonresponse  information  for each enty in Table VL4. The level of item
nonresponse for these two tables (exchxling  those who did not respond to questions due to the
logical flow of the instrument)  was generally under 5 percent

‘During the pretest, case managers found that reading the list of possible  plan referral sources
to clients was terriily  time-consuming, because the naming of potential sources prompted many
clients to talk at length about each Case managers also said that for the most part they  knew how
each client had heard about the plan. ansequently,  to ease the burden of interview
administration on the case managers, the case manager was permitted to Gil  in the referral
~ource(s)usedbyclientsifsheknewit;otherwise,ecase~readtheclieatthefutllistof
potential sources.
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F- TABLE VI3

II
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1
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FACI’ORSAFFECI’INGENROILMENT DECISIONS
(Absoiute Sample Sizie  in Parentheses)

Percentage with Response

Source of Knowledge about Eldercarea
Friend or relative (ElderCare  member)
Friend or relative (nonmember)
Doctor
Nurse, social worker, or someone else at a hospital
Another program or agency
Media:

Newspaper
Magazine
Radio
Television

7.6
13.6
4.7

413
38.5

3.1
15
3.1

21.5

Discussion with Others
Friends encouraged
Friends discouraged
Friends had no opinion
Did not discuss with friends

61.2
1.5
75

29.9

Doctor or other medical pemon  encouraged 273 (18)
Doctor or other medical person discouraged 1.5 (1)
Doctor or other medical person had no opinion 45 (3)
Did not discuss with doctor 66.7 VW

Decision to Join Elder-Care
Client decided alone
Client decided with family
Client did not participate in the decision

30.8
415
27.7

Benefits as Enrollment Incentives
The following were important in deciding to join

ElderCarea
Payment for prescription drugs
Help with housekeeping or personal care
Assistance from a case manager
Provision of adult day care
Provision of caregiver respite
Escort to medical appointments

84.6
90.8

57.8
61.5
73.9

Concerns Prior to Enrolling
None 54.4 (31)
Dubious about HMO status/difEerent  color Medicaid

Changing physicians/getting referred to specialists
General concern about quality of care/other concerns

8.8
10.5
263

(5)
(6)

(15)
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P TABLE VI3 (continued)

Percentage with Response

Potential Barriers to Enrollment and Later Satisfaction
Plan description provided by Elder-Care staffz

Easy to understand
Diffkult  to understand
Undecided or do not recall description

Clarification to plan description
No clarification needed
Some clarikation neededb

Aware of Need to Receive Covered Services from
Providers A5hated with Elder-Care?

Yes
No

Difficulty in Obtaining or Completing Application
Materials?

Yes
No

86.4
15

121

84.0
16.0

77.6
224

4.6 (3)
95.4 63

SamDle siz& 67

SOURCE: Data for this table come from the client satisfaction questionnaire.

Qecause  multiple responses were permitted, percentages for this grouping may sum to more than 100
percent.

%even  respondents gave specific~examples  of issues that they felt required clarificatior~ These issues
included the precise nature of the benefits covered and the need to change to plan physicians.

“The total number of survey respondents was 67. However, item nonresponse  led to smaller sample
sizes for specific table entries.
table entry.

See Appendix Table A6 for the degree of item nonresponse  for each
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to have been a routine occurrence when program operators believed that an applicant was

ineligible for their program or might better be served by one of the other programs.

In addition to making itself known to formal service providers in the community, ElderCare

used a variety of media to attract new clients. By far the most effective seems to have been its

television coverage: 21 percent-or 14 respondents-reported that they had heard about Elder-Care

on television, compared with 3 percent or fewer who reported that they had heard about it on the

radio or read about it in newspapers or magazines. The reported effectiveness of the television

spots on a local Spanish-language station by survey respondents was consistent with the perceptions

of plan staff as reported during the case study interviews. Word-of-mouth recommendations by

family and friends were cited by just over 20 percent of respondents as one of their sources of

knowledge about ElderCare, while referrals fi-om  physicians were noted relatively less often as

sources of knowledge about ElderCare, cited only by 5 percent of the sample. As is evident from

Table VI.3, some respondents learned about ElderCare  fi-om several sourax

Although only approximately a f%th of the respondents reported that they had initially heard

about ElderCare from a friend  or relative, most respondents (70 percent) discussed  the decision

to enroll in ElderCare with a friend prior to joining, and nearly  90 percent of those friends

encouraged them to join the plan In contrast, only 33 percent of the respondents discussed the

decision to enroll with their physicians or other medical professionals. Howover,  of those who did

discuss the decision with a medical professional, most were encouraged to join. Joining ElderCare

was ultimately either a joint decision between the client and his or her family (for 42 percent of

the respondents) or was a decision made solely by the client (for 31 percent of the respondents).

Twenty-eight percent of the respondents indicated that the client was excluded from this decision

making process, which is consistent with the fact that roughly a third of the clients included among

survey respondents were dexxii  at enrollment as sometimes or often confused.
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The survey then asked which of the expanded benefits covered by the plan were particularly

important in the decision to enroll in ElderCare.  The expanded benefits named in the marketing

literature were prescription drugs unrestricted by the regular Medicaid cap, home care, case

management, adult day care, caregiver respite, and escort service. Each of these services was rated

as important by at least half of the respondents. Home care was the most popular enrollment

incentive, rated as important by 91. percent of the sample; unlimited prescription drugs were

deemed important by 85 percent, and case management and escort to medical appointments were

each deemed important by just under threequarters of all respondents. The availability of adult

cay care and caregiver respite were cited as important relatively less often.

The survey attempted to identify per&& barriers to enrollment in the outreach and intake

processes, as well as reservations that existed  in the minds of clients prior to enrolling. Just over

half of the respondents reported that they had no concerns prior to enrolling, possibly because

J‘
respondents in general had prior direct experience with Mt. Sinai Medical Center or were generally

familiar with ML Sinai’s reputation. In addition, as with all interview responses discussed  here,

respondents include only those clients who succeeded in enrolling in the program and had not

subsequently disenrolled, while omitting those who had found enrolhnent barriers iusurmountable

(and those who were dissatisfied with the plan and disenrohed  prior to June lSQ9).  That is, those

with serious concerns prior to enrolling may never have completed the enrollment  process.

A quarter of the respondents had general concerns about the quality of care that they might

receive. A tenth-6 respondents-had concerns about having to change physicians or their ability

to receive referrals from ElderCare  staE to speciahsts  outside the plan. Similarly, only 9 percent

were worried about joining a prepaid health plan (PPHP) per se, or about the requirement that

they replace their white Medicaid card with a blue Medicaid PPHP card. The last Snding  stands

in contrast to the initial perceptions of plan staff that the change in card color was a serious

p
concern of clients and potential clients, due both to their distrust of HMOs in south Florida  and

I
I
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I
I
I
I
1
I
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I
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to reported difficulties with providers (particularly pharmacists) who did not understand ElderCare

reimbursement policy. To address their concerns, plan staff made an effort to inform community

providers of their reimbursement policy, and thus the issue of card color declined in importance

over time. The result of these efforts by EIderCare  staff may be reflected in the relative iack of

concern about the card color by survey respondents.5

Respondents found that the introductory description of the plan by the case managers was

easy to understand Only 2 percent-l respondent-reported diEulty  in understanding the

explanation; another 12 percent did not remember the description or had no opinion of it. Seven

respondents (16 percent) said that certain aspects of the plan could have been made clearer in this

description, including a more detailed description of the speci6c  services provided and the

requirement about the change in physicians. Indeed, approximately a quarter of respondents

reported  that they were unaware of the requirement that covered services could  be received only

from providers aff%ated  with ElderCare.  Finally, vhtuahy  all respondents (95 percent) reported

no di5culty  in either obtaining or completing application materials.

C. SATISFACTION WITH PLAN SERVICE!3

The satisfaction of clients and their informal caregivers with plan services ultimately a&&s

their willingness to stay with the plan, and thus directly affects  the viability of the plan Intetiews

with plan staff indicated their beliefs that clients and caregivers wcrc very satisfied with EIderCare,

and that ElderCare  was meeting its goal of delaying institutional placement. The client survey

allowed us to question clients and caregivers dimctly  about these issues. For the most part, the

results  of the survey  agreed with the perceptions of staff

‘A concern of potential applicants to the national S/HMO Demonstration and one cited by its
evahmtors as an impediment to meeting initial enrollment goals was the demonstration status of
the plans, a piece of information which plans were mquired  to include  in their marketing literature.
No such requirement was in et&t for Elder&e.
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Table VL4 summarizes responses to a series of questions about the satisfaction of clients with

medical care, services delivered in the home, and transportation services provided by ElderCare.

As noted in Chapter III, Elder-Care  began to offer off-site physicians the opportunity to serve

ElderCare  clients in response to the number of clients who were disenrohing  to return to their

former primary care physicians. Elder-Care also  added a Spanish-speaking physician to its on-site

staff At the time the survey was administered, approximately a quarter of the respondents

reported seeing off-site primary care physicians. Access to physician services  appeared to be good:

respondents were able to schedule appointments for nonemergency care in just under 3 days,6

over 90 percent stated that the appointment times they were given were convenient, and the

average time spent in the waiting room when at an appointment was reported to be approximately

Xl minutes. Satisfaction with the quality  of care received was also high:  approximately 90 percent

rated the professional competence and the communication skills of their physicians as good or

excellent. Of the approximately two-thirds  of the respondent sample who had a referral to a

specialist, roughly 85 percent assessed the ability of their primary care physicians to make referrals

as good or excellent7 None of the respondents rated the quality of physician care as poor. Of

the 59 respondents who reported that they had a primary care physician or regular practice setting

where they went for health care prior to enrolling in EIderCare,  three-quarters felt that their care

in Elder-Care was better than it had been, and another fifth rated their care as about the same.
‘

%Jhen those  with regularly prescheduled appointments were designated as scheduling
appointments with no delay, the average number of days required to scheduled a nonemergency
ppointment  was 2.

‘Although the wording of this question did not allow us to assess precisely  the wilhngness  of
phy5iciam  to make referrals, the fact that the majority of respondents inciicated that they were
satisfied with the ability of their physicians to make referrals was encouraging, since the financial
incentives for ElderCare, and PPHPs in general, run counter to making referrals outside of the
plan.
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TABLE VL4

FACTORSAFFECI’INGENROLLMENI- DECISIONS
(Absolute Sample Size in Parentheses)

Percentage with Response

I
I

I

Pbysidan  semkes

Location of Primary Care Physician
Mt. Sinai
Elsewhere

Tiieliness of Appointments
Number of days wait for appointment’
Percentage responding that appointment times wre

convenient
Number of minutes wait for appointment in waiting

1
I

-_
rooma

Rating of Physician’s Professional Competence
Excellent

Fair

r
I

Poor

Rating of Physician’s Ability To Communicate
Excellent

Fair
Poor

I
Rating of Ability to Get Referrals To Spudists

Excellent

1
Fair
Poor
Never had a referral

Of Those with a Primary Care Physician Prior to
Enrollment Comparison of Care fkom  EIderCare
with Prior Care

ElderCare  better
Elder&c about the same
Eldercarewolx!

