The Hilltop Institute ==

analysis to advance the health of vulnerable populations

Rhode Island Real Choices
Long-Term Services and Supportfkesource Mapping
Final Report

April 22, 2010

uuuuuuuuuuuuuuuuuuuuuuuuuuuu



http://www.hilltopinstitute.org/

Suggested Citation:Woodcock, C., Stockwell, 1., Komisar, H., & Tripp, £01Q February
15). Rhode Island Real Choices LomgrmServices and Suppor&esource Mapping-inal
Report Baltimore, MD: The Hilltop Institte, UMBC.

/\l

/\
—

The Hilltop Institute



Acknowledgements

The Hilltop Institute would like to acknowledge the authors of this re@grithia H.

Woodcock MBA, lan Stockwell MA, Harriet KomisarPhD, and Aaron TrippMSW. Hilltop
would like to thankGerald Clay and Thomas Marcellotbe New England States Consortium
Systems OrganizatioNESCSQ); Elena Nicolella, Associate Director, and Ann Martino,
Director of Policy, of the Rhode Island Executive Office of Health and Human Services; and
Kevin Hively of Ninigret Partnerfor their participation and guidance througholk preparation
of the reprt.

The Hilltop Institute



Rhode Island Real Choices Lofigerm Services and Support®Resource Mapping
Final Report

Table of Contents

EXECULIVE SUMIMAIY.....oiiiiiiiiiiiiiiiiiiiiiiatieiinn s s s s s s s a s e e e e e e e e e e aaaeaaeeaaaaaaaaaaaaeeeaaeeeeeeeeeeeees I
T a1 oL U Tox o] o [0SO PPUPPRRRTR 1
Interviews with Rhode Island Agency Staff.............oeeiiiiiiiiiii e 3
INtErviEW ProCeSS @Nd TOPICS....ceeeieeiiiiiiiiiittei ittt e e e e e et e e e e e e e e e r e e e e e e e e e eannns 3
INEEIVIEW FINOINGS. ...ttt e e e e e e s e et e e e e e e e e nnnbnne s 3
Survey of Providers of Longerm Services and SUPPOIS........ccuvviiieiieeeeiiniiiiiiiieeeeeeeen 13
oo 18 o 1o o P 13
RESEAICN QUESTIONS. ......eeiiiiiiiiiiiiiiiiiiiii s s s s s s s e e e e e e e e e e e e e aaeaaaaaaaaaaaaaaeeeeaeeeeeereeeeeeees 13
Y T=]1 g ToTe (o] (0o | PP PP PP TPPP 14
(@0] o Tod 11153 10 o PSSP 41
Descriptive Data on Medicaid Lonrgierm Services and SUPPOIS........c.cuveveeiieeeeiriiiiiiinnnnn 42
RESEAICN QUESHIONS......cceviiiiiiiiiiiiiiiiirttiiii s rrr s e e e s e e e e e e e e e e e e e e e eaeeaaaaaaaeaaaeaeees 42
DAtA SOUICES.... ittt e ettt e e e e e e e et eatb e e e e e e e e eesbb e e e e eaeeesenannns 42
Y [=]1 g ToTe (o] (oo | TP UPTPP PP 42
L 1111 0] PRSP 43
Rebalancing MOdEl............uuueiiiiiiciiieee e A
DALA SOUICES.... ettt ettt e e ettt e e e e e e et e e aeb e e e e e e e e nnssa e e e e e eeennnnnnnns 44
MOAEl ASSUMIPLIONS.....ceeiiiiiiiiiiiieieiitie et r e s e e e e e e e e e e e e e e e e e aaaaaaaaaaaaaaaaaeeeees 44
D= 11 0110 FS OO PRPRR 45
OVEIVIEW OF MOUEIS. ... .t e e e e e e e e e e e e e e e e e e e e aannes 46
MOAEI OQULPUL. ... e e e e e e e e e e e e e e e e e aaaaaaaaaaaeaaaeeeees 53
Summary and ReCOMMENALIONS.........uuuuuiiiiiiccee e e e e e 70
Summary of FINAINGS ... s e s s s e e e e e e eeaaaaaaaaaaa d O
ReCOMMENAALIONS. ..o e e e e e e e e e 2
Appendices
1. Rhode Island Agency Staff INterviewees..............uceiiiiiiiiiiiiiiii e, 75
2. Provider SUINVEY INSTIUMENL.........ooiiiiieiiie e e e e e e e 76
=

The Hilltop Institute



3. Provider Survey Cover Letter........ooooiiiiiie e 29

4. Provider Survey Letter of INSITUCHION..........ovvvviiiiiiiiiii e 101
5. Total Units of Service Provided, Average Paym®&dtes, and Total Number of
Unduplicated Clients, by Service, in 2008..........ccooiiiiiiiiiiiiieiee e, 103
6. Ratings of Barriers to Expanding Capacity, by Provider Type (Q.12).................... 107
7. Rhode Island Medicaid Lorgerm Services and Supports Expenditures, Units of
Service, and Unique Users, FY 2QQ8............oooviiiiiiiiiiiiiieiieeieesesievensenesneennnne 113
8. Data Request SPeCIfiCAtIONS...........uuiiiiiiiiiiiiiiii e 117
9. Expenditures, Units of Service, and Unique Users by Population, FY 2008.......... 121
10. Distribution ofLong-TermServices and Supports Users INumber of Services
Usedand LongTerm Services and Supports Spending, FY 2008..........ccccccccveeeennnnnns 133
11. Most Frequently Used Pairs of Lgsiierm Services and Supports, FY 2Q08........... 139
12. Number of Users, Units of Service, and Payments by Medicaid Provider, FY.20d%
13. Rebalancing Model: Research Literature Consulted..............coovvvveiivvvevievnvneennnnnn. 147
14.0Output from RebalanCingMOdel ..........coooiiiiiii e 149

The Hilltop Institute



List of Tables

1. Provider Types Included in Provider SUNEY............ccooeeiiiiiiiiei e 15
2. Survey Response Rates by Provider TYPE.........coooviiiiiiiiiieeeeeeeeeeeeeee e 19
3. Number of Respondents Serving Each County in Rhésland,by Provider Type (Q. 14019
4. Populations Served by Survey Respondents, by Provider Type (Q.15)..........cceeeenn.. 20
5. Number of Survey Respondents Serviledicaid Clents...........cccccovviiiiiiiieiiieeeeennns 21
6. Number of Agencies Reporting a Surplus, a Deficit,Bneak Even2006-2008 (Q. 11)....22
7. Agency Staffing and the Capacity to Serve More Clients, by Type of Service Provided,

as Reported by Responding ProVIiders............cccuuiiiiiiiiieeieeeiiieeee e 24
8. Number of Agencies Reporting that They Could Have Served More Clients in 2008,

by Reason forAdditional Capacity (Q.6).........coiiuuriiiiiiiiiieee e 26
9. Number of Agencies Reporting Waiting Lists amdumber of Clients on Waiting Lists,

P2 0101 3 (@ R ) PP PRR PP 27
10. Reasons Cited by Agencies for Waiting LiStS (Q-.9).....ccoeriiiiiiiiiiiiiiiiieiieeeee e 28

11. Number of Respondents Reportiigedining Services to Prospective Clients, 2008....28

12. Agencies Reporting Difficulty in Hiring Direct Service Workers, by Type of Worker
and Provider TYPE (Q. 7). uuu e e ee ittt e e st a e e e e e e e e st e e e e e e e e e e e aanes 30

13. Number of Respondents Indicating that Clients Need Certain Services but the Agency
Experiences Difficulty with Contracting and Referrals for Those ServicesPbgvider

TYPE (Q. L) ————————————————————————— 31
>p8 2A0PT 1T AAT 668 2A0ET ¢CcO 1T &£ oi OAT OEAT " AOOEAO

on a Scale of 1 to 6 for Each Potential Barrier (Q..12)............uuvvveirverivneniniennniininnnnnns 32
15. Number of Agencies with Plans &xpand Services in the Next Two Years,

by Provider Type (Q. L3)....cc oo 34
16. Number of Respondents Reporting Serving Clients with Special Nesu$the

Percentage of Clients with Special Needs, by Provider Type (Q..15).............cvvvvvvnnns 35
17. Management of Clients with Special Needs, by Provider Type (Q..16)..................... 36
18. Agencies Providing Specialized Training for Staff Warking with Clients

with Special Needs, By Provider Type (Q. L8)........cccooviiiiiiiiiiiieiiieeeeeeeeeevevveeevnenaaens 37
19. Number of Agencies Reporting Having Staff Skilled in Working v@trents

with Special eeds, by Provider Type (Q. L18)......ccoviiiiiiiiiiiiiieeeeeeeeeieee e 38

The Hilltop Institute



20. Number of Agencies Reporting that Clients Need Certain Services but the Agency
Cannot Provide the Service or Has DifficulBbtaining the Service through Contracting

aNd REfEITAlS (Q. L7)..uuuuuuueueueiiiiieii e s st e e e st e e et e e e e e e e e e e e e e e e e e e e e eeeaeeeteeeeeeeeeeeseseesssensnnsnnnnnes 39
21. Definitions Used in the Rebalancing Model...............cccco e, 45
22. Mechanical Model ASSUMPLIONS.......uuuuuurriiiiiiiirrs s s e e s e e e e e e e e e e e eeaaaeaaaaaaaaeaaaaaaees 46
23. Baseline Projection Model ASSUMPpPLions.............ccceeeeeeeeeiiieeiiieeeieeeeeeeeeeeeeeeeeevevvenennn A7
24. Projected Medicaid Expenditures for LoABerm Sevices and Supports...................... 69

The Hilltop Institute



List of Figures

1. Projected Population Growth in Rhode Island, 2EHBO0................ccceeeeeeeeeeeeeeieeeeeeeeeee, 53
2. Projected Distribution of the Rhode Island Population Aged 652010 and 2030........... 54
3. Baseline Projection ModeProjected Users of Medicaid Lon@derm Services and
SUPPOIS, 20LEP03B0.....cceiiiiiiiiiiiiiieieiee et a e aeas 55
4. Baseline Projection ModelProjected Users of Medicaid Nursing Home Services,
P20 €2 0 T PR 55
5. Baseline Projection ModelProjected Expenditures for Medicaid Longerm Services
and SUPPOItS,20L02030......ceeeeeeeiiiiiiiiiitieeeea e e e e e e s e r e e e e e e e e e s s aanb e e e e e e e e e e e aannes 56
6. Baseline Projection ModelProjected Expenditures for Medicaid Nursing Home
ST Y (o= 0 S 2 0 O 57
7. Baseline Projection Model: Projected Distribution dfledicaid Expenditures by Typef
Service, 2010 and 2030 ...uuiieiiiii e e 58
8. Alternative Scenario 1 Compared to Baseline Projection Modedjected Number of
Nursing Home Users, 2010 t0 2030......ccciieiiiieiieeeeee e 59
9. Alternative Scenario 1 Compared to Baseline Projection MoBebjected Expenditures
for Long-Term Services and Supports, 2010 t0 2030..........ccoiiiirviriirerieeeeer i 60
10. Alternative Scenario ompared to Baseline Projection Mod@&rojected Number of
Nursing Home Users, 2010 t0 2030.........ccoeiiiiiiiii e 61
11Alternative Scenario 2 Compared to Baseline Projection Moé&ebjected Expenditures
for Long-Term Services and Supports, 2010 t0 2030..........ccceeeeiiiiiiiiiiiiiiieeeeeeeeeeeee, 61
12. Alternative Scenario 3 Compared to Baseline Projection Md®ieljected Number of
Usersof Long-Term Services and Support2010 to 203Q........cccceeeeeeeeiiieeiiiiniieeeeeeee, 62
13 Alternative Scenario 3 Compared to Baseline Projection Mo@bjected Expenditures
for Long-Term Services and Supports, 20602030............cceeeeeeeieiiiieeeeeeeeeeeeeeeeeeeee 62
14. Alternative Scenario 4 Compared to Baseline Projection Mddedjected Number of
Usersof Long-Term Services and Support2010 to 203Q........ccceeeeeeeeeiiieeiiieeiieeeeeeee, 63
15 Alternative Scenario 4 Compared to Baseline Projection Modbjected Expenditures
for Long-Term Services and Supports, 20602030............ccoeeeeeeiiiieiiieieeeeeeeeeeeeeeeeee 64
16. Alternative Scenario 5 Compared to Baseline Projection Mdédjected Number of
Usersof Long-Term Services and Support2010 to 2030Q.........ccuvvieieeeeiiiiiiiiiieeeeeeeeenns 65

17 Alternative Scenario 5 Compared to Baseline Projection Mo@ebjected Expenditures
for Long-Term Services and Supports, 2010 t0 2030..........coovimrriiiieeeieeeeeeeeiiiiieeee 65

The Hilltop Institute



18. Alternative Scenario 6 Compatéo Baseline Projection ModeProjected Number of
Nursing Home Users, 2010 t0 2030.......cccoeeiiiiiiiie et 66

19 Alternative Scenario 6 Compared to Baseline Projection ModRebjected Expenditures
for Long-Term Services and Supports, 20602030............cceeeeeeieiiieieeeeeeeeeeeeeeeeeeeeeee 66

20. Alternative Scenario 7 Compared to Baseline Projection MoBebjected Number of
Nursing Home Users, 2010 t0 203Q.........ccceeeeiiiiiieieeeeecceeeeeeeeeeeeeeeeeeeee e 67

21.Alternative Scenario 7 Compared to Baseline Projection Mo@ebjected Expenditures
for Long-Term Services and Supports, 2010 t0 2030........ccceeeveeeeeiiiiiiieeeeeeeeee 67

22. Alternative Scenario 8 Compared to Baselidmjection ModelProjected Number of
Nursing Home Users, 2010 t0 2030..........uuiiiiieiiiiieiiiie e e e e e e e e e eeenaan 68

23 Alternative Scenario 8 Compared to Baseline Projection ModRrbjected Expenditures
for Long-Term Services and Supports, 2010 t0 2030..........ccoviiivriiiirerieeeeen e 69

The Hilltop Institute



Rhode Island Real Choices Lofigerm Services and Support®Resource Mapping
Final Report

Executive Summary

In 2006, the Centers for Medicare & Medicaid Services (CMS) awarded the state of Rhode

Island a Real Choice Systems Transforrmatiogr ant . The purpose of Rhoi
create an accessible system of commuinitggrated longerm services and supports by

designing and constructing the needed infrastructure that will enable individuals who are aged or
have a disabilityo live in the most appropriate integrated community setting; exercise

meaningful choices about their living environment, services, and supports; and obtain quality

services consistent with individual preferences and priorities.

The New England States Gzortium Systems Organization (NESCSO) is administering the Real
Choice Systems Transformation grant on Rhode
Hilltop Institute at the University of Maryland, Baltimore County (UMBC) to complete a

resource map tbelp guide the transformation process. This work is intended to inform the
stateds policymaking by providing information
requiring publicly financed servicéese and supp
services. In addition, a tool was to be produced for modeling the effects of changes in policies

and programs on projected spending for institutional versus home and combasaty

services.

During the course of Hi ¢veddenpodsgatian authortyardéra Rh o d
Section 1115 waiver to transform its Medicaid program. The scope of work under the contract

was supplemented to support the goals ofdludal Consumer Choice Compact Demonstration
generally referredtobythestates t he A Gl obal Waiver. o0 Rhode |I|s
program is to be operated under the Global Waiver, with all Medioadked services organized,

financed, and operated through the demonstration. All Section 1915(c) home and community

based servicesaivers in operation prior to implementation of the Global Waiver are to be

terminated. The Global Waiver is designed to provide the state with administrative flexibility

along with the ability to further rebalance the system of-kemgn services and supp®. Federal

financial responsibilities under the Global Waiver are subject to an aggregate budget ceiling.

Work under Hilltopbés contract involved 1) int
perceptions of gaps in lortgrm services and supportdathe barriers clients encounter in

seeking services; 2) conducting a survey of providers oftery services and supports in the

state about current and future capacity to serve Rhode Islanders; 3) analyzing Medicaid data to
produce reports on utilizath and spending for loAtgrm services and supports; and 4)

constructing a rebalancing model for projecting utilization and expenditures for Medicaid long

term services and supports through 2030. Findings from this work are summarized below.
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Interviews with Rhode Island Agency Staff

In April 2009, Hilltop interviewed 20 Rhode Island agency staff about their perceptions of unmet
needs and barriers to improving the delivery of kemgn services and supports. Interviewees
represented the Department of Hun@mvices (DHS), the Department of Elderly Affairs

(DEA), the Department of Children, Youth and Families (DCYF), the Department of Mental
Health, Retardation and Hospitals (MHRH), and the Department of Health (DOH).

Emerging Challenges in Providing Longerm Services and Supports

During the interviews, Rhode Island agency staff highlighted three populations that represent a
particular challenge for the future:

1. Older adults with mental healthneeds Many agency staff report
system of longerm services and supports iseljuipped to meet the mental health needs
of older adults. Agency staff said that providers are seeing more and more older adults in
the community with mental health issues. There is a dearth of mental health providers
and fhysical and mental health services are not adequately integrated.

2. Adults with developmental disabilities who are living longer and developing
limitations associated with aging Many have relied on their families for support
throughout their lives, but falg members have grown older as well and many can no
longer provide care. As the population with developmental disabilities ages, new living
arrangements will be needed, as well asag@opriate services and supports. Agency
staff suggested exploring tipessibility of integrating the system of lotgrm services
and supports for persons with developmental disabilities with the system for older adults
and persons with physical disabilities.

3. Youth with autism spectrum disorder who are now moving into aduhood and need
different kinds of supports. Agency staff indicated that there is a continuing need to
provide services and supports to the growing population of children and youth with
autism spectrum disorder, but particular attention needs to be fomuskedse who are
transitioning into adulthood. For exampl e,
functioning but lack the social skills to find meaningful employment and function
independently in the community.

Barriers to Improving Service Delivery

Agency staff cited the following barriers to an effective system of-teng services and
supports:

A Lack of a true fAsingle poi-temmsavicesamdt ryo i nt
supports The Poi nt : Rhode I sl anddbs Rmstlsource Pl a
Disabilitiesneeds further development to make its services morefrissedly and the
website easier to navigate.
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A Inadequate discharge planning and transition management for individuals leaving
hospitals and nursing homesAgency staff expressed theed to team up with hospital
discharge departments and nursing homes to develop better programs for transitioning
individuals from hospitals and nursing homes to the community. Ensuring that clients are
safe and receiving appropriate care during the ttangrocess is a priority, as well as
helping clients to connect with primary care physicians in the community.

