Department of Health Services - State of Wisconsin
Town Hall Results
What could the Department of Health Services improve?

Laurel

Give the responsibilities back to the counties that know their constituents and their resources the best. A person has no
idea what is needed if they are not from that area. | could not claim | would know what is available in Milwaukee just as
they could not be aware of what the people of northern WI. needs.

Bill

A proven cost-effective method of delivering oral health care to children is through school-based services. Smart Smiles in
Milwaukee will serve 6,000 children this academic year, 70% are BadgerCare. The progam could be expanded if it were
financially sustainable. Direct contracting is a possiblity that could assure that more funding went to service provision than
to insurance program administration.

Health Affairs Article

Bellin Health, based in Green Bay, serves a market of 600,000 patients. The foundation of the system is a network of 117
primary care physicians - along with 41 employer-based clinics, 40 retail clinics in stores, a 220-bed community hospital, a
critical-access hospital, a psychiatric hospital, and hospice. Bellin takes a life and health cycle approach stressing
prevention and minimizing the likelihood that those who use the system will ever need costly acute, inpatient care. It
seeks to engage basically healthy people in new ways and to structure services so that patients can easily access
appropriate care at the lowest cost. An example is FastCare Clinics inside retail stores, which are affiliated with medical
practices and connected through a system of electronic health records.

Ralph

A Coordinated Pharmacy Program for measurable savings. BidRx + ParnersRx combines old and new. It is the best of old
- a traditional prescription benefit with convenient service at over 60,000 pharmacies and new - an online internet based,
transparent, information rich, competitive auction system that gets bids from participating pharmacies across the street
and across the United States.

Gary

Providers that provide in-patient care for people with very acute behavioral crises and are paid by the admission. They are
incented to admit more patients. They provide crisis care for that same population and are paid by the hours of crisis care
provided. They are incented to generate as many hours of care as is justifiable. They provide community mental health
services in the form of Community Support Programs, Comprehensive Community Services and Targeted Case
Management and are paid for every episode of care, incented to provide as many episodes of care. They provide out-
patient services in the form of counseling, group therapy and Psychiatry, and paid by the visit.



WHA Medicaid Reengineering Group

It is expected that all hospitals will have one percent of base funding withheld. All funding would be redistributed to
hospitals based on a specified formula. Option 1 - Benchmark using Statewide Average: Use of the statewide average
does not recognize and reward hospitals for improvement. By using the statewide average, 50% of all hospitals would not
have the ability to score for each measure. Assign a dollar value to each measure. If the hospital exceeds the statewide
average for that measure, the hospital receives a portion of the funds assigned to that measure. Option 2 - Modified Value
Based Purchasing Based on Past Performance: DHS should adopt the same general methodolody used for the CMS
Value Based Purchasing Program. Credit would be given for high achievement or improvement; whichever is higher.
Basing on past performance is not consistent with the principle of providing timely communication to all stakeholders, or
with the principle that financial incentives must be tied to the ability to affect outcome. Hospitals could lose funding based
on prior years when they did not know what the performance measures were. Benchmarks performance should be the
state 75th percentile; achievement thresholds should be the state 25th percentile. Hospitals can achieve the maximum
earn back on the measures that are applicable to their patients (i.e. hospitals are not penalized because they don't care
for patients in all of the measures). Option 3 - Modified Value Based Purchasing Based on Current Performance: Withhold
funds beginning 7/1/12, use 09-11 data as the benchmark, measure performance based on 2012 data, funds withheld
beginning 7/1/12 would be distributed by 6/30/13.

WHA Medicaid Reengineering Group

PRIVATE COVERAGE OPTIONS: 1.Strengthen the Health Insurance Premium Payment Program, including using HIPP
to subsidize the employer's level of benefits (eliminate wrap around feature), rather than being required to buy up an
employer's plan to a Medicaid level of benefits. Allow Medicaid to have different packages of benefits for different
populations of enrollees. Explore opportunities to provide other coverage options for Medicaid recipients, including
children at higher income levels; and strenthen employer verification of health ins and current crowd out process.
2.Reduce BadgerCare Plus eligibility income limit for children from higher income families. 3.Require 18-26 yr olds to
enroll in their parents health ins policy rather than Medicaid. 4.Require DHS to inform all applicants about other coverage
options outside of Medicaid/BadgerCare Plus, and promote adequate and affordable private coverage options for low
income individuals. .Maximize coordination with federal funding sources such as Medicare Part D in order to find savings
in the SeniorCare program. PROGRAM INTEGRITY vs. INCOME ELIGIBILITY REDUCTION: 1.Do not support an
automatic reduction in the income limit for purposes of Medicaid eligibility. Decreases in eligibility and enroliment should
be targeted to individuals and families that have other coverage options and all efforts should be made to first improve the
accuracy of eligibility. 2. Implement processes for enhanced verification of residency by requiring proof of residency at
application and/or by reviewing out of state addresses on a regular basis. 3.Implement processes that would better ensure
that presumptive eligibility is used for individuals who have significant and immediate health care needs as identified by
their provider. Do not eliminate presumptive eligibility for pregnant women whose prenatal care is vital to ensuring a
healthy pregnancy. 4.Implement processes related to eligibility for qualified immigrants, such as verifying sponsor income.
5.Implement processes for verification of income of household members, and other self-declared information to improve
the accuracy of eligibility determinations. 6. Streamline and consolidate verification process so that rules and policies are
implemented consistently. 7.Review the spend down provisions.

Nancy

Any serious discussion of the state's Medicaid program needs to consider the positive impact that Medical Nutrition
Therapy (MNT) provided by Registered Dietitians can provide related to cost savings and improved health outcomes. It is
an evidence-based component of the medical treatment for managing specific diseases and conditions. Several chronic
diseases are amenable to MNT and studies have shown the cost benefit of such intervention: Cardiovascular disease,
diabetes, obesity.



