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Glossary of Terms

ACSC - Ambulatory care sensitive conditions

Agency — Refers to any state or federal entity with which Partnership Programs interact
CBRF — Community Based Residential Facility

CMS — The Centers for Medicare and Medicaid Services

Consumers — Refers to people who are enrolled in or may need services from long-term
care programs like the Wisconsin Partnership Program; may also be referred to as
members or participants

DHFS — Wisconsin’s Department of Health and Family Services

EQRO — External Quality Review Organization

IDT — Interdisciplinary Team consisting of consumers, nurse practitioners (NP), social
workers (SW), registered nurse (RN), and team coordinators.

HCBS Waivers — Home and Community Based Services Waivers

Members — Refers to people who are enrolled in the Wisconsin Partnership Program;
may also be referred to as consumers or members.

NP — Nurse practitioner

Organization — Refers to any potential Partnership Provider
PIP — Performance Improvement Projects

PCP — Primary Care Physician

Partnership — Refers to the Wisconsin Partnership Program

Provider — Community and Health Care service providers with whom Partnership
Programs contract for services

RAD - Resource Allocation Decision-Making (RAD) Process

RN — Registered Nurse

WPP — Wisconsin Partnership Program
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Chapter 1
Introduction to the Partnership
Replication Manual

Background

The Wisconsin Partnership Program was developed with generous support from the
Robert Wood Johnson Foundation under its Building Health Systems Initiative. Planning
began in 1992, program development commenced one year later, and the first Partnership
member enrolled in 1995. Every aspect of program planning and development reflected
a commitment to an interdisciplinary approach, as well as a fundamental collaboration
among the Wisconsin Department of Health and Family Services, the University of
Wisconsin-Madison’s School of Nursing research team, and private sector service
delivery organizations. In addition, the mutual respect, appreciation, and continuing
efforts of early participants were a significant component in the Partnership Program’s

success (See Appendix A for initial grant proposal narrative).

Purpose

The purpose of this manual is to assist individuals and organizations considering the
adoption of a Partnership model to serve their long term care populations. Designed from
the point-of-view of Partnership organizations, this document is a starting point from
which you will decide whether the Partnership model is right for your purposes,
population, organization, and circumstances. If Partnership is the right fit, this manual
will guide your agency to prepare for the planning and development of a Partnership

Program.

Partnership Replication Manual
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Specifically, the manual will addresses the following questions:

e [s Partnership the right model for the population my organization serves?

e [s Partnership a feasible model for the context in which I am considering it?

e What planning and preparation are necessary to maximize the chances of
successful implementation?

e How do I go about establishing a Partnership Program?

e What challenges can I anticipate and how can I best prepare for them?

e  Who should I select as planning partners?

e How can I best work with these partners?

The manual addresses each of these and other questions based primarily on the
experience of current and former staff in the four Partnership Programs currently
operating in Wisconsin. Each of these Partnership Programs was built on a community-
based long-term care program; two were Independent Living programs serving mainly
adults between 18 and 65 years old with disabling conditions, and two were built on
existing Program of All-inclusive Care for the Elderly (PACE) sites. Consequently, the
manual is written from that perspective. The manual may be less relevant for large health
care organizations wishing to start a Partnership Program. However, there is much here

to inform and guide a program developed within such an organization.

If you have questions as you read through the manual, or if want details about any aspect
of Partnership Program development, contact any of the WI Partnership Programs for
assistance or consultation (See Appendix B). Their experience and expertise will be

helpful as you consider developing a Partnership Program.

Partnership Replication Manual
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In addition, the manual highlights the insights and experiences of the researchers and
consultants involved in the initial development and evaluation of the Partnership
Program, as well as various individuals who have worked with one or more of the
Wisconsin Partnership sites over time. It is replete with wisdom from staff who
participated in the planning, implementation, and evaluation of the Partnership sites in

both rural and urban Wisconsin.

The manual primarily addresses aspects of planning and developing a Partnership
Program and includes examples to illustrate some of the important considerations along
the way. The appendices contain many useful forms developed and generously provided
by the four Partnership sites. These can be used as templates in designing new programs,

both to provide guidance and to reduce development time.