A Lack of affordable and accessible housing across all populations and programs
Agency staff reported waiting lists for subsidized housingdike in the number of
group homes, and policies that limit access to assisted living facilities. Agency staff are
supportive of a new initiative by the state to promote shared living arrangements as a new
housing option.

A A patchwork system of transportaion that works against community living. Agency
staff reported that there is no statewide transportation system serving older adults and
individuals with disabilities. Agency programs use different contractors, contracting
methods, and payment rates, wittle or no crossagency planning and coordination.

A Lack of access to and the integration of behavioral health with physical health
services for both community dwellers and those living in institutionsA dearth of
mental and behavioral health provides®vident across all patient populations and care
settings. This inhibits the flow of clients through the system and affects the coordination,
continuity, and quality of care provided.

A A compensation system that does not adequately provide incentives fawopiders to
expand services and for workers to pursue careers in the health fieldgency staff
repeatedly cited low reimbursement rates as a disincentive to capacity building by
providers and attracting and retaining a competent workforce.

A Agencysilosad recent staff reductions compromi se
deliver quality services.Agency staff voiced a need to go beyond building bridges to
making actual connections across agencies and programs. This is particularly important
as the state inipments the Global Waiver.

Survey of Providers of Lonfjerm Services and Supports

Survey Purpose and Methodology

In the summer of 2009, Hilltop surveyed 268 providers of l@mm services and supports in
Rhode Island to assess the capacity of providensetet both current and future demand for
services as the population ages and the state looks to restructure the systereof@egvices
and supports to better meet the needs of Rhode Islanders. The survey was adminifitezed on
Providers were iddified through Rhode Island MMIS claims data, licensure data from the
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Rhode Island Office of Facilities Regulation, and provider association membersHip lists.

In addition to giving providers a voice in state policy, the survey was intended to guidigycapac
building strategies by the state.

The survey queried providers about their current capacity to providédomgservices and

supports; challenges in hiring and retaining direct service workers; barriers to capacity building
and whether providers anfiate expanding capacity over the next two years; waiting lists for
services; the extent to which providers serve clients with special needs, such as dementia,

depressi on,

needs.

ot her

Survey Respondents

ment al

nesses

or

tc h al

Of the 268 providers contacted, 84 (31 percent) responded to the survey. The response rate
varied by provider typeas shown in Table ES1. Fifgix percent of adult day services agencies
responded, while only 14 percent of rehealth agencies and 14 percent of hospices responded.

Twelve percent of assisted living agencies responded, which represent approximately 12 percent

of assisted living beds in the state. Fextyp percent of nursing homes responded, representing
49 percet of licensed nursing home beds in the state. With the exception of three assisted living
providers, all respondents serve Medicaid clients.

Table ES1. Agency Response Rates to Survey by Provider Type

Agencies Agencies Response

Provider Type Contacted = Responding Rate
Adult Day Services 16 9 56%
Assisted Living Facility 57 7 12%
DD Services* 32 10 31%
Home Health Agency 22 3 14%
Home Meal Delivery 1 1 100%
Hospice 7 1 14%
MHRH Offline Providers 12 6 50%
Nursing Home 79 33 42%
PACE 1 1 100%
Personal Care Aide 37 12 32%
Rhode Island State Nursing 1 0 0%
Home
Subsidized Housing 3 1 33%
Total 268 84 31%

* Services for persons with developmental disabilities. Includes RICLAS as well as the
following provider types in the MMIS: Home/CertBased Therapeutic Services, MR

WaiverPrivate, MR WaiveiPublic, ICFMR Private, and ICAMR Public.

! Participating associations were: Community Provider Network of Rhode Island (CPNRI); Rhode Island Adult Day
Services Association (RIADSA); Rhode Island Assisted Living Association (RIALA); Rhode Island Association of
Facilities and Services for the AgifRIAFSA); Rhode Island Health Care Association (RIHCA); and Rhode Island
Partnership for Home Care (RIPHC).
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Current and Futue Capacity to Serve Clients

Respondents were asked about their ability to provide 28 different services. With the exception

of environmental modifications providers, at least half of the providers of each of the other 27
services reported havingthestafb paci ty in 2008 to have served
moreo clients.

For five serviced adult day services, home health services, homemaker services, private duty
nursing, and personal care/assist@&nbe percent of more of the providers reportedathidity to
increase units of service over the next two years by 10 percent or more.

Assisted living providers were not as optimistic as some of the other service providers about
expanding services. Only one (out of ten) said it had the staff capacitydowpi de fAa | ot m
services in 2008. One reported the ability to increase units of service by 5 percent in the next two
years; two reported the ability to increase units of service by 10 percent.

The most frequently cit e chereaexkemswhdneadowm nused ¢

services, but state funding is not availabl e
foll owed by fAiThere are not enough clients in
respondent s) an ¢hondel bue sewices buteheydo noehave sransportation to
come to our facilityo (12 respondents).

Barriers to Expanding Capacity

Respondents reported the following romitually exclusive barriers as very significant factors in
decisions to expand capci

A State budget constraints (76 percent)

A Reimbursement rates (66 percent)

A Uncertain economic climate (35 percent)

A Capital costs (34 percent)

In contrast, respondents rated the following as not significant barriers:

A Availability of direct service worker&6 perceny
A Transportation (5@ercen}

The Hilltop Institute



Plans to Expand Services

Many respondents had plans to expand services over the next two years. Specifically, the survey
found that:

A The majority (60 percent) of provideplan to expand services.

A Agencies serving communigwelling individuals (i.e., adult day care providers, home
health agencies, personal care agencies, home meal delivery, and DD providers) were
most likely to be planning expansions.

A Some adult day caggoviders plan to expand the daily census by as much as 20 to 50
percent.

A Some personal care providers plan to expand the number of clients served by 10 to 25
percent.

A DD providers were considering expanding shared living arrangements, children and adult
residential services, residential and day habilitation services, supported employment, and
services for veterans

A Five nursing homes plan to increase the number of skilled nursing and rehabilitation
beds one is exploring a Greenhouge facility and two ee looking to diversify into
home and communitipased services.

A One assisted living facility is buildinga®)ed faci l ity for individu
and other types of dementia.

Hiring and Retaining Direct Service Workers

Although few agenciesregore d t hat the fAavailability of dire
barrier to expanding agency capacity, responses to another question about the ability to hire and
retain direct care workers were different. Certain kinds of agencies reported tyiffichiring

the following kinds of workers:

A Registered nurse 54 percent of personal care agencispercent of Dervices
providers and 48 percent of nursing homes (41 percent of providers overall)
A Licensed practical nurse 39 percent of nursingomes (24 percent of providers overall)

A Nursing aide: 75 percent of home health care agencispercent of adult day care
agencies, and6 percent personal care agencies (20 percent of providers overall)

A Personal care attendant27 percent of personal care agenaes 25percent of home
health care agencies and (9 percent of providers overall)

Serving Clients with Special Needs

Survey respondents were asked what percentage of their clients had specilieceals
Al z h e i rease @ stheddersentias, b) a diagnosis of depression, ¢) another mental illness
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diagnosis, or d) challenging behaviors requiring special care or referrals. Sewgmtgroviders
(93 percent) reported serving clients with special needs.

Summary of SurveyFindings

Responses to the provider survey suggest that there is currently sufficient resource capacity for
growth in the longerm services and supports system in Rhode Island. Many providers are
actively planning service expansions, particularly commytimatsed services, in response to the

aging population and the needs they are seeing firsthand. Providers are concerned about the lack
of mental health services and the adequacy of reimbursement rates, as well as the current
compensation system for commuynitare workers, in which low wages and limited fringe

benefits affect their ability to attract a competent workforce.

Descriptive Data on Medicaid Lofigerm Services and Supports

As part of the resource mapping project, the state of Rhode Island askey tdianalyze FY

2008 Medicaid administrative data for letegm services and supports to develop service
groupings (e.g., nursing home, hospice, assisted living, adult dayandigme health) that can

be used to monitor utilization and expenditurader the Global Waiver. Using these service
groupings, the state asked Hilltop to produce data on utilization and expenditures by service for
these five populations: children with special healthcare newtigiduals with developmental
disabilities individuals with serious and persistent mental illnesger adultsand adults with
disabilities. Also in response to a state request, Hilltop produced a report displaying Medicaid
providers by service, number of users of that service and units of serwideorand payments

to the provider.

Rebalancing Model

The rebalancing model Hilltop constructed as part of the resource mapping project enables the
state of Rhode Island to project spending for institutional versus home and combaseitly
services basedn historical trends in utilization, population projections, and assumptions about
future service use. The model produces projections iryfaae increments through 2030. It is
intended to aid the state in modeling the effects of proposed programs ieresbat are likely

to affect the demand for Medicaid lotgym services and supports.

This report presents output from the rebalancing model using baseline assumptions agreed to by
Hilltop and the state, as well as projections for eight alternativeasos. The results are shown

in Table ES2. The baseline projection assumes
and communitybased services and supports will continue such that nursing home use per person

will continue to decline and uses$ home and communilgased services will continue to

increase. Further details on assumptions can be found in the chapter of this report on the
rebalancing model.

I n the baseline projection, -termservEdsanuppdrss e x pen
are projected to increase from $768 million in 2010 to $1,486 million in 2030 (an increase of 93
percent). Expenditure projections for the eight alternative scenarios are shown in Table ES2.
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These range from the ¢ ome7)witheéxpenditerasstprojecedcte nar i o

increase to $1,392 million in 2030 (an 81 per
scenarios (Alternative 8) with expenditures projected to increase to $1,780 million in 2030 (an

132 percentincreasefrom2® ) . The alternative fAbesto scenar
assumptions, while the alternative fAworsto sc

in highest spending by the state.

Table ES2. Projected Medicaid Expenditures for
Long-Term Services and Supports, 20502030
($ Millions)

S SN W W—— ————

Baseline Projection $768| $979| $1,120| $1,315| $1,486

Alternative Scenario 1: Faster Rebalancing $771| $992 | $1,125| $1,322| $1,480

Alternative Scenario 2: Slower Rebalancing $768| $953| $1,110| $1,303| $1,508

Alternative Scenario 3: Slower Growth in Utilization $768 | $978| $1,106| $1,287| $1,431
Because of Demographic Trends

Alternative Scenario 4: Potential Health Reform $768 | $1,009| $1,157| $1,358| $1,534
Expansion of Medicaid Eligibility

'f SNY I GA@BS {OSYIFNR2 p $768 | $949 | $1,077| $1,247 | $1,449

Alternative Scenario 6: Increased Disability in the $768| $1,000| $1,186| $1,445| $1,715
Under Age 65 Population

'f OSNYFGABS {OSYIl NR2 TY| $768| $944| $1,058| $1,214| $1,392
oSyl

PEOSNYFGABS | NA 2 yY  $768| $1,031| $1,227| $1,497| $1,780

Recommendations

Based on the findings of the resource mapping project, The Hilltop Institute suggests that the
state consider the following:

1. Develop acomprehensive oe-stop system Agency staff reported that consumers often
do not know how to access lotgrm services and supports in the stateatde Poi nt 6 s
location and services are not as tfsendly as they could beTo address this caern,
the state should continue to develdpe Pointas a onestop, single poirbf-entry system
for consumers. These efforts should be coo

’The Point: Rhode | sl andds Resour c etheBihgegomtoffentny Seni or s a
system under development in Rhddkand.
N
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ACO under the Global Waiver so that a seamless process for consumer
information/referral, screening, options counseling, assessment, service planning, and
service delivery results.

2. Integrate mental/behavioral health and physical health servicesAgency staff voiced
concern that the stateds systems from prov
physical health services need to be better integrated in order to improve the coordination
of services and the quality of care. Agency staff reggban increase in the number of
older adults in the community with mental health needs, as well as an increase in patients
presenting in emergency rooms with mental and behavioral health issues that would be
more appropriately managed through a communiys ed fAmedi cal home. 0
mental health providers that is evident across all populations and in all care settings
compounds this problem. As the state implements the Global Waiver with its goal to
provide all Medicaid beneficiaries with a medicaht& the state should consider new
ways to more effectively integrate mental and behavioral health services into the medical
home.

3. Exploreopportunities for integrating long-term services and supports programs
across populations and agenciesgency staff expressed concern about adults with
developmental disabilities who are living longer and developing functional limitations
associated with aging. This population will need-agpropriate services and supports
and new living arrangements asfily caregivers grow older and can no longer serve as
caregivers. To address this, the state should consider pursuing morageneyg efforts
to meet the needs of multiple populations, such as recent efforts to promote shared living
arrangements. Similly, programs designed for older adults with physical disabilities
(e.g., adult day care) might be adapted to meet the needs of older adults with
developmental disabilities. The Global Waiver presents an unprecedented opportunity for
such crossagency cokboration.

4. Ease the transition of dual eligibles to the communityRhode Island has
approximately 35,000 individuals who are eligible for both Medicare and Medicaid
(idual ®ahd theinumbee is likly to grow significantly. Agency staff reported
t hat dual eligibles are not eligible to pa
program, which has been very successful in providing a medical home for Meatityaid
clients and connecting them with support services in the community. Creaimiga s
program for dual eligibles would help the state achieve its goal of providing a medical
home for all clients. This might be accomplished through partnerships with Medicare
Advantage Special Needs Plans that operate in the state.

3 Kaiser Family Foundation statehealthfacts.org. Retrieved February 10, 2010, from
http://www.statehealthfactsonline.org/profileind.jsp?ind=303&cat=6&rgn=41
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. Respond tothe needs of young adults with atism spectrum disorder. Agency staff

reported that, in addition to continuing to provide for the needs of the growing population
of children with autism spectrum disorder, the state must develop services to support this
population as they transition to early adulthood and seek community integration. To
address this, crossgency planning will be required, as well as collaboration with

specialty providers in the state. Special programs for this population may be suited to
sdective contracting arrangements, one of the purchasing strategies the state is pursuing
under the Global Waiver.

. Consolidatetransportation programs for older adults and persons with disabilities.
Agency staff reported that transportation services lgrcadults and individuals with
disabilities lack coordination and are duplicated across agencies. Agencies operate
multiple programs with different contractors, contracting methods, and payment rates.
Agencies should investigate consolidating transporiatervices for older adults and
individuals with disabilities. This might be done through selective contracting, a
purchasing strategy the state is pursuing under the Global Waiver.

. Updatethe rate structure for community services Findings from the pnader survey

suggest that assisted living, home health, and adult day care providers are poised to
expand capacity to meet future demand, but are concerned about Medicaid

rei mbursement rates. Agency staff bdeli eve
reimbursement to home care agencies that meet national accreditation standards has
helped to promote quality and capacity building and that this program might serve as a
model for other services. In addition, the state might consider other approaches to
incentivize capacity building through the rate structure, such as acuity adjustments, which
would encourage providers to care for higheuity clients.

. Maximiz e Medicaid reimbursement Agency staff reported that certain DCYF services

for youth and famies currently paid for with statenly funds might be restructured to be
Medicaid reimbursable and thus receive the federal match. Agency staff also suggested
that Early and Periodic Screening and Diagnostic Testing (EPSDT) funding could be a
source of fuding for young adults aged 48 transitioning from the DCYF system to the
MHRH system. The state should consider strategies such as these to maximize Medicaid
reimbursement.

. Develop an electronic client information systemAgency staff reported that iao take

up to 30 days to obtain a clientds records
placement and flow through the system of kbeign services and supports. Agency staff

said that an electronic fAncommoalagenciessupport
andcamif ol |l ow the personodo across care setting
efficiency and quality of car&uch a system, which a number of states are implementing,

would further the goals of the Global Waiver to create a peredered approach to

efficient service delivery.
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10. Align the agencybudgeting process with thes t a glabd@l Budget Agency staff
reported that the annual budgeting process continues to revolve around individual
departmental budgets instead of a global btidgepproach aimed at examining
program priorities across agencies and maximizing the use oefdomgservices and
supports funds. The Global Waiver, with its aggregate budget ceiling, provides an
opportunity for the state to reexamine the annual budgetiocess and encourage cross
agency budgeting aimed at achieving rebalancing goals.

o The Hilltop Institute



Introduction

In 2006, the Centers for Medica8eMedicaid Services (CMS) awarded the state of Rhode

|l sl and a Real Choice Systems Transformation ¢
create an easily accessed system of commiumtiégrated services and supports by designing

and constructinghe needed infrastructure that will enable individuals who are aged or have a
disability to:

A Live in the most integrated community setting appropriate to their individual support
needs and preferences

A Exercise meaningful choices about their livergvironment, the providers of services
they receive, the types of supports they use, and the manner by which services are
provided

A Obtain quality services consistent with individual preferences and priorities

The New England States Consortium Systems fizgion (NESCSO) is administering the Real
Choice Systems Transformation grant on the st
Hilltop Institute at the University of Maryland, Baltimore County (UMBC) to complete a

resource map to help guide the trangsfart i on process under Objecti ve
Service Delivery. o inthedall af 200& Thigveotk is mtersleddaop pr ov e d

i nform tpdliegmakinghy epsovi ding information on the
population requiringpubliclyf i nanced services and supports an
these services. In addition, a tool was to be produced for modedreffects of changes in

policies and programs on projected spending for institutional versus home and cobasad

services

This work is particularly important as the state implements the Global Consumer Choice

Compact Demonstration, a fiweear Section 1115 demonstration approved by CMS on January

16, 2009. The state generally refers to this demonstratiorhae A Gl obal Wai ver . 0
entire Medicaid program is to be operated under the Global Waiver, with all Mefliodield
services organized, financed, and operated th
1115 RIte Care and Rite Share piaigs, the 1915(b) Dental Waiver, and all Section 1915(c)

home and communitipased services waivers in operation prior to implementation of the Global
Waiver are to be terminated. The Global Waiver is designed to provide the state with
administrative flexibity along with the ability to further rebalance thgstem ofong-term

services and supportsederal financial responsibilities under the Global Waiver are subject to

an aggregate budget ceilifg.

* Rhode Island Real Choice Systems Transformation Project 2009 Annual.Rsgideved February 10, 2010,

from http://dehpg.net/SysTransformation/pageWelcome.aspx

® See letter to Gary Alexaler, Secretary OHSS, from Kerry Williams, Acting Administrator of CMS, dated January
16, 2009, and Waiver & Expenditure Authority, Rhode Island Global Consumer Choice Compact Demonstration,
11W-00242/1. Retrieved February 10, 2010, from
http://www.eohhs.ri.gov/global/documents/pdf/GlobalWaiverFir@d1pdf
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This report is organized as follows:

A

Report on Interviews with Rhode Island Agency StaffHilltop conducted a series of
interviews with staff members representing the Department of Human Services (DHS),
the Department of Elderly Affairs (DEA), the Department of Children, Youth and
Families (DCYF), the Departent of Mental Health, Retardation and Hospitals (MHRH),
and the Department of Health (DOH). Hilltop queried staff about their perceptions of
gaps in longerm services and supports and the barriers clients encounter in seeking
services in the state.