Inpatient Hospital Services

Percentage Using Services  as Plan Client

Location of Stay (for those with a stay)
Mt. Sinai only
Other facility

76.1
23.9

27

21.1

59.1
333

7.6
0.0

63.6
28.8

7.6
0.0

47.8
16.4
75
0.0

284

75.0 (42)
19.6 (11)
5.4 (3)

44.8

733
26.7

g;

(5)
(0)

WV
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TABLE VL4 (continuai)

Percentage with Response

Inpatient Hospital  Services (continued)

Rating of Qvexall  Quality of Inpatient Stay (for Those
with a Stay)

Excellent

Fair
Poor

HornaBased  Services

Percentage Using Home Care

Rating of the Reliability of Home Care Workers (for
Those Using Home Care)

Excellent

Fair
Poor

f---k,

Rating of Qverall  Quality of Home Care (for Those
Using Home Care)

Excellent

Fair
Poor

Ability of ElderCare  to Change Home Care, if
Requested (for ‘Ike Using Home Care)

Easy
Di0icallt

Transportation .

Percentage Using Transportation

Rating of Reliability of Transportation  (for Thoac
Using Transportation)

Excellent

Fair
Poor

Ability of ElderCare  to Change Transportation, if
Requested (for Those Using Transportation)

Earry
DiEult

Change to Prepaid Health  Plan Medicaid Cml

Percentage Reporting Some DiEculty  with New Cardb
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31.0
655
35
0.0

94.0

45.9
45.9

6.6
1.6

484
48.4

1.6
1.6

iOO.0
0.0

91.0

328
57.4

8.2
1.6

100.0
0.0
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TAEU! VL4 (continued)

Percentage with Response

Most Valuable Service Provided by ElderCa#

4l Stmk/~rdination  and General Respon&ness
of Case Managers and the Plan

Personal Care and Housekeeping
Doctors
Transportation
Prescription Drugs/Supplies
Other SpeciSc  Services

Delay of xnstltutionalizatton

55.4
33.9 $$

9.2 (6)

E 8
3.1 (2)

Percentage Who Thought ElderCare  Can Reep People
out of Nursing Homes

Percentage Who ‘Thought ElderCare  Kept Resnondents
Out of Nursing Home

SampIe Sized

86.6 (58)

(56)

67

SOURCE:  Data for this table come from the client satisfaction questionnaire.

‘The average days wait was calculated excluding 16 respondents with preschechtled  appointments;  the
maximum number of days wait for an appointment was 7. The maximum time reportedly spent
waiting in the waiting room to see the doctor was 100 minutes. However, 95 percent of the sample
reported waiting 30 minutes or ltss.

%ine  respondents reported difFiculties using the plan Medicaid card, including diEculty  in purchasing
medicine and problems with physician payments.

CMultiple  responses were coded when more than one speci&  aspect of the plan was referred to as
most valuable. Thus, responses to this question sum to more than 100 percent

dTae total number of survey respondents was 67. Howwr,  item nonresponse  led to smaller sample
sizes for specific table entries. See Appendix Table A7 for the degree of item nonresponse  for each
question.
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Only 5 percent-3 respondents-perceived that their care from  ElderCare  was not as good as it had

beer2

Forty-&e  percent of the respondent sample reported haying had an inpatient stay since joining

the plan Approximately threequartem  of those with a stay (or stays) had that stay exclusively at

Mt. Sinai Medical Center. Over 95 percent of those  with a stay at any location assessed the quality

of their hospital care as good or excellent. ‘This assessment did not differ between those who

received all of their inpatient care at Mt. Sinai and those who did not.

Almost all of the respondents (94 percent) reported receiving some home care, such as

personal care, housekeeping, or escort services, while in Elder&e.  ElderCare  staE cited home

care as a particularly important source of care for plan cl&n* a point that was corroborated by

the utilization data presented in the previous chapters. Home care is a diEcult  service to monitor

because it is delivered outside the direct purview of plan stafL  However, case managers frequently

discussed home care receipt with clients and informal caregivers either at the case manager’s or

the client’s initiative. In some parts of the United States, the quality of home care (that is, the

reliability and skill level of home care workers) is inadequate. The case study reported that the

quality of home care is not an issue in South Florida because an adequate supply of trained,

bilingual home care workers exists, although a shortage of nurses in the area was noted.

Respondents who received home care seemed quite satisfied  with those  services: over 90 percent

rated both the reliability and the quality of he care as good or excellent. (However, unlike

physician and hospital services, one person rated their home care as poor.) All reported that it

was easy to contact ElderCare  and make changes to their home care arrangements if necessary.

8Responses  about the quality of and w to physician sWiceswered@gregatedaccording
to whether the respondent saw an on&e or off-site physician. In general, relative to their on-site
counterparts, the 16 respondents who saw off-site physicians w somewhat more!  likely to rate
the quality of their care as excellent versus good. However, off-site clients also reported slightly,
though not sign.ificantly,  longer wait times for appointments (2.2 days versus 2.0 days) and slightly
longer delays in the waiting room (24 minutes compared with 20 minutes).

I
I

I
I
I
I
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,/- noted in Section VLB, the most popular enrollment incentive!s  were home care and the coverage

of all prescription drugs, whereas case management services were noted relatively leas frequently

as incentives. This difference in responses confirms observations made by case managers that, prior

to enrolling, clients did not realize how much they would appreciate the se&e coordination and

personal concern for their problems that would be provided by case managers, but that later they

came to appreciate these service43  enormously as actual clients.

The client and caregiver respondents to this survey overwhehningly felt that participation in

ElderCare  could keep elderly individuals out of nursing homes (87 percent of the respondents).

An even larger proportion (98 percent) felt that Elder&e had kept them (or their elderly family

members) out of a nursing home. Again, these responses neax&ly exchrde  a small number of

clients who could not be interviewed because th9 were in nursing homes. Furthermore, on a

number of occasions, staff who were interviewed for the case study referred to the commitment

of informal caregivers for ElderCare clients to keeping their family elderly members at home. ‘Ihis

commitment was corroborated by the fact that,  even though ElderCare  clients were quite frail  at

enrollment, fewer than 10 percent reported having been in a nursing home prior to enrollment.

Thus, even at the risk of tremendous Enancial,  physical, and emotional hardship, most clients would

probably not have been placed in nursing homes in the absence  of ElderCare  However, the

almost universal perception that this program was responsible for preventing or delaying

institutionalization speaks to the enormous saMaction  and cotidence  that clients and caregivers

derived from their participation.

D. SUMh4ARY

Marketing strategies initially adopted by ElderCare  were intentionally quite conservative, but

were made more aggressive  as the plan became better established, by targeting the large Spanish-

speaking population of Miami Beach, particularly through television coverage. However, although
C

the television coverage appeared to be more effective than other media efforts, referrals to the
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plan by other organizations (particulariy  hospital discharge planning departments) dominated the

reported referral sources. The low referral rate from physicians and the reiative  inikquency  with

which respondents consulted with their physicians prior to enrolling are noteworthy in light of the

often traditional assumption that primary care physicians are the entry point for the elderly into

the larger health care system

The survey identifYed  no major barriers to enrollment in the intake and application procedures:

application materials were reported to have been accessrble,  and respondents generally understood

the parameters of the plan, with the exception that about a quarter of the clients did not grasp the

requirement that they might receive covered services only from providers affiliated with ElderCare.

Approximately half of the respondent sample had no concerns about changing health care systems

prior to joining the plan Concerns noted by the other half of the sample included a general

anxiety about entering into a new health care system, while fewer expressed concerns ahout having

to change physicians or Medicaid cards. (As noted earlier, individuals who found insurmountable

barriers in the application process or had overriding concerns about enrolling in the plan, and thus

did not enroll  in the plan, were neuxsarily excluded from the survey.) The most important

enrollment incentives were reported to be the availability of home care and the unlimited coverage

of prescription drugs.

Clients stated that plan services were readily accessible, and they were highly satisfied with

them. Clients saw plan physicians either on site at the Mt. Sinai clinic or, for some, in their own

communities. The average wait for a nonemergency appointment was two days, and scheduled

appointment times were genera&  descrii as convenient. Over 90 percent rated their care from

the plan physicians as good or excellent, and reported that the care was the same as or better than

the care they received prior to enrolling in Elder-Care. Over 90 percent of the respondents used

home care or transportation services. Of the home care and transportation users, over 90 percent
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,P rated the quality of those services as good or excellent. All reported that it was easy to make

changes to their home care or transportation arrangements through ElderCar~

Openended responses to a question about the plan services valued most highly by clients

reflected a high degree of overall satisfaction with all services. In particular, case management

emerged as a highly valued service, and one to which clients did not attach much value prior to

enrollment. Virtuahy all respondents believed that their participation in ElderCare  had kept them

out of nursing homes.

As noted in earlier chapters, ElderCare  was able to identify specific problems that were

adversely affecting enrollment and sewice delivery, due to the compact structure of the

organization, the ongoing and frequent  communication among staE members, and a commitment

by staff to make the program succeed that compelled them to adopt innovative approaches to

resolving problems as they arose. This commitment and the fkxMlity  of the program at identi@ing

and resolving problems were clearly the factors that generated the high level of satisfaction

expressed by clients and caregivers in the evaluation suwey.
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VII CONCLUSIONS

Elder-Care, the single plan implemented under the Frail ElderIy  Project of the Florida

Alternative Health Plan, was one of a number of programs in the last 15 years to address the need

for long-term care services by an increasingly large proportion of fi-aiI elderIy  citizens. ElderCare

built upon earlier experiments, such as the National Long Term Care Demonstration (Channeling)

and its predecesso ts, which used case management to coordinate and arrange for services in

fragmentary community-based service systems and to support rather than supplant the efforts of

informal caregivers to provide effective and cost-efficient alternatives to institutional care.

ElderCare  moved beyond the Channeling model by integrating the management of both acute and

long-term care under a prepaid, capitated  system in which a siqIe provider assumed financial

responsibility for the plan, and thus joined such programs as the national S/HMO Demonstration

and On Lok in investigating alternative methods for delivering health  care to the elderIy.

The purpose of the evaluation of ElderCare has been as folhnvs:  (1) to document its

organization and operation, including its planning and implementation difliculties  and how they

were overcome, as well as the characteristics of the clients  who enrolhzd  in the plan; (2) to assess

the satisfaction of clients, their informal caregivers,  and providers with plan  arrangements, and to

identify barriers to their satisfaction, and to assess the satisfaction of the state with recordkeeping

by the plan; and (3) to estimate the cost of the plan relative to the capitation  payments it received,

the cost of nursing-home care, and the cost of delivering services in the Medicaid fee-for-service

sector.

