PROGRAM AND FINANCIAL RESULTS

IN SELECTED LONG TERM CARE INTEGRATION PROGRAMS 


	Integration Program
	Program Results*
	Financial Results*

	Texas Star+Plus (1998)
Partially Integrated Model. Mandatory enrollment. 21+. More program detail available at: http://www.hhsc.state.tx.us/starplus/starplus.htm

	· Emergency Department (ED) visits were 39% lower for STAR+PLUS (acute and community based LTC) enrollees than for STAR (acute care only) enrollees during FY02-031, 2
· Inpatient hospital admission rates were 28% lower for STAR+PLUS enrollees than for STAR enrollees in FY02-031,2 

· Since implementation, there has been a 70% increase in STAR+PLUS enrollees receiving attendant/personal care services vs. 40% Fee-For-Service (FFS) increase; 76% increase in day activity/day health services vs. 40% FFS increase 2 

· Early provider complaints re: administrative burden and slow payment have been resolved 3 

· A majority of STAR+PLUS members are satisfied with the program’s health plans, providers and services. These results compare favorably to national averages for members of Medicaid and commercial HMOS1-5,8

	· STAR+PLUS (acute and community-based LTC)  is more cost effective than the Star (acute care only) managed care program for serving aged and disabled persons because it integrates acute and LTC funding and includes the dual eligible population 5, 6
· Overall annual health care expenditures were 279% higher for STAR members than STAR+PLUS members in FY02-03 5  
· Overall, STAR+PLUS costs approximately 
· 6.5% less than Medicaid FFS 2, 
· Significant cost difference between sickest STAR+PLUS members and FFS comparison group ($3,226/month for STAR+PLUS vs. $13,160 FFS group)1, 2
· Saved the state $123 million over two year period (2000-02), resulting in a 17% cost reduction had the program not been in place4
· Estimated savings (state and federal) of $58 million for FY 03-FY 04 2,7
· Annual projected savings (state and federal) of $145.8 million if expanded STAR+PLUS and other Medicaid managed care programs throughout state 5, 6
· Medicaid managed care savings opportunities are more limited in rural areas due to absence of providers 6,7


	Arizona Long Term Care System (ALTCS) -1989. SNF level of care only. Mandatory. More program detail available at:
http://www.azahcccs.gov/Publications/Reports/

	· Decreased proportion of elderly and physically disabled members residing in institutions (from 54% in Jan-00 to 37% in Jan-06), despite continued growth in membership1 

· Increased use of HCBS from 5% in 1989 to 41% in 1998 to 63% in 20032,6
· High levels of consumer satisfaction reported 3
· Overall, program contractors (health plans) demonstrate competence with compliance standards (delivery system, grievances, care management, quality management, etc)4

	· Expansion of home and community-based services (HCBS) resulted in $5 M savings over first 2 years, equal to about  35% of the nursing home costs that would have been incurred without the program in place5
· Cost 16% less than traditional FFS Medicaid program (during first 5 years of program)6 
· Members in nursing homes cost almost 2x as those in HCBS settings ($2,700 per member per month (PMPM) as compared to approximately $1,000 PMPM in HCBS) 7


	Minnesota Senior Health Options (MSHO) 1997 - Fully integrated model. 65+. Voluntary. More program detail available at: http://www.dhs.state.mn.us/main/groups/healthcare/documents/pub/dhs_id_006271.hcsp

	· Community enrollment grew by 35% in 2003 while institutionalized enrollment decreased by 10%1
· Enrollment has grown in rural counties9
· Low disenrollment rate (< 3%/year) 3,6
· High satisfaction among enrollees and providers as measured by multiple surveys and focus groups 1-8
· MSHO members had fewer hospitalizations and falls in 2003 compared to PMAP enrollees (mandatory Medicaid managed care program for primary and acute care) 

· MSHO members had fewer nursing home stays compared to PMAP enrollees (from 2000-03) 1
· Community members have fewer ED visits and are more likely to receive preventive services than traditional FFS Medicaid members 8
· Increased access to HCBS for underserved and ethnically diverse populations; serves higher proportion of Asian and African American clients (55%) compared to FFS (15%) 9
· MSHO’s integrated contracting procedures have reduced administrative duplication and conflicts between Medicare and Medicaid managed care requirements 3,9
· In 2001, MSHO expanded to include people with disabilities under Minnesota Disability Health Options (MnDHO)

	· Costs 5% less than traditional FFS Medicaid program

· Savings from decreased SNF days compared to FFS (reduced nursing facility days per enrollee by 5% over first 6 years of program)

· Dual capitation provides flexibility in provider payment to address current FFS disincentives (such as support of care coordination and longer complex visits for physicians)

	Wisconsin Partnership Program (WPP) – 1996 Fully integrated model. SNF level of care. Voluntary. More program detail available at:

www.dhfs.state.wi.us/Wipartnership

	· In general, primary care physicians are satisfied with WPP; the most positive comments are in the areas of care management, coordination and implementation of care; 95% are also satisfied w/ amount of required admin work (phone, paper work, etc) 1
· High client satisfaction; 95% of members rated services excellent or very good 2
· Only 5% of members disenrolled for reasons other than death or relocation 3 

· Number of nursing home days decreased 25% for elderly in the first year after enrollment.  Only 6% - 8% of WPP members are in nursing homes compared to 26% of Medicaid recipients age 65+ across the state of WI. 3 

· The number of inpatient hospital days decreased 52% for physically disabled members in the first year after enrollment in WPP 3
· 40% decrease in hospital admits for ambulatory care sensitive conditions from 2000 to 2002. 4

	· Drug cost control (2001): With close coordination and monitoring, WPP has been able to keep prescription drug increases in the range of 9% to12%, well below the national average of 18% to 21%3
· Savings result from decreased SNF days and inpatient hospitalizations compared to traditional fee-for-service



	Massachusetts senior care options (SCO)-2004

Fully integrated model. 65+. Voluntary. For more program info, go to http://www.mass.gov/ and search for “Senior Care Options”


	· Enrollment continues to grow (6,000 members as of Sept. 2006)

· Formal evaluations in progress 


	· State applies a “budget-neutral” approach on the Medicaid side (i.e., does not spend any more than they would under traditional Medicaid FFS)

· Average combined (Medicaid and Medicare) capitation rate for CY 2005 was approximately $2300 PMPM

· Projected savings of 4% in institutional costs after 5+ years of operations as a result program interventions occurring now 

· Formal evaluations in progress 




*References are included in a separate document. Click here for more information.
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