Findings from the Survey of Providers of LongTerm Services and SupportsHilltop
surveyed Rhode Island providers about services provided, current and future service
capacity, barriers to increasing capacity, and the ability to serve clients with special
needs.

Descriptive Data on Medicaid LongTerm Services and SupportsHilltop analyzed
Medicaid administrative data to produce reports on the utilization and costs of Medicaid
long-term services and supports provided to different population groups, as well as
reports on services provided by and payments made to individual providers gélomg
services and supports in the state.

Rebalancing Model Hilltop constructed an interactive model for forecasting Medicaid
utilization and costs through 2030 for leteym sevices and supports under different
scenarios, such as increased rates of rebalancing, varying demographic trends, and
proposed Medicaid expansions under health reform.

Summary and Recommendations Thi s fi nal section summar i

provides recommendations for the state.
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Interviews with Rhode Island Agency Staff

Interview Process and Topics

The Hilltop Institute conducted interviews with Rhode Island agency staff to dibeiiss
perceptions of gaps in services and barriers clientuateowhen seeking communibased
long-termservices and supportits the state. Hilltop conducted six interview sessions in Rhode
Island on April 2122, 2009 involving 15 agency staffHilltop followed this with five additional
telephonenterviews. Inteviewees representélde Department of Human Services (DHS), the
Department of Elderly Affairs (DEA), the Department of Children, Youth and Families (DCYF),
the Department of Mental Health, Retardation and Hospitals (MHRH), and the Department of
Health (DQH). See Appendix 1 for a list of interviewees.

I n the interviews, Hi lltopds questions focuse

A Longterm supports and services programs operated by each agency, including an
overview of the target population, services provided,erurcapacity, future plans, and
opportunities and challenges

A Perceived gaps in services and unmet needs
as other Rhode Islanders

A Barriers that clients and theigsysemafregi vers
long-termservices and support

A Barriers to expanding provider capacity and how the state might incentivize capacity
building

A Opportunities and challenges related to k@gn services and suppontgorkforce
training, recruitment, and retention

A Opporunities presented by the Global Waiver

Interview Findings

The interviews provided many important insights into barriers to improving service delivery,
challenges to serving emerging special populations, and administrative barriers to change.

Barriers to Improving Service Delivery
Single Point of Entry

The Point: Rhode |1 sl andds Resour cd sPltaheee sftart e
Asingle point of entryo *#temsenvicesand soppdrts. ohe and r
state hosts a@bsite (ittp://adrc.ohhs.ri.goy/and a calin number (403462-4444). Interviewees
commented that further development of this resource is needed to better serve consumers
throughouthe stateThe Pointis Rhodelslad 6 s Agi ng and Disability R
(ADRC). While there is a wealth of information on the websigency staftommentedhatit is

not especially consumdriendly or easy to navigate. The physical locationrag Pointcannot

P~
==

The Hilltop Institute



http://adrc.ohhs.ri.gov/

accommodate walkns, and there is no office address posted on the weBtgonal Points
have been set up at some senior centers and community sites; theseqretathelp and have
Community Information Specialists trained by the Department of Elderly Affairs to sssists
with public benefits and other services.

In September 2009, the U.S. Administration on AdihigA) awarded Rhode Island a threear

grant for further development he Points part of the AoAOGs most re
help states fullyim | e ment t heir ADRCs. The objectives of
incorporate a patient coaching model into options counseling services and qaErsmed

discharge planninglevelop and implement a community outreach jda evaluate customer

satisfation and the extent to whichhe Pointis achieving its goals. This is clearly an
opportunity to addr ess i ndandtheicensumdriesndlinessoncer ns
ofd The Point

DHS operates a fsi nApdutdanpliesiCEDAR Gdntetthat praviges c al | ed
access to coordinated services for children with special needs and their fakbilies Families

hasa website [{ttp://www.aboutfamilies.ory) telephone number (46865-6855), and physical

location that prospective clients are encouraged to visit. DCYF staff expressed a need for a
similar fAsingle point of entryo for the state

Providers/Workforce

Agency staff reported a shortage of nursing staff at all levels anduarty with Certified
Nursing Assistants (CNAsyptaff said here hasecentlybeen an increase in the number of CNA
training programs in the state, but nursing degree programs are experiencing a faculty shortage.

When questioned about scope of pradiéwes for nursing staff, some agency staff believed that
more responsibility could be shifted downward to lowiitled nursing staff; other agency staff
did not agree with this and argued for maintaining current scope of practice laws.

Agency staff sugget ed t hat Rhode | sl andés | icensing rec
workers, health aides, and medical technicians are more stringent than in some other states and
could be eased in order to increase the ranks of these workers while still provialiitg @pre.

Agency staff said thatdzause there are so few dentists in the state who accept Medicaid
patients, the state fiburns outodo participating
gualified health centers in the state have dentalrprog, but their dental budgets are limited.

According to agency staff dgsausestate requirements of providewho participate in the

Medicaid progranare extensive an @ unl e v &lkreapedvighyriouwdgrs who doinad 0
participate in Medicaid. Credentialing and licensing procedures for individual behavioral health
providers can be especially burdensome (more so than for institutional or group providers) and
thus a disincentive for Medicaid paipation.
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Agency staff reported thad £ncourage capacity building in home health and adult day care, a 10
percent rate increase was instituted for these services effective July 1, 2008, pursuant to the
PerrySullivan Act® In addition, the state recépimplemented a program that provides

enhanced reimbursement to home care agencies that meet national accreditation standards.
Approxi mately 40 of the stateds 62 | icensed
practices with one another.

Thecompensation structure for nursing staff is such that commhbaggd workers are not paid
as well as nursing home workefglult day care is a state plan service; as such, there are no
waiting lists and agency staff report that there seems to be aradelegunber of providers in
the stateAgency staff report that theege unmet needs for home health carhe southern
region of the state (e.g., Newport County, South County/Washington Candi$lock Island)
because of a lack of home health agenttiasserve those regians

As moreolder adultsand persons with disabilities receive care in the commuagmncy staff

said thathe state will need to build more capacity for commub#ged screening and

prevention servicess well as the managemaefitchronic conditions (e.g., diabetes,
hypertensionanddepression). Building a workforce of nurse care managassne strategy
suggested by agency staff; a second strategy suggested by agency staff was the development of
programs that providedividuals in the communityith access to a primary care physician.

According to agency staffhconic hospitals and providers of services for persons with
developmental disabilities typically train direct care worl®arsiteto work with the population
servedby the particular provider. These workbéesvesome basic trainingghen they are hired
(e.g., nursing aide or orderly) and then receiv¢harjob trainingso that they are adequately
prepared to care for client§his contrasts with health and social se#8 workerswho are
typically trained through formal training programs and assigned specifiotesiked work
without having much otthe-job training specific to the clients they will serve

The Habilitation Waiver requires participating agencidsawee a nurse on staff. Skilled nursing

is especially importanihile transitioning individuals from hospitals and nursing homes to the
community For some agencies, this is a financial hardship and limits their ability to participate
in the waiver progran{Note: The Habilitation Waiver is being discontinued with
implementation of the Glob&Vaiver)

Agency staff said thataw models of care are needed for displaced children, children with
developmental disabilities, and children with severe emotiisairbance (SEM)These models
rangefrom institutional services (which will be needed as long as the courts continue to order
institutional cardor some childrento group homes and foster care. In July 2009, the state

® Rhode Island Londerm Care Service and Finance Reform, 2006 R.I. Pub Laws, chkR@B&ved from
http://www.rilin.state.ri.us/PublicLaws/law06/law06286.htm
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launched a new kinship support gram to provide support services and respite to grandparents
and other extended family members. Agency staff said that the success of such programs
depends on careful consideration of the population to be served and exbdsade
practices/models of caras well as licensing requirements, strategies for recruiting providers and
caretakers, and child placement policies and procedures.

Transitions

Agency staff expressed the need to team up with hospital discharge departments and nursing

homes to develop et programs for transitioning individuals from hospitals and nursing homes

to the community. Such programs will require adequate staffing by nurses and social workers.
Currently hospital discharge planners lack incentive and the Kmow to send clientanywhere

except to a nursing home; in fact, agency staff maintained that it is more work for discharge

planners to discharge individuate o t he community. Rhode | sl andbd
AO0A includes a pilot program for a new persmmtered discrge planning program.

Ensuring that clients are safe and receiving appropriate care during the transition process is of
great concern to agency staff. Many transitioning individuals are very frail and have complicated
medical conditions requiring skilletursing care and other suppértsicluding overnight ca
throughout the transition periobh addition, once in the communitygrenecting with a
communitybased primary care physician can be a particular challenge, especiailyivaiuals
eligibleforMe di c ar e a nddal eligbte® .Madicaidorilyfclients typically have

access to primary care physicians through the ConraeiChoice program, a comprehensive

care management and wellness program implemented in 2002 as a 1932(a) state plan
amendanent.

Transition expenses (e.g., rent and security deposits, home modificatidegjuipment) are
frequently a barrier to helping individuals transitiato the community.

Agency staff voiced a need for more programs to assist individuals whoresle @tspending
down to Medicaid eligibility if they enter a nursing home. Providing pubfiohgded services

and supports to enable such individuals to remain in the community can help reduce future
Medicaid expenditures. An example of such a prograinBsA 6 sPayCRsogram, which is
funded wholly by the state and subsidizes home care and adult day care for more than 2,000
individuals each year who meet certain financial and functional eligibility requirements

Young adults (agk18-21 yearg transitionng into adulthood are often caught between systems.
Agency staff maintain that tise who age out of the DCYF system have greater access to public
services than those who have not been in the DCYF system. Many young adults needing services
do not meet thertteria for serious and persistent mental illness (SPMI) in the adult system

instead theymove into the acute care system and eventealthup in Slater Hospital when they

might have been served in the community if appropriate servabeeravailabk to them.

Agency staff suggested that there may be ways to use federal Early Periodic Screening,
Diagnosis, and Treatment (EPSDT) funding to bridge the gap for the young adult population.
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Housing

Agency staff repodda serious shortage of housing fowlincomeolder adultsindividualswith
physical and developmental disabilities, and individuals with dementias ayatooingmental

health and substance abussorders. There is a waiting list for subsidized housing in the state.
Complying with the ne, more stringent fire code regulations enacted after the 2003 nightclub
fire in Rhode Island presents a barrier to many landlords of smaller group homes and assisted
living facilities who might otherwise make more housing availabigency staff reportethat yp

until about five years ago, the state encouraged the expansion of group homes for persons with
disabilities; the state is now encouraging community integration through alternative living
arrangements such as supported living, and the number ¢f goooes is declining.

Agency staff reported that, historically, the supply of Medicaid assisted living facilities has been
constrained because three facilities that were financed through the Rhode Island Housing and
Mortgage Finance Corporation were gudegd 150 of the 200 Medicaid slots originally

allocated under the Rhode Island Assisted Living Waiver. This left only 50 Medicaid slots for
other assisted living facilities in the state, which was a disincentive for capacity building and
made it difficultfor the state to place Medicaid clients. Under the Global Waiver, this allocation
system is to be eliminated and Medicaid clients will be able to obtain assisted living services

from a broader range of facil i sevembnewatsisted st at e
living facilities are being planned and that existing facilitied@o&ing to increase their bed
capacity. There is particular interest in add

disease and other dementias.

Agency saff suggested a review of housing payment rates to ideyutBntial dsincentives for
capacity building. For examplagency staff reported that toteimbursement for supported
housing, which is paid on a féer-service basis, can be higher than teegiem rates that the
state pays for 2fhour residential services.

Transportation

Agency staff reported that there is no statewide transportation system s#dengdultsand

individuals with disabiliti es. ngbfitheRmdeilslanndi ng n
Public Transportation Authority and transportation programs operated by individual state and
|l ocal agencies (e.g., DEA6s RlIde program). Th

contracting methods, and payment rates, witleldtl no crossigency planning and
coordination.

Mental/Behavioral Health
The dearth of mental and behavioral health providers in the state is evident across all patient

populations and in all care settings. For examgdency staff observed that there is

A A severe shortage of mental health providepsrticularly psychiatrists who participate
in the Medicaid program. Child psychiatrists are particularly in short supply. It can be
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difficult to find a Medicaid mental health provider if an individual doesmeet the
criteria for SPMI.

A Severe shortages of behavioral health staff for the management of clients with co
occurringmental health and substance abdiserders, individual placement support
services, and specialty services. Interventions for manytsleannot be implemented
because of the lack of specialty services

A Anincreasen the number of patients presentinggmergency roomsith mental and
behavioral health issues that would be more appropriately managed by community
providers. Homeless clients and those with substance abusedssuetothe
emergency room time and agafigency staff suggested thabne programsre neede
like theone funded by the Open Society Institute that trains emergency medical
technicians to divert clients with substance abuse to treatment facilities.

A Anincreaseintheseofhe st ateds seven community ment a
commercially insured patients who have difficulty finding mental and behavioral health
providers elsewheré\gency staffsaidthahti s | i mi t s t he stateds it
availability of services foMedicaid clients and uninsured patients. Moreover, it requires
community mental health centers to devote substantial administrative resources to billing
private insurers.

A Low compensation for case managers in community mental health céaterssultsn
highturnover Centers frequently have three or four case manager positions vacant at one
time.

A A shortage of mental health providénstaffects continuity of care. For example, a
patient under the care of a psychiatrist will miss medications if avirgppent is
canceled or delayed because of bapk in the system. Also, if a patient changes
programshe or shenust frequently change psychiatrists as well.

Agency staffsuggestedhat finding new ways to increase the flow of clients through the various
levels of care within the behavioral health system (i.e., residential treatment centers, supported
housing,andcommunitybased care) would do much to imprdkie access to and quality of
services provided. In a system that continually operates at figréater) capacity, transitioning
clients more efficiently from one care setting to the next (preferably following evidersesl
practices) is critical. RecentliMHRH launched a pilot program that replaced the Rhode Island
Assertive Community Treatme(RIACT) teams for persons with serious and persistent mental
illness, which assigrd providers and requidea specified number of service hours. Instead,

clients in the pilad which brings together RIACT clients and case management diemas

have acces®tthe entire range of behavioral health servibese theircare decisions based on
need (using a new assessment instrument), and may keep the same provider as they progress
through the systenigency staff reported thaté results of this pilot are prasmg and MHRH

IS moving to expand it.

Agency staffalsoexpressed concern about the small group of individuals with severe
neurobehavioral issues. Many are violent and all require specialized care. These individuals are
often institutionalized because teeare no other viable options for care, yet in many cases the
institutions are not equipped to meet their needs. Many linger in acute care or chronic hospitals

P~
==

The Hilltop Institute




because nursing homes will not admit thénthey are admitted to a nursing honfehich is not
necessarily an appropriate settirthenthey are likely to be there indefinitely. Some are placed
in assisted living facilities where they do not receive adequate supervision andigesrey staff
said that pecialized programs that more adequatelytriteeneedsf this population are
neededMany children and youth with severe neurobehavioral issues are placed out of state
because Rhode Island has nowhere to place them.

Agency staff reported that homeless individuals use substantial Medicaid sandceslike
many other states, Rhode Island does not disenroll such individuals. Improved programs are
needed for this population.

Challenges to Serving Emerging Special Populations
Aging of the Population with Developmental Disabilities

In the United Stags in1998, there were an estimated 526,000 individagéxi60 years and

older with a developmental disability; this number is expected to double bya08@any in this
population live longef.As individuals with cognitive disorders grow older, theyelep

disabilities and limitations associated with aging, such as loss of mobility and incontinence.
Many individualswith developmental disabilities rely on their families for support throughout
their lifetime. Those who are now in their fifties and siig@e oftentimes still cared for by

parents and family membengio are even oldegndtheyhave not benefited from the services

and supports that younger people with developmental disabilities now receive. As this growing
population continues to age, néwing arrangements will be needeas well as agappropriate
services and supports.

Agency staff repoddthat many of the parents were promised group homes for their children

with disabilitiesyears ago that never materialized, and the state hasdiietioduce shared

living arrangements to a mostly unreceptive older generation of parents. Some agency staff
suggested devising new strategies to integrateytsiem olong-termservices and suppoffisr

persons with developmental disabilitisgh the system foolder adults anthose who have

physical disabilities, recognizing that this would require changes in the organization and delivery
of servicesas well asvorkforce training.

The Approaching Autism Bubble

According to the Centers for DiseaSentrol and Prevention (CDC), about 1 in 110 children in
the United Statesiave an autism spectrum disor8i@hat is, d the estimated 4 million children
born in theUnited Stategach year, about 36,500 will eventually be diagnosed with an autism

"Heller, T., & Factor, A. (2004 Olderadults withmentalretardation and theiaging family caregivers Chicago,
IL: Rehabilitation Reseaah and Training Center on Aging with Developmental Disabilities.

8 Centers for Disease Control and Prevention. Autism spectrum disorders. Retrieved from
http://www.cdc.gov/ncbddd/autism/data.html
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spectrun disorder. Among individuals ad@ to 21years an estimated 730,0@uirrentlyhave
an autism spectrum disorder.

While agency staff maintained thidtere is a continuing need to provide services and supports to
children and youth with autism spectruisatde many of whom are naturrentlybeing

served andthe stateshouldalsoaddress the needs of youth transitioning into adulthood. For
example, many who have been diagnosed with As
lack the social skills needed find meaningful employment and integrate into the community.

Agency staffwere also concerned about the availabilityaofism providers in the state, although

there were reports thapecialty providers are beginning to establish offices in the state.

Older Adultswith Mental Health Needs

An estimated 20 percent of the populationddg@yearsand older experience some type of
mental healtltondition with the most common being anxiety, severe cognitive impairment, and
mood disorders such as depressiobipolar disorder. Recent CDC risk surveillance surveys
found that, among individuals aj0 and older, 7.7 percent report current depression and 15.7
percent report a lifetime diagnosis of depres$fdviental health is one of the Healthy People
2010 Leading Health Indicatotsand cannot be ignoreghenserving older adults and persons
with disabilities.

Many agency staff reported thaets t a systednsf longterm services and supporssill-
equipped to meet the mental health needdds#r adultsAgency staff said that providers are
seeing more and moadder adultsn the community with mental health issues. These
individuals have difficulty getting to community mental health centers. Moreovdgdkef
formal programs in the state for integrating mental and physical lezaitmeans that needs
must be addressesinga caseby-caseapproachif needs are addressatall.