Steven

Increased recognition of the value of primary care services. There is a growing body of evidence demonstrating fewer
emergency room visits and hospitalizations as well as a decrease in high cost surgical interventions as a result of
improved access to high quality primary care services. There are fewer physicians entering primary care fields in recent
years, an ongoing and unacceptable trend for the future, both near-term and long-term.

Gwen

| write you today to implore you to stop any efforts either led by yourself or the Wisconsin Legislature that would
jeopardize Federal funding for food stamps. Nearly 800,000 Wisconsinites rely on Federal funding to help feed their
families, and all the resources used by Wisconsin families participating in FoodShare Wisconsin come from Federal
dollars. | am aware that the USDA has informed your administration that efforts to privatize administration of FoodShare
Wisconsin would lead to the withholding of Federal funding. We know that there are no state funds to make up for any
loss and losing these funds would be catastrophic for low-income Wisconsinites. Participation in FoodShare Wisconsin
has nearly doubled over the past few years. The average number of monthly recipients has grown from 372,308 in 2006
to 743,836 in 2010.

Thomas

Utilize a reduced fee model based upon Access Affordable Healthcare.

Survival Coalition

LONG TERM CARE: A. Increase integrated employment services in Long Term Care B. Reduce administrative costs in
Family Care, IRIS and Partnership C. Increase utilization of self-directed supports in Long Term Care D. Implement the
recommendations of the Wisconsin Council on Children with Long Term Support Needs to streamline services E.
Implement a standardized set of performance and outcome indicators for LTC services to improve outcomes and
generate cost effeciencies F. Reduce the use of institutions G. Strengthen partnerships with the Dept of Public Instruction
and improve accountability and supports for appropriate transition programs ACUTE & PRIMARY CARE: A. Improve
integrated care coordination B. Take advantage of savings in health care reform C. Explore arrangements with federally
qualified health centers D. Study cost-benefits of referring W1 Veterans to federally funded VA benefits E. Explore
expanded access to private insurance benefits F. Explore the capacity of private health plans to continue coverage past
childhood G. Improve continuity of care and access to eligible benefits for released inmates H. Explore strategies to keep
Medicaid recipients from going on and off the program I. Improve the prior authorization process J. Allow direct purchase
of durable medical supplies and equipment K. Re-examine the Medicaid hotline L. Keep the door open for consideration
of provider assesments COMMUNITY BASED MENTAL HEALTH SERVICES: A. Provide alternatives to existing inpatient
and emergency deparment services B. Increase the use of certified peer specialists C. Increase the use of wraparound
services for youth and parent peer specialists D. Expand consumer run recovery centers E. Implement county system
changes

Samantha

Cover care by liscensed midwives, certified professional midwiives, homebirths, and free standing birth center births.



Kari

We have 2 women in our dept alone who work full time. Because they are single moms with young children, they also
qualify for badgercare. They are both offered insurance through our employer. They earn a decent paycheck. Why then,
are they allowed to keep their children on Badgercare. | see how this system is abused. Our employer does offer very
good insurance benefits. Granted, family coverage is $225 a month. Maybe instead of having these kids on badgercare til
they are 18, why not pay their monthly premium for their insurance. | think this would save our state a lot of money.

WI Assisted Living Association (WALA)

1.Providers need predictable rates over an extended period of time or at least through the contract period. When rates
change during the contract period providers lack the ability to budget and manage costs over a period of time. 2.An
increase in a resident's health due to proper care can result in a reduced provider rate. No pay for performance options in
the contracts. 3. Frustration over the duplication over Case Management and RN Management between MCO care teams
and provider staff. 4.Concerns regarding the management of waiting lists in counties whose start up or entitilement will be
delayed in the next budget. Providers struggle with the destructive impact of the Nursing Home relocation rules which
require a stay in the nursing home prior to relocation. Moving people from the AL facility to the SNF to meet a SNF stay
requirement only to move back in 90 days is destructive to the person and poor use of taxpayer money.

Erin

| strongly suggest reimbursing Licensed Midwifes for services in out-of-hospital settings such as home or free standing
birth centers. It will not only save the state significant amounts of money but improve outcomes for mothers and babies.

WI Assisted Living Association

None

Barbara

Decrease spending for inpatient and emergency department services for people with mental iliness by improving access
to community based services and supports, and diversion. Examples of successful programs that could serve as models
for expansion: PeerLink Project - designed to match a Certified Peer Specialist who is successfully managing his or her
own recovery with peers who have been identified by Optum Health (United Health) and who are currently receiving
services in identified inpatient facilities or who are engaged in services at the identified out-patient facilities. The primary
function is the development of a supportive and trusting relationship between the consumer and Certified Peer Specialist.
Milwaukee Crisis Resource Center (CRC) is a community based, recovery oriented alternative to inpatient hospitalization
and emergency department visits, that is not only cost effective, but a better service option for individuals experiencing a
psychiatric crisis that does not require medical treatment. Provide access to lower cost outpatient mental health services.
Expand the mental health benefit in the BadgerCare Core plan to include other mental health services, beyond expensive
and often limited psychiatrist visits. The change in this benefit should include coverage for services provided by a mental
health or AODA provider (no longer specifying psychiatrist) for a limited number of times outpatient per year, and require
Prior Authorization to go above that number. Work with Milwaukee stakeholders to advance the HSRI Plan for redesign of
the adult mental health system.



KIT

None

Kathy

Communication between recovery team and consumer is often non-exisitent. Stop treating consumers as parts on a
conveyor.

Sharon

Governor Walker is on the right tract, doing a good job. Bring more psychiatrists to WI.

Becky

Stop cutting funding. Money not spent for care of addictions and mental health illness will be money spent in ER, urgent
care, and other medical areas for care that is inappropriate, expensive, and does not solve the problem.

Gladys

Transportation to work shops.

Joshua

| am a veteran currently in the VA system. Before | was in the VA system | was in a county DHS. They did a horrible job.
They failed to inform me that | was eligible for VA benefits, now which | am 100% compensated for. | went through 3
different doctors, all of them bad. One had terrible bedside manor. The second suggested | stop all medications
completely. After pleading with him to stay on, did he only keep me on the meds. Overall my experience with the DHS
was disappointing at least. My VA providers are much better.