A ELDERCARE:  ORGANIZATION, OPERATIONS, AND THE CHARACERISTIcS  OF

ElderCare  was established as a nonprofit subentity  of Mt.  Sinai Medical Center, an institution

which is strongiy  committed to serving the elderly and interested in expanding its market share in
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the increasingly competitive health care environment of Dade County, Florida. ElderCare

operated autonomously on a day-today basis within the Medical Center, but received substantial

financial support from  the Medical Center in the form of administrative assistance, physical space

and equipment, and the provision of some direct services  at no charge to the plan or at very

favorable rates of reimbursement. ElderCare  had a relatively small sta@  which facilitated &quent

communication among staE members and kept the plan from  becoming overly bureaucratic, which

in turn allowed problems both at the plan and client level to be ident&d and resolved expediently.

The initial marketing strategy adopted by the plan was quite amsuWltiqinthebeliefthat

sufficient  demand existed for the setvices  of the plan without more eggressive outreach, and due

to the concerns of plan and state staff that the capitation  payments might not be sufEcient to cover

costs, suggesting that it might be prudent to guard against the early ove~nsion  of the plan.

However, early enrollment was slower than expe&d and disenrollment rates higher than expected,

particularly because many clients disenrolled to return to their community physicians. After a year

of operations, a new marketing director was hired,  and the marketing strategy was made more

aggressive; the marketing director increased contact with organizations and individuals in the

community who might serve  as soufccs  of referral to the plan and developed television spots aimed

directly at potential clients. In addition, the plan began to allow clients to retain their cormntmity

physicians if the physicians would agree to the prior authorization procedures of the plan, and it

addedaSpanish-speakingphysiciantoitson-sitestaE  Asaresult,disenrollmentstoreturnto

community physicians declined noticeably. The f!lexible  approach to problemalving taken by the

plan also permitted it to add setvices  to those origina&  covered by the plan, sometimes on a case-

by-case basis, as the need for them was identEed.

ElderCare had no dif6culty  in enlisting the servim of extemal providers for se&es at

acceptable rates. Plan staff believed that it was the reputation of ML Sinai Medical Center  that

P induced many providers to participate and accept reimbursement at or below the Medicaid fee-for-
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service rates, even though the plan itself did not setve  a large number of clients. Because the

Dade County health care service environment was relatively rich, EIderCare was able to terminate

contracts with providers who were not delivering the quality of service required by the plan, which

was particularly a problem with transportation providers. Nor did E&rCarc expexience  di&ulty

in establishing recordkeeping systems to meet the monitoring needs of the plan and the State, as

had some of the other Medicaid Competition Demonstration providers. The institutional support

and knowledge of the Medical Center facilitated this process, and the nonbureaucratic nature of

the plan and its small size imposeA  relatively modest demands on the plan’s necordlreeping  systems.

However, plan staff stated that the demonstration status of the project kept  them from etbg

the time and money to improve the reoxdkeeping  systems that would have been required by a

larger caseload.

Over the period of observation for the evaluation (September 1987 through June 1989),

ElderCare  sewed  156 clients, 16 of whom died, 21 of whom d&trolled to return to community

physicians, and 9 of whom were disenrolled due primarily  to the fact that they lost their Medicaid

eiigiiility.  The clients wore predominantly Hispanic, more than halfwere  okier  than SO, most had

difEcultics  with mobility, and many quired  as&ance  with dress@,  bathing, or eating. ElderCare

clients appeared to have been at least as M as Channeling demonstration participants and On

Lok clients, two groups acknowledged as frail and in need of formal assistance not readily available

to communitydwelling elderly. However, most Elder-Care clients had either some informal or

formal support system in place prior to enrolling in the demonstration, and fewer than 10 percent

reported haying been in a nursing home in the year prior to enrolhnent, perhaps reflecting a

commitment by many clients and their informal caregivezs  to keep clients in the community, as was

alsonotedbyplanstaffduringcasestudyintervi~  Jmieed,programssuchasElderCarearc

IikeIy  to attract clients and caregivers who have strong preferences for maintaining clients in the

community and who will make an effort to seek out support servicea,  as evidenced by the fact that
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,-, over a 6fth of the clients who enrolled in ElderCare  were aheady  receiving Medicaid-cevered

home- and community-based care before they enrolled in the plan

B. ELDERCARE:  THE SATISFACTION OF CLIENTS, INFORMAL CAREGIVERS,
PROVIDERS, AND THE  STATE

The 67 clients and informal caregivers who responded to a questionnaire administered by plan

case managers appeared to be satisfied with their plan participation and believed that participation

had delayed the institutional placement of the clients. Home care and access to prescription  drugs

beyond the fee-for-service Medicaid cap were the primary enrolhnent incentives cited by

respondents. However, case management emerged as one of the most valued services provided

by tbe plan once clients were enrolled. Most respondents felt that the quality of care 6om the

plan was good, that services were accessible, and that the plan was responsive to the needs of

clients to change service  arrangements. ElderCare  sta@believed  that the plan had fostered famibal

relationships between clients, caregivers,  and staff, thus facilitating muent communications

(primarily by telephone) and the ability of staff to respond to the needs of clients.

Since none of the providers with whom HtderCare  contracted voluntarily terminated a contract

with the plan, it can be concluded that providers were generally satisfied with their arrangements

with the plan A case study interview with ElderCare’s  primary provider of home care services

supported this conclusion. Home care workers and plan case managers communicated often, and
.

each respected the judgments of the other. Thus, home care workers were able to play a valuable

role in monitoring the condition of clients.

Finally, the State liaison for the project and plan staff  communicated  freely,  which facilitated

identifying and resolving problems on both sides. The length of time required by the State to

form~verifjrenrollmentintheplan(fourtolrix~~)~conaideredbyplanstafftobca

problem for clients whose conditions required immediate service consccluently,  the plan began

to serve some clients at its own Snancial  risk before the State completed formal enrolhnent.  The
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State liaison also intervened manually in the enrohrnent  process to preveot  delaying enrohment

when problems emerged with specik clients. However, the plan and the State Iiaison  noted that

serving clients prior to formal enrollment and manual intervention in state enrolhnent procednres

might not be feasrble  with a plan that contained more clients.

C. THECOSISOFELDERCARE

A complex methodology was adopted by the state to calculate the capitation payments received

by Elder-Care. Because the methodology was based on serviccqecik reimbursement levels in the

Medicaid fee-for-se&e sector in Escal l9S6,  adjustments were repired to account for changes

in Medicaid reimbursement rates, and the capitation payments were entirely recalculated in late

1988 based on fiscal 1987 and 1988 data in order to account for a major increase in Medicaid

reimbursement rates and to capture the use of home- and community-based services more

accurately for the target population. At the end of the evaluation period, the plan was entitled

to rezeive  between approximately $900 and $1,500 per month per client, dep&ing on the client’s

level of Medicare coverage.

A number of steps were taken to keep the costs  of opera- the plan within the capitation

payments. They included adopting the Medicaid limit of 45 days of inpatient care per year and a

limit on the coverage of nursing home care to 6 months. The medical dirc;ctor  recekd a

capitation payment for each client to cover the costs of physician and other medical services and

had to authorize such services prior to their use, making the medical director responsible for access

to and the cost of such care. Case managers authorized the receipt of home- and community-based

services, and, although they were given neither client nor caseload-specik spending cap& they

adopted what was descrii during case study interviews  as a ‘costuxscious” approach to ordering

services. In addition, the plan shopped around for prkders who would serve clients at

reiruburscment  levels consistent with the plan’s budget.



Although project developers and plan staff had voiced concern about the adequacy of the

capitation payments to cover the custs of operating the plan from its very incepti0Ib  a comparison

of revenues and expenses for the plan between September 1987 and June 1989 showed that the

plan just about broke even, ending the period with a very small surplus  (2 percent of revenues).

However, ML Sinai Medical Center provided a substantial subsidy to the plan. Thus, while we may

conclude that the capitation payment was adequate to wr the budget line item cx~~ts of operating

ElderCare,  these costs are likely  to substantiahy  underestimate the true cost of operating the plan.

ElderCare’s  costs were also compared with costs for other t~rpes  of care. At $l,ooO  per client

per month, ElderCare  costs were substantially lower than the average of approximately $2,400 per

month that Medicaid reimbursed for beneficiaries in nursing homes in 1988. ElderCare  costs also

appeared to have been well below the cost  of care delivered under the national S/HMO

demonstration expanded care program, although  it was not possiile  to identffy  the causes for the

ElderCareNHMO difference. Finalty  reimbursements for and the levels of use of E&Care

services were compared with Medicaid-red reimbursement and se&cc  use for a sample of

Medicaid beneficiaries in the fee-for-service sector who, like ElderCare  clients, had been asscsxd

by the CARES nursing-home preadmission screening program as r&@ring  a nursing-home level

of care, but who were recommended for diversion to home and comtnunity-based care (refened

to as the CARES diversion group). Although this comparison was severely limited by a lack of

comparable data for the two groups that dcmibcd thcii level of disability, health status, mortality,

level of informal support, and dates of Medicaid eligiiility,  one conclusion emerged:  despite the

fact that ElderCare  was reimbursing most providers at or below the Medicaid f~for+ervice  rate

and was operating within the limitations of the capitation payments, ElderCark  spent more on its

clients than Medicaid spent on the CARES diversion group. ‘II& am&sion was derived in large

measure from the fact that the rate at which ElderCare  clients used home and community-based

setvices  supplied by the plan was higher than the rate at which the CARES group used such
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servicea  funded by Medicaid. However, because CARES group members could have re&ved  these

services from a variety of programs not funded by Medicaid (and thus not measured in this

evaluation), their receipt is likely to represent an expense to other state and local programs.

ElderCare  clients also appeared to have used inpatient, physician, transportation, and home

health services to a greater extent than did the CARES diversion group, but their rate of

outpatient service use declined from  what it had been prior to enrolling in the plan and was

somewhat lower relative to the CARES group, and ElderCare  clients had significantly lower rates

of nursing-home use than the CARES group. Although numing-home-use  rates were not

particularly high for either group (only 3 percent of ElderCare  clients had a nursing-home stay

following enrollment in the plan, compared with 12 percent of the CARES group), of those with

nursing home stays ElderCare  clients had shorter stays and longer delays until their &st stay.

However, due to the shortcomings of the data, it is not pomible  to attribute these differences

entirely to participation in ElderCare.

D. ELDERCARE:  THEPOTENTIAL FORREPIXABILITY

ElderCare  clearly met the objectives of the Frail Elderly Project It was able to contract on

a prepaid basis for the full complement of health and support services while remaining within the

budget constraints of the capitation payments (which were set well below Medicaid reimbursement

levels for beneficiaries residing in nursing homes), but not without a substantial subsidy from  its

institutional host, Mt.  Sinai Medical Center. ElderCare  attra&d,  retained, and appeared to satisfy

a frail caseload with numerous physical and mental impairments by chaqing  its marketing approach

when initial efforts appeared to be too conservavC,  by maintaining open lines of wmmunication

throughout the organization to facilitate identifying problems, and by adopting innovative solutions

to those problems. Clients, informal caregivers, providem,  and the State all seemed satisfied with

the performance of the plan Even if objective data suggest that few El&r&e  clients would

actuahy  have been in nursing homes in the absence of the plan, clients and caregivers who



responded  to the evaluation questionnaire unanimously bekved that the plan was responsrble  for

preventing or delaying instit~~tionalization,  refkcting  the enormous satisfaction and confidence that

clients and caregivers derived from their participation.