Administrative Barriers to Change
Agency Staffing

Staff from all of the agenciesxpressed concern about staff reductions over the past few years.
Staff retirements, hiring freezes, and attrit
plan and deliver quality servicess well as implement the new Global Waiver. Many key

postions are staffed with contractors and consultants. Agencies have lost not only a significant
number of program administrators, case managers, and direct service workers responsible for

° Ibid.

10 Centers for Disease Control and Prevention and National Association of Chronic Disease Directors. The State of
Mental Health and Aging in America. (2009). Issue Brief\hiat Do the Data Tell Us2ssue Brief 2Addressing
Depression in Older Adis: Selected EvideneBased ProgramdAtlanta, GA: National Association of Chronic

Disease Directors.

U.S. Department of Health and Human Serviét=althy People 201(Retrieved from

http://www.healthypeple.gov/Ihi/
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program management and service to clients, but also geliey staffwith significant expertise
andknowledge about the state.

Agency Silos

Agency staff voiced the need to go beyond building bridges to making actual connections across
agencies and prograntsxamples cited by agency staff include

A Agencies are looking to work more closely with Medicaid on expanding the definition of
Medicaidreimbursable services in order to stretch their budgetsnsiance DCYF
receives Medicai d rei mbursement fore daf ami|l
to be reimbursed for a related service cal

A Crossagency efforts are needed to develop a seamless system of preventive services for
nontMedicaideligible children who are at risk of child abuse and neglect and fer non
Medicaid-eligible adults at risk of institutionalization.

A Crossagency efforts are needed to better manage transitions for young aduts§age
21) with developmental disabilities and serious emotional disturbance (SED) from the
DCYF system to the MHRH system. Theare alsyoung adultoutside the DCYF
system who are in need of servites have difficulty accessing the service system.

A The aging of the population with developmental disabilities will require new service
delivery strategies that might be modeledservices and supports for older adults and
persons with physical disabilities. This will require cragency collaboration.

A The agencies must come together and recognize that there are certain populations that
will require institutionalization (e.g.he severely mentally iklndcourtordered
residential treatment for children and youth requiring immediate placement) and develop
costeffective ways to provide these services.

Agency staff suggested thatather way to encourage creagency and crogsrogram
collaborationisth ave data Afoll ow the persormgencgl ectr on
staffsaid t can take up to 30 days to obtain a cl i
which stalls pl acement Stafhedprefsédameedforedsyaccessto t he
client medical, case management, functional assessment, and medication records.

Medicaid Rules and Regulations

Agency staff expressed concern about residency rules for Medicaid programs. Many times
individuals ae on Medicaid waiting lists while still living in another state. Agency staff also said
that it is frequently less expensive for the state to send Medicaid cliertEstate for

institutional care.

Some agency staff are seeking ways to improve thedfahients through the systewith
changes in rules and regulatioAs. example is the pilot program recently launched by MHRH
to replace the Rhode Island Assertive Community Treatment (RIACT) teams. Care decisions are
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now being based on need and cliearts eligible to receive a full range of services without being
restricted to RIACT team staff and services.

Global Budget for Longerm Services and Supports

Agency staff repoddthat the state has not yet instituted global budgeting fortiermg servies
and supports; each agency still has its own budget and is subject to its own budget cuts. There is
currentlyno effort to budget for longerm services and supports across agencies.

Global Waiver Implementation

Agency staff repeatedly voiced excitemahbut the opportunities for creagency collaboration

on service planning and delivery offered by the Global Waiver. However, agency staff also
expressed concern that in implementing the GI
plane while flyingi .Tiey feelthaté gi sl at ors are | ooking to i mme
budget shortfall and do not understand the complexity involved in implementing fundamental

system change. Agencies are also being asked to deal with major budget cuts for existing

programs while the Global Waivandergoes implementation
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Survey of Providers of Longlerm Services andSupports

Introduction

The Hilltop Institute conducted a survey of Rhode Island providers oftemgservices and

supports to assess the capacity of providers to meet both current and future demand for services

as the population ages and the state looks to restructusgstibe oflong-termservices and

supportdo better meet the needs of Rhode Islanders. The survey queried agencies about specific
services provided, current and future service capacity, and barriers to increasing capacity. Also
included were questions aboueth agency6és ability to serve clie
agencyo6s perceptions of unmet needs. Il n addi't
survey was intended to help guide capabiiyiding strategies by the state. Commuiigsed

ard institutional providers of lontermservices and supporross the state were encouraged to
participate in the online survey.

Research Questions

The survey addressed the following research questions, which were developed in consultation
with state st

1. Current Capacity: What is the current capacity of providers in Rhode Island to provide
long-termservices and suppo®s

A How many units of service, by type of service, did providers deliver in 20082 Who
paid for those services, and what was the average payment rate?

A How many unduplicated clients did providers serve in 2008, by type of service? Who
paid for those services?

2. Direct Service Workers What is the current supply of direct service workers and how
difficult is it to recruit and retain them?

A How manyfull-time equivalent (FTElirect service workerdid providers employ in
2008 by service type? Could they have semede clients in 2008 with that number of
FTEs (i.e., was theradditionalcapacity)? If so, why did the providers report having
additionalcapacity?

A How difficult is it for providers to hire and retain direct care workers, by type of worker
(e.g., registexd nurse, licensed practical nurse, nursing aide, personal care attendant,
social workerandcase manager)?

3. Expanding Capacity:

A To what extent do providers report that they would be able to expand capacity over
the next two years?

A To what extent are pviders actively planning to expand services over the next two
years and how?

A What do providers see as the biggest barrier to expanding capacity?
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4. Waiting Lists:
A How many providers reported having a waiting list in 2008?
A For which services and why was aiting list needed?
A How many clients were on the waiting list?
A How many providers had to decline services in 2008?
5. Serving Clients with Special Needs

A How many providers served clients with special needs (e.g., dementia, depression,
other mental illnesseor challenging behaviors) in 20087

A Of those who did, how did the agency manage these @iBidsthe agency provide
specialized training for st&fiHow skilled is the staff in working with such clients?

6. Access to Other ServicesDo providershave difficulty accessing other services or referrals
for their clients?

7. Provider s6 Per dNeedstWhat dosproviders helreve are the greatest unmet
needs for longermservices and suppo#s

Methodology

Instrument Development

The Hilltop Irstitute developed the survey instrument in consultation with state staff and
provider associations. The research questions listed above served as a guide to instrument
development. Hilltop also research@wvidersurveys conducted in other states and¢hevant
literature. The survey instrument can be found in Appendix 2.

The instrument wasomposedf both quantitative and qualitative questions. Respondents were
first asked to identify the services provided by their agency from a list of 28 services. Then a
series of questions asked for specific information about only those services that the agency
reported providingSubsequemuestions addressed services provided by the agency as a whole.
The operended format of some of the questions gave respondents the freedom to fully describe
their experiences and views.

The survey was constructed as apasdywor ot ect ed online survey and
serversA paper version of the survey (Appendix 2) was made availgdaa request

Compiling the List of Providers to Survey

To identify providers to survey, Hilltop used three sources: Rhode IBdi& claims data,

licensure data from the Rhode Island Office of Facilities Regulation, and association
membership listaMIMIS data served as the primary source, supplemented by licensure data and
provider association membership lists. To identify proagrongtermservices and supports
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in the MMIS dataHilltop, in consultation with the state, targeted the provider types listed in

Table 1.

Hilltop obtainedprovider information from the websites of provider associations as well as direct

Table 1. Provider Types Included in Provider Survey

Code Provider Type

010 | Home Health Agency

021 | Nursing Home

022 | Rhode Island State Nursing Home
026 | MR WaivetPublic

027 | Hospice

028 | ICFMR Public Facility

029 | ICFMR Private Facility

033 | Assisted Living Facility

050 | Adult Day Care

054 | MR WaivetPrivate

072 | Personal Care Aide/Assistant

077 | Home Meal Delivery

080 | Home/Center Based Therapeutic Services
088 | MHRH Offline Providers

010 | Home Health Agency

Source: Rhode IslandMIS

contact with association executive directors. The cooperating provider associations were:
A Community Provider Network of Rhode Island (CPNRI)

> > >

>

Rhode Island Adult Day Servicéssociation (RIADSA)
Rhode Island Assisted Living Association (RIALA)

Rhode Island Association of Facilities and Services for the Aging (RIAFSA)
Rhode Island Health Care Association (RIHCA)

A Rhode Island Partnership for Home Care (RIPHC)

The initial list ofproviders totaled about 450. This was eventually reduced to a final list of 268
providers after providers with multiple locations in the state were consolidated into a single

providercontact.

Provider information collected through the three souofEndid not include complete contact

infor mat. i

on

for the agencyods chi

ef

execut. i

addresse-mail addressandtelephone number), so Hilltop conductaternet searches and
telephoned agencies directlydbtan this information.
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Survey Administration

The survey was fielded on July 1, 2009, and completed surveys were requested by July 24, 2009.
To encourageatrticipation the deadline for completion of the survey was extended :tiiise

to August 15, 2009,ral then to August 24, 2009. In addition, Hilltop contacted individual

providers by mailg-mail, and telephone as many as five times each to encourage participation.
Hilltop responded to numerogamails and telephone calls from providers, offering detiaile

technical assistance on survey completion. A chronology of mailings to and contact with
providers to encourage their participation follows.

July 1, 2009Hilltop sent out the first mailingMailings were sent via the U.S. Postal Service to a

total of 20 providers irRhode IslandThe mailings included a letter of introduction from Gary
Alexander, Secretary of the Executive Office of Health and Human Services (Appendix 3), and a
personalized letter from Hilltop with instructions for logging into and gletng the online

survey (Appendix 4). Mr. Alexanderodos | etter d
assured confidentiality of individual responses, and promised participating providers access to
survey findings. i Iplrtovp Gerldest tuenri giurec dnds ke d ntahm
instructions on how to contact Hilltop for technical assistance in completing the survey. On this

date, Hilltop alse-mailedtheassociatios, requesting that they encourage their members to

respond tolte surveyProviders were advised that the deadline for completion of the survey was

July 24, 2009.

July 7,2009Hi | | t op sent a second, identical mai |l i ng
printed on the top of Mr .alinglsane afthd groviGess withet t er .
multiple locations had been consolidated to reduce thiedist 290to 271.Hilltop also sene-

mails to the provider associatigmequesting them to advise their members that the survey had

been mailed and encouragento respond.

July 24, 2009T hirty-oneproviders had completed the survey by this date. Hiktomailed 146
nonresponding providers for whommail addresses were available to advise them that the
survey deadline had been extended to August 15, 20090 encourage them to respond.

July 27, 2009Hilltop followed with a third mailing to the 261 providesho hadnot yet

respondedo the survey. The mailing included a cover letter from Hilltop extending the deadline
for completion of the survey tougust 15, 2009. Included were copies of the prior letters from
Mr. Alexander and Hilltop. For letters to agencies returned from the prior mailing, Hilltop
attempted to obtain correct addresses for this second mailing.

August 7, 2009Hilltop e-mailed 56 poviders who had accessed the online survey but not yet

completed and submitted it. Teanail message encouraged them to complete the survey. On

this same date, Hilltop-mailed 64 providers for whommail addresses were available and who
had not yet aassed the survey. In addition, those 151 providers for wéiorail addresses

were not available were sent a third mailing via the U.S. Postal Service.

===
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August 11, 2009’ he state asked Hilltop to extend the deadline to August 24, 2009. Hilltop
telephoned 99 providers with eemail address on file who had not yet accessed the survey to
advise them of the new deadline.

August 12, 200At t he st at e 0 sproddedtgeproneinonbers adthall | t o p
addressesfornene s pondents to EDS (the stateb6s cl ai ms
the nonrespondents. Hilltop-mailed the associations requesting that they advisertiesitbers

that the deadline had &e extended to August 24, 2009. Hilltop also posted the date extension on

the survey website.

August 24, 2009Final deadline for completion diie survey.

August 28, 2009Last date that Hilltop accepted completed surveys.
Response Rate

Hilltop requestd that agencies operating multiple facilities or providing services in more than

one | ocation respond to the survey only once,
locations. A total of 268 unduplicated providers of kiegnservices and suppis were

contacted over the periad July 1, 2009, to August 24, 2009, and encouraged to participate in

the survey. Eightyour providers submitted completed surveys, for a response rate of 31 percent.

Response rates by provider type are discussed helovd e r A Pr of i |l e of Respon
Data Analysis

The online survey instrument was created in C
Prospective respondents were given the URL and assigned a unique user identification code for
logging in to the surwe All responses were storedanSQL server back end database. After the

final deadline for completion of the survey had passed, responseetat@xported to Excel for

cleaning and analysis.

For those survey questions requesting responses by typevimies(i.e., Questions 1, 2, 3, 4, 6, 8,
and9), the data were analyzed by type of service using the 28 services listed in Question 1 of the
survey.

For survey questions addressed to providers more generally (i.e., Questions 5, 7, 10, 11, 12, 13,
14,1516,17,18and19) , t he data were analyzed by the r
recorded irthe MMIS data.For this report, Hilltop consolidated some provider types and

presents survey data using 11 provider types: adult day care, assisted livityy fi@one health

care, home meal delivery, hospice, DD services, MHRH offline providers, nursing homes,

PACE, personal care, and subsidized housing. The footnote to Table 2 below details the provider

type groupings.

P~
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Some respondents were associated tmithor three provider types the MMIS; in such cases,
Hilltop examined the services reported by the provider in Question 1 and selected the provider
typethat wasmost representative of the services reported by the provider.

Data Limitations

In interpreting survey findings, limitations of the data should be considered. While the response
rate of 31 percent exceeds that for many voluntary surveys of health care providers conducted by
state agencies and provider associations, generalizing survey fitalihgsbroader provider
population in Rhode Island should be done with caution. In addition, some of the surveys
submitted to Hilltop were incompletee., some providers did not respond to all of the

guestiony, further limiting available data.

The suvey was originally intended to provide baseline data for the rebalancing model Hilltop
develodfor Rhode Islandenabling the state to model the effects of different caphaitging
strategies. The survey response tdt81 percentimits the use oftie survey for this purpose.

While Hilltop consulted with the state on the definition of ldagnservices and supporgand

the provider codes that were used to identify survey participants), definitions vary and the survey
did not include some providéypes that could arguably be considered providers oftenyg

services and supports

Findings for providers of services for persons with developmental disabilities (hereafter referred
to as ADD Serviceso) must Ilndicatedthathey foundtheed wi t h
survey difficult to complete because the survey focus and terminology were not consistent with
the DD service system. Because DD providers were frequently assigned two or three provider
codes in the MMI8 reflecting the fact thahese agencies typically provide a variety of services
ranging from residential to day and therapeutic serdiqgesvider types were consolidated in
analyzing survey data. Just two provider types were used in the analysis: DD Services (includes
Home/CenteBased Therapeutic Services, MR Waigivate, MR WaiveiPublic, ICFMR

Private, and ICRMR Public) and MHRH Offline Providers. In addition, while the response rate
for DD providers was similar to the overall response rate for the survey, it is impontené to

that only private DD providers participated in the survey. The Rhode Island Community Living
and Supports (RICLAS) program operated by MHR&single provider that operates 30, or

10.7 percent, of the 280 group homes in the &tdid not participaten the survey.

Profile of Respondents

Table 2 shows thsurveyresponseatesby provider type. Of the 268 agencies contacted, 84
responded to the survepr a response rate of 31 percéftie response rate varied by provider
type'? For example, 5percenif adult day services agencies responaédle only 14percent
of home health agencies andfdetcentof hospicesespondedTwelve percenof assisted living

12 presented according to Table 2, which is alphabetical.
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agencies respondggepresenhg approximately 1percentof assisted living beds in¢hstate.

Forty-two percenbf nursing homes respondedpresering 49 percenof nursing home beds in

the stateResponses were received from 31 percent of providers of services for persons with

devel opment al

Provider Type

di s ab i -sportsaredR$CLASAWDIEN ofeeates/30 greup 0 ) ;
homes in the state, did not participate in the survey.

Agencies
Contacted

Table 2.SurveyResponse Rates by Provider Type
Agencies
Responding Response Rate

Adult Day Services 16 9 56%
Assisted Livingracility 57 7 12%
DD Services* 32 10 31%
Home Health Agency 22 4 14%
Home Meal Delivery 1 1 100%
Hospice 7 1 14%
MHRH Offline Providers 12 6 50%
Nursing Home 79 33 42%
PACE 1 1 100%
Personal Care Aide 37 11 32%
Rhode Island Statélursing Home 1 0 0%
Subsidized Housing 3 1 33%
Total 268 84 31%

* Services for persons with developmental disabilities. Includes RICLAS as well as the following

provider types in the MMIS: Home/CentBased Therapeutic Services, MR Wairivate, MR

WaiverPublic,ICF-MR Private, and ICAVIR Pubilic.

Table 3 shows the counties served by respondents. In general, providers are available to clients
in all counties of the state. Half of the home health agencies and about a third (36 percent) of

personal care providersported serving the entire stat@ble 4 shows populations served by

survey respondents. Providers repdderving clients with a range of disabilities.

Table 3. Number of Respondents Serving Each County in Rhode Island,
by Provider Type (Q. 14)

Provider Type All Counties  Bristol ~ Kent  Newport \ Providence Washington
Adult Day Care 9 1 2 3 2 6 4
Assisted Living 7 1 2 2 1 5 2
DD Services 10 3 6 9 5 7 6
Home Health Agency 4 2 3 3 2 3 4
Home Meal Delivery 1 1 1 1 1 1 1
Hospice 1 1 1 1 1 1 1
MHRH Offline Providers | 6 3 3 6 3 5 4
Nursing Home 33 11 13 15 16 30 20
PACE 1 1 1 1 1 1 1
Personal Care 11 4 7 7 8 7 5
Subsidized Housing 1 0 0 1 0 0 0
Total 84 28 39 49 40 66 48

n=number of survey respondents

Note: Agenci es rQopunrttiiensgd saerrevianlgs ofi Ailnicl uded

19

The Hilltop Institute

=

n

t

he

S



Table 4. Populations Served by Survey Respondents, by Provider Type (Q.15)
Ad DE! e A ead O DD e e O e ea O e eal De e ospice
Populatio oup 9 0 Age /
Age 65+ 9 7 8 4 1 1
Physical Disabilities 9 0 5 0 9 3 3 1 1 0 1 0
Developmental Disabilities 9 0 2 0 9 5 2 1 1 0 1 0
Mental lliness 8 0 4 0 8 1 2 0 1 0 1 0
Brain Injury 6 0 1 0 7 3 1 0 1 0 1 0
HIV/AIDS 3 0 0 0 0 0 3 0 1 0 1 0
Autism 1 0 0 0 8 5 0 0 1 0 1 0
Medically Fragile 9 0 4 0 5 2 4 0 1 0 1 0
Serious Emotional Disturbance 4 0 1 0 6 2 0 0 1 0 1 0
Technology Dependent 6 0 0 0 4 3 1 0 1 0 1 0
Other 3 0 1 0 2 0 0 0 0 0 0 0
Populatio oup Provide 6

Age 65+ 4 33 1 11 1

Physical Disabilities 6 0 31 0 1 0 11 6 1 0

Developmental Disabilities 6 0 19 0 1 0 6 6 0 0

Mental lliness 6 0 22 0 1 0 7 2 0 0

Brain Injury 4 3 16 0 1 0 7 5 0 0

HIV/AIDS 1 0 10 0 1 0 8 3 0 0

Autism 5 0 6 0 1 0 4 4 0 0

Medically Fragile 2 0 28 0 1 0 10 6 1 0

Serious Emotional Disturbance 4 0 7 0 1 0 4 2 0 0

Technology Dependent 1 0 6 0 1 0 6 4 0 0

Other 1 0 4 0 1 0 2 0 0 0

n=number of survey respondents
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Table 5 shows the number of respondents, by provider type, who serve Medicaid clients.
Included as Medicaid providers are agencies in the MMIS and/or agencies reptadicgid

units of service, revenue, and/or clients in Questions 2, 3, and 4 of the survey. With the exception
of three assisted living providers and a subsidized housing provider, all survey respondents serve
Medicaid clients.