Wendy

Help employers understand the effects of mental health on their employees, how mental health issues affect work
performance, how they may not be able to continue to work and then to provide long term disability so the person does
not have to live in poverty, or struggle to survive both mentally, emotionally, and financially.

Nancy

Add more PACT programs for people with serious & persistant mental iliness - cost saver. Retain/add Medicaid $ for
persons with mental iliness is cost savigns. Enhance community programs to prevent hospitalization.



Jessica

One location to contact where all services help and information can be easily located.

Bobbie

We need care & treatment of our mentally ill.

Adam

Maintain Medicaid for mental health programs

Georgie

Dental care - people need teeth to eat healthy foods. Why let peoples teeth rot? | once was proud of my nice teeth but not
any more. Eating well helps mental iliness for sure.

Mary Lou

Integrating Certified Peer Specialist into mental health services. As a consumer and advocate | believe the specialists
have been important part of my recovery. | plan to become a specialist very soon in order to give back to my community.

Nancy

None

Pam

| think there should be more of a proactive approach to prevent serious breakdowns rather than waiting for someone to
hurt themselves or others, and then treating them. The costs of hospitalizations, crisis intervention, police involvement, all
cost more than it would to take preventative steps.

Patti Jo

Providers based on outcomes

None



Underwood

Lift the freeze on extended care admissions to Central Wisconsin Center for the DD. We are already paying a bed tax on
the unused beds. Putting some of these beds to use should bring in more in federal reimbursement than might be
incurred for any necessary increased staffing. The newly expanded and remodeled medical short term care unit at
Central Center is sitting unused -- a waste. Is there no longer a need for it or is Family Care refusing to allow families
access to it?

William

Balance between needs of people (i.e. those who cannot help themselves) and those who pay the bills - (i.e. govt &
business/special interest), and those able to pay taxes but at the same time best able to avoid some.

Sara

Call for a task force in Dane County, lets get moving forward. (consumers & advocates) We need to get moving on the
exchange program in Dane County. Lets not get behind! 2013 is coming.

Phyllis

I have received referrals as a nurse provider from Community Care of Central WI for people who have Medicaid. Working
with CCCW has been much more easier and efficient than working with the offices in Madison.

Alice

None

Pattie

Continue Mental health dialouge. Comprehensive Community Services in Wausau is a system which effectively helps to
move back to independence.

Marilyn

The new privacy law went to far and tons of people are falling through the cracks because no one can get help until they
are in crisis and parents and friends are held in suspension unable to connect with professionals.

Falon

The Department of Health Services could provide more choice to women giving birth.



kara

Allow home birth with a Certified Professional Midwife to be covered in the state of WI. It is a safe and cost saving method
to provide births that is family friendly and safe.

Sheryl

Make any increases in copay means tested. Any copays is difficult for those who have virtually nothing. If they can't get
services because of lack of money for copays, access to proper medications (treatment) is worthless and a waste of
money if there can't be consistent treatment. Medicaid patients don't have choices in treatment providers so they aren't
empowered (in self direction). Penny wise, pound foolish would be to restrict or eliminate services to acheive cost savings
and then have to pay for more jail services, pay more for emergency room services, etc. We need to expand the PACT
program for consistent treatment in the community.

sandra

drop the hmo programs and handle directly. you are paying a middle man which is raising costs and they need allaprovals
from the state any way, they make the provider contact the state they do nothing except collect your money.

Underwood

ICF/MR Restructuring Initiative is costing increased Medicaid funds. The relocations are not necessarily voluntary --
voluntary is a misnomer if you have to relocate because your home is closing due to inadequate Medicaid reimbursement
and the ICF/MR bedtax is financially strangling the ICF/MR to death.

Dylan

Add more Pact programs

Carrie

Knowledge of and increased support/finances on agencies/programs that support/advocate and assist individuals with
mental illness. In the long run, these programs save a lot more $ as these individuals are less likely to have as many crisis
situations, therefore will not need as many hospitalizations.

Mike

Regionalize the services in WI. 72 counties create way too much overlap. For instance, reorganize around Lake
Winnebago Area from Fond Du Lac to Green Bay and combine services.

Richard

Wisconsin should be planning the Insurance Exchange for the new federal insurance program.



Elissa

rTMS (repetitive transcranial magnetic stimulation) should be covered for depression. It is safe and effective.

Diann

Get going on setting up the insurance exchange needed for when the Affordable Care Act takes effect. Set up the
exchange so it is fair to people with mental illness and addiction issues.

Terry

Utilize peer specialists where possible. This really does work and is cost effective.

Crystal

Better treatment & approachable care

Justin

Information dissemination

Self direction generally good model - need to consider however when people are most ill and need most help they are the
least able to appropriately direct their own services.

Phil

Keep level of funding to medical services at same level, particularly to those with greatest needs: mentally ill, poor, and
children.

Paulette

Please dont stop funding medicaid for people who have been identified with a severe mental illness. My son didn't ask to
have this terrible illness and he needs this money in order to get his medication. His life would be greatly changed if he
cannot get this benefit. Work on research to help mental health diseases.



Ava

My largest fear is that | will lose MAPP. | do pay a premium for my Medicaid premium ($25/month). About a year ago |
went off of SSDI and returned to work full time. It is because of a medical procedure | receive that | am able to work full
time. But if | no longer had MAPP which pays for these treatments, | am certain that | would once again have to go back
on SSDI, would no longer be able to work, would have to move back into subsidized housing and be back to an in and out
of the hospital lifestyle. Please do not end these programs adn the access to these programs. Persons with mental illness
can and do recover, but we still need our medications and ongoing care to maintain our wellness.

Ann

Be sure folks who have very low income (especially with children) have continued Badger Care pretty much as is for
health and dental care. Try to get more dentists to accept BadgerCare.

