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EVALUATION OF THE PILOT
MONTANA ALLOCATION RESOURCE PROTOCOL

As part of the State of Montana initiative to implement an equitable resource allocation system in their Developmental Disabilities Program, an evaluation of the impact of the new system on consumers and providers was included in the project design by Davis Deshaies LLC.  The initiative focused on services provided through the HCBS waiver and included two pieces: the development of a standardized rate/fee schedule for all waiver services, and the development of an individual resource allocation process for each consumer which is called the MONA.  

The details of the rate development are found in the report titled, “Montana Rate Manual”. Details of the MONA are found in the report titled, “Montana MONA Report”.
The project evaluation was to answer the following questions.  Based on the pilot implementation of the rates and MONA allocation in DDP Region II during the first year of implementation:

· Are consumers receiving different services in terms of 


- Quantity?


- Quality?


- Choice?

· Are providers fairly reimbursed 


- Was a similar price paid for a similar service?


- What was the impact on financial viability?


- What was the impact on operational practice?

· Are stakeholder concerns addressed for 


- CMS?


- the Legislature?


- State Medicaid?

PILOT DESIGN

To answer the questions above, several activities occurred to test the effect of the new rates and resource allocation process.  
· To determine if there were changes in service levels or quality, a random sample of consumers served by each of the DDP providers of waiver service in Region 2 was selected.   A specific set of quality assurance related questions was applied at two points in time; just prior to the implementation of the new system (in November, 2005) and at the end of the pilot year (in November, 2006).  In addition, in May, 2006, data was collected during on-site visits to providers in Regions 1 and 3 regarding service usage levels for individual consumers to provide comparisons to Region 2.

· To determine the impact on providers of the rates, a series of interviews was held with providers in Region 2, and an analysis of their financial viability was conducted during the November site visits of 2005 and 2006.  In addition, providers brought concerns and issues with the rate/allocation system to monthly Region 2 Provider meetings held with Davis Deshaies LLC, and to the monthly statewide DDP Stakeholder Meeting.

· CMS, legislative and the State Medicaid office (SURS) concerns were addressed through a series of discussions with each group over the course of the pilot implementation period.
CONSUMER FINDINGS FROM EVALUATION ACTIVITIES

I.
Overall findings from the Evaluation
A.  Service levels were maintained or increased and service needs met for 37 out of 40 consumers or 94%.


1.  Service levels were maintained for 75% (30 of 40)


2.  Service levels increased for 18% (7 of 40)


3.  Service levels were insufficient for 7% (3 of 40)


4.  The majority of quality assurance items measured showed the same or  
slightly improved levels.

B.  ALL providers were able to maintain or increase direct care wages.

C.  Six out of seven providers were able to invoice for the total number of ICP hours and met their revenue projections.

II.
Detailed findings from the Quality Assurance Indicators

A set of quality assurance indicators was applied to each sampled person at two points in time.  The indicators included measures for health and wellness, safety and freedom from harm, personal satisfaction, stability of home/staff, a fair living wage and family support.  The instrument used is attached to this report, and the data from each site visit is attached in two Access databases.  The analysis and findings from that data follow.

A.  Health and Wellness Indicators

Overall, the health and wellness for consumers appeared to stay the same or slightly improve during the pilot year.  While the number of visits to the emergency room increased slightly in the pilot year, the intensity, or seriousness, of treatment received decreased.  The increase in ER visits was due largely to one 
consumer who was having heart related issues during the pilot year.  The average number of medication errors decreased slightly, and the average number of incidents per person decreased from 11.3 in 2005 to 9.9 in 2006 indicating that the level of services provided during the pilot year were adequate to maintain current health and safety standards of care.
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B.  Safety, Freedom from Harm, and Family Support Indicators
In general, the measures for safety and freedom from harm showed slight improvements or remained at the same level. The frequency of incidents reported decreased from an average of 11.3 per person to 9.9 per person during the pilot year, and the number of special investigations remained less than one per person from 2005 to 2006.
Three other measures of health and well being were captured by looking at the frequency of the issue and the intensity of it when it did occur.  The average frequency of behaviors that are detrimental to self, others or property decreased slightly (from 1.4 to 1.1 per person) while the intensity showed minimal change.  A similar measure for health care issues/illnesses stayed level for frequency of occurrences and decreased an average of .5 for intensity.  Intensity was measured by the level of staff monitoring needed to manage the health care need.  The third scale asked about the frequency of family involvement; the intensity was measured by how much staff time was needed to respond to the family’s involvement.  On this measure, the frequency of family involvement was nearly level and the staff time needed decreased slightly.
The following chart displays the data for these three areas:
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C.  Stability of Home and Staff


One measure of quality of life includes the number of changes a person experiences during a year.  For the pilot, the number of changes of home, number of changes of roommate, and the level of direct staff turnover were examined.  For the pilot year, the reasons for home changes were all positive, and the number of consumers with roommate changes decreased significantly.  However, staff turnover increased slightly during the pilot year.
Two individuals changed homes in 2005 compared to four during the pilot year.  Of the four who changed homes during the pilot year, one moved from a group home to supported living at their request, and the other three moves were equally positive moves that were requested by the consumer.  Two examples were moves to safer apartments (i.e. had 911 safety devices in the rooms). 