Table 5. Number of Survey Bpondents ServingMedicaid Clients

Number

Reporting

Number of Medicaid

Provider Type Respondents Revenue Percent

Adult Day Care 9 9 100%
Assisted Living 7 4 57%
DD Services 10 10 100%
Home Health Agency 4 4 100%
Home Meal Delivery 1 1 100%
Hospice 1 1 100%
MHRH Offline Providers 6 6 100%
Nursing Home 33 33 100%
PACE 1 1 100%
Personal Care 11 11 100%
Subsidized Housing 1 0 0%
Total 84 80 95%

The survey posed one question to providers as an indicator of financial ead#tion 11 asked
whether the agency haitherincurred a surplusncurred aleficit, or broke even in 2006, 2007,

and 2008. Table 6 summarizes responses by provider type. In 2068jrdref adult day care
providers reported a deficit, down from thirds in 2006 ad 2007. Half of assisted living

providers responding to the question reported a deficit. Home health care providers were evenly
divided across surplus/deficit/breaiten, whereas a third of personal care agencies reported a
deficit in 2008 Ninety percent of DD services providers and-tiwods of MHRH offline

providers broke even or had a surplus in 2008. Fairtypercent of nursing home providers
responding to this question reported a deficit in 2008.
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Table 6.Number of Agencies Reporting a Surplus, a Deficit, or Bre&ven,
20062008 (Q. 11)

Operating
Service Results 2006 2007 2008
Adult Day Care Surplus 1 2 5
n=9 Break Even 2 1 1
Deficit 6 6 3
Assisted Living Facility Surplus 2 2 2
n=7 Break Even 2 1 1
Deficit 2 3 3
DD Services Surplus 4 4 6
n=10 Break Even 3 4 3
Deficit 3 2 1
Home Health Care Surplus 1 0 1
n=4 Break Even 2 1 1
Deficit 0 2 1
Home Meal Delivery Surplus 1 1 0
n=1 Break Even 0 0 0
Deficit 0 0 1
Hospice Surplus 0 1 1
n=1 Break Even 0 0 0
Deficit 1 0 0
MHRH Offline Providers Surplus 2 2 3
n=6 Break Even 2 2 1
Deficit 2 2 2
Nursing Home Surplus 9 12 12
n=33 Break Even 1 4 3
Deficit 17 11 13
PACE Surplus 0 0 0
n=1 Break Even 0 0 0
Deficit 1 1 1
PersonalCare Surplus 3 3 5
n=11 Break Even 2 4 2
Deficit 5 3 4
Subsidized Housing Surplus 0 0 0
n=1 Break Even 0 0 0
Deficit 1 1 1

Note:Tot al s may (momamber af surveyogesgomiént®cause some respondents

did notrespondo Question 11.
Current and Future Capacity to Serve Clients

In Question 1 of the survey, respondents were asked to report which of 28 services their agency
provides. Appendix 5 shows, by type of service, total units of service provided, the average
payment rate, and thietal number of unduplicated clients served by survey respondents. The

=
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data are broken down by type of payere., Medicaid, other state programs, Medicare, and
private insurance or seffay. In some cases, agencies were only able to report totals (not by
payer). For home health, skilled nursing, skilled nursing facility, and rehabilitation therapy, the
highest average payment rate is for Medicare. Average Medicaid rates are higher than average
stateonly rates for adult day care, assisted living, residenabilitation, homemaker services,

home health, skilled nursing, rehabilitation therapy, and respite. However, the reverse is true for
case management, skilled nursing facility, and personal care.

Table 7 shows, by type of service, staff capacityetoesclients (in terms of FTE direct service
workers) and respondents6é views on their abil
years. This information comes from Questions 6 and 8 of the survey. Some hightigide

A With the exception oénvironmental modifications providers, at least half of the
providers of each of the other 27 services reported having the staff capacity in 2008 to
have served fia few moreo or fAa | ot moreo c

A Forfive service$ adult day services, home health sersjd@memaker services, private
duty nursing, and personal care/assistAns@ percent or more of providemsported the
ability to increase units of service over the next two years by 10 percent or more.

A Assisted living providers were not as optimistic abmapacity as some of the other
service providers. Only one of ten said th
services in 2008. Orassisted living providenreported the ability to increase units of
service by 5 percent in the next two yed@ns) reported the ability to increase units of
service by 10 percent.
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Table 7 Agency Staffing and the Capacity to Serve More Clients,

by Type of Service Provided, as Reported by Responding Providers
Did your agency have
the staff capacity to
Total serve more clients in Percent Increase
Direct 20087 in Units of Service

Service Yes, Yes,
Workers afew alot
Service (EI=S) \[o] more more 3% 5% 10% | 15% 20%

Adult Day Services 12 111 2 5 5 0 1 2 0 7
Assisted Living 10 115 4 5 1 0 1 2 0 0
Case Management 16 46 3 9 4 0 2 4 0 2
Community Transition Servicey 5 4 2 3 0 0 1 1 0 0
Congregate Meals 6 24 1 4 1 0 1 1 0 0
Consumer Direction

Facilitation/Service 5 10 2 3 0 0 1 1 0 0
Advisement

Durable Medical Equipment 4 3 2 2 0 0 1 0 0 0
Environmental

Modifications/Home 2 3 2 0 0 1 0 0 0 0
Accessibility Adaptations

Fiscal Ma}nagement/FlscaI 5 a1 5 5 1 0 0 1 0 0
Intermediary

Habilitation-Day 14 960 3 8 3 1 1 1 3 1
Habilitation-Residential 15 1491 3 9 3 1 3 2 1 0
Home Delivered Meals 3 20 0 1 2 0 2 0 0 1
Home Health Services 15 466 3 8 4 2 2 4 2 1
Homemaker Services 9 261 0 6 3 0 1 3 2 3
Hospice 17 246 4 11 2 1 1 4 0 1
ICF/MR 3 42 0 2 1 0 0 0 0 1
NursingPrivate Duty 6 17 1 5 0 0 0 2 1 0
NursingSkilled 18 471 6 10 2 4 1 2 2 2
Nursing FacilityCustodial 22 885 7 11 4 2 1 3 0 1
Nursing FacilitySkilled 34 2,152 11 18 5 3 2 3 0 6
PACE 1 34 0 0 1 0 0 0 0 1
Personal Care/Assistance 12 215 3 5 4 0 0 3 1 2
Personal Emergency Responsi 6 125 2 0 3 0 0 1 0 0
Systems

Rehabilitation Therapy 18 111 7 8 3 3 1 1 0 0
Respite 27 396 8 13 6 0 2 1 2 6
Senlpr/AduIt Companion 4 49 1 1 5 0 1 0 0 2
Services

Specialized Medical Equipmen|

and Supplies/Assistive Devices 5 5 2 3 0 0 0 1 0 0
Supported Employment 10 638 2 5 3 1 0 0 2 1
SupportedLiving 5 439 1 2 2/ 1] o] o] o] 1
Arrangements

n=number of survey respondents reporting that their agency provides the service listed.
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Agencies reporting that they could have served more clients in 2008 were asked about the
reasons for theimdditionalcapacity (Question 6 of the survey). Table 8 shows, by provider type,
the reasons agenciesedfor theiradditionalcapacity. The most frequently cited reason was

AThere are clients who need our ser tWisave s, but
themo (28 respondents). The second and third
clients in our service area who need our serwv
need our services, but they do not have transportatontecomo our faci lityo (1
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Table 8. Number of Agencies Reporting that They Could Have Served More Clients in 2008, by Reasdkdiditional Capacity

(Q.6)
ProviderType
Assisted Home Home MHRH
Adult Living DD Health Meal Off-Line  Nursing Personal ~ Subsidized  Total

Reason for Excess CapaCity Day Care Facility Services Care Delivery  Hospice Providers Home PACE Care Housing (n=84)
(n=9) () (n=10) (n=4) (n=1) (n=1) (n=6) (n=33) (n=1) (n=11) (n=1)

There arenot enough clients in our service
area who need our services.

There are clients who need our services, bu
the clients live outside our service area.
There are clients who need our services, bu
they donot have transportation to come to 6 0 1 0 1 0 1 1 0 2 0 12
our facility.

There are clients who have requested our
services once they move to the community, 0 0 1 0 1 0 0 0 0 0 0 2
but they are having trouble finding housing.
There are clients who needur services, but
state funding is not available to enable us to 2 2 9 1 1 0 4 4 0 5 0 28
serve them.

Our agency is new and still getting
established.

Our agency is not well known.

2 0 0 2 1 0 0 10 0 1 0 16

We are/were waiting forcertificate of need

(CON) approval.

Business was suspended while we awaited

state inspections of licensure reviews.

We experienced problems with facilities

and/or equipment that prevented us from 0 0 0 0 0 0 0 1 0 0 0 1

operatingat full capacity.

We reserve service capacity for certain type

of clients and some of that capacity went 1 1 1 0 0 0 0 4 0 2 0 9

unutilized.

Other 1 2 2 1 0 1 1 5 1 4 0 18
n=number of survey respondents
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Table 9 showdhte number of agencidisat reportedvaiting lists, by type of servicas well as
the total number of clients on waiting lisfsAgenciesmost frequently reporting waiting lists
were nursing facilityskilled (61 percent of regpdents providing this service; waiting lists
totaling 43 individuals) and nursing facilibustodial (45 percent of respondents; waiting lists
totaling 139 individuals). These were followed by 30 percent of assisted living providers
reportingwaiting lists, totaling 48 individuals. Table10 shows that the most frequently cited
reason for waiting |lists was fANo availabl e
of beds in nursing and assisted living facilities. Tablel1 lists the number aiegdry provider
type, that reported having to decline services to prospective client(s) in&8ahtyfive
percentof home health agencies, 57 percent of assisted living facilities, and 42 percent of
nursing homes reported that they declined services.

Table 9. Number of Agencies Reporting Waiting Lists
and Number of Clients on Waiting Lists, 2008 (@)

No. of Percentof Total No. of
Agencies with  Agencies with Clients on
Service* Waiting Lists ~ Waiting Lists ~ Waiting Lists**
Adult Day Service 12 2 17% 11
Assisted Living 10 3 30% 48
Habilitation - Day 14 3 21% 14
Habilitation - Residential 15 1 7% 3
Hospice 17 1 6% 2
Nursing- Skilled 18 2 11% 9
Nursing- Private Duty 6 1 17% 2
Nursing Facility Custodial 22 10 45% 139
Nursing Facility Skilled 18 11 61% 43
Personal Care/Assistance 12 1 8% 25
Rehabilitation Therapy 18 1 6% 5
Respite 27 2 7% 4
Senior/Adult Companion Service 4 1 25% 2
Supported Employment 10 1 10% 5

n=number of survey respondents reporting that their agency praheagrvice listed.
* Includes only those services for which waiting lists were reported by respondents.
** This is a sum of waiting list totals reported by respondents. Data have not been unduplicated.

13 The survey asked about waiting lists in general; it did not specifically ask about waiting lists for Medicaid clients.
Some providers may have a waiting list for Medicaid clientsbtfor Medicare, commercialiynsured, or private

pay clients. Because Medicaid payment rates are typically less than other payment rates, many providers limit the
number of Medicaid clients that they will accept.
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Table 10. Reasons Cited Bygencies for Waiting Lists (Q. 9)

No. of
Reason Responses
Not enough staff available 1
No available beds or housing units 20
Awaiting medical or financial eligibility
determination 8
Awaiting a Medicaid waiver slot 2
Other* 3
*Otherreasonsciteder e compatibility with the agencyods
limited space to safely provide the service, and clients who were deemed
ficlinically inappropriatedo for the agency

Table11. Number of Respondents Reporting
Declining Services to Prospectiv€lients, 2008
No. of Agencies

Declining

Provider Type Services
Adult Day Care 9 1
Assisted Living Facility 7 4
DD Services 10 3
Home Health Agency 4 3
Home Meal Delivery 1 0
Hospice 1 0
MHRH Offline Providers 6 1
Nursing Home 33 14
PACE 1 1
Personal Care 11 2
Subsidized Housing 1 0

n=number of survey respondents

In Question f the provider surveyespondents were asked how difficult it is to hire and retain
registered nurses, licensed practical nurses, nursing aides, personal care attendants, social
workers, and case managers. Responses are detailed in Table 12. Higtdigties

A Registered nuise (RN) Personal care agencid3 servicesproviders,and nursing

homes most oftenrepedt hat it i s #fAdifficulto or Avery
(54 percent50 percentand 48 percent, respectively, compared to 41 percent of providers
overdl).

A Licensed practice nurse (LPN) Thirty-nine percent of nursing homes reported that it is
Adi fficulto or Avery ddorhpareddta2d peccentodb hi r e an
providers overall.

A Nursing aide Providers experiencing the most difficulty du@me health agenciegy
percent fAdifficuddwl tordaiyw ecayr edidgeancauileso)(, 4 4

=
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Avery dandpersenal care@denci8éper cent #Adi fficulto or
This compares to 20 percent of providers overall.

A Personal care attendantPersonal care agencies7f@er cent fAdi fficulto &
di f f iamdilome heglth care agenciédbp er cent #fAdi f f iccudlttoo) and
exceed the overall rate of 9 percent for all providers.

A Social worker and case managerAdult day care providers, home health agencies, and
personal care agencies regaoithe most difficulty in hiring these workers.

Table 13 examines the accedl#tipiof services thaprovidersmust obtain for their clientgither
through contracting or referrals. Respondents were asked to indicate services that their clients
need buthatthe agency either cannot provide or has difficulty obtaining through ctintyaand
referrals. The most frequently cited servieesetransportation (27 respondents, or 34 percent),
mental health (18 respondents, or 21 percent), and behavioral health (17 respondents, or 20
percent).
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Type of Worker
Registered Nurse

Adult Day
Care

No.

%

Assisted Home Health Home Meal
Living Facility

\[o}

%

Agency
No.

%

Delivery

No.

%

Hospice
No.

%

Group Home

No.

%

MHRH Offline
Provider

No.

%

Nursing
Home

No.

%

\[e}

PACE

%

Personal Car

No.

%

Table 12. Agencies Reporting Diffitty in Hiring Direct Service Workers, by Type of Worker and Provider Type (.

Subsidized

No.

Housing

% No.

Very difficult 0 0% 0 0% 1| 25% 0 0% 0 0% 3] 30% 0 0% 7| 21% 0 0% 4] 36% 0 0% 19| 23%
Difficult 3| 33% 1] 149 0 0% 1] 1009 0 0% 2| 20% 0 0% 9| 27% 0 0% 2| 18% 0 0% 15| 18%
Somewhat difficult 1 11% 0] 0% 1{ 25% 0] 0% 1{ 1009 4] 40% 3| 50% 10| 30% 1{ 1009 2| 18% 0] 09 30] 36%
Not difficult at all 5[ 56% 3| 43% 2| 50% 0 0% 0 0% 1] 10% 2| 33% 7] 219% 0 0% 3| 27% 0 0% 18| 21%
Not Applicable 0 0% 3| 43% 0 09 0] 0% 0] 0% 0] 0% 1| 17% 0 0% 0] 0% 0 0% 1] 1009 2 2%
Licensed Practical Nurse
Very difficult 1] 11% 0 0% 0 0% 0 0% 0 0% 2| 20% 0 0% 3 9% 0 0% 2| 18% 0 0% 8] 10%
Difficult 0 0% 0 0% 0 0% 0 0% 0 0% 0 0% 0 0% 10| 30% 0 0% 2| 18% 0 0% 12| 14%
Somewhat difficult 3] 33% 2| 29% 1| 25% 0 0% 0 0% 2| 20% 1] 17% 11] 33% 0 0% 2| 18% 0 0% 22| 26%
Not difficult at all 0 0% 3| 43% 0 0% 0 0% 1] 1009 0 0% 1] 17% 6] 18% 0 0% 2| 18% 0 0% 13| 15%
Not Applicable 5[ 56% 2| 29% 3| 75% 1] 1009 0 0% 6] 60% 4] 67% 3 9% 1] 1009 3| 27% 1] 1009 29| 35%
Nursing Aide
Very difficult 3| 33% 0] 0% 0 09 0] 0% 0] 0% 0] 0% 0] 0% 1] 3% 0] 0% 2| 18% 0] 0% 6] 7%
Difficult 1 11% 0 0% 3] 75% 0 0% 0 0% 0 0% 0 0% 4] 12% 1| 1009 2| 18% 0 0% 11] 13%
Somewhat difficult 3| 33% 1] 149 0 09 0 0% 1] 1009 0 0% 0] 09 19| 58% 0] 0% 3| 27% 0l 09 27 32%
Not difficult at all 2| 22% 5[ 71% 1| 25% 0 0% 0 0% 1] 10% 0 0% 9| 279 0 0% 3| 27% 0 0% 21| 25%
Not Applicable 0 0% 1] 149 0 0% 1| 1009 0 0% 9 90% 6[ 1009 0 094 0 0% 1 9% 1] 1009 19| 23%
Personal Care Attendant
Very difficult 0 0% 0 0% 0 0% 0 0% 0 0% 1] 10% 0 0% 0 0% 0 0% 2| 18% 0 0% 3 49
Difficult 1] 11% 0 0% 1| 25% 0 0% 0 0% 1] 10% 0 0% 0 0% 0 0% 1 9% 0 0% 4 5%
Somewhat difficult 2| 22% 1] 149% 0 0% 0 0% 0 0% 3] 30% 0 0% 2 6% 0 0% 1 9% 0 0% 9] 11%
Not difficult at all 1 119 4] 57% 0 09 0] 0% 0] 0% 0] 0% 2| 33% 3 9% 0] 0% 3| 27% 0] 0% 13| 15%
Not Applicable 5| 56% 2| 29% 3| 75% 1{ 1009 1{ 1009 5] 50% 4] 67% 28| 85% 1{ 1009 4] 36% 1{ 1009 55| 65%
Social Worker
Very difficult 0 0% 0 0% 0 0% 0 0% 0 0% 1] 10% 0 0% 1 3% 0 0% 1 9% 0 0% 3 49
Difficult 2| 22% 0 0% 1| 25% 1] 1009 0 0% 0 0% 0 0% 2 6% 0 0% 2| 18% 0 0% 8] 10%
Somewhat difficult 3] 33% 1] 149 1| 25% 0 0% 1] 1009 2| 20% 2| 33% 14) 42% 1] 1009 3| 27% 0 0% 28| 33%
Not difficult at all 1] 11% 0 0% 1| 25% 0 0% 0 0% 4] 40% 1] 17% 13| 39% 0 0% 2| 18% 0 0% 22| 26%
Not Applicable 3| 33% 6| 86% 1| 25% 0 0% 0 0% 3] 30% 3] 50% 3 9% 0 0% 3| 27% 1] 1009 23| 27%
Case Manager
Very difficult 0] 09 0] 0% 0] 09 0] 0% 0] 0% 2| 20% 0] 0% 1| 3% 0] 0% 1 9% 0] 0% 4] 5%
Difficult 1 11% 0] 0% 1| 25% 0] 0% 0] 0% 1] 10% 0] 0% 1] 3% 0] 0% 1 9% 0] 0% 5| 6%
Somewhat difficult 5| 56% 1| 149 0 09 1] 1009 1] 1009 2| 20% 0] 0% 5[ 15% 1] 1009 1 9% 0] 0% 17| 20%
Not difficult at all 2| 22% 0 0% 1| 25% 0 0% 0 0% 2| 20% 5[ 83% 4] 12% 0 0% 3| 279U 0 0% 17] 20%
Not Applicable 1] 11% 6] 86% 2| 50% 0 0% 0 0% 3] 30% 1] 17% 22| 67% 0 0% 5[ 45% 1] 1009 41 49%
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Table 13. Number of Respondents Indicating that Clients Need Certain Services but the Agency
Experiences Difficulty with Contracting and Referrals for Those Services, byd®ider Type (Q. 17)