Underwood

Reevaluate the special nursing home rate reimbursement formula negotiated with the federal government decades ago by
which the State Centers for the DD are reimbursed at a higher rate that non-state ICFs/MR.Are non-state facilities
providing the same level of care as the State Centers and thus would also qualify for the same level of reimbursement?

Terri

| would like to suggest two items as budget efficiencies that could be adopted by the Department, 1)require a minimum
amount of time from an internship/fellowship/etc. before accepting student or other non-paid volunteers and 2)have a
minimum dollar amount threshold for the receipt of gift and grant funds. In order to accept student interns or volunteers
and give them the network access they need; they must be entered into PIVS (Payroll/Personnel Input Verification
System). There is paperwork involved in obtaining network access, HR staff time entering them into PIVS, keeping track
of the arrival and departure dates and ensuring that related costs are charged to appropriate programs. With HR staff
already stretched thin, it seems as though it is not the most productive use of time for them to be doing paperwork and
PIVS entry for people who are only working a couple hours a week or may only be with DHS a couple of weeks. | suggest
that before unpaid staff be brought on board, there be a requirement to do a minimum number of hours of work per week
and/or for at least a minimum number of months. Or conversely, DES or some other entity come up with a less
cumbersome way for them to get network access. While there is value to having these students/fellows/etc. there are also
costs. Though they are not salaried, they are not free. It is likely that there would be push back from UW School of
Medicine and Public Health, since this is how students and a future workforce get some practical experience, but is it cost
effective? It also takes staff time to train and supervise. Is it an affordable cost? All gifts, interagency funds and federal
grant funding provided to DHS need to be reviewed in a manner that evaluates not only the benefit of DHS receiving the
funds but also the costs of receiving such funds. It seems that there should be a minimum level of funding coming to DHS
to make it fiscally responsible for the department to accept funds (i.e. gifts or grants smaller than $10,000 or $25,000 or
some other figure cannot be pursued or accepted). When analyzing the cost benefit ratio, it must be recognized that all
grants and gifts received hold inherent and minimal level of costs (BFS processing, Operations staff time, DOA
infrastructure costs, etc.) and one of the most overlooked costs, staff time to write, review and submit grant requests and
process the resulting paperwork. With less and less staff available, it is time to make some difficult decisions. DHS must
critically assess the cost/benefit ratio of each grant application and determine if pursuing the grant and gift funds is the
most prudent use of scarce staff and resources.



Sherry

| would like to suggest overall Admin efficiencies in the area of technology. With less staff and more work there is efficient
technology currently in use that we could utilize and we are not. | think PTAweb should be incorporated throughout the
department. DPH, doesn't currently use PTAweb because of the nursing schedules or some issue with differential, but
DOC has the same issues and they have PTAweb up and working for them. DCF has set up a system to allocate costs
based on PTAweb. This would eliminate DOHAAS altogether. Once the funding string was entered into PTAweb, the
system allocates the cost/fringe to that particular funding string. The only manual entry would be the JV's. This would free
up a lot of time and quite frankly, be more accurate than DOHAAS is right now. DWD has a system set up called PAL
(procurement accounting log). DCF is currently purchasing it from DWD. This makes the whole aspect of pcards
electronic. Currently,each unit has to have several pcards because the cards are funding string specific. The billing
process is cumbersome and problematic. In PAL, you can use one card for several different funding strings. The charges
come through in a clearing account (electronic from DOA) and the card holder can go into the system and apply the
funding strings to the specific charges. Then the supervisor electronically approves and it is complete. This would free up
a couple positions. There only needs to be one person managing this system instead of three. Electronic signatures travel
reimbursements by supervisors and employees can be electronically approved via email. The employee can forward a
reimbursement to the supervisor and the supervisor electronically approves it by sending it to BFS. This can be the
process for other things such as travel.

Chris

During the last biennium, the Doyle administration had set forth a proposal to consolidate all Human Resources functions.
To that end, a realignment of HR services was initiated and was well underway. As part of that process, a committee was
formed to discuss standardization of policies and practices, efficiencies, and overall operational improvements. The
committee compiled a lengthy list of ideas, all of which appeared to be feasible and easily implemented. However, when
the realignment process fizzled away, so did further discussions of any changes to established policies and procedures.
In short, any talk about improving HR operations was shelved. Even in the absence of a mandated realignment, there
appears to be nothing that precludes implementation of the proposed changes. While these changes may not have a
direct budgetary impact, they will improve operational efficiency. My suggestion is that we continue to move forward with
discussion and implementation of the improvements within the Department.



Kristine

1. Consider the state health plan, Healthiest Wisconsin 2020. It builds on the scientific analysis from the HW2010 effort to
address the drivers of costly and high impact illness rather than specific illness by analysis looking at both prevalence and
severity. The plan addresses both health and infrastructure priorities to help Wisconsin work toward being a more healthy
state (which translates also into more productive and less health care costs.) The issue of 'implementation of the plan’
calls for increased working partnerships with multiple entities and partners (including non-traditional partners such as
business) to carry forward known best practices and work collaboratively in alignment to mitigate these major health
drivers.