In the year prior to the pilot, 23 individuals had roommate changes, and during the pilot year, only 6 individuals had roommate changes.  The reasons for this large a difference are not clear, but stability appeared to increase in this area during the pilot.
Frequency of direct care staff turnover increased slightly from an average of 31.7% turnover in 2005 and 34.6% turnover in 2006, the pilot year. 

D.  Personal Satisfaction and Wages


For the year prior to the pilot (2005), 38 of the 40 individuals had completed satisfaction surveys; this increased to all 40 individuals having surveys done during the pilot year.  The level of satisfaction during the pilot year was able to be assessed in 23 of the consumers sampled.  Of these 23, two expressed dissatisfaction for specific reasons, i.e. staff they liked had left or additional services were wanted.  The other 21 were equally satisfied or more satisfied than the year before.  Satisfaction did not appear to be negatively impacted by implementation of the new system.
The majority, 65% (26 of 40) of consumers sampled worked in some capacity and received wages.  The average wage per person showed virtually no change; it was $33.86 per year in 2005 and $33.53 per year in 2006.  

Also examined was the presence of bank accounts for consumers to determine whether they had access to their discretionary funds.  Two of the agencies in the pilot in Region 2 did not have bank accounts for their consumers; they indicated that the consumers’ spending money was provided to them to spend in cash, and individuals did not have a bank account.  For those consumers who did have bank accounts, the average amount in their savings and checking combined in 2005 was $492.76; for the pilot year of 2006, this average was slightly higher at $541.28.
PROVIDER PILOT FINDINGS AND RECOMMENDATIONS
During the Region II Pilot phase, a number of rate revisions and invoicing modifications were tested and implemented. These changes included the following actions:

1. Enrollment & Attendance factors: Day Habilitation rates were modified to incorporate consumer enrollment and attendance patterns.  Specifically, general / administrative and program-supervision costs were considered to be part of the on-going costs of maintaining fiscal stability. Direct care wages and employee-related expenses on the other hand were considered to be variable costs which were incurred only when the consumer was in attendance.  By modifying the rates in this fashion, providers were compensated to cover their fixed costs while consumers retained flexibility to attend by choice. 

2. Economy-of-Scale: In Region II, three day programs served a very small number of consumers. Because enrollment was small, staff often assumed multiple roles.  The initial rates applied a fixed percentage for administrative and supervisory staff and placed a limit on reimbursement. With such small enrollments under the initial rate design, these provider agencies were unable to generate sufficient revenue to cover general and administrative expenses.  To address this issue, percentage factors for program related and general/administrative costs were increased (from 27% to 35%).
3. Billing Ranges: The initial direct care staff hourly invoicing model used a matrix approach with fixed 7.5% upper and 7.5% lower limits. While the billing rates were fixed at the mid-point of the ranges, few consumers were actually purchasing those mid-points.  Two changes were made during the pilot.  First, the upper range was lowered to 5%.  Second, a sliding fee schedule was adopted which allowed the provider to use the consumers’ total hours as the invoicing mid-point, and then apply the upper and lower limits.
4. Direct care billable activities:  The definition of direct care support to consumers was further tested and refined.  The term “with or on behalf of” was defined to include a wide range of direct care duties which again allowed more flexibility for consumer choice.

5. Audit accountability:  Different payroll and accounting methods were employed by each of the providers.  No single approach appeared to fit all provider management systems well.  As a result, four conditions were identified as requirements of the providers.  First, the provider must keep adequate records to attest that the consumer was in attendance and engaged in service. Second, the provider must demonstrate that the service was identified in the individual consumer’s service plan. Third, the provider must keep adequate records to attest that the consumer received the amount of service authorized by their individual cost plan. And fourth, the provider must keep adequate staff payroll and attendance documents to attest that sufficient direct care staff were present to offer the authorized amount of service.

Recommendations are organized into three areas: rate methodology revisions, invoicing improvements, and risk reserve management.  Should DDP consider further rate refinement, the following recommendations are offered:
1. Consider changing the Residential Habilitation / Community Home rates to reflect program enrollment and program attendance similar to day habilitation programs.  Currently, the community home rates incorporate social leave into the rate methodology.
2. Provide stop-loss payments for consumer vacancies in small programs.  The revenue impact of a single vacancy on an agency with a total enrollment of seven consumers is significant.  The current reimbursement rates assume a larger enrollment to offset economy-of-scale factors.
3. For consumers receiving SUPPORTED LIVING / FLEX, allow the lower limit (e.g. 31 hours per month) to be waived in those instances where consumers have unanticipated absences. Examples were discussed where consumers may leave services unexpectedly and drop below the 31 hour threshold required in the SL Flex definition. 
4. Include “Difficult to Recruit” data as part of GEOGRAPHIC FACTOR. Current geographical factors focus on cost-of-living and wage compensation trends.  In select areas of Region II, there was an insufficient pool of skilled potential employees from which to recruit. This shortage of skilled labor caused a significant competition and wage pressure.  The current geographical factors did not consider availability of skilled labor.
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