Provider Type \
Assisted Home Home
Adult Day Living DD Health Meal MHRH Nursing Personal Subsidized
Service Care Facility Services| Care Delivery  Hospice Providers Home PACE Care Housing Total
(n=9) (n=7) (n=10) (n=4) (n=1) (n=1) (n=6) (n=33) (n=1) (n=11) (n=1) (n=84)

Acute Care Services 1 1 1 0 0 0 1 1 0 0 0 5
PreventiveHealth Care 1 1 1 0 0 0 1 0 0 0 0 4
NursingHome 0 1 0 0 0 0 0 0 0 2 0 3
AssistedLiving 1 0 1 1 0 0 0 4 0 1 0 8
ICFMR 0 0 0 1 0 0 0 1 0 1 0 3
CaseManagement/
Goordination 1 0 0 0 0 0 0 2 0 0 0 3
PersonalCare/Assistance 0 0 0 1 0 0 1 1 0 0 0 3
Adult Day Care 0 1 0 1 0 0 0 3 0 2 0 7
Homemaker 0 0 0 0 0 0 1 2 0 1 0 4
HomeHealth 1 0 0 0 0 0 1 2 0 0 0 4
Respite 1 0 0 0 1 0 1 1 0 2 0 6
BehavioralHealth 0 0 2 2 1 0 2 7 0 3 0 17
Mental Health 1 0 3 2 1 0 3 4 0 4 0 18
SubstanceAbuse 0 0 0 0 1 0 0 1 0 4 0 6
Transportation 5 1 2 1 1 0 4 6 0 7 0 27
Other 1 0 0 0 0 0 0 1 0 1 0 3

n=number of survey respondents
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In Question 12 of the survey, respondents were asked about the biggest barriers to expanding
capacity on a scale of and& obei,ngnviftah vlie rbye ibnigg ik
14 summarizethe responses to this questié&ppendix 6 provids ratings by provider type.

Overall, themost frequently cited nemutually exclusivebarriers reported by agencies were

Aistate budget constraintso (76 percent rated
rated thisa 5 or 6). Thitfive pere nt of agenci es rated fAuncert ai
and 34 percent rated fAcapital costso at the s
guestions, 56 percent of respondents said the availability of direct service workers was not a
significantbarrier and 58 percent said transportation was s@raficantbarrier (i.e., a rating of

1or2).

4AAT A o8 2A0DPT T AAT 0066 2A0ET CO 1T &£ o1 OAT OEAI
on a Scale of 1 to 6 for Each Potential Barrier (Q. 12)

Not a Barrier A Very Big Barrier
Potential Barrier
1 2 3 4 5 6

Avalilability of direct service workers| 42%| 14%| 12%| 14%| 12%| 6%
Availability of more land or space 58%| 10%| 8% 5% 7%| 12%
Availability of vendors/suppliers 80%| 16%| 2% 0% 0%| 2%
Transportation 50% 8%| 18% 8% 7%| 8%
Reimbursement rates 10%| 2%| 10%| 12%| 14%| 52%
State budget constraints 10%| 2% 6% 6%| 14%| 62%
Capital costs 21%| 5%| 21%| 18%| 14%| 20%
Financing 31%| 10%| 24%| 13%| 10%| 13%
State regulations 31%| 10%| 14%| 16%| 14%| 14%
Licensure requirements 44%| 14%| 17%| 7%| 11%| 7%
Certificate of need regulations 51%| 10%| 14%| 5% 6%| 12%
Accreditation requirements 68%| 13%| 8% 5% 2%| 2%
Agency owners 4% | 80%| 11%| 2% 1%| 2%
Agency administration 83%| 10%| 4%| 2%| 0%| 0%
Uncertain economic climate 21%| 5%| 19%| 19%| 10%| 25%

Note: Percentages may not add up to 100% due to rounding. Respondents were not asked to rank
potential barriers, so each potential barrier is independently reported.

Barriers to expanding capacity citby survey respondents vary by provider type (see Appendix
6). For example:

A Adult day care providers: The most frequently cited barriers (i.e., a rating of 5 or 6)
were fArei mbursement rateso (89 percent) ;
ofdi rect service workers, o0 Acapital costs,
(33 percent each).

O N

A Assisted living providers:The most frequently consgdobarr i
which three respondents3percent) ranked as a 5 or 6. Some respondents said that

irei mbursement rates, o0 Astate budget const
Afuncertain economic cliento were barriers,

/\
—
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said thay ©Déavdilrebitl service workerso and i
all (arating of 1).

A DDServicesThe most frequently cited barriers (i
budget constraintso (100 percent), Auncert
Arei mbur sement rateso (70 percent), and Ac

A NursingHomes:The most frequently cited barriers
budget constraintso (82 percent), fArei mbur
Blprcent), Auncertain economic climateo (3

A Personal Care Providers:The most frequently cited barriers (i.e., a rating of 5 or 6)
were fArei mbursement rateso (64 pemkdent), i
Aavailability of direct service workerso (

Table 15 shows the number of respondearite reporteglans to expand services in the next two
years (Question 13). Of the 84 agencies that responded to this question, 50 (60 percent) reported
plansfor expansion. Agencies serving commustdtyelling individuals (i.e., adult day care

providers, home health agencies, personal care agemctsmme meal delivery) were most

likely to be planning expansions, along with DD services and MHRH offline providers.

Question 13 allowed survey respondents to comment on their expansion plans. Comments from
adult day care providers indicated plans by storexpand the daily census by as much 20

percent to 50 percent. Some of the personal care providers reported plans to expand the number

of clients served by 10 percent to 25 percent. DD services providers are considering expanding
shared living arrangemestchildren and adult residential services, residential and day

habilitation services, supported employment, and services for veterans. Five nursing homes said
thatthey were looking to increase the number of skilled nursing and rehabilitatiorobeds

interested in exploring a Greenhotgpe facility, and two are looking to diversify into home

and communitybased services. One assisted living facility reported buildingtze@Gacility for
individuals with Al zheimero6s and other dement
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Table 15. Number of Agencies with Plans Expand Services in the Next Two Years,
by Provider Type (Q. 13)

Agencies Planning

Provider Type Expansions Percent
Adult Day Care 9 7 78%
Assisted Living Facility 7 3 43%
DD Services 10 9 90%
Home Health Agency 4 3 75%
Home Meal Delivery 1 1 100%
Hospice 1 0 0%
MHRH Offline Providers 6 6 100%
Nursing Home 33 10 30%
PACE 1 1 100%
Personal Care Aide 11 10 91%
Subsidized Housing 1 0 0%
Total 84 50 60%

n=number of survey respondents

Serving Clients with Special Needs

The survey queriedrovidersabout the approximate percentage of their clients who have special

needd e . g .

, Al zhei

mer 6s

di sease or

illness, and challenging behars that require special care or referrals. Table 16 shows, by
provider type, the number of survey responderite reportedserving clients with special needs,

t he

me an

percentage

of

clients wi

t h

oo andtherrmerdaé me n t i

speci al n

repored. Subsequent survey questions asked respondents how clients with special needs were
managed (Table 17) and whether the agency provided specialized training to its staff to help
them better care for these clients (Table 18). Table 19 shows reporteskiditédf/els in

working with clients with special needs.

Overall, 93 percent of survey respondents (78 of 84 respondents) reported serving clients with
special needs. All participating adult day care, home health, home meal delivery, hospice, DD
servicesMHRH offline, PACE, and subsidized housing providers served clients with at least

one

speci al

need:

Al

Zhei

mer 6 s di

sease

or

illness diagnosis; and/or challenging behaviors requiring special care oalefArmajority of
assisted living, DD services, nursing home, and personal care providers reported serving these

populations as

well.

de me

When asked how clients with special needs are managed, 42 agencies (55 percent of those
responding to this question) reported managing clemsgewith staff who are licensed
behavioral health providers (Table 17). Twente agencies (28 percent) haresitestaff with
little or no training in behavioral health managing clients with special needs. Fifteen agencies (20
percent) reported that they discharge or transfer special needs clientsageirtyeg39
percent) refer such clients to offsite beloaal health providers. Seven of the providers who

checked

t he

fot her o

category

(see
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agencyos
special needs. (e: Many agencies employ multiple approaches to managing clients with
special needs, so the percentages cited above add up to more than 100 percent.)

regul ar

direct

support

staff

Table 16. Number of Respondents Reporting Serving Clients with Special Needs

Provider Type

Diagnosis of

I £ 1T KSA Diagnosis of
or Dementia| Depression

and the Percentage of Cénts with Special Needs, by Provider Type (Q5)

Another
Mental
lliness

Diagnosis

Challenging
Behaviors
Requiring

Special Care/

Referrals

Adult Day Care | No. Respondents 9 9 9 5
(n=9) with % of clients > 0
Mean % of Clients 54% 27% 21% 33%
High % of Clients 87% 80% 50% 80%
Low % of Clients 18% 3% 1% 4%
Assisted Living | No. Respondents 6 3 4 1
Facility with % of clients > 0
(n=7) Mean % of Clients 32% 24% 9% 10%
High %of Clients 80% 40% 12% 10%
Low % of Clients 5% 15% 5% 10%
DD Services No. Respon_dents 8 8 9 8
(n=10) with % of clients > 0
Mean % of Clients 6% 16% 33% 30%
High % of Clients 10% 25% 92% 84%
Low % of Clients 3% 5% 5% 5%
Home Health Np. Respor!dents 3 3 5 5
Agency with % of clients > 0
(n=4) Mean % of Clients 27% 13% 10% 3%
High % of Clients 50% 20% 15% 5%
Low % of Clients 5% 10% 5% 1%
Home Meal N_o. Respon_dents 1 1 1 0
Delivery f=1) | With % of clients > 0
Mean % of Clients 40% 20% 10% 0%
High % of Clients 40% 20% 10% 0%
Low % of Clients 40% 20% 10% 0%
Hospice No. Respor!dents 1 1 1 q
(n=1) with % of clients > 0
Mean % of Clients 30% 10% 2% 2%
High % of Clients 30% 10% 2% 2%
Low % of Clients 30% 10% 2% 2%
MHRH Offline Np. Respor!dents 0 6 5 5
Providers with % of clients > 0
(n=6) Mean % of Clients 0% 20% 39% 46%
High % of Clients 0% 30% 70% 100%
Low % of Clients 0% 2% 15% 20%

35

=

The Hilltop Institute

wh o

hav



Challenging

Another Behaviors
DiagposisAof Mental Requiring
I £ I KS A Diagnosis of lliness Special Care/
Provider Type or Dementia Depression  Diagnosis Referrals
Nursing Home | No. Respondents
(nzgg) with % oFf) clients > 0 2 =i zy 2
Mean % of Clients 41% 30% 12% 9%
High % of Clients 95% 95% 62% 25%
Low % of Clients 10% 5% 1% 1%
PACE Np. Respon_dents 1 1 1 1
(n=1) with % of clients > 0
Mean % of Clients 25% 30% 15% 2%
High % of Clients 25% 30% 15% 2%
Low % of Clients 25% 30% 15% 2%
Personal Care N_o. Respoqdents 8 7 8 9
(n=11) with % of clients > 0
Mean % of Clients 30% 17% 16% 14%
High % of Clients 70% 40% 40% 40%
Low % of Clients 1% 2% 1% 1%
Subsidized Np. Respon_dents 1 0 0 0
Housing (=1) | with % of clients > 0
Mean % of Clients 10% 0% 0% 0%
High % of Clients 10% 0% 0% 0%
Low % of Clients 10% 0% 0% 0%

n=number of survey respondents

Table 17. Management of Clients with Special Needs, by Provider Type (Q. 16)
Ways of Managing Clients with Special Needs

Clients managed Clients
Clients managed by onsite staff discharged or | Clients retained
by onsite staff who have little | transferred to | but referredto
who are licensed| or no training in another an off-site
Provider Type behavioral behavioral agency or behavioral

health providers health provider health provider | Other
Adult Day Care 8 4 3 1 5 2
Assisted Living Facility | 4 1 0 1 3 3
DD Services 10 5 5 0 3 3
Home Health Agency 3 1 1 1 1 1
Home Meal Delivery 1 0 0 0 0 1
Hospice 1 1 0 0 0 0
MHRH Offline Providers| 6 2 1 0 1 4
Nursing Home 32 22 9 9 11 8
PACE 1 1 0 0 0 1
Personal Care Aide 9 4 2 2 5 3
Subsidized Housing 1 1 0 1 1 0
Total 76 42 21 15 30 26

n=number of agenciagspondingo Question 16
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Sixty-eight agencies (81 percent) reported providing specialiagdng to staff responsible for

caring for clients with special needs (Table 18). When asked about the level of staff skill in

working with clients with dementia, mental illness, and/or challenging behaviors, 42 agencies

(55 percent of those respondimgt t hi s question) said their staf
agencies (43 percent) said their staff were i

Table 18. Agencies Providing Specialized Training for Staff
on Working with Clients with Special Needs, By Providefype (Q.16)
No. of Agencies

Providing
Specialized
Provider Type Training
Adult Day Care 9 9
Assisted Living Facility 7 3
DD Services 10 9
Home Health Agency 4 2
Home Meal Delivery 1 1
Hospice 1 1
MHRH Offline Providers 6 6
Nursing Home 33 26
PACE 1 1
Personal Care Aide 11 9
Subsidized Housing 1 1
Total 84 68

n=number ofsurveyrespondents
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Table 19. Number of Agencies Reporting Having Staff Skilled in Working
with Clients with Special Needs, by Provider Type (@Q6)
Staff Skill Level in Working with
Clients with Special Needs

Provider Type Highly | Somewhat| Not Very | Not at all
Skilled Skilled Skilled Skilled
Adult Day Care 8 8 0 0 0
Assisted Living Facility 5 1 3 1 0
DD Services 9 6 3 0 0
Home Health Agency 3 0 2 1 0
HomeMeal Delivery 1 0 1 0 0
Hospice 1 1 0 0 0
MHRH Offline Providers 6 3 3 0 0
Nursing Home 32 15 17 0 0
PACE 1 1 0 0 0
Personal Care Aide 10 6 4 0 0
Subsidized Housing 1 1 0 0 0
Total 77 42 38 2 0

n=number of agenciggspondingo Question 16

Agencies were asked if there were servibestheir clients need buhatthe agency either
cannot provide or has difficulty obtaining through contracting or referrals. As Tablis[@ays

27 agencies (32 percent) said they had difficulty obtainingsp@artation for clients, including
more than half of the adult day care, MHRH offline, and personal care providers. Seventeen
agencies (20 percent) reported difficulty obtaining behavioral health semigketeen21
percentyeported difficulty obtainig mental health services.
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Table 20. Number of Agencies Reporting that Clients Need Certain Servibes the Agency

Service
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Adult Day Care

©

Facility
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DD Services

=J
11

Home Health
Agency

n=

|
i

>

Home Meal
Delivery

1l
H

Cannot Provide the Service or Has Difficulty Obtaining the Serviterough Contracting and Referrals (Q. 17)
Assisted Living

Hospice

=
1l
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Acute care services

[N

[N

o

o

Preventive health care

Nursing home

Assisted living

ICFMR
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Transportation
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Unmet Needs

Question 18 of the survey asked respondent s,
you believe will be the greatest unmet need forforgr m s uppor t Quesiand9 ser vi c
invited respondents to provide additional comments on any of phestoovered in the survey.

Some highlightérom theseoperendedquestiongollow.

A Adult day careThese providers cited a shortage of assisted living facilities that accept
Medicaid clients; the need for enhanced home and comrbastyd services; a shortage
of transportation to enable individuals to access community services; appropriately
trained diect service workers; inadequate reimbursement rates; and insufficient funding
to incentivize the delivery of quality adult day care. Providers expressed concern about a
lack of understanding among policymakers and the public about the nature and benefits
ofadultdaycar@i . e., it i s not HAbaby sittingo or
a costeffective means for providing quality health and social servicesider adults
and individuals with disabilities in a safe and supportive environrReoviders also
voiced concern about the number of providers entering the field without adequate
regulatory oversight. Providers believe that introducing an abaitgd Medicaid

rei mbursement system and increasieg over al
playing fieldod wi tteimsentickseand syppoddhis idterns of | on
would help decrease staff turnover, enhance continuity of care, and increase quality of

care.