DHS alone cannot 'fix' these issues, but can be instigators and conveners to initiate collaborative efforts. 2. Wisconsin is
number 1, regrettably in binge drinking (including youth and pregnant women). The data and multiple painful realities of
the costly impacts of this has documented for a long time. | somewhat recall that Wisconsin has one of the lowest beer /
alcohol tax rates in the nation and has not raised said taxes since sometime in the 1960's. There could be a large amount
of money made available, perhaps justifiably so, by increasing taxes on this non-essential product that has proven so
damaging to state citizens. You might consider talking with OPIB for further information about the costly impact of AODA
in our state. 3. Wisconsin ranks extremely high as a state with lead poisoned children. The taxpayer cost savings of
fixing this problem would be in the hundreds of millions, some projections indicate billions of dollars over time. In January,
a report was submitted to address a legislative joint resolution to discern some possible solutions to this problem. The
hidden and unexpected costs of lead poisoning include increased violent crime and incarceration rates as well as
increased school costs as the brain damage caused by poisoning both reduces learning capacity and capacity for focused
behavior. 4. Data exists to support that public dollars are saved when people with disabilities are able to hold jobs rather
than simply being 'supported’; also they are valuable contributors to society. We also see the same with efforts to help
people who are deaf and / or blind to become as self-capable and independent as possible. 5. Some of the newest
impressive research coming from Canada and other states is the HUGE cost savings that businesses can accrue by
being mentally healthy work places and providing mental health care parity. The statistics are startling that at any time
one in four / five people is grappling with some mental health issue. Granted this is inclusive of more than only the
serious and persistent mental ilinesses like schizophrenia and bi-polar, but can have a profound impact both on worker
capacity as well as the bottom line. In a societal climate of stress as during a financial recession, stress-related concerns
are inevitably high. 6. The original state Community Options Program was lauded broadly years ago and successfully
replicated in Australia. While | am less familiar with Family Care, with the burgeoning population of elders, safe and less
costly home and community options to nursing home care will be essential. Talk with DLTC who can provide more
current detail. 7. Grants. A mistake made during a period of the Doyle administration, was to not allow any staff increases
EVEN IF the money came from grants. This resulted in the loss of thousands (more?) from grants that would have been
fully funded by outside sources, provided in-state employment, AND helped to address an issue of importance to the state
and our department. The issue was later rescinded clarified by DOA but was addressed but only after grants were lost.
Judicious care in stating policies is warranted to avoid a similar costly error.



Robert

| suggest we move towards converting our accounting system over to the state-wide accounting system. It would be a
difficult task as people are familiar with the current system and would have to adjust to a different system, as well as
information being presented in a different manner but in the end | believe it would be to the benefit of the department to do
so. Some of the benefits: Reduced mainframe processing time (we are currently charged for processing transactions
through both systems). Reduced storage costs (the same accounting data is stored in both system albeit in a different
format). No reconciliation between two systems to ensure that everything that goes into one goes into the other correctly.
Would free up technology folks currently operating the internal accounting system for other worthy IT projects. Ability to
accept transfers from other state agencies who are readily familiar with a system used state-wide. Some of the costs:
Confusion with new system would likely slow processing down initially (perhaps for a few years). Staffs that deal with the
accounting information would need to learn a new and different chart of accounts. Many automated feeder systems would
need to be re-engineered to feed a different system. Once our staff becomes savvy with the state-wide system their
ability to change jobs to another state agency is enhanced. The long and short of it is | don't see short term savings and
there may be increased costs and confusion as something like this is attempted but long-term it would position us to be
more efficient, have better information and be on the same page when another accounting system is installed since the
state's solution could be our solution.



Steve

FAMILY CARE: Reduce the number of nurse care managers. This is frequently duplication with what agencies can
provide and with the social work care manager; they do not do any real nursing, and many enrollees do not have
complicated medical concerns. One director of nursing and one or two assistants, depending on how large the enroliment
base is, would be sufficient to provide the nurse care management consultation. The caseloads for all care managers can
be increased. Create single service care managers with very large caseloads-100 or more. When an enrollee gets all or
almost all of their services from a single agency such as a CBRF, AFH, or nursing home or just gets home health,
personal care, or workshop services, there is little case coordination needed since that is all provided by the agency
serving the person. The CM needs to monitor for quality, participate in care planning, and review the services provided.
Given this the caseload can be specialized for these types of enrollees and be significantly larger. Sub-capitated
arrangements with contract agencies should be tried. Under this arrangement a provider would receive a capitated rate for
X number and types of participants and would then have the flexibility to determine the best way to provide and pay for
the services. The provider becomes much more of a partner in developing cost effective service strategies. Administrative
costs of the MCOs should be defined and limited to a reasonable percentage. The costs of the MCOs keep increasing
while provider contracts are reduced. In the long run, there will be many fewer providers and much less consumer choice.
Reduce the number of MCOs. Are 11 really needed or would one per DHS region and Milwaukee be sufficient? This
would help reduce overhead costs. Reconsider the franchise approach. One system for all MCOs for billing, monitoring
and reporting costs, auditing, etc would be cost effective and make it easier for providers to work with multiple MCOs.
MCOs need to work with providers and cover reasonable costs. If this does not occur, the number of quality providers will
substantially decrease and costs would then have to go up. For some providers where direct care staff is making around
$8.00 per hour, there have been no raises for the last three years. DHS should consider completing the state for Family
Care. This lowers the cost for the current waiver participants and would eliminate sooner the need to maintain the
management of a number of HCB Waivers for adults. If funding is an issue, the waitlist could be addressed over a 4 or 5
year period except when more people could be added through attrition. Maintaining two adult LTC systems is very
inefficient. Consideration should be given to privatizing the administration and management of Family Care and
Partnership. Only a few contract managers would then be needed at the state. Just like EDS does claims for Medicaid
because they specialize in this, an experienced managed care management agency could manage Family Care and
Partnership. CBRFs should begin at 7. This would allow for AFHs up to six people and reduce costs without impacting
quality. Reduce the regulatory burdens on CBRFs, relocation procedures, Personal Care, and the many other provided
long-term care services that would help to decrease costs. A provider, state, consumer, and MCO taskforce could help to
determine where this should occur. Better communication between CMs and provider agencies would help improve the
program. Providers, participants, guardians, etc need to be very involved in care planning, functional screens, personal
care screens, etc. At times these items are performed without anyone involved who really knows the person. In order to
capture all of the possible Medicare funding that may be available and use it to offset state Medicaid costs, a model that
integrates long-term care and acute and primary care may need to be considered for all participants. It has long been
documented that Family Care saves acute and primary funds more that long-term care funds. If this continues to be the
case, then gaining more Medicare funds would even be more cost effective while reducing the overall usage and need for
acute and primary care. IRIS: ADRCs need to be much better informed about IRIS and make sure all possible Family
Care enrollees are fully informed about IRIS. Every ADRC should have at least one staff person who is intimately
knowledgeable about IRIS on staff to help those interested in knowing more about and then possibly enrolling in IRIS.
Quality monitoring of the ADRCs needs to occur around this. The functional screen process needs to be uniform. There
appears to be inconsistency in functional screen outcome for similar participants. For IRIS to work effectively, the
functional screen must be very accurate. IRIS enrollees or potential enrollees may need more help to get started or even
on an ongoing basis than can be provided by the Independent Consultant (IC). Private support brokering services should
be encouraged in these instances, which may make many potential participants/guardians much more comfortable with
IRIS. The cost of the support broker service would come from the participants' IRIS budgets. Periodic review of all IRIS
costs should be completed on a regular basis. Creative strategies should be used to reduce the need for higher cost
services such as when 24 nursing is authorized but not needed, but a lesser service such as supportive home care or
personal care cannot be authorized. There have been frequent comments made about the IRIS Fiscal Agency. A review
of the cost effectiveness of this agency is needed. Possibly this service could be provided more efficiently and at less
cost. Timeliness with changes can also be a problem. The IRIS program should develop ways for participants to contract
with agencies for packages of services. The participant could still terminate the agency if they were not satisfied and go
with a different provider. The state would need to help develop agencies that could do this. This package could also
include service coordination. This may also give potential participants/guardians more comfort with the IRIS program.
Only agencies that see the participant as a partner could be involved this way. Participants would be better served by a