Development of the Manual

This manual was developed through an extensive review of Partnership documents
generated between 1993 and 2003, a series of interviews with partnership staff at all
Partnership sites, focus groups with Partnership management staff, and interviews with

key individuals involved in developing the Partnership Programs.

Organization of the Manual
This manual is presented in two major parts, each with multiple chapters, case examples,
and advice from experienced Partnership staff who designed, implemented, and now

operate successful Partnership Programs in Wisconsin.

Partnership Replication Manual
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Part 1: The Philosophy, Design, & Experience

Part 1 of the Manual introduces the Wisconsin Partnership Program and provides a
glimpse of the differences it can make for consumers. Chapter 1. Introduction provides
background information, describes the purpose of the Partnership Program and the

replication project, and orients readers about how to use this manual.

Chapter 2. The Human Side of the Partnership Program compares the experience of
“Albert,” a long-term care consumer in a “typical” long-term care program, with that of
“Albert,” a Partnership member. Although this section is quite brief, it will allow you to
determine quickly whether it is worth the effort to keep reading. If you are compelled by

the difference in Albert’s life as a Partnership member, read on.

Chapter 3. The Philosophy of the Wisconsin Partnership Program includes a description
of the philosophy guiding the Partnership Program, how the philosophy relates to the
design of the program, and why other existing models, including PACE and Wisconsin
Home and Community Based Services (HCBS) Waiver programs were determined to not
have all the necessary components. It explains why the Partnership founders were
determined to create a fully integrated program and how they would proceed with

integration.

Chapter 4. The Partnership Model outlines the Partnership approach, providing details
about its fully integrated funding streams, integrated provider network, approach to

consumer-centered planning, and its unique interdisciplinary team.

Partnership Replication Manual
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Chapter 5. Partnership Outcomes focuses on outcomes related to the Partnership Program
including cost effectiveness, decreased institutionalization and hospitalization, and

consumer satisfaction.

Chapter 6. Target Population describes the populations for which the Wisconsin
Partnership Program was built—Ilow income, frail, chronically ill adults. This is not to
suggest that the Partnership Program could not be applied to other populations, but it is
important for readers to understand the general characteristics and potential service needs
of the population for which the program was developed. This chapter also provides
information on what organizations may need to consider if they plan to alter the

Partnership design to meet the specific needs of other populations.

Part 2: Organization and Program Development

Part 2 focuses on the necessary steps toward Partnership Program adoption. Chapter 7.
How a Partnership Program Changes a Manual of the manual discusses the impact of
adopting a Partnership program and the accompanying changes that organizations might

face throughout the planning and implementation processes.

Chapter 8. Steps to Program Adoption: Pre-feasibility outlines the careful planning and
preparation required when an agency considers building a Partnership Program. This

chapter addresses the first step to program adoption: a Pre-feasibility Study.

Chapter 9. Steps to Program Adoption: Preliminary External Feasibility and

Relationship-building describes how the Preliminary External Feasibility and relationship

Partnership Replication Manual
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building phase of program adoption. It focuses on needs assessment, relationships with

state agencies and departments and community stakeholders, and network development.

Chapter 10. Steps to Program Adoption: Full Feasibility Study discusses a range of issues
related to the next step in program adoptions: a Full Feasibility Study. This chapter
focuses on an agency’s internal and community capacity for a Partnership Program. It
reiterates the importance of building relationships with state staff and offers insight about

developing contracts.

Chapter 11. Steps to Program Adoption: Capacity Development addresses the last step in
adopting a Partnership Program: Capacity Development. Key areas of discussion include
building internal capacity to support a Partnership Program (management structures,
information and financial systems, expansion of agency board, contracting, and risk
management) and developing external capacity, including relationship building with state

and providers and establishing enrollment networks.

Special Features

Throughout the manual, quotes from current Partnership Program staff have been
included as relevant to the discussion. Each of the individuals quoted in the Voice of
Experience sections has considerable experience with some aspect of the Partnership

Program and is considered one of the leaders in the overall Partnership effort.