A Assisted living facilitiesThis group highlighted the need for Medicdilanced assisted
living services for clients with dementia; more mental health services; more smaller,
homelike assisted living options for clients who do not care for large Hi&tekettings;
and financial and other incentives that will help smallewviders survive.

A Home health agenciesthese agencies cited a need for more mental health services;
greater attention to providing adequate reimbursement and ensuring safety as more sick
and frail clients are discharged to the community from hospitalsiarsing homes;
adequately trained direct service workers; and public funding to support an increased
need for home and communityased services.

A DD services provider§hese providers cited a need for appropriate residential settings
for young adults wh severghysicaland mentabehaviorahealthchallenges who have
Afaged outo of programs for children and yo
supported living arrangements are not appropriate; a need for adequate funding for
services that can help clisgtay in their own homes with their families, including
respite services and services for parefi@dults with developmental disabilitiesnd
programs that address evolving housing needs, socialization, employment, and
Aunchartedd health needs ( e.sgndriomephobayed a ms f
devel oped Al zhei me asGmanythithe popukatonwith de ment i a)
developmentadlisabilities live longerOne provider suggested that the state consider
multi-purpose licenses for providers to give them more flexibility to serve multiple
populations.
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A Nursing homesThese providers cited a need for more psychiatric, behavior
managemen@and substance abuse services; inadequate reimbursement to care fer higher
acuity patients and particularly those requiringi@ir care and supervision; a need for
more skilled nursing staff at all levels; a need for more regulation of haised care fo
individuals who would otherwise be in a nursing facility; and inadequate funding to
provide the level of care that individuals need. Nursing hproeidersalso expressed
concern about state regulations for admitting Medicaid clients to nursing horieg, sa
that many clients who need nursing home care will not be able to obtain it and are likely
to instead be admitted to assisted living facilities that are not equipped to care for them.
Some nursing home providers were critical of state policies tloat alborperforming
facilities to continue to operate (e.g., the moratorium on newdrettfsaying for beds
that are out of service), saying that the state shenddurageoorperforming homes to
close and higlguality facilities to expandNursing home pviders,alsoconcermdabout
the multitude of waivers and transition programs to navigate when discharging patients,
suggestedhat these services be consolidated administratively with a single entry point.
One suggestion was &tlow PACE to refer cliets to assisted living facilities in addition
to nursing homes, as some PACE clients now in nursing homes could be better served in
assisted living facilities.

A Personal care agencie$hese agencies cited a need for transportation for clients,
particularlyto medical appointments; a need for more direct care workers; inadequate
reimbursement; ananeed to integrate social workers into the care management team.
Agencies believe that the compensation system for personal care workertorieeds
restructuredhourly rates are too low to attract workers and many workers receive state
assistance for housing, health care, child care, etc., and are unwilling to risk losing this
assistance by working more hou@&ven low reimbursement rategemciesexpressed
corcern about theiability to provide health insurance to workers as required by federal
health reform legislation under consideration by Congress.

Conclusion

Responses to the provider survey suggest that there is cuseffiityent resourceapacityfor
growthin the longterm services and supports system in Rhode Island. Many providers are
actively planning service expansions, particularly commratyed services, in response to the
aging population and the needs they are seeing firsthand. Provideoneeened about the lack
of mental health services and the adequacy of reimbursement rates, as well as the current
compensation system for community care workiarsshichlow wages and limited fringe
benefits affect their ability to attract a competentkfarce.
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Descriptive Data on Medicaid Long erm Services and Supports

As part of this resource mapping project, the sthfehode Islancsked Hilltop to analyze FY
2008 Medicaid administrative data to addresgdisearclguestions below. This analgsiised
the service groupings in Appendix 7 that were developed in consultation with the state.

Research Questions

1. How do utilization and expenditures for Medicaid letlegm services and supports differ
for these populatia children with special needsdividuals with developmental
disabilities,individuals with severe and persistent mental illness (SRNigr adults,
andotheradults with disabilities?

2. How manydifferent types of longerm services and supports (e.g., nursing home,
hospice, assistdiving, adult day, home health) diedividualsin each populationse
throughout the yeand what is the distribution of users by thetpendituregor long-
term services and suppad?ts

3. Within eachpopulation which pairs ofong-term services and suppsdre most
frequently used by an individual?

4. Within each service grouping, which providers delivered services to Medicaid clients,
how many unique individuals did each provider serve, how many units of service did the
provider deliver, and how much was thrvider paid by Medicaid?

Data Sources

For the resource mapping project, EDS provided Hilltop with Rhode Island Metibd4ig data

for FY 2006to FY 2008. The September 2009 data pull from EDS captured claims data for all
individuals who, at some poiduringthe period ofFY 2006to FY 2008, had at least one claim

for either institutionakervicesor home and communiyased services. The data were refined
further by keeping o-dermseniicésarsd suppodtsa gantoé wi t h  a
service.(See Appendix &r the data request specifications.) This analysis examined FY 2008

data only.

Methodology

Hilltop used the following criteria for defining population groups:
A Children with special healthcareneeds Anyone under the age of 21 at the efdFY
2008.

A Individuals with developmental disabilities Individuals receiving an MR/DD service,
as defined by an MMIS category of gee of 903, 913, 2605, or 27@2 a procedure
code of X9999 and did not meetstbe criteri

A Individuals with SPMI : Individuals receiving @SPMI service, as defined by an MMIS
procedure code of H2017, H2018, X0341, X0137, HO036, X0138, X0342, or X0343 or a
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procedure code of HO040 with a modifier of TF and did not meet the criteria for any of
the above groups (i.e., children with special needs, individuals with developmental
disabilities).

A Older adults: Individuals aged 65 and older at the end of FY 2008 who did not meet the
criteria for any of the above groups (i.e., children with speaals, individuals with
developmental disabilities, individuals with SPMI).

A Adults with disabilities: Any individual who used a loatgrm service or support but did
not meet the criteria for any of the above grofigs, children with special needs,
individuals with developmental disabilities, individuals with SPaidolder adults).

A hierarchical process was used to assign population groups at an individual level so that each
recipient was only included in one population during the reporting periodo@ital groupings
are outlined above. Individuals are grouped into the first applicable population type.

To complete the analysis, claims, eligibility, and provider dageepulled from the September

2009 data pull received from Rhode Island. Once titeevadereprepared for analysis, individuals
were assigned a population type based on the logic described above. Provider information was
brought in from an external database. Multiple univariate and bivariate analyses were then
conducted in order to credtee output described below.

Output

The data generated by this analysis can be found in the appendices as follows:
A Appendix 9: Expenditures, Units of Service, and Unique Users by Population, FY 2008

A Appendix 10:Distribution of Long-Term Services and Supports tsby Number of
Services Used and Loxaiterm Services and Supports Spendifg 2008

A Appendix 11: Most Frequently Used Pairs of LéFgrm Services and Supports,
FY 2008

A Appendix 12: Number of Users, Units of Service, Bagments by Medicaid Provider,
FY 2008
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Rebalancing Model

Theinteractive, Excebased rebalancing modsillitop constructedas part of this project enables
the state of Rhode Island poojectutilization and expenditures for Medicaid loteym services

and supports. The modetojectsspending for institutional versus home and commduinityed
services based on historical trends in utilization, population projections, and assumptions about
future service use. The model is designed to produce projestiime-year increments through
2030. It is intended to aid the state in modeling the effects of proposed programs and policies
that are likely to affect the demand for Medicaid kiegn services and supports.

This report presents output from the rebalag model using baseline assumptideseloped by
Hilltop. In addition, output is presented useightalternative scenarios thsthiow the effect on
the projections of varying assumptions in the baseline model such as trelisditity, service
utilization,and inflation in payment rates.

At the conclusion of the rebalancing project, Hilltop will turn over the ERaskd rebalancing
model to the state for its own use. This will enable the state to model additional scenarios as new
programs and polies are considered.

Data Sources

To develop the rebalancing model, Hilltop used Rhode Island Medwidi& data for the three

years(FY 2006to FY 200§. This analysis used the service groupings in Appendix 7 that were
developed in consultation with the t&tal he dataverepulled by EDS in September 2009 and

captured claims data for all individuals who, at some point danegeriod oFY 2006to FY

2008, had at least one claim for either institutiamrdilome and communitgased services. The
dataweree f i ned further by keepi-rrgseoicds gnd suppodsse c | ai
category of service. See Appendix 8 for data request specifications.

For population projections, Hilltop used the standard set of population projections found in
Rhode Ishnd Population Projections: State, County, and Municipal 20080 dated August
2004 from the Rhode Island Department of Administration.

Projections for wage growth fromti&eo c i a | Security forr2009 weeassedé annu
to project inflationin payment rates.

In addition, Hilltop consulted the research literature in choosing assumptions for baseline
projections and alternative scenariBeferenceare provided in Appendi%3.

Model Assumptions
The assumptions in the rebalancing model fatl thtee categories:

A MechanicalModel: The mechanical model is included primarily for referenceyrint
the skeleton for the projections assumingrent patterns of service use by age group
remain the same in future years.
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A BaselineModel: The baselineno d e |

projected shifts in patterns of lotgrmservices and supporise based oreasonable
assumptions abodemographics anchangesn service utilization and expenditures
It assumes a continuatn  of current trends in

irebal

A Alternative Scenarios Theeightalternative scenarios incorporate different assumptions
for key elements used in the baseline model. These are intended to illustrate the effects of
varying utilization patterns and femtial changes in policy.

Definitions

Definitions for rebalancing model components n@videdin Table21.

Table 21. Definitions Used in the Rebalancing Model

Component

Yearor FY

Rhode Islandiscal year; e.g., FY 2008 = Jyl2007, through June

Definition

30,2008.

Base Year

FY2008, the most recent year of actual data used in the model

Users

The number of unduplicated people using a service at some time
during the yearUsers are defined for each service, age group, an
year.

Population

The number of Rl residents in a given age group for a given year
isbased orthe population projections found iRhode Island
Population Projections: State, County, and Municipal ZZED,
dated August 2004from the Rhode Island Department of
Administration.

Units

Aggregate units used by all users in the year; this is defined by
service, age group, andyea@. K G adzy A (¢ aLISOA
differs from serviceto servic€ 2 NJ Ay A G A G dzi A 2 y I
most often represents a day s€rvice For other services the
definition varies (e.g., 15 minutes, hour, month, visit, or item)

Spending

Total Medicaid spending as defined in the MMIS claims files in th
year.In historic years (FX006¢ FY2008) spending is aggregated fg
each sevice and age groupn projected years, spending is estimatg
for each service and age group

Payment per Unit

Spending divided by units; this is defined for each service, age gr
and year.

45

The Hilltop Institute

i SO tdire phirbiansaer gcorporateg ect i o

anc



Overview of Models

MechanicalProjection Model

The MechanicaModel projects future service use and spending if patterns of service use for

each age group were the same in future years as currently. Specifically:

A TheMechanical Mdel assumes that future patterns of use, by age group, are the same as

in FY 2008.

A The only changes in service use and spending over time result from population growth,
changes in the age distribution in the population, and inflation in payments per unit of

service.

Table 22 liss specific assumptions for theelghanicaModel. The Mechanical Model was used
as a basis for constructing the Baseline Projection Model described below and will not be

discussed further in this report.

Table 22. Mechanical Model Assumptions

Model Component |
Projected population, each
agegroup

Assumption |
Rhode Island population projections from the Rhode
LatllyR 5SLINIYSyid 2F ' RY
Rhode Island Population Projections: State, County, a
Municipal 20082030.Years between 2005 and 2010
interpolated.

User rate for each service dn
age group

Same in future years as in the average of the three
historic years (FY 20@sFY 2008J?

Units per user for each servic
and age group

Same in future years as in the base year (FY 2008).

Payment per unit for each
service

Assumed to increadgecause of inflationSpecifically,
grows annually after the base year (2008) by the
estimated rate of growth in average wages based on t
Hnnd {20AFt { SOdzNR {BdardtoNH3
Trustees, 2009)The increase in payment per unit
compared wih the prior year is projected to be the
following:

2009 0.7%
2010 3.4%
2011-20154.1%
201620203.8%
2021-20303.9%

14 Average of three historic years is calated for each service and age group as:

(Users 2006 + Users 2007 + Users 2008)/(Population 2006 + Population 2007 + Population 2008).
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BaselineProjection Model: Assumes Rebalancing Continues

In the BaselineProjectionModel:

A Future patterns of use reflgetr o j e ct e d oftlmaesbaashifatapropantignately
less use of institutional services (in particular, nursing home services) and more home
and communitybased services.

A Nursing home use per person in the population (that is, the nursing homategsr
assumed tdecline over time.

A User ratedor use of other institutional services (i.e., MR and MH institutional services)
are held constant at current user rates.assumd thatreductions in user rates for
institutional MR and MH services ha already occurredo future rates of institutional
andhome and communitpasedservice use for MR and MH services will be similar to
current rates.

A The number of users of home and commubaged servicegre assume timcrease by
more than the decrea# the number of nursing home users because expandsziand
communitybased servicesill attract some users who previously would not have used
nursing home services (sometimes referred

A The average acuity of nursing hommerss assumed tmcrease because thmlividuals
i di v e rhoneedd cdmmunitpased service@hat is, thandividualswho otherwise
would haveused nursing home servig¢ese, on average, less acute than the otiiesing
homeusers. To estimate this effect, theeselinemo d e | includes an fAinte
nursinghom& whi ch i ncreases payments per unit

A Theindividualsfi d i v e rhoneedrid cdmmunithpased servicegre assumed toave
higher average acuity than otheme and communitpased servicassers.This is
esti mated with aomefandedmenangpasedyservicad; twohri cfho r
increases average units per user.

Table 23 liss specific assumptions for the&elineProjectionModel.

Table 23. Baselinemjection Model Assumptions

Model Component Assumption
Projected population, each age group Rhodelslandpopulation projectiongrom Rhode Island

Department of Administratiori2004) Years between
2005 and 2010@vereinterpolated.

User rate for nursinome, all age groups Assume 3%etrease annually from base yedhis is
based on tle recent trend in Rhode Islan@ihe historic
data used for the model indicate that the nursing hom
user rate decreased an average of about 3% per yea
betweenFY2006 and=Y2008. This appears to be a
continuation of a longer trend; specifically, a recent
Rhode Island report indicates that the number of
nursing home users declined at an average annual rg
of about 3% over the 2002 to 2008 peri¢ihode Island
Department ofHuman Servicg 2009).
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Model Component Assumption

User rate foMRC I O AahdoNMiHECE O Aservicés® €| Same in future years as in the average of the three
historic yearsFY2006-FY2008).

User rate for noiMRhome and communitypased The user rate increasesmnuallyby two factors:
serviced’

e A5ADSNEA 2Y £hisPat¥flihe iicBeydsé ]
the number of users is the same (by age group) 4
the decrease ithe number ofnursing home users.
O0aLYONBIasS¢ | yR aRSONFH
Mechanical Model.)

e G222RE2NJ] ¢ YOLYLIZ YRR A 4
users, it is assumed that additional individuals wi
use home and communitased serviceShe
BaselineProjectionModel assumes that the ratio g
G622RE2N] € dzaSNBR G2 d4&R
through 2015; that is, foevery person who is

GRAGSNI SR FTNRY | ydz2NA
and communityd 8 SR 4 SNIA OS a
dzZa SNJ F YR | & dTReratigvalinacine

to 0.5 to 1 after 2015 through 2025, and to 0.25 t
1 after 2025 through 2030. Severakearch studies
informed estimates of the woodwork effedf.

User rate fordotheré home and communitypased Same in futuregyears as in the average of the three
servicesthat is,the home and communitpased historic yearskY2006-FY2008)

services that are not included in ndR home and
communitybased services above)

Units per user for each service and age group

Same in future years as in the base year (FY 2008),
except for noAMR home and communitpased
servicesg KA OK | RRAGAZ2Y I ffe& A
factor forhome and communitypased serviceb &
Specifically, the intensity factor fllome and
communitybased servicemcreases units per user (for

f NeMiIR® h o me a n ehasedsenvice ammountg were estimated by excluding the following categories of

service fran total home and communityased services: MR Waiver Services and MHRHI@# Providers; and by

including only the portion of durable medical equipment attributable to aged and disabled waiver programs
(specifically, ADME A&D Wai VieDrMEO PAIRME WaE A eWai)v. e IT,hee a& st
durable medical equipment attributable to aged and disabled waiver programs is 34 percent, based on data from FY

2008.

®The literature reports significant eappedrstobegreaick a fwo o0 (
when home and communityased services systems are in early stages of development and can be low in developed

home and communitpased services systems. This is consistent with empirical findings that expanding home and
communitybased services does not reduce total lbeign care spending or may not reduce it for several years. In

the state of Washington, which has a developed home and com+haséyg services system, evidence indicates that

between 1999 and 2005, forevery 1 pedathi vert edd from a nursing home, there
based service users (calculated based on data in SEIU Healthcare, 2009, Table 1). For additional information, see the
following references in Appendix 13: Doty, 2000; Grabowski, 2006; KlagBlante, & Harrington, 2009; Mollica

et al., 2009; SEIU Healthcare, 2009; and Weiner et al., 2004).
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Model Component Assumption

non-MRhome and communitypased servicgso

reflect the fdlowing assumptionfi K S ¢hgh& érid
communitybased servicedza SNB 6 K2 | NF
(from nursing home use) are assumed to have avera
units per person that ar€0 percentgreater than the
average units per person among otHesme and
communitybasedservicesusers'’

Payment per unit for each service Payments per unit increase for all services by inflatio
(i.e., payments per unit increase tite rate of wage
growth; this is the same as in the Mechanical Model)

In addition, for nursing home servicggyments per
until also increase by am A y (i Sy a A th@rsing I
homet to account for an increase in average acuity of
nursing home users dke nursing home user rate
declines.The underlying assumption behind the
intensity factor is that the averageayment per unit for
they dzZNAAY 3 K2YS NBA&ARSpoina
and communitybased service the Baseline
ProjectionModel isapproximately 80 perceraf the
average payment per unit would be for all nursing
home residentsf there wereno decline in the nursing
home user rate.

Note: The two factors that affect payment per unit for
nursing homes are multiplicative; that is, the inflation
factor is multiplied by the intensity factor to compute
the combined effect.

Alternative Scenario 1: Fasr Rebalancing

This scenario assumes that the state implements policies to promote faster rebalancing than in the
Baseline Projection Model. As a result, the nursing home user rate decreases faster than in the
Baseline Projection Model and ndfR home andcommunitybased services increases more

rapidly.