However, we may ultimately judge ElderCare  by assessing whether it shouid  or could be

replicated by other providers in other parts of the state of Florida or elsewhere. The results of the

evaluation suggest that the replication of the ElderCare  model would have to be justified on the

basis of its ability to improve access to health care and on the high level of satisfaction that clients

and caregivers experienced with participation, rather than its cost relative to Medicaid expenditures

in the fee-for-service sector for a group of beneficiaries who were nursing-home4igiile  but

recommended for community diversion. As occurred in the Cha~eling demonstration a frail

elderly population with multiple service needs was identifkd,  but the rate of nursing-home use for

those outside the demonstration was not very high, and thus the eost savings due to delayed

institutional placement were not real&d. Moreover, the longer that home- and community-based

Medicaid waiver programs are available and the better known they become, the more likely they

may be to attract beneficiaries and caregivers who have a commitment to community  care but have

a compelling need for formal setvices  to supplement their caregiving efforts.

The growth of the &ail elderly population,  along with the evolution of a pool of caregivers

who have children to care for in addition to &ail elderly parents (the so-called “sandwich”

generation), suggests that improving access td health care and supporting informal caregiving

efforts may be sufficient grounds for replicating a successful  program. In any attempt to replicate

the ElderCare model, it would be important to preser~ two of the plan’s most important

characteristics: open lines of communication among staff members and between lrtaff and clients,

and a flexible approach to problem solving. However, it is diBcult  to say whether these features

canbcpreservedinaptogramthatmeybemuchlargerthanElderCare.  Inaddition,theplan
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benefitted  in a number Of ways from having a large institutional host that was well-known and well-

respected in community, particularly in terms of enlisting external service providers.

ElderCare’s  experience also suggests that an important change might be made in a replicated

program: an increase in the capitation payments to offset the degree to which Mt. Sinai Medical

Center subsidized ElderCare  in the event that other institutional hosts would not be willing to

provide a similar level of subsidization. Clearly, if other hosts were not willing to undertake the

level of investment that Mt. Sinai made and if replicated programs could not drastically reduce the

level of service provided to clients or otherwise cut costs dramatically (which seems unlikely), the

capitation payments would have to be increased substantially to cover the costs of operation.

The flexiile, innovative, open-minded approach taken by the ElderCare staff to identifying and

resolving problems was the plan’s hallmark and a major source of its success,  because it implicitly

acknowledged that, although we speak of finding alternative ways to care for the frail elderly as

a group, this group comprises human beings whose individuality must be preserved and respected

by any system designed to respond to their diverse needs.

E. ELDERCARE AS AN ONGOING PROGRAM

Because the Florida Department of Health and Rehabilitative Servicea (DHRS)  and Mt. Sinai

Medical Center felt that ElderCare  met the service needs of its frail elderly target population at

a reasonable cost, when the cooperative agreement between DHRS and HCFA expired on

December 31,1989,  ElderCare  was combined with Mt. Sinai’s Medicaid prepaid health plan. The

combined organization is known as the Mount Sinai Health Maintenance Organization, Inc. (Mt.

Sinai HMO). As part of the Mt. Sinai HMO, ElderCare  combines elements of the demonstration

plan with elements of a traditional acute-care HMO. The new health plan is required to provide

only the medical and institutional services of the demonstration plan; home- and community-based

services are not covered under terms of the contract. However, the plan provides home- and

community-based services as a way of managing the risk of institutional services. The concept of
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managing the f%uuxiai  risk of nursing-home care by providing home and community-based services

is simiiar  to the concept of managing the risk of inpatient care by providing appropriate preventive

care and better access to physicians and other practitioners.

As a demonstration, ElderCare operated under four waivers of federai  Medicaid requirements:

the state’s 2176 Waiver, and waivers of comparability, statewideness,  and enroihnent  composition.

The 2176 Waiver, which was statewide rather than plan-speci& allowed the state to receive

federal cost-sharing funds for home- and community-based services. The waiver of comparability

permitted ElderCare  to enroll clients based on their health status rather than requiring the plan

to make its services available to all Medicaid beneficiaries. The waiver of statewideness  allowed

the plan to be implemented by a single  provider at a singie  site. And the waiver of enroihnent

composition allowed ElderCare  to serve oniy  Medicaid beneficiaries, ra@er than requiring that it

enroll a specified percentage of “commerciai”  clients.

As part of the Mt. Sinai HMO, the 2176 Waiver is not needed because the contract between

DI-IFG and ML Sinai HMO does not call specifically for the provision of home- and community-

based services. Such services are provided at the initiation of Mt. Sinai HMO in or&r to manage

financial risk. The waiver of comparability is unnecessary because ML Sinai HMO is open to ail

SSI-eligi%le  Medicaid beneficiaries. However, Mt. Sinai HMO receives a higher capitation  payment

for members assessed by the CARES program as requiring a nursing-home level of care. The

waiver of statewideness  is unnecessary  because DHRS does not wish to restrict the model to a

single location, and is now tqing to interest other providers iu implementing the model in other

parts of the state. Fmaiiy,  a separate waiver of enroilment  composition is unnecessaq  because ML

Sinai HMO was already operating under such a waiver prior to the r&n&&g. This waiver is

due to expire in a year, at which  time the HMO must have commercial members.

At the end of 1989, 114 clients were enrollexl  in E&&are  In early Dece&er, the clients

were informed of the change in the pian’s  organizational struture  both in writing and by their case
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managers. Clients were given the choice of returning to Medicaid fee-for-service coverage or

remaining with ElderCare  as part of the Mt. Sinai HMO with both the same service package and

the same plan staff. All but 2 clients chose to remain with the plan However, the uncertainty that

surrounded the plan as details of the continued model were negotiated among Mt. Sinai, DHRS,

and HCFA disrupted the regular marketing and enrollment activities  of the plan Thus, very few

new clients were enrolled during the later months of 1989 and the first months of 1990.

Nevertheless, as of June 1990, Mt. Sinai HMO was serving 128 clients assesxd by CARES as

requiring a nursing-home level of care. For its part, DHRS is planning to implement the model

at other locations in the state, having taken the opportunity afforded by the ElderCare

demonstration to determine the most workable and efficient parameters for delivering services

under the model and for placing the model in the larger Medicaid system_
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TABLE Al *,.

lTEM  NONRESPONSE FOR ENTRlESINTABIEIV2
-CIERDlICS  OFELDERCARE CLlEN?SATENROLLMENT

Age
Mm age war9
Age distribution

65-75
76-80
81-85
86 and older

Number
Missing

0

Percentage
Missing

0.0

Sex 0 0.0
Female
Male

Race/Ethnicity
White
Black
Cuban
Haitian
Other Hispanic
Other

12 80

Marital status
Married
Widowed
Divorced
Other

7 4.7

Living Arrangement
Lives alone
Lives  with spouse
Lives with others

7 4.7

Current RcGdence
Private home
Boardiq  house

Unable To Perform  Following Activity witbout  Help:
Do housework
Do laundry
Shop
PnpareoWXlmeals
Get to places beyond walking distance
Walk outside

7 4.7

2 0
4.0
33
4.7
4.7
4.7

c A.1





TABLE Al (continued)

Intellectual Functioning
Sometime5 or often appears confused
Sometimes or almost never willing to do things

when asked
Agegivenismorcthan5yearsoff
Sometimes or almost never reacts to own name

Number
Missing

23

28
34
20

v-
Percentage

Missing

15.3

187
22.7
13.3

Health Insurance
Medicaid only
Medicaid and Medicare B
Medicaid and Medicare A and B

0 0.0

Some other private insurance

support SeWices
Is receiving help from family and fkiends  only
Is receiving help from agency only
Is receiving help from family, friends, and agency
Is receiving help from neither fkmily, fkiends,  nor

agency

1

0

0.7

0.0

Has a problem with transportation

Sample Size’ 150

NOTE: Item nonresponse  for this table is due to an absence of Formation  from the screening
questionnaire.
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TABLE A.2

COMPARISON OF ELDERCARE CLIEN’E AND CARES DIVERSION GROUP
MEDICAID DATA DURING THE PREPROGRAM PERIOD, CARES

SAMPLE RESTRICIED  TO THOSE WITH CLAIMS DURING
PRE- OR IN-PROGRAM PERIOD

(Percentage with Characteristics Unless  Otherwise Noted;
Absolute Sample Size in Parentheses)

EIdercare

Age at Enrollment/Community
Diversion Datea

Mean Age@-)
65-75

76-80

81-85

86 and older

Sex

f7
Male

Female

mpMzcaid  Claims in Preprogram

Average Monthly Reimbursement for
Medicaid-Covered Services  (S)

Total for all services

Inpatient

Nursing home

Outpatient/emergency room/
ambulatory surgery

Physician and other practitioner

Home- and community-based
serviccB

Transportation

All other types  of scxviceb

f‘\

80.4

23.1 (36)

24.4 (38)

26.9 (42)

25.6 (40)

263 (41)

73.7 (115)

942 (147)

406 350

228 219

9 16

16 8

4 4

50 5

17 8

83 90

l

175 (119)

19.6 (133)

25.9 (176)

37.1 (252)

25.7 (175)

743 (505)

l 89.1 (605)
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TABLE A2 (continued)
I.

ElderCare CARES

Any Use of Medicaid-Covered Services
During the Year

Inpatient 39.7 (62) * 52.6 (358)

Nursing home 4.5 (7) 3.7 (25)

Outpatient/emergency rwm/
ambulatory surgery 46.8 (73) l 34.1 (232)

Physician and other practitioner 423 (66) l = (398)
Home- and community-based

services 21.8 (34) b 5.9 (40)

Transportation 372 (58) 37.4 (254)

Average Monthly Utilization of
Medicaid-Covered Institutional
Services

Number of inpatient days 35 .73

Number of nursing home days .16 30

Sample Size 156 680

SOURCE: Data for this table come  from the Plorida  MMIS Adjudicated Claims File.

The age distributions for the ElderCare  and CARES samples were signikantly di&rent at the 95
percent level of con6dence  based on a &i-square test

“Other” includes home health, pharmacy,  HMO, laboratory, and X-ray services, durable medical
supplies, hospice services, and claims with no “category or service” code entered on the file.

l EhierCare/CARES Werence  is statistically sign&ant at the 95 percent level of con6dence  in a
two-tailed test.
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TABLE A.3

&GE MONTHLY RJXMBURSEA4ENTF’OR  ELDERCARE  CUEN‘B  AND ‘IT-E CARES
DIVERSION SAMPLE BY TYPE OF SERVICE DURING THE IN-PROGRAM PERIOD:

CARES SAMPLE RESTRrcxED  To THOSE WITH
CLAIMS DURING THE PRE- OR IN-PROGRAM PERIOD

(Dollars  per Client per Month)

Eldercare

Reimbursement for All Services 640

Inpatient Services 280

Nursing-Home Setvices 10

Outpatient Services’ 3

Physicians and Other Practitionersb 8

Home- and Community-Based Servicesc 229

Transportation 31

Home Health Seticesd 9

Pharmaq@ 48

pef 24

Average Number of Months in
Observation Period 73

l

l

l

l

371

108

100

7

4

57

8

10

65

12

121

Samde Size 156 680

NOTE: For the ElderCare  sample, data for this table come from ElderCare  program records of
reimbursements to providers and Medicaid Management Information System (MMIS)
pharmacy records. For the CARES sample, data come tirn the MMIS. Ninety-&e percent
of the 156 Elder&c sample members had at lest one claim to Elder&e during the in-
program period. Ninety-four percent of the 680 CARES sample members had at least one
paid Medicaid claim during the in-program period  nose with no paid claims during the
period had their reimbursements set to zero.