directory of potential provider agencies and by being able to speak directly to provider agencies. IC staff also needs more
information about provider agencies. ADRCs: Some costs may be able to be reduced by reviewing the caseloads and the
volume of inquiries to the ADRCs. Also a review of how the initial calls how processed, either by an | & A staff person or
the receptionist, may lead to a method that would be the most efficient. As noted under IRIS, more knowledge by all
ADRC staff about IRIS is needed and at least one staff person is needed who specializes in IRIS. The state should also
consider providing more flexibility in the management of the ADRC. Combing ADRC management with the Aging
program or another county agency program may help reduce costs. It is very positive that the remainder of the state is
being funded for ADRC services. This will help to support more people choosing IRIS if done right.

Carolyn

Limit the number of burial trust and burial insurance a member can have. There should be stricter penalty when a
customer sells or divest their property or home while in the programs and they fail to notify the agency of the sell or
divestment timely. Review the number of hours each customer is receiving, put some kind of checks and balances in
place to make sure a member is not getting more hours for care and work than needed. Often ESS hear of member being
given hours for work and the work is not getting done or work is done by the customer and the customer and employee
splitting the check. This is one of the biggest rip-off out of the 3 programs. Iris should be over hauled right now we have
a number of people applying because they think that they are going to be getting the checks to do whatever they want
with them. Some customer look at Iris as extra income to use as they please. Maybe the agencies need to explain Iris
better. People reapplyingfor Iris should be assessed especially the disable child and young adults who have not been
assessed since they were determined disable. Some have grown out or their disability or improved and do not need a lot
of care. But due to not being assessed they continue to get a lot of hours for their care because they were determined
disable. The guide line for senior care need to be changed, member should be tested as any other Medicaid program.
There should be stricter penalties for members who do not disclose all of their income and assets when applying for
Senior Care.

Elaine

Recently, | received information from the County that new applications for Family Care will be placed on a waiting list.
What about the private pay resident who has been paying privately for CBRF services for years, and now has depleted
his/her assets? Many of these residents have lived in the group home (CBRF) for years, paying privately and now are
turning to Family Care. If the proposal should stand as is, these residents would need to leave the group and have as
their only option, placement in a nursing home. | own a 20 bed CBRF. Twelve of the 20 residents are private pay. One
85 year old man has lived here since 2002. He has done the right thing- paying privately for his services, but is now at the
end of his assets. His daughter called me frantically when she heard about the proposed change in application waiting
periods. He will be forced into a nursing home, as he will be on the bottom of the waiting list for family care. His daughter
stated that he will die if this happens. Please, provide a provision for grandfathering those residents who have paid
privately in a CBRF and now consider the group home their home. There must be a way that these individuals can have
services funded without having to enter a costly nursing home. It would be immoral to have it otherwise. Thank you

Tracy

Cover out of hospital births with Licensed Midwives.



Michael

Providing access to licensed professional midwives outside of a hospital setting (birth center or home-birth) is a healthy,
low cost option for the vast majority of expectant mothers, and would not only improve outcomes for mother and baby, but
save money as well.

Robinson

Licensed Midwives, who undergo specialized training to deliver babies in out-of-hospital settings, provide safe and cost-
effective care that is proven to reduce low-birth weight and preterm births, two of the leading causes of infant mortality as
well as the long-term costs associated with maternity care. | had my baby at home with a Licensed Midwife, it was the
best experience of my life (and very cost effective). al have friendswith Badger Care who were not able to deliver their
baby home because of their insurance. This system is completely backwards, if a woman chooses to birth at home she
should have that option.