Case examples are also included to illustrate and reinforce points made in various

discussions. These are the real life reflections of how a Partnership Program is

Partnership Replication Manual
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developed. Some illustrate missteps and some achievements. Both are important to

share.

Finally, Decision Point Checklists are provided at the end of Chapters 8-11. These
checklists were crafted to help organizations think about whether to read on. They
provide clear, tangible guides for considering whether Partnership is likely to be the right
model for your organization. The checklists also help identify things that might need to

be in place to maximize an agency’s chances of success in implementation.

This manual provides an outline of the processes and information needed to decide
whether or not to proceed with a Partnership model. It does not provide the level of
detail needed to implement a Partnership Program. There is a list of experienced
Partnership staff who can provide additional guidance on each of the specific processes
described in the manual (See Appendix B). Feel free to contact these people; their insight

will be valuable as you consider adopting a Partnership Program.

Partnership Replication Manual
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Chapter 2
The Human Side of the
Partnership Program

Introduction

This chapter illustrates the differences a Partnership Program can make in the lives of the

consumers you serve or are planning to serve. The case example below represents a

composite of long-term care consumers, someone we are all familiar with, whose needs

are not well matched to either traditional long-term care or health care systems. In this
scenario, Albert can be seen falling through many of the usual cracks. Despite the best

efforts of skilled, committed providers in multiple settings, Albert suffers the

consequences of poorly designed systems. It reflects the impact of systems that are not

well designed to serve long term care consumers.

Case Example

Albert Harris, an 84-year-old man, has been living in the same home in his
relatively quiet community for many years. Recently Albert has been having
blackouts. This has prevented him from doing all the things he used to enjoy. He
no longer makes a trip to the senior center on Wednesdays or takes his walk to the
coffee shop on Friday mornings. He has even missed weekend dinners with his
family. Albert is saddened by the loss of these activities.

As Albert’s care manager, you have been trying and trying to get him an assistive
device so he can get around his home with greater ease. In the meantime, you
have tried to get more personal care hours than he currently is receiving. These
extra hours are not getting approved because the personal care agency working
with Albert has a high turnover rate. Workers often show up later than they are
scheduled, so he misses important activities. You know Albert has medical
problems that need attention. He has several medications. You know he doesn’t
take them all, but you are not sure what they are all for. You have called his
physician several times. No phone call has been returned, although they promise
to call back.

Partnership Replication Manual
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Last week one of Albert’s personal care workers called you. She says she went to
Albert’'s home the week prior and he was not there. You write a note to look into it
after your current workload has been taken care of. A few more days go by and
the personal care workers have quit going to his home. You have finally tracked
down that Albert was hospitalized. Evidently he spent nine hours in the
emergency room while they tried to figure out what medications he was taking. He
was in the hospital and was hallucinating. He was assessed as having dementia
and has been tied down. His response was to fight and the gentle man you knew
has become scared, angry, and aggressive. He hasn’t been out of bed much as is

becoming very weak.

Three weeks later you learn Albert was discharged to a nursing home that you
know is not very good. He was sent there against his will. He is now depressed
and confused. You believe that he needs a reason to live and that company and
interesting activities will pull him out of this, but nothing seems to be done to
achieve this. The primary care worker who can motivate him has been
reassigned. The staff just tell you how understaffed they are. You try to have him
sent home but are unable to convince the doctor and find a reliable set of
providers in the community. His usual workers have already been reassigned.

Weaknesses of Long-term Care Systems

Anyone who has worked in long-term care is familiar with the frustrations experienced

by consumers and service providers. Some of these concerns are captured in Albert’s

story. Traditional long-term care systems are simply not well designed to meet the needs

of either consumers or providers. Some commonly occurring problems include:

Long delays for services that are needed immediately

Failure to approve services that are clearly necessary

Poor follow through with approved services

Poor communication across providers and systems

Scheduling that is inconvenient for the consumer

Unreasonable demands for care managers or providers to document, often

repeatedly, the need for service

Partnership Replication Manual
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e Ongoing paper compliance requirements
e Lack of coordination between health care and community support systems leading
to redundancy and inefficient service delivery

e Failure to honor consumer choice

Voice of Experience

Even the best providers, skilled and committed people, can’t provide
effective long-term care to consumers when “systems” are not aligned
to do this.