Individual reimbursement values are formd by dividing the total reimbursement fk a
sample member over his or her period of o-n by the total number of months in
his/her period of obeervation. For ElderCare  c&n& the period of observation begins with
the month of enrollment in Elder&e and ends with the month of termination (or June
lS@ for those  who have not terminated). For the CARES popuiatioq the period of
observation begins with the date of recommendation for diversion to axnmunity-based
(crviccs  and ends in June 1989.
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3LE A3 (continued)

‘PderCare  outpatient sewices  include those delivered in an outpatient facility or emergenq  room.
CARES outpatient services include those delivered in an outpatient facility, an ambulatory surgery
facility, or a community mental health clinic.

boor  ElderCare,  reimbursement for physician visits includes the amount deducted from the medical
director’s capitation  payment plus reimbursements ma& by the plan for Medicare deductible and
coinsurance claims. The dollar  value  of the deduction from the medical director’s capitation
payment was not available on an individual-level basis prior to the establishment of the plan’s MIS
(July 1988). Thus, physician reimbursements for ElderCare  are somewhat understated.

‘For ElderCare, “home- and community-based services” include in-home respite, personal care, home
management, adult day health care, and inpatient respite. For CARES, “home- and community-
based services”  include Medicaid 2176 waiver services, such as chore, homemaker, personal  care,
respite, case management, adult day health care, h&h support, and counseling.

home health services  include skilled care delivered  at home by a nurse, therapist, or medical social
worker.

Pharmacy  reimbursement for ElderCare  includes payment for pharmaq sewices  reimbursed dkectly
by ElderCare  plus payment for pharmacy services reimbursed by Medicaid and billed later to

derCare.
fl

_ 3r ElderCare,  “other” includes laboratory and X-ray and supply and equipment claims. For CARES,
‘other” includes laboratory and X-ray, supply and equipment, HMO and hospice claims, and claims
with no category of sewice  coded on the claim.  The El&V difference in “other” sewice
reimbursement was dominated by a difference for supplies and equipment.

l EldeV  difference  is statistically  signScant  at the % percent level of conMence  in a
two-tailed test.
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TABLE A4

SERVICE USE BY ELDERCARE -AND THE CARES DIVERSION
SAMPLE  BY TYPE OF SERVICE DURING THE IN-PROGRAM PERIOD,

CARESSAMPLERES~RICIEDTWI’HOSEWITHCLAMSDURJNG
PRE- OR IN-PROGRAM PERIOD

(Abcwlute  Sample Size  in Parentheses)

Elder&e

Percent with Claims during Period

Inpatient Services

Percent with any stay during the
period

Number of days per month

Number of admissions per month

Nursing-Home Services

Percent with any admission during
the period

,!--
Number of days per month

Number of admissions per month

Outpatient Se&es8

Percent witb any use

Number of days/visits per month

Physicians and Other Practitionersb

Percent with any use

Number of visits per month

Home and Community-Based services’

Percent with any use

Number of hours per month

Transportation

Percfmt with any use

Number of one-way trips per month

Home Health Scrvicesd

Percent with any use
p> Number of visits per month

94.9 (148)

39.1 (61)

1.19

0.12

32 (5)
0.15

0.01

17.9 (28)

0.06

64.1 (loo)

0.67

l

*

l

8

b

l

l

l

8

l

l

*

l

l

l

93.7 (637)

30.7 (209)

036

0.03

143 (w)
1.70

0.06

30.4 (20
021

31.0 (211)

0.11

213 (145)

4.79

34.4 (234)

339

3.7 (2s)
0.07
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P\ TABLE A4 (continued)
a..

ElderCare

Pharma#

Percent with any use

Number of prescriptions per month

Average Number of Months in Obser-
vation Period

84.0 (131) l 99.7 (617)

219 0 327

73 l 121

Sample Size 156 680

NOTE For the ElderCare sample, data for this table come from ElderCare  program records of
reimbursements to providers and the Medicaid Management Information System (MMJS)
pharmacy records. For the CARES  sample, data come from the MMIS. Ninety4ve percent
of the 156 ElderCare sample members had at least one Medicaid claim during the in-
program period. Ninety-four percent of the 680 CARES sampIe membem  had at least one
paid Medicaid claim during the in-program period. Those with no paid claims had their
sewiceusesettozero.

Variables for individual units of senk are formed by dividing the total units of service for
a sample member over his or her period of obsemtion by the total number of months in
hidher  period of observation. A binary indicator of any service use by type of setvices  was
also created. For ElderCare  clients, the period of observation begins with the month of
enrollment in ElderCare  and ends with the month  of termination (or June 1989 for those
who have not terminated). For the CARES population, the period of observation begins
with the date of recommendation for diversion to community-based services and ends in
June 1989.

SkIerCare  outpatient services include those delkred in an outpatient facility or emergency room
andusevisitsasunitofservke. CARES outpatient services include those dekred in an outpatient
facility, an ambulatory surgery facility, or a community mental health clinic. MMIS  outpatient claims
include both days and visits as unit of service.

boor ElderCare,  the use of physician services includes visits cowred under the medical director’s
capitation payment, as well as visits to outside providers for which the plan nwzived  claims for
Medicare coinsurance and deductible payments. Unlike reimbursement, use data on individual-level
visits covered under the medical director’s capitation payment were available prior to July 1988

%lderCare  tome- and community-based servk& include in-home respite, personal care, home
management, and adult day health care Inpatient respite use is excluded &om this table because
the unit of service (days)  was inconsistent with hours used for the other senkes. ElderCare  adult
day health  care claims used both days and hours as the unit of sewice,  but hours predominated.
CARES services include Medicaid 2176waiver services, such as chore, homemaker, personal care,
respite, case management, adult day health care, health support, and uxmsehq

“Home health sewices  include  skilled care dehwred  at home by a nurse, therapist, or medical social
worker.

A.9



TABLE A.4 (continued) 1
epharmacy  use for ElderCare comes  from claims for pharmacy scwiccs  reimbursed dire&y  by

ElderCare  plus claims for pharmacy scrvkcs  reimbursed by Medicaid and later billed to Elder&e.

+Eldercare/m
two-tailed test.

difference  is statistically  sign&ant  at the 95 percent level of con6dcnce in a
1

A. 10



TABLE AJ

ITeM NONRESPONSE  FOR  ENTIUES IN TABLB Vl2 COMPAIUSON  OF OUE~T~O~QWURE
RESPONOENTSWlTHAUOlWERELDERCJ4REUJENTS

8oaahamorUadlyU1W~ToC3utoBatboat
ittnme

0 0.0

2 3.9

2 3.0

3 4s

3 4.5

0 0.0
: 1J

2 ii

22 ii
1 1*
1 1s

20 ii
4 6s
1
2 ii
3 4s

19 288

A.11

0

10

0.0

119

6.0

41)

4.8

3 3b6
5
3 z
5 6.9
5 6.0
5 60
9 lo.7
6 7.1

77 ii
6 7.1

i
lo.7
60

8 9s



Numba Pecuuqe

16 19.0

4 4.S

Speccb  Poor ar N-t !
WalbPootiyatBaiblnJtu!

LksaNcecbtbeFoIbMtt~MalW- 0 OsO 0 0.0
wbdclw I
Wdb

27 403 33 31LlNumbadHapitdSuyrinbtYar
0
1
2a3
laobate

NumbcrdNutdttgHotttcStyrittLatYcar
0
1
2amote

26 29.4 29 345

NumbadVitatotheDaaaiathe
IruYCU

0
lto6
7 to 12
l3amom

30 455 33 393

13 19.7

13 19.7
17 s.S
10 ls.2

0 0.0

10 119

179
202
lL9

0.0

ls
17
IO

0

1 15 0 0.0

A.12
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TABLE A.5 (coatloucd)

RUllO&Ul
1..

Number  P,,
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TABLE A.6

ITEM NON-RESPONSE FOR ENRUES IN TABLE VW:
FACTORS AFFECI’ING  ENROLLMENT DECI!UONS

Percentage

source  of Knowlaige  of Eldercare
Friend or relative @I- member)
FMend  or relative (nonmember)
Doctor
Nurse, sociai  worker, or someone else at a

hospital
Another program or agency
Media:

Newspaper
Magazine
Radio
Television

1
1
3

4
2

l5
15
4s

&O
3.0

3.0
3.0
3.0
3.0

Diiscmion  with others
mends encoutaged
Friends discouraged
Friends had no opinion
Didnotdfscusswithtricods

0
0
0
0

a0
a0
a0
0.0

Doctor or other medicai  person cILcopT88td 1 15
Doctor or other medical person discouraged 1 15
Doctor or other medical person had no opinion 1 15
Did not discuss with doctor 1 1.5

Decision To Join EWrCare
Client decided alone
Client decided with family
Client did not participate in the decision

2’ 3.0

Benefits  as Enrollmat  xnccnttves
The following  were important  in deciding  to join

Elderare
Payment for prsaiption  drugs
Help  with housekeeping or personal care
Assistanceftumacascmanager
Pr0vMonofadultdaycare
ProMonoz~rrspfte
Escon  to medical appointments

3.0
3.0
u
45
3,O
3.0

A. 14



TABLE A6 (continued)
/

?-
\

1

1

Number
MssinP

Percentage
h4issftt#t

conaerns  Prior to Enrolling 10 145
None
Dubious about HMO status/dilTerent wlor

Medicaid card
Changing ph+ians/getting  referred to

SpXiUtS

General concern about quality of cart/other
concerns

Potential Barriers to Enrollment and Later
Sat&i@CtiOll

Plan description provided by EldercSre sti
Easytoundenaand
DttXcult  to understand
Undecided or do not recall description

1 15

ClaMcation  to plan description:
No clari6cation  needed
Some clarifkation  needed

17 25.4

Aware of Need To Receive Cwered Services from
Providers Afaliated  with Eldercare?

YeS
No

0 0.0

Diftkulty  in Obtaining or Completing Application
Materials?

YeS
No

1 13

Sample Size 67

NOTE Reasons for item nonresponse  include  the nonapplicability  of questions based on responses to
previous questions, as well as the nonexistent  or illegibility of apected  responses.