Anonymous

Understanding End of Life Choices--- Save big dollars. There is a need to teach the public: understanding the end of life
there is so much done for those who don't want it. CPR: given too often and to those who don't want it anyway. Basic
meds and other forms of treatment to prevent the need to intervene in a crisis and having to give CPR and resuscitation.
Promote Living Wills (Children's Hospital is a great example on the proper use of them for families) Different levels of
Nursing. LPN basic level of skill, RN 2 yr program higher level, BSN 4 yr program: involves management
skillsindependent Care requires more monitoring and audits. A lot of the LPN's have a lack of work ethic and supervision,
LPN's are currently regulated by State License only and need more supervision and accountability. Currently there is no
form of reporting or auditing to correct the LPN's medical errors or mistakes. The lack of nurses causes the
individuals/families that need them to be at the mercy of any independent LPN that is caring for them. Examples of LPN
abuse: Parents are not allowed to see their child's binders of medical information, No documentation, Lack of
education/work ethic/will to be able to take action for prevention, Child with feeding tube and a ventilator, i.e.: LPN let the
child sit in the high chair for over 8 hours. The alert on the machine was sounding off a % prior before the case manager
RN arrived and the LPN found it to be ok to turn off the alarm and did not try to correct the issue. The child was having
trouble breathing and all that needed to be done was to have the tube of the ventilator adjusted. Administrating
medication without consulting a physician. i.e. a child was given a medication hours before it was supposed it and when
the family called the LPN, she asked the family to spell it so that she could Google it and gave them direction. She never
once consulted with the doctor to see what steps should be taken. Family's case manger have no say over the work or
lack there of the LPN's that are hired independently. Most are not willing to work with the case manager and the family
plan only doing what they see fit.4€¢ Issues on LPN's:0 Hours are not regulatedo Documentation is not
reviewedo They are not supervised by the physician or the case manger .Mandatory Reporting Process is abused by
the teachers and school officials .Bullied by the school staff to force a report to be done. Difficulty between the flow
process and reality. The trust of families, their lack of resources which prevent them to provide the right environment,
medication, or support. Planned Parenthood Cutting this program is not an option. i.e. 11 year old girl pregnant and is
from a family where the mother, grandmother and sister were pregnant at a young age. Education needs to continue
regarding safe and smart sex. School setting in an open room with staff/students coming in and out is not an

appropriate place to talk a 5th grader about her pregnancy School Nursing Program: Every school should have a nurse.
Last year there were 4 MPS related deaths and 3 were asthma related. Schools have no space for proper treatment of the
students. Lack of privacy and time to properly document each encounter. Principles currently have the final say (over the
RN's) they are not medically qualified to base an appropriate decision and they have their own agendas to meet. School
RN's are risking their licenses everyday just to do their jobs and keep up with the demand of service required by the
students. Dental Access: Frustration in finding a dentist for the children. Case where a teen boy was suffering from a
headache and didn't realize that he had an upper tooth abscess and it spread to his brain. Suffered from headaches and
he passed away from it. There is a desperate need for dental services for the children. Prevention is important and
schools have the captive audience waiting for them



Christi

Require individuals who receive Medicaid to prove their US citizenship. Find a way to prevent Medicaid recipients from
receiving increased benefits when they continue to have children they cannot afford. Individuals who are truly disabled
can earn some money every year without their Social Security Disability benefits being reduced; can't we do something
similar with Medicaid? Might this not encourage capable people to work rather than stay home and receive benefits? Re-
evaluate Medicaid recipients eligibility and give a reasonable timeframe for them to 'get off' Medicaid. Require Medicaid
recipients to contribute to the community in a way that is feasible for their individual medical or family circumstances.
Require Medicaid recipients to make co-pays for Rx and Dr visits, eyeglasses, medical equipment etc.- a parallel to what
working citizens have. Eliminate emergency room access for medical issues that do no meet 'emergency standards'.

Otis

Explore more cross agency collaboration in using information technology. Explore what other states have done.
Pennsylvania is a great model of efficient use of IT. They are paperless and they have a lot of resources. Their processes
really help the entire state. There should be more collaboration between states to learn from one another so we aren't
always recreating things. This would make us more efficient. If we could better use technology to deliver what we need to
do.

Scott

There is little to no accountablity for the delivery of quality mental health and substance abuse services. Public sector
programs (and private sector too) are reimbursed for services - no questions asked - based on a unit of service, not
outcome. There is a gap between what works (evidence based services) and what is typically delivered.

Brad

1. Incentive for adhering to medical care (e.g. missed appointments, missed meds, etc). 2. Telehealth 3. Services to
persons in the criminal justice system and to homeless: e.g. mental health courts, SOAR, expedited disability
determination. 25-30% of homeless are persons who are mentally ill. 15-20% of persons in jails and prisons are persons
with mental iliness. 4. Supplemented employment is an evidence based practice which could be expanded substantially in
WI. 5. Efficiencies in documentation at the provider level (e.g. redundant care plans). 6. Caveat in performance based
contracting is the potential for creaming: taking easier clients without serving the deep end folks. 7. Fund family planning.

Liz
We need to do a better job as a state and department at managing outcomes for vendor contracts. Invest in business

process improvements -we have spent lots of money on duplicated or redundant work. If we were staffed properly we
wouldn't have professional staff spending too much time doing administrative work.



Eleanor

Seen very little hiring and still doing just as much work if not more than we were doing 6 years ago. We are spending too
much time manually entering time. DOHAAS it is a reporting burden that is a waste of time. There needs to be a more
efficient way so people can spend more time doing their job. Tracking grant money and time put in -no accurate way to
determine how we charge for time and how will be paid until year end.

Ted

Studies were done by DOA and found that sharing resources for campuses did save money. In one example the VA was
not interested in sharing, so they did not follow through. It seems like something we should push again to do because of
the benefit.

Ted

All of our campuses are shared with other departments. We could look at sharing functions within the facilities too. We
share maintenance, we could also share HR or Admin functions too. Sharing support would share dollars and save. Food
service operations are something else that could be shared.

Rita

Studies were done by DOA and found that sharing did save money. In one example the VA was not interested in sharing,
so they did not follow through. It seems like something we should push again to do because of the benefit. Work with DOA
to share vehicles. We have saved costs with teleconferences and such, but sometimes traveling is necessary. When state
cars are taken away from the department people are forced to take their own separate cars. We are reimbursing
individuals for this instead of saving together. DOA won't let DHS own our own cars.

Karyn

A few years back the state was asked to do a cost analysis of contracted verses public staff. At times it seems cheaper,
but not always. It seems like there has been an increase in contract staff. As we look to the future will we continue to look
at the cost analysis again? Why do we use contract workers when sometimes they are more expensive?

Audrey

Licensed Midwives, who undergo specialized training to deliver babies in out-of-hospital settings provide safe and cost-
effective care that is proven to reduce low-birth weight and prterm births, two of the leading causes of infant mortality as
well as the long term-cost associated with maternity care.