Specifically, this scenario differs from the Baseline Projection Model as follows:

A The user rate for nursing home serviiseassumed to decrease bgefcentannually
(compared to ercentn the Baselie ProjectionModel). Based on the experiences in
other states, this is an especially rapid, but possible, rate of decrease. For example, two

"The Aot her 6 h o-esedaenvites asersaralindividugls who would have used these services even
without rebalancing p | us t he A wdwhaaremssumed to lsaeerthe same average units per user as the

Mechanical Model users).
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states considered to be leaders in rebalancing efforts experienced average annual
decreases in nursing home uséesadetween 1999 and 2005 of 3 percent (Washington)
and 4 percent (Oregofy.

A Some other components adjust within the model using the same logic as in the Baseline
Projection Model. Specifically, the user rate for ddR home and communitgased
servicesmcreases more rapidly than in the Baseline Projection Model, consistent with
Scenaridlbs f aster rebalancing. I n addit-i on
MR home and communitigased services adjust to reflect more rapid rebalancing

, i n

Alternative Scenario2: Slower Rebalancing

Alternative Scenario 2 is similar to Alternative Scenario 1, except that it assumes slower

rebalancing. Specifically, the user rate for nursing home services is assumed to decrease by 1
percent annually (compared t@8rcent annually in the Baseline Projection Model and 4 percent

in Alternative Scenario 1); consistent with slower rebalancing, the growth in home and
communitybased services is slower in Scenario 2 than in the Baseline Model or Scenario 1.
AlthoughtheBis el i ne Model 6s assumption of a 3 perce
rate is consistent with recent trends in Rhode Island, it may be difficult to maintain that pace of
change. Scenario 2 assumes rebalancing would continue, but at a slowbapancedtte

Baseline Model.

Alternative Scenario3: Slower Growth in Use of Medicaid Long erm Services and
Supports Because of Demographic Trends

This scenario assumes that user rates among older adutt6Eaged older) gradually decline to
reflect lower rates of eligibility for Medicaid lorgerm services and supports in this population.
Such a decrease in utilization could occur because of declines-apagéc disability rates,
increasing income and assets, or a combination of these facBmsifically, this scenario
assumes user rates decline by 0.5 percent per year for all age gralifs agd older.

All other assumptions are identical to those for the Baseline Projection Model.
Alternative Scenario4: Potential Health Reform Expansion of Mdicaid Eligibility

This scenario increases user rates anaahuts younger than age Gbestimate the effects of
expanding eligibility for Medicaid under health reform proposals under consideration by the U.S.
Congress. In addition to increased eligibility for the population 2@e@, this scenario

assumes slightly expanded eligibilityrfthe population aged 65 and older because of provisions

in proposed legislation such as those requiring spousal impoverishment protections to be similar

18 Calculated using data from SEIU Healthcare (2009), Table 1.
¥ For a review of the literature on disability trends among the older population, see Freedman &\&utiaeni,

2002, in Appendix 13.
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for users of both home and commuHitysed services and nursing horffeand because
expanded Medicaidligibility for younger adults is likely to increase enrollment among eligible
people at older ages.

The estimates are a rough approximation: we do not analyze a specific health reform proposal
and do not have sufficient information to produce a speaifadysis of the potential effects of
health reform proposals. Rather, we rely on rough approximations of how health reform may
expand the proportions of people using Medicaid it services and supports by broad age
groups.

Specifically, this scenaidiffers from the Baseline Projection Model as follows:

A The wer ratedor all servicess increased by 1percentor ages 2064 compared to
Baseline A recent studyexaminingthe potential effects of health reform proposaighe
statesestimated thaii Rhode Island, Medicaid enrollees under age 65 would increase by
about30 percent, wittenrollment of children in Medicaid/CHIP notibg affected.” In
Alternative Scenario 4, it is assumibet new Medicaid enrollees under health reform
would be less kely, on average, to useng-termservicesand supportsthus, the user
ratein this scenario is increaség a smaller percentage than the increase in enrollment.

A The wer rate foindividualsagel 65 and oldelis increased by fiercentcompared tdhe
BaselineProjection ModelThis small expansion reflects potential expansion of
eligibility under health reform and an assumption that increases in eligibility among
people under age 65 will lead to reductions in the proportion of peoplé&gmnd older
who do not enroll in Medicaid although they would be eligible.

Alternative Scenario5;: Smaller Woodwork Effect

This scenari o assumes a smaller fiwoodwor ko ef
could occur if the state were to develop prograrasitiore effectively target home and

communitybased services benefits to individuals at highest risk of nursing home use. Research
indicates that states with developing home and commbaggd services systems can expect

some woodwork effect as individgalith previously unmet needs begin to use home and

communityb ased services. Among states-basedt h fidevel
systems, recent experience is mixed: data indicate that between 1999 and 2005, Washington
experienced a woodwork effect bDtegon did not? In this scenario, it was assumed that there

woul d be a decline over time in the woodworKk
based services system becomes more developed.

' The SCAN Foundation, 2010. (Appendix 13.)
Z Holahan & Blumberg, 2010. (Appendix 13.)
%2 SE|U Healthcare, 2009. (Appendix 13.)
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Specifically, this scenario varies from the Baselineddtapn Model as follows:

A This scenario assumes that t he-basalservimesof fw
users to home and communltya s ed servi ces users fAddiverted
decreasemore rapidly over time than in the Baseline Projectiord®dSpecifically, the
ratio is 1 to ithrough201Q 0.5 to 1from 2011 througl2015 and0.1 to 1from 2016
through2030. In contrast, the Baseline Projection Model assumes the ratio of
Awoodwor ko users to fAdiverbsdservicedeageases of ho
from 1 to 1 througl2015 to 0.25 to 1 after 2025.

Alternative Scenario6: Increased Disability Amondghe Under Age 65 Population

This scenario increases user rates to reflect an assumption of increasing disability among people
under age 65. Recent studies of disability among younger cohorts have found recent increases in
disability rates among adults wrage 637 This scenario assumes the trend of higher disability
among younger cohorts will continue. In addition, as the under age 65 population ages, the trend
in increased disability is expected to affect cohorts over agé®ius, the rebalancing mdde
incorporates increased user rates for groups over age 65 in future years.

Specifically, this scenario varies from the Baseline Projection Model as follows:

A User rates for age groups under age 65 increase by 0.5 percent annually

A In 2015, the increase irser rates applied to the under age 65 population in the above
assumption is also applied to users aged®5

A In 2020, the increase in user rates is also applied to users agdd 65
A In 2025, the increase in user rates is also applied to users agéd 65
A In 2030, the increase in user rates is also applied to users ag§dd 65

Alternative Scenariod, #1 I AET AA O" AOOG6 3AAT AOET O
This scenario combines the most optimistic scenarios (from the point of view of controlling
spending for longerm services and suppgrfsom the previous scenarios.
Specifically, this scenario varies from the Baseline Projection Model as follows:
A Slower growth in use of Medicaid losigrm services and supports (Scenario 3)
A Smaller woodwork effect (Scenario 5)

% Bhattacharya et al., 2008; Lakdawalla, Bhattacharya, & Goldman, 2004. (Appendix 13.)
% Bhattacharya et al., 200#ezzoni & Freedman, 2008. (Appendix 13.)
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Alternative Scenario8:Cd AET AA 071 0006 3AAT AOET O

This scenario combines the scenarios above that lead to the highest spendingtermong
services and supports.

Specifically, this scenario varies from the Baseline Projection Model as follows:

A Potential health reform expansiohMedicaid eligibility (Scenario 4)
A Increased disability among the under age 65 population (Scenario 6)

Model Output

Output from the Baseline Projection Model and the eight alternative scenarios are summarized
below. Appendix 14 provides more detail oe thutput from the Baseline Projection Model and
each of the eight alternative scenariosluding projected Medicaid users, units of service,
expenditures for 2010 through 2030, and the distribution of expenditures for institutional versus
home and commuty-based services

Baseline ProjectionModel
Figures 17 summarize output from the Baseline Projection Model.

As shown in Figure 1, the Baseline Projection Model assumes growth in the overall population
from 1.0 million in 2010 to 1.14 million in 2030. The percentage of the population aged 65 and
over is projected to grow fronbJercent in 2010 to 20 percent in 2030.

Figure 1. Projected Population Growth in Rhode Island, 2€A@B0
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Figure 2 shows how the pojation aged 65 and over is expected to change over the next two
decades. T hiehosewngedia¥4p will inalease from 7 percent of the total
population in 2010 to 12 percent in 2030, while the proportion of the population a@ddarsl
aged 85+ wilremain the same.

Figure 2: Projected Distribution of the Rhode Island Population Aged 65+,
2010 and 2030
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Figure 3 shows projected users of Medicaid toergn services and supports. In 2010, 15,402
individuals are expecteid use services, increagito 18,414 individuals by 2030 (a @ércent
increase).

Figure 3. Baseline Projection Model:
Projected Users of Medicaid Long erm Services and Supports, 202030
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Figure 4 illustrates the projected decline in the number of individuals using Medicaid nursing
home services, from 8,155 individuals in 2010 to 5,225 individuals in 2030 (a decline of 36
percent).
Figure 4: Baseline Projection Model:
Projected Users of Mélicaid Nursing Home Services, 202030
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Figure 5 shows projected expenditures for Medicaid-keng services and supports.

Expenditures are expected to more than double from 2010 to 2030, #idn®#illion to $149

billion. (Note: All projected expenditures in this report are projected actual expenditures in the
specified year and reflect inflation. Inflati@udjusted amounts in constant FY 2008 dollars can

be found in The Hilltop | nsited RhodedsredReapr i | 14,

Choices Longlerm Services and Supports Resource Mapping

Figure 5. Baseline Projection Model:
Projected Expenditures for Medicaid Longrerm Services and Supports, 202030
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Figure 6 presents projected expendituresMedicaid nursing home services. Even though the
number of users of nursing home services is expected to decline significantly (see Figure 4),
expenditures will continue to increase from 2010 to 2030 because of inflation and the expected
increase in the avage acuity of nursing home users.

56 The Hilltop Institute



Figure 6: Baseline Projection Model:
Projected Expenditures for Medicaid Nursing Home Services, 262030
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The pie charts in Figure 7 compare the projected distribution of expenditures by type of service
in 2010 and 280. Most significant is the decline in the percentage of overall spending for
nursing home services, from 55 percent in 201@Btpedcent in 2030. This is in contrast to the
increase in the percentage of spending for homemaker/personal care (from 6tpekten

percent) and adult day care services (from 6 perceri pertent).
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Figure 7. Baseline Projection Model: Projected Distribution of
Medicaid Expenditures byType of Service, 2010 and 2030
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Alternative Scenarios
Alternative Scenario Faster Rebalancing

This scenario assumes that the proportion of people using nursing home services decreases faster
than in the Baseline Projection Model, while the proportion usinghii@rhome and

communitybased services increases more rapidly. As showigure 8, in this scenario the

projected number of nursing home users decreases by 48 percent between 2010 and 2030, from
just under 8,000 in 2010 to about 4,200 in 2030, compared with a decrease of 36 percent in the
Baseline Projection Model.

As Figure 9shows the Faster Rebalancing scenario projects total spending fetdong

services and supports to be slightly higher than in the Baseline Projection Model during the 2010
to 2025 period, but $5.7 million less than in the Baseline Projection \bgd€3Q This is

consistent with the research literature indicating that rebalancing usually results in initially

higher spending as home and commubiged services are being developed and their use

grows, but can lead to slower spending growth tives >

Looking at the spending fibalanceo between ins
projects that spending for nursing home services as a share of total spending for nursing home

and noAMR home and communigased services decreases fronp&@&entin 2010 to 46

percentin 2030.In comparison, in the Baselif¥ojectionModel, this share decreases from 77

percentin 2010 to 53ercentin 2030

Figure 8. Alternative Scenario 1 Compared to Baseline Projection Model
Projected Number of Nursing Hoe Users 2010 to 2030
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% Kaye, LaPlante, & Harrington, 2009. (Appendix 13.)
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Figure 9: Alternative Scenario 1 Compared to Baseline Projection Model
Projected Expenditures for LongTerm Services and Supports2010 to 2030

$2,000
$1,800
$1,600

$1,400 —

$1,200 —
$1,000 — mBaseline
$800
$600 - —
$400 - —
$200 - —
$0 - . . . . .

2010 2015 2020 2025 2030

Millions

OAlt. Scenario 1

Alternative Scenario 2: Slower Rebalancing

Alternative Scenario 2 assumes rebalanewiboccur at a slower rate than assumed in the
Baseline Model. Consistent with this assumptkigure 10 shows that the projected number of
nursing home users in this scenario is higher than in the Baseline Projection Model. The Slower
Rebalancing scena projects that the number of nursing home users will decrease by about 4
percent between 2010 and 2030, compared with a decrease of 36 percent in the Baseline
Projection Model.

Total spending for longerm services and supports are slightly lower ia fitienario than in the
Baseline Projection Model during most of the time period; however, by, Bi8&cenario

projects 1.5 percent greater expenditures than the Baseline Projection Model (see Figure 11).
Because the Baseline Projection Model assuaster rebalancing than this scenario, it projects
greater initial spending as home and commubéged service use expands, folloviegdslower
growth once there is a fAidevelopedodo home and

With slower rebalancing, nursing home\sees as a share of total spending for nursing home
and noAMR home and community based services are projected to decrease foenc&iiin
2010 to 71percenin 203Q
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Figure 10. Alternative Scenario £Zompared to Baseline Projection Model
Projected Nuntber of Nursing Home Users2010 to 2030
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Figure 11Alternative Scenario 2Compared to Baseline Projection Model
Projected Expenditures for LongTerm Services and Supports2010 to 2030
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Alternative Scenario 3: Slower Growth in Use of Medicaid LdegnServices and Supports
Because of Demographic Trends

With an alternative assumption of slower growth in the use of Medicaietéongservices and
supports Figure 12 shows 11 percent overall growth between 2010 and 2030 in the number of
(unduplicated) uss of longtermservices and supports for this scenario, compared pe@@nt
growth in the BaselinBrojectionModel. As noted earlier, such a decrease in service use could

=
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occur because of declines in agpecific disability rates, increasing incomeassets, or a
combination of these factors.

Similarly, the growth of expenditures with this scenario is lower than in the Baseline Medel.
shownin Figure 13total spending folongterm services and supports grows from $768 million
in 2010 to $1,43Mmillion in 2030 In comparison, in the Baseline modgdending grows from
$768 million to $1,486 million. As a result, projected spending in 2030 is $54.8 million less
under this scenario than in the BaseRrejectionModel.

Figure 12. Alternative Scenao 3 Compared to Baseline Projection Model
Projected Number of Userof Long-Term Services and Supports2010 to 2030
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Figure 13 Alternative Scenario 3Compared to Baseline Projection Model
Projected Expenditures for LongTerm Services and Suppor{2010 to 2030
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Alternative Scenario 4: Potential Health Reform Expansion of Medicaid Eligibility

As described earlier, this scenario shows the effect of simplified assumptions for how health

reform proposals may expand the use of Medicaid-teng service and supports. The

assumptions increase the use of services by adults under age 65, and to a smaller extent by adults
agal 65 andover, beginning in 2015.

As Figure 14shows the number of users tdng-termservices and supports is slightly higher in

this scenario than in the Baseline Projection Model for all years after 2015; the number of users
varies between 2.2 percent and 2.6 percent higher than the Baseline users in the 2015 to 2030
period.

Figure 14. Alternative Scenario £ompared to Baseline Bjection Model
Projected Number ofUsersof Long-Term Services and Support2010 to 2030
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Figure 15 shows eorresponding increase in projected total expenditures fortErngservices
and supports. Total expenditutasder this scenario are J@rcento 3.3percenthigher than in
the Baselind°rojectionModel during the 2015 to 2030 period.
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Figure 15 Alternative Scenario 4Compared to Baseline Projection Model
Projected Expenditures for LongTerm Services and Supports2010 to 2030
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To project the possible effects if the state were to develop programs that were esen mo

effective than the Baseliressumptions aargeting home and communibased services

benefits to individuals at the hight risk of nursing home use, this scenassumes lower
Awoodwor ko effect t AlswoudldmresultmslowBrageveH of horee ailo d e |
communitybased services as nursing home users decline, and thus fewer userdehtong

services angupports compared with the BaselPmjectionModel (see Figure 16\nder this

scenario, there would be 4.1 percent fewer total consumers efdongservices and supports in

2030 compared with the Baseline Projection Model.

An assumption ofalowdrwoodwor ko effect would al so sl ow s
the Baseline Projection Model. As Figureshibws total spendindor longterm services and

supports would be about $1,449 million in 2030 under this scenario, or abqetr@ehiess

thanin the Baselind’rojectionModel.
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Figure 16. Alternative Scenario £ompared to Baseline Projection Model
Projected Number ofUsersof Long-Term Services and Support2010 to 2030
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Figure 17 Alternative Scenario 5Compared to Baseline Projection Model
Projected Expenditures for LongTerm Services and Supports2010 to 2030
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Alternative Scenario 6: Increased Disability Among the Under Age 65 Population

As described above, some research studies report recent growth in disabilities and chronic
illnessesamong the workingage population and suggest that as this population ages, disability
rates will also increase among older cohartsr(pared with current rates). This scenario reflects
assumptions based on these trends.
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As Figure 18llustrates this sceario projects 21,800 users of loteym services and supports in
2030, about 18 percent more than in the Baseline Projection Model.

Figure 18. Alternative Scenario €ompared to Baseline Projection Model
Projected Number of Nursing Home Usef2010 to 2030
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Figure 19 showghe corresponding effect on total spending for emgn services and supports;
by 2030, total spending under the scenario is projected to perééntgreater than in the
BaselineProjectionModel.

Figure 19 Alternative Scenario 6Compared to Baseline Projection Model
Projected Expenditures for LongTerm Services and Supports2010 to 2030
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I'T OAOT AOEOA 3AAT AOET ¢qg #1711 AETAA O"AOO6 3AAT A

With the combination of slower growth in Medicdahg-termservices and supports (Scenario

3Yand a smaller Awoodwor ko effect pdrcBninereager i o0 5)
in users of longerm services and supports between 2010 and 2030, compared wiplera &t

increase in the Baselif&rojectionModel. SeeFigure 20.

Figure 20. Alternative Scenario TTompared to Baseline Projection Model
Projected Number of Nursing Home Usef2010 to 2030
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Under this combined scenario, total spending is projected to be $1,392 million in 2030, or about
$93 million less than in the BaseliReojection ModelSee Figure 21.

Figure 21 Alternative Scenario 7Compared to Baseline Projection Model
Projected Expenditures for LongTerm Services and Supports2010 to 2030
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