A. 15



ITEM NON-RESPONSE FOR ENTRIESINTABLEVM
SATISFACIION WITH PLAN SERVICES

Physician Semites

Location of primary care physician
Mt. Sinai
Ekwhcrc

0 0.0

Tiieliness  of appointments
Number of days wait for appointment
Percentage responding that appointment

times are convenient
Number of minutes wait for appointment in

waiting room

Rating of physician’s professional competence
Exdcnt

Fair
Poor

Rating of physician’s ability to communicate
Excellent

Fair
Poor

Rating  of ability to get referrals to
SpCChliStS

Badlent

Fair
Poor
Nevcrhadarcfed

Of those with a primary care physician prior
to endmen comparison of prior c4ire
withcarefrom

Eldercare
Eldcrcarc better
ElderCke about the same
Eldercarc worse

20

3

1

1

1

0

11

29.9

3.0

15

15

15

0.0

164

_

8_

I
1
a

I
I

A. 16
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1
1
1
1

. . .
Number Percentage

Inpatient Hospital Services

Percentage using services as plan client

Location of stay
ML Sinai only
Other facility

0 0.0

37 552

Rating of overall quality of inpatient stay
Excellent

38 56.7

Fair
Poor

Home-Based Sewices

Percentage using home care 0

Rating  of the reliability of home care workers
Excellent

Fair
Poor

Rating of overall quality of home care
Excellent

Fair
Poor

Ability  of Eldercare  to change home care, if
rtq=ted

Easy
DiBult

Percentage using transportation

Rating  of reliability of transportation
Excellent

Fair
Poor

6

5.

4

0

6

0.0

9.0

75

6.0

0.0

9.0

A.17



1t- TABLE A7 (continued)

NUIIlbCr Percentage
Missinn Mid&

TrMsportation (continued)

Ability of ElderCare  to change transportation,
if requested

Easy
DiBult

% To Prepid Health Plan Medicsid

Percentage reporting some di&ulty with
newcard

Most Vahable %mice  Pmvided  By
ElderCare

All senkedoordination  and general
responsiveness of case managers and the
Plan

Personal care and housekeeping
Doctors
Transportation
PreAption drugs/supplies
Other speci6c  services

6 9.0

0

2

0.0

3.0

Delay of InstitutioMBzation

Percentage who thought ElderCare  can keep
peonle  out of nursing homes

Percentage who thought ElderCare  kept
feswndent  out of nursing home

0 0.0

10 14.9

8

8_

1
8

I
8

5
8

1

1
Sample size 67 1
NOTE: Reasons for item nonresponse  include the nonapplicability  of questions based on responses

to previous questiom as well as the no&tcnce or illegiiility  of apected  responsea=

A. 18



APPENDIX B

ELDERCARE CLJENT  OPINION SURVEY



8

I
8
B
8
8
F-
8

ElderCare Client Opinion Survey

INTRODUCING THE SURVEY TO CLIENTS:

READ VERBATIM, THEN ADDRESS QUESTIONS AND CONCERNS AS NECESSARY.

ENGLISH:

ElderCare  is doing a study to find out how the ElderCare  program might
improve services to its members. We thought a good way to find out would be
to ask people who are now in the program for their opinions. I would like to
ask you some questions about how you found out about the ElderCare  program,
why you joined, and how you feel about the program now. I will also ask how
you think the program might be changed to serve others better.

There are no right or wrong answers to the questions. We only waat to
know your opinions. If there is something about ElderCare  that you do aot
like, this is a good time to tell me about it. I will aot take anything you
say personally. Your aaswers  will not affect the care you get from ElderCare.

SPANISH:

ElderCare  erta hacienda  uu estudio para determinar came podria mejorar
10s servicios a au8 miembror. Peasamos  que la mejor maaera de hacerlo seria
obteniendo la8 opinionas de 10s miembror l ctuales. Le quiero hater algunaa
preguutas  robre corm ud. descubrfo  el program,  porque se hizo miembro  y que
pieaaa de1 program l hora. Tambien le voy a pedir 80 ,opiniou  sobre coma el
program podria nor modificado para eervir mejor a 108 miembros.

No hay respuestas cfertar o equivocadar para estar preguntas. Solo
queremos saber su opinionen. Si hay algo que ao le gusta sobre el program
este es el moment0 de de jarnoslo saber . Sus respueatas  no l fectaran el
cuidado que ud. recibe de ElderCare.

ELDER.QUE B. 1 6-8-89



IMERWEWING  CONVENTION@,

1
1
1

1. All introductions, queetiaas , and answer categories in lower  case type
are to be read aloud to the respondent.

2. Words and phrases in upper case type are instructions to interviewers
or answer categories that should not be read aloud to respondents.

3. Read all questions exactly as worded.

4. Unless instructed otherwise, circle only one answer category for each
question.

5. Words in bold face type require substitution if the interview is being
conducted with a proxy instead of with the ElderCare  client. *Before you
joined the ElderCare  program?” would be read ‘Before your plother  joined
the ElderCare  program?’

6. If a word is capitalized and underlined, for example, CLIENT,
substitute the appropriate name or title. For example, *when  you
enrolled CLIENT” would be read *when you enrolled your mother’ or
V&en you enrolled Mrs. Jones.’

7. Words in parentheses are wording choices. Read them as appropriate.
For example,

0 In question 1.1, read ‘joined’ if you are speaking with a client and
‘enrolled CLIENT’ if you are speaking with a proxy.

o In question 1.2, read the word l alsom if the .respondent  has
heard about Eldercare from a friend or relative in question 1.1.
If the answer to question 1.1 is ‘no’, it is not necessary to
read the word *also. ’

o In question 1.2e, read ‘Before you joined. . . . only if the respondent
needs to be reminded that the time frame is prior to enrollment.

0. Interviewers may record any factual item such as 2.23-2.24 (hospital
stays) without asking if the answer is known. All subjective items must
be asked.

I
I
I
8
8
I
B
1
I
I
I
8
I

ELDERpE B. 2 6-8-89
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SECTION l-SOURCES OF INFORMATION AND DECISION TO JOIN ELDERCARE

1.1 My first questions are about
how you found out about the
ElderCare program. Before
you (joined/ enrolled CLIENT
in) ElderCare, did a friend
or relative tell you about
the ElderCare program?

Primer0 le voy a preguntar
sobre coma se enter0  de1
program ElderCare.  Antes de
(asociarselenrolar al
CLIENT&) en ElderCare, lo
hizo por media de una amietad
o pariente que le hablo o
inform l cerca de1 program?

l.lb Was this friend or relative
a member of the ElderCare
program?

Esta amietad o pariente era
miembro  de ElderCare?

YES . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 01

NO............ (ASK Q1.2 NEXT)....00

DON’T KNOW.... (ASK 41.2 NEXT)....-1

YES . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 01

NO . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 00

DON’T KNOW.......................- 1

1.2 CASE MANAGER INSTRUCTION: FILL IN REFERUL SOURCE IF KNOWN FROM
ORIGINAL ASSESSMENT. OTHERWISE ASK:

Did you (alrro) hear about ElderCare from...

Como ma8 l e enter0 de1 program,  fue a travee de...

a . a doctor? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 01 00 -1
un medico?

b. a nurse or social worker or someone
e l s e  at a horpftal?...................~..Ol 00
enfermer8, trabajador roclal o otra
perrona en hoepital?

ELDER. QUE B. 3 6-8-89
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C .

d.

8.

f.

g*

from another program or organization
in your connnunity?.......................Ol
otro programa o organization  dentro de
l a  comunidad?

Before you (joined/enrolled CLIENT
in) ElderCare, did you read about
ElderCare  in the newspaper?..............01

Antes de (asociarse/enrolar  el CLIENTE)
en ElderCare,  llego a encontrar
infomacion sobre el program en algun
periodico?

in a magazine? . . . . . . . . . . . . . . . . . . . . . . . . . . . 01
en alguna  revista?

did you (also) hear about
ElderCare  on the radio?. . . . . . . . . . . . . . . . . .01

en un program de radio?

on television? . . . . . . . . . . . . . . . . . . . . . . . . . . . 01
un program de television?

1.3 Before you (joined/enrolled
CLIENT in) ElderCare, did you
have a regular doctor or
place where you went if 7ou
wre sick or needed advice
about your health?

Ante8 de (asociarrelenrolar
el CLIENT&) en ElderCare,
frequentava ud. Algun medico
u otro lugar cuando 8e reatia
enfermo 0 queria counsejo
eobre la rralud?

00 -1

00

00

00

00

-1

-1

-1

-1

YES . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 01

NO . . . . . . . . . . ..(ASK Q1.4 NEXT)....00

DON'T KNOW.... (ASK Q1.4 NEXT)....-1

.

ELDER.QUE B. 4 6-8-89



1.3a How does ElderCare  compare to
your previous source of
health care? Is it better,
worse, or about the same?