These system problems have serious consequences for both consumers and providers.
Consumers are forced to go without important services, undermining both the
effectiveness of their care and the quality of their lives. Consumers who receive services
from several providers or agencies must figure out how to coordinate these services and
providers with each other. This can lead to confusion, exhaustion, and in many cases,
deciding to go without important services. Consumers cannot always expend the time or
energy required to organize and coordinate their services. Most frustrating is the

knowledge that things could go much better if only the systems were better designed.

The same system problems have consequences for providers. Despite these problems,
providers in both long-term support and health care try to “do the best they can under the
circumstances.” As frustrations mount, many providers do what long-term care
consumers often do. They simply give up. Social workers stop calling local physicians
who don’t return their phone calls. Nurses stop advocating to keep frail older adults from

being discharged from the hospital too soon. Physicians stop ordering services and

Partnership Replication Manual
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treatments that are repeatedly denied. One particularly unfortunate consequence of these
system problems is that some of the best care managers and providers leave the work

altogether. Continuing to care becomes a liability (See Appendix C).

Sometimes providers and long-term care workers blame each other for the problems and
frustrations that are generated by the systems they work in. Nurses sometimes blame
physicians for not being sensitive to a consumer’s home situation, or they blame long-
term care workers for not adequately encouraging a consumer to stick with a treatment
program designed to keep the consumer out of trouble. Nurses sometimes blame
patients/consumers for not cooperating with what is “obviously” in their best interest.
Social workers blame nurses for not adequately appreciating how a treatment plan affects
the consumer’s quality of life and for limiting consumer choice because the nurse is too

concerned about physical safety.

Care providers and care managers often survive by finding ways to come as close as
possible to the outcome they know is best while remaining frustrated and unsatisfied that
they can’t do better. The Partnership research documented important, consistent
differences in how nurses and social workers provide ‘consumer centered’ care. These
differences can be used to enhance care in a highly integrated program. Otherwise, under
different circumstances, the same differences become divisive and undermine care

quality (See Appendix D).
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The Partnership Approach

These are the frustrations that Partnership tries to prevent. By offering a different set of
ground rules, the Partnership Program is designed to address the problems that lie at the

heart of long-term care.

Partnership offers another way of doing business. Imagine if you had a close working
relationship with health care providers and long-term support workers who also worked
with your client? What if you worked in a program that had a single source of funding,
and there was no prior authorization requirement? What if you could work in a system
that was able to determine what is needed and just provide it? What if you were
informed as soon as a consumer was hospitalized, had a medical crisis, or was being seen
in a local emergency room? What if you had the authority to demand that certain care
was given or a standard of quality was met in a hospital or nursing home environment?
What if you had the ability to supplement the care a consumer received in a hospital or
nursing home setting? What if you were always notified before a consumer was

discharged from a hospital?

The Wisconsin Partnership Program is designed to make these things possible. Below is
the second “Albert” scenario. Albert is now enrolled in a Partnership Program. The
scenario offers a snapshot of the impact the Partnership model has on a person’s life and
describes what can be expected as a Partnership member. It reflects the usual way of

doing things in Partnership, not the exception.
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Case Example

Albert Harris, an 84-year old man, has lived in the same home in a relatively quiet
community for several years. He has recently been experiencing blackouts which
have caused him to stop doing all the things he enjoys: Wednesday trips to the senior
center, Friday walks to the coffee shop, and weekend dinners with his family. His
previous care manager tried very hard to advocate for him and to provide more
services, but the restrictions of the program limited her ability to be successful. She
had heard of the Wisconsin Partnership Program (WPP) and made a referral.