James

The department of Health Services could include Licensed Midwives as Badger Care providers.



Savita

Please include WI Licensed Midwives as eligible badger care providers.

Melo
Maternity & Childbirth

Smith

DHS should allow coverage for direct entry, licensed Practical midwives to provide maternity and delivery services to
women in their homes. Home birth is safe, efficient and will save tax payers thousands of dollars. By not allowing home
birth (which costs only btwn $1500-3800 in Milwaukee compared to the $7000+ bill a hospital charges) women are at a
disadvantage and discriminated against for making their own medical choices. Women who are on Badgercare and desire
a homebirth are encouraged to spend more tax dollars due to not being able to afford health care.

Maureen

None

Prown

By authorizing reimbursement for Licensed Midwife Services under BadgerCare, the Department could save taxpayers
thousands of dollars in unrealized savings each year as well as improve birth outcomes for low-income families, which in
turn lowers the long-term costs associated with maternity care. Please see a summary of the research in question 9
below. Note that the State of Washington's Licensed Midwife program referenced in question 9 is of the same size and
scope as Wisconsin's program, but Washington spends roughly ten times as much as Wisconsin does in administrative
costs, yet the program still saves the state ten times the cost of paying for it. So the Washington numbers are a
conservative estimate of the savings that can be realized in Wisconsin.

Tehmina

| am writing to you today to request that the Department of Health Services offer Licensed Midwives(LM) to be an eligible
Medicaid provider in the state of Wisconsin. Licensed Midwives, who undergo specialized training to deliver babies in out-
of-hospital settings, provide safe and cost-effective care that is proven to reduce low-birth weight and preterm births, two
of the leading causes of infant mortality as well as the long-term costs associated with maternity care. Each time a
Medaid/BadgerCare mother who seeks to give birth at home or in a freestanding birth center under the care of a Licensed
Midwife is denied access to her services, it costs the state thousands of dollars in unrealized savings. This is not only a
cost saving suggestion but also increases women's access to quality care, providing more choices and a healthier
community. Thank you for your consideration.



Carrie

Residential rate setting (to get costs under management), NH relocations, care transitions, prevention activites (evidence
based very promising)

Katherin

electronic time sheets, consolidate fiscal services for grants and awards from federal agencies, conserve paper, fewer
printers, get rid of styrofoam in cafeteria, we will save money by funding family planning and reproductive health services
across the state, preventing unintended pregnancies, STD's, health screenings for men and women. Slashing
Medicaid/BadgerCare will deeply affect our poor people.

Gerald

| would like to add the following suggestion about how the DHS websites are administered and maintained. DHS needs to
stop using the current de-centralized system of content publishing and put into place a system where trained professional,
department web coordinators and technicians work efficiently using professional web authoring tools to design, develop,
and maintain the DHS internet and intranets as examples of exceptional standards-based web sites. This work needs to
be done by professionals in full-time positions. This will help the Department's budget efficiency efforts through added
efficiencies in time, cost of labor, reduction in travel and training costs as well as other economies-of-scale in staffing. As
of now, DHS uses a de-centralized system of content publishing with most web author duties assigned for a very small
percentage of time daily or weekly. Web authors are trained to use the outdated program Microsoft FrontPage 2000.
Consequently the WYSIWYG (‘What you see is what you get') editor FrontPage 2000 has made the DHS website display
correctly only in older, non-standards-compliant versions of Internet Explorer (IE6 and earlier), while resulting in the DHS
websites not being compliant with the web standards of today's world. Note: the browser loaded on your computer here at
DHS is IE7 which is not a standards-compliant browser. More and more, the internet is moving toward standards-based
web design as defined by the World Wide Web Consortium (W3C) (http://www.w3.org/Consortium/). As the web has
evolved, so have the needs and expectations of our department web coordinators, authors and technicians. We need to
take the DHS websites to the next level by transitioning very soon to standards-based practices based on today's
standards and technologies. With more and more of our population depending on the web for information exchange and
training we need to be on the front edge of the 'internet technology' bell curve. We can not be a leader when we are using
web-authoring software that was first released for sale in 1999 and is so out of date that it is not even supported by
Microsoft anymore!

Kathy

For clients - allow for trained staff to provide care for adults (older kids) with autism. This group of people need specifically
trained staff to teach daily living skills and job coaching. Using evidence based providers BCBA's will improve outcomes.
Our current model does not pay a professional wage.

Chuck

Use of UW Platteville Engineering students.



Scott

SBIRT is an evidence based, cost effective approach to reducing risky drinking and illicit drug use. Because of it's cost
savings and contributions to a more productive workforce, the Wisconsin business community would like to see SBIRT in
health plans. There is currently a Medicaid benefit for SBIRT, however, there are no quality assurance mechanisms in
place to ensure that services are being delivered adequately.

Alicia
| would suggest that we invest money into our fraud and investigation units. | think the public views our programs as a

joke, they're not afraid to lie and commit fraud because they know people get away with it everyday or they themselves
test the limits and get away with it. | think we would decrease enrollment significantly if we concentrated on this effort.

RITA

We need to cut back on who gets coverage, WI. is broke and we need stricker laws to ensure the person is no illegal and
also not reward females for getting pregnant in order to get on Medicaid and get coverage with a ss#. We have our own
we need to tend too and not take on any more mouths to feed.

Reggie

The guides line in the funtional tool. Saying it should only take 5 mins to clean and wask the floor of a bedroom when it
take a half hour. Some of the time you set are not working for me. They are cutting my hours and it is not working for my
daughter and my self.

Jennifer

IRIS -Self-directed care is heading in the wrong direction. For a few it may be helpful, although for many it is putting them
in a tough position. Many are elderly, forgetful, and/or vulnerable. They are suffering from chronic health issues and in no
position to direct their own care. Their workers may not show up or do a good job but they rely on them in order to remain
in their own homes thus do not report them. Also, who do these independe