Como ud. compararia el
program de ElderCare  al tipo
de servicio que recibia
anteriormente: es mejor, peor
0 caei igual?

~~~~

1.3b Why do you say that?

Porque dice eso?

1.4 When you (joined/enrolled
CLIENT in) ElderCare,  7ou
wre given a new kind of
Medicaid card. The new card
is blue and had Prepaid
Health Plan written on it
(SEOW BXAKPLE) . 18 having a
different Medicaid card a
problem for ‘JOU?

Cuando ud. (se l socio/enrolo
el CLIBNTE) en ElderCare,
recibio una tarjeta de
Medicaid diferente. La
tarjeta nueva  es l zul y en
ella ertava escrito Prepaid
Health Plan (MUESTBE
EJmJlPLO  I. Esta tarjeta
diferente le cauea  a ud.
algun problem?

BETTER . . . . . . . . . . . . . . . . . . . . . . . . . . . 01

WORSE . . . . . . . . . . . . . . . . . . . . . . . . . . . . 02

ABOUT THE SAME..(ASK 41.4 NEXT)..03

RECORD  ANSWER HERE.

YES ,.............................01

NO . . . . . . . . . . ..(A% 41.6 NEXT)....00

DON’T ENOW.... (ASK 41.6 NEXT)....-1

6-8-89ELDER.QUE B. s



1.5 In what way is it a problem
for you?

De que  manera le cmaaa
problem?

1.6 When YOU were thinking about
( joining/enroll~ $Ljim
Eldercare, just before
ENROLWENT DATL did you
dircurr  ElderCare  with R
friend or family member?

A l  conriderar (hacerre
miembro/earolar  l l -1
en ElderCare,  ante8  de la
DATA*
dircutio ud. el program con
algun parieate 0 amigo?

P lo7 Did (t.hir/ihere) friend(r) o r
family member(8) encourage
you, discourage you, or did
(he/8he/they) have no opinion
on whether you should join?

Tal(e8) 8ll&gO(8) 0
pariente(8) 18 recaabendaron a
en contra de haceree  miembro,
0 no la ofrecieron opiuiont

1.8 What did (he/rhe/they)  887
that (encouraged/dircouraged)
you?

Que fur lo que le dijeron
para (mlaurlo/
d8888tfrmrlrrlO)  raCUrat0  l

h8cerre miembrof

= IS NO Ql.9 IN THIS -ION

ELDEFLQUE B.6

6-12-89

MEDICINE PtlRCFfAsES...............ol

PEYSICIAN FEES . . . . . . . . . . . . . . . . . ..OZ
,,.

OTEm  (SPECIFY)

YES . ..*.......................... 01

NO . . . . . . . . . ..(ASX Ql.10 NEXT)....00

DON’T IMOW... (ASK Ql.10 NEKT).....1

~cOuRAmD**.....................01

DISCOIJ81(0~......................02

NO OPMON... (ASX Q1.10 NQ(T)....O3

RECORD ANsim  NKRE.

8

8

8

8

I
8
8

0
8
8
8
I
11
I
I
8
8
I
I



1.10 When 7ou were thinking about
joining ElderCare,  juet
before KNROLLMKNT  DATE, did
you dircurr  (joining/
enrolling CLIENT) with a
doctor or other medical
person?

Al comiderar  (hacerre
miembro/enrolar  el CLIKNTE)
en ElderCare,  antes de l a
pATII DE KNRO-
discutio ud. la cuekon con
un medico o otra persona de
l a  a r e a  medfca?

YES . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 01

’NO . . . . . . . . . ..(ASK  Q1.14 NEXT)....00

DON'T KNOW . ..(ASK Ql.14 NEXT)....-1

1.11 Did thir (doctor/person)
encourage 70~. discourage
7ou, or did (he/she) have
no opinion on whether 7ou
rhould join?

Tal (medfcolpereona) la
aconaejo  a favor 0 en contra
de1 enrolamiento  o no dio
opinion?

KNcoD’UGKD.......................o  1

DfSCOWRAGKD......................O  2

NO OPINION. . . . ..(AS K 41.14)......0  3

1.12 What did (he/she) ray that
(encouraged/discouraged) pout

Que fue lo quo le dijeron
para (mimerlo/
deaeetinmlarlo)  encuanto a
haceree  miembro?

RECORD  ANsum BEBE.

TEKKE  IS NO Q1.13 IN TEIS VERSION.

ELDEIL.QUE B.7
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1.14 In the end, who made the
decision to have you join
ElderCore?  Did you make the
decision yourself, did you
and a family member decide
together, or did someone make
the decision for you?

Pinalmente,  quien tomo la
decision robre su membresia
en ElderCare. Fue una
desicion auya, de ud T su
familia, o de alguna otra
persona?

CLIENT DECIDED ALONE.............01

JOINT DECISION.........,.........02

CLIENT DID NOT PARTICIPATE
IN DECISION..... . . . . . . . . . . . . . . .03

I
1.15 Still thinking of the time

just before you joined
ElderCare,  what were some of
your concerns about the
ElderCare program? If there
was anything that almost  made
you not (join/enroll CLIENT
in) ElderCare,  please tell me
that too.

Antes de hacerse miembro,
wales fueron nus propi*s
preocupacionee en cuanto  al
programa?  Cuenteme  tlprbfen
si huvo algun arpecto que
casi lo llevo a derfrtir?

WRITE CONCEBNS  HEBE.

I

ELDER.QUE B. 8 6-8-89
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1.16 Before you joined ElderCare,
were you aware that ElderCare
provided any of the following
services if needed, in
addition to services
regularly covered by
Medicaid...

Antes de hacerse miembro,
sabia ud. que ElderCare,  en
adicion  a 10s servicios
normalmente ofrecidos pot
Medicaid, provcia 10s
siguieates  servicios de
acuerdo con su necesidad...

a. All prescribed drugs required
for your medical needs.

Todas la medicinas  por receta
que scan designadas  pot su
medico.

b. Help with housekeeping, meal
preparation, family
budgeting, and home accident
prevention.

Ayuda  con 10s quehaceres de
la casa, con el presupuesto
familiar, preparation  de
comidas  y prevention de
accidentas en el hogar.

C . In-home assistance with
bathing, dressing, walking,
eating, and supervision of
medications.

Asistencfa para banarse,
vestirse,  cambar,  comer y
supervision de medfcinas  en
el hogar.

d. A caee mmaager to help you
coordinate care aeedr and
arrange for needed services.

Gerente  de cases para
l yudarle a coordinar sus
necesidades con 10s rervicior
dfsponibles.

ELDER.QUE B. 9

IF YES, ABKs Was this important or
not important in deciding to join
ElderCare?

SI POSITIVO, PUGQNTE:  Tuvo eso
importacia o no en su decision de
hacerse miembro.

AWARENESS IMPORTANCE
DON'T NOT
KNOW m yEs IMPORTANT JMPORTANT

-1 00 01 W&g.>  01 02

-1 00 01 -ASK->  01 02

-1 00 01 -AgK->  01 02

-1 00 01 -AgGw 01 02

6-8-89



e . Adult day health care.

Cuidado diurno de adultos.

f. Respite care so caregivers
can take a break.

Alivio para la persona que lo
cuida .

Escort service to accompany
you to and from health care
visits.

Servicio de acompanante para
sus citas medicas.

1.17 Before you (joined/enrolled
CLIENT in) ElderCare,  were
you aware that any medical
treatment or health care
service paid for by ElderCare
must be provided by a
participating ElderCare
doctor or by Mount Sinai
ElderCare Plan?

Sabia ud. ante8  de
(asociarre/enrolar el
CLIENT&)  en ElderCare,  quo
cualquier tratamiento medico
u Otto aemicio cubierto por
Elderkre  deve 8er prwisto
atraver de un medico
participanta de1 ElderCare o
atraver de1 Plan.

. .

AWARENESS IMPORTANCE
DON’T
KNOW NO

-1 00

-1 00

-1 00

NOT
a IMPORTANT IMPORTANT

01 -ASK-> 01 02

01 -Ass> 01 02

01 -ASK->  01 02

YES . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 01

NO . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 00

DON’T KNOW. . . . . . . . . . . . . . . . . . . . . . . -1

-f-l/
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1.18 Before you (joined/enrolled
CLIENT in) ElderCare,  a
member of the ElderCare  staff
visited your home to explain
the program to you and your
family. Was this explanation
easy to understand or
difficult to understand?

Antes de (arociarre/enrolar
el CLIENTE)  en ElderCare,  un
empleado de ElderCare  fue a
su casa y la explico el
program a ud. y su familfa.
La explication  fue facil 0
dificil para  entender?

1.19 Was there any aspect of the
ElderCare  program that should
have been made clearer to you
before enrollment?

Huvo  algun aspect0 de1
Program que la deverian
haber aclarado antes de su
enrolamiento7

1.20 bhlIt i8 that? RECORD  ANSUER ,pmE.

EASY . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 01

DIFFICULT.... . . . . . . . . . . . . . . . . . . . .0 2

CANNOT DECIDE....................0  3

NO RECALL OF EXPlANATION.........O4

YES . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 01

NO........... (ABE 41.21 NEXT)....00

DON’T Kl?OU... (ASK 41.21 NEXT)....-1

Cual fue?

ELDEILQUE B. 1 1 6-8-89
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1.21 Did you have any difficulties
getting information about
ElderCare  or applying to the
ElderCare  program?

Tuvo ud. alguna dfffcultad
para obtener infonaacion  o
aplicar para el program?

1.22 What difficulties did you
encounter?

Cualee fueron 18s
dificultades que eacontro?

YES . . . . . . . . . . . . ..e............... 01

NO . . . . . . . . . . ..(ASK Q2.1 NEXT)....00

DON’T KNOW.... (ASX 42.1 NEXT)....-1

RECORD ANSWER HERE.

T---\ ELDER.QUE B. 12 6-8-89
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SECTlON 2-OPINIONS ABOUT ELDERCARE SERVICES AND MEMBERSHIP

2.1 My next questions  concern the
services and care that you
get now as a member of the
ElderCare  program. What is the
one thing that you like best
about the ElderCare  program?

ha proximas  preguntas swan
sobre 10s servicfor y el
cuidado que ud. recibe coma
miembro  de1 programa  ElderCare.
Que es lo que que mas le gueta
de1 program BlderCare?

2.2 And what one thing about
ElderCare  would you change
if you could?

Que cosa cambiaria ri fuera
porible?

2.3 How would you rate Mount Sinai
Medical Center as a place o f
care ? Do you think it is
excellent, good, fair, or poor?

Que opina ud. robre 10s
cuidador ofrecidor por al
hospital Mount Sinai? Son
excelenter, buenos,  regularer,
o deffcfente?

2.4 When you 8ee YODR ELDI!UWLE
PRIMARY CAU PHYSICI&  for a
routine virit, do you go to
Ht. Sinai or romewhere else?

Cuando ud. ve A gU HH)‘Lco
PlUNCIPA&  para un chrqueo de
rutina, v8 81 Mount Sinai 0 a
otro lugar?

ELDER.QUE B. 13 6-8-89

RECORD ANSUER  HERE.

RECORD  ANSWER HERE.

mmLlLmT........................o  1

GOOD . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 02

P A I R . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 03

POOR . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 04

HAVW’T  BECEIVH)  CISBE A?
MT. SINAI/DON'T I#OW...........OS

MT. SINAI . . . . . . . . . . . . . . . . . . . . . . . . 0  1

S- ICLSE...................O  2



P

2.5 When you go to your doctor for
care, how do you ueuallp get
there?

Cuando va a su medico que medio
de traasporte usa?

2.6 About how long doe8 it usually
take for you to get there?

Cuando tiempo  normlmeate  se
tarda para llegar a l a
consulta?

2.7 Not counting emergencies, how
many day8 do you have to wait
between the time that you want
an appointment with your
ElderCare  doctor and the day
of your appointment?

No contando  emergenciar,
CWutO8 dias USted tiene que
esperar entre al tiempo que
usted quiere una Cita con 8u
medico de ElderCare  y el dia de
8U Cita?

2.6 How convenient are the
appointment t-8 you 8re
given? Are they conveuient
or inconvenient?

Las c&&r de medico quo recibe,
8011 en horarfo convenienta 0
no?

2.9 How long p88t pur appointment
time do yuu have to waft in the
w8iting room before you see the
doctor?

Que tfempo a llegado ud. a
erperar para ver 8 8u medico,
de8puer  de la hora l rignada?

ELDER.QUE

I

I DRIVEN BY RELATIVE OR PRIEND.....Ol

TAXI . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 02. . .

PUBLIC BUS..... . . . . , . . . . . . . . . . . . .03

SPECUL  TRANSPORTATION
(PROVIDED BY MOUNT SINAI
OR OTHER SPECIAL NEEDS
PROGRAM)................~......O4

SAME MY - 00

NEXT DAY - 01

1 ;- - 1 DAYS

C0NvENIENT.......................0  1

INc0Nv@mNT.....................0  2

CANNOT DECIDE....................0 3

I I t-e- I &melJTEs

B‘* 14



2.10 Does this seem like too long
to wait or about right?

Le parece bien la espera, o
tree que espera demasiado?

2.11 How would you rate your
ElderCare doctor’s professional
competence, that is, (his/her)
ability to treat your medical
problemr?  Would you say
excellent, good, fair, or poor?

Como definiria  usted  a 10s
doctor88 de ElderCare
profesionales  y competentes,
a80 e8 ri (el 0 ells) tienc l a
abilidad de tratar 8~8
problems medfcoo?  Diria u r t e d
excelante,  bueno, l decuado,
deficiente.

2.12 And, how about (hfrlher)
bedside maaner,  that io how
easy (he/#he) ir to talk to and
how (he/rhe)  explain8 thing8 to
7ou? Would you rate it a s
excellent, good, fair, or poor?

Y, que tal el comportamiento  de
cabetera  de (al o ella) con q u e
facilidad (al o ells) la habla
o la erplica  la8 cosaa a urted?
Lo considera  u8trd  coma
excelente, bueno, l decuado,
deficiente.

2.13 Row would  you rate pu
ElderCare doctor*r ability to
refer 7ou to rpecialirtr  when
necesraq?

Coma clariffcaria  ud. la
l bilidad que tirnen 10s medico8
de1 ElderCare  pra hacrrle
referench  8 tan l 8peciali8ta
cuando lo necerita?

TOO LONG . . . . . . . . . 01

ABOUT RIGHT......................0  2

CANNOT DECIDE....................0 3

EXCELLENT . . . . . . . . . . . . . . . ..*......o  1

GOOD . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 02

FAIR . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 03

POOR . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 04

HCRLLRNT........................O  1

GOOD . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 02

FAIR . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 03

POOR . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 04

mscRLlmT........................o  1

GOOD . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 02

FAIR . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 03

PGOR . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 04

ImvmEADREFRmu . . . . . . . . . . . . . . . -1

ELDELQUE B.lS 6-6-89



2.14 CASE MANAGER INSTRUCTION:
DOESIHAS RESPONDENT RECEIVE
HOME CARE SERVICES?

INSTRUCCIONES AL GERENTE DE
CASO: ESTE CLIENTE RECIBE 0 HA
RECIBIDO SWVICOS EN SU USA?

YES .............................. 01

NO . . . . . ..(AS K Q2.18  NEXT)........0  0

2.15 My next questions are about the
ElderCare  services you get in
your home. Overall, how would
you rate the home care rervicer
you get as a member of the
ElderCare  program? Would you
rate them as excellent, good,
fair, or poor?

La8 oiguienter preguntae aon
acerca de1 prograam  ElderCare  y
108 servicioo  que le provee  en
su cara. A l  todo, coma
definira ud. 108 cuidador  que
recibe en ma casa coma miembro
de1 program ElderCare,  10s
consideraria ud. etcelentee,
buenos, l decuados, o
deficienter.

2.16 How would you rate the
reliability of the home care
worker to come on time a n d
complete all the work that
(helrhe) ia ruppored to do?
Would you ray she fr excellent,
good, fair, or poor?

Consideraria ud. que lee
trabajadorer  de au cufdado eon
puntualer  y ccmpletan  todo 81
trabajo que (cl 0 ells) e8tan
mpuerto hacer. L o
conafderrria  ud. l xceleate,
bueno,  rdecuado, o deficienta.

ELDELQUE B.16 6-8-89

EXCELLENT........................0  1

GOOD ............................. 02

PAIR . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 03

I POOR ............................. 04

mmLLENT........................0  1

GOOD............................. 02

PAIR . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 03

POOR . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 04



2.17 And would you ray it ir ear7 or
difficult to contact mmeone et
BldcrC8rr if 7ou have l
quertion or want to make l
c h a n g e  i n  y o u r  h o m e  c a r e
routine?

Dirir ud. quo le ha ride facil
o  d i f i c i l  ponerre en contacto
c o n  una perrona de1 progrmu
ElderCare,  cando ud. 8 teaido
pregunter o a querido hear
cambior  en rel8cion 8 ma
ctidador. Facil, dif ici l ,  no
rabe.

2.18 Have 7ou ever wed tranrpor-
ution remfcea  arranged by
ElderCare?

Ea l rreglrdo glderCare
rervicio~ de tranrportacion
prraud?

2.19 How would 7ou rate the rrli-
abilit7  of the truarportetion
arranged by ElderCare? Think
about their rbilit7 to pick 7ou
up end get 7ou to where you are
going on time.  Would 7ou en7
tranrportation  arranged  by
ElderCare ir excellent, good,
fair, or poor?

Cmo coariderr ud. loa
rervicior  de traarportacion
arreglador  por BlderCare.
Pienre l cerca de la l bilidad de
r~cojrrlo(8)  7 llevarlo(a)  a 8u
dertino a tiempot Diria ud.
que 188 wdid88  de
tranrportacion  que BlderCare le
prow0 8-t excelenter,
b~~m8, l decuadaa, 0
deficienter.

BIJBBLQUB
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BASY . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 01

DIFFICULT ...................... ..o 2

DON'T KNOW.......................0 3

YBS . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 01

NO . . . . . . ..(A8 X Q2.21  =T).......O 2

mEmJamlT........................o  1

GOOD . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 02

P A I R . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 03

POOR ............................. 04



2.20 And would you sap it is easy or
difficult to contact someone at

P ElderCare  if pou have a
question or want to make a
change in 9fmr transportation
routine?

Diria ud. que le ha sido facil
o dificil hater contact0  con
alguien  en ElderCare  cuando ha
tenido preguutas o a deseado
hater algun cambfo  en su rutina
de transportacfoa.

2.21 Dave you ever had to nuke a
sudden, unexpected change in
the services you receive?

PROBKt  Because someone who
usually helps pou had an
emergency or got sick.

P

Ha tenido ud. qua hater tan
caxtbio dramatic0  en 10s
servicios  que recibe? WON:
porque la pw8oxu  que
usualmente  le l 9uda se anferxto.

2.22 How would 9ou rate the m9
ElderCare  helped 9ou in this
situation? Would pou aay they
were excellent, good, fair, o r
poor?

Cam0 considera usted  la nunera
qua  ElderCare Ir ayudo en esa
situation? Diria ud. qua fue,
excelente, buena, l decuada o
deficiente.

2.23 gave 9aAad an wernight
hospital au9 since 9ou joined
glderCare?

Ha estado ud. hospftalitado(a)
desde  que me uaio a ElderCaro?

ELDKILQUE B* 16

EASY . . . . . . . . . . ..*....*....**..... 01

DIFFICULT . . . . . . . . . . . . . . . . . . . . . ...02
.,.

DCN’T XNCW . . . . . . . . . . . . . . . . . . . . ..*03

YKS . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 01

NO . . . . . . . . . ..(AgK 42.23 NKXT)....OO

DON’T KNOW... (ASK 42.23 NgXT)....-1

zmzxUNT.......................o  1

CCC0 . . . . . . . . . . . . . . . . . . . . . . . . . . . . 02

?AxE ............................ 03

POOR . . . . . . . . . . . . . . . . . . . . . . . . . . . . 04

YKS . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 0 1

NO. . . . . . . (A6X Q2.26 NEXT)........0  2

6-8-89
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2.24 (vi58 this/Were  any Of these)
Stay(S)  at bft. Sinai Hospital?

Alguna  vez en el Mount Sinai?

2.25 How would you rate the quality
of the care you got as a
patient in the hospital? Would
you rate the hospital care you
got as an ElderCare  member as
excellent, good, fair, or poor?

Coma considera  usted  la calidad
de1 rervicio  que le fue
ofrecfdo en el hospital  coma
paciente?  Cam0 miembro  de1
EldarCare  ud. lo cOn8fder0,
excelante, bueao, l decuado, o
deficiente.

2.26 Since you have been a member of
ElderCare, have you ever gone
to a non ElderCare doctor even
if it meant that you had to pay
for the care or service
yOI¶rSOlf?

Desde qua ud. se hizo PLImbro
de ElderCare,  ha virto a otro
medico no relacionado con
ElderCare l uu rabiendo  que
tendria  que pagar por el
cuidado  o renricio ud. mirmo?

2.27 Why did you reek care outride
of UderCare?

Porquo bunco  cui&dor  fuora d o
ElderCam?

ONLY AT MT. SINAI................0 1

ONLY ELSEuHEzU...................O  2

AT MT. SINAI AND ELSEWHERE.......0  3

EXCELLENT........................0  1

GOOD . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 02

FAIR . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 03

POOR . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 04

YlcS . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 01

NO . . . . . ..(AS K 92.28 NEXT)........0  2

RECORD  ANSWKR  HmE.

ELDEEt.QUE B.19 6-8-89



2.28 Since you have been a member of
ElderCare,  have you ever gone
to any other kind of non
ElderCare setvice  provider even
if it meant t&t you had to pay
for the care or service
yourrelf  7

Desde qua ud. se hizo miembro
de ElderCare,  ha ido ud. alguna
ves a otro proveedor no
relacionado con ElderCare,  l un
sabiendo qua tendria qua pagar?

2.29 Why did you seek care outride
of ElderCare?

Porque busco  usted seryicios
fuera de ElderCare?

2.30 One of the goalr of tlderCare
is to help people get the care
they need in their haMI and
cotmunitiee  instead of in
nutring home@. Do you think
ElderCare  can help people stay
out of nurra hamer?

Iha de lar metas  de 1CTderCare
es ayudar a la perrona  a
obtener al cuidado  que
necesita, en au hogar y
comunidad  en ves de en uu
ancfanato. Crer ud. que
ElderCare puede qudar II
mantenet  lar perrcmas fuora d o
10s aaCiaaatOs.

2.31 Do you tEi& EldrrCare has
hrlped ym etay out of a
nursiug  h-7

Y en lo que 80 trata de ud.
mbmo(a)?

YES ..............................01

NO . . . . . ..(AS K 42.30 NEXT)........0 2

RECORD  AN8uNR HEBt.

YES . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 01

NO . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 00

DON’T IMOW . . . . . . . . . . . . . . . . . . . . . . . - 1

ELDER.QW B.20 6-8-89
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2.32 For the lrrt  queetion, I would
like you to tell me what advice
you would give to a friend who
wa8 thinking of joiaing
ElderCare?

Para  l a  ultima pregunta me
gurtaria que ud. me dijera que
consejo la daria a ua amigo(a)
qua eete penrando  asociarre  en
ElderCare?

RECORD ANSWER HERE.

I

THMR UsPoNDmT FOR HIs/N.mt  Tnn AND CooPmATIoN.

2.33 CASE MANAGEBt  WAS THIS
INTEWIZWCONDUCT~ COWPLXTELY
WITH TE8CLfRtT,UITB  APROXY,
OR WITH BOTH?

2.34 CASE MUG=: DID THIS
~sPoNDmTEAvz  TROUBLE
COMUlfICATING?

2.35 CASE MANAGER: HOW WAS THIS
INTmmuCONDlwBD?

ALL CLImT........*..............O  1

ALL PgoxY........................o  2

COMBINATION......................0 3

YES . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 01

NO . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 00

PHONE . . . . . . . . . . . . . . . . . . . . . . . . . . . . 01

IN PQLSON........................O  2

COMSINATION......................O  3

mDEE.QUE B. 21 6-6-89
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