The WPP Intake Team contacted Albert and enrolled him within 2 weeks. Albert’s
primary care physician (PCP) was on the provider list and had one other patient who
was in WPP. Due to a miscommunication, she was unaware of Albert’s blackouts.
The Intake RN talked to the Partnership Interdisciplinary Team (IDT) including a nurse
practitioner (NP), registered nurse (RN), and social worker about Albert’s condition.
The home care RN scheduled a visit with Albert to do an initial assessment including
his knowledge and use of his medications. He discovered that Albert had been using
his old medication bottles and was taking his anti-hypertensive and beta blocking
medications incorrectly. The RN clarified the medication orders with the NP and filled
med cassettes for Albert to use. The NP arranged for an appointment with the PCP
and accompanied Albert to discuss his care with the physician. Medication
adjustments were made, goals clarified, and the follow-up plan established. The NP
would monitor and adjust medications as discussed with the PCP and consult her if
any other problems arose. The RN made the changes to the med cassette and
educated Albert on the changes. He also talked with Albert about safety precautions
should Albert feel dizzy.

The social worker met with Albert and helped make arrangements for him to get a ride
to the senior center and the coffee shop next week until he was safe to walk again
after the medication adjustments. The social worker also talked with Albert’s family,
with his permission, and suggested that perhaps this weekend they bring dinner to
Albert’s house. She explained to them that the team would be reviewing Albert’s
personal care needs and coming up with a plan at next week’s team meeting.

At the Partnership IDT meeting, the team reviewed the information and suggestions
from the RN as to Albert’s needs for personal care and the social worker’'s
suggestions for housekeeping assistance and home delivered meals. They requested
the assignment of one of the long-term personal care workers who was very good at
observing and reporting information to the team. The RN commented on Albert’s
deconditioned state and the lack of safety and adaptive aids in his house. The team
decided to get a physical therapy and occupational therapy in home consultation.

An alert sheet was completed for the on-call RN with the medication plan and
suggestions for how to respond if Albert would suffer another blackout. The RN, NP,
and social worker all scheduled additional follow up visits to complete their in-depth
initial assessments and to get to know Albert better and understand his goals and
wishes. Albert was given a refrigerator magnet with the one number to call 24 hours a
day for problems.
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Over the course of the next several months, the IDT further explained the goals of the
program and the services that were provided. They got to know Albert’s likes, dislikes,
preferences, fears and goals.

The NP performed a complete history and physical and wrote orders for Albert to get
the health maintenance services that were established as standard. She
communicated with the PCP to plan medical interventions that met Albert’s needs and
that were acceptable to him. Albert agreed that if he had future blackouts even after
the medication changes, that further tests would be indicated. The NP and PCP
acknowledged Albert’s desire to avoid hospitalization if at all possible.

The RN educated Albert about his medications illnesses, and the interventions to
manage them and assessed Albert’s response. The RN also coordinated the in-home
workers and evaluated how well the plan was meeting Albert’s functional needs. She
made sure others who Albert was in contact with also understood the medication plan,
so they could assist Albert.

The social worker assessed Albert’s living situation, support system, community
connections and general coping. She talked with Albert about his fears, hopes and
goals. Albert told her it was very important to him to feel “in control” and that he
treasured his independence and ability to live in his own home. She assured Albert the
IDT would support his goals and explained how the services offered would help him
maintain and perhaps increase his ability to be independent. She stressed that timely
reporting of changes to the IDT or on-call RN could result in early treatment and
hopefully prevent ER visits and hospitalizations. Albert told the social worker about a
friend of his who had been on life support machines after a stroke. He emphasized
that he did not want to end his life that way. He admitted that he had not mentioned
this to the NP when she met with him last week; he said he tries not to think about it
too much.” The social worker relayed the information to the NP, and they decided to
do a joint visit with Albert to talk about his current health problems and to review his
advance directive plans.

Six months after enroliment in the program Albert needed to be hospitalized for
another blackout. The NP talked with the PCP to arrange the admission and then
called the ER to alert them to Albert’s arrival and the plan. She gave them her number
for questions and updates and faxed Albert’s History & Physical, problem list, and
medication list to the ER. The social worker visited Albert in the hospital the next day
to see how he was coping and to check in.

The NP stopped in to see Albert and talked with the attending MD about the results of
his tests. The RN put all the home care services on hold until Albert’s discharge was
known and telephoned Albert to see how he was doing. The team would discuss his
discharge needs and plans in their team meeting the next day.
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Conclusion

Because of the Partnership Program, Albert was able to receive the kind of care described
above, return home and resume the activities he loved. What’s more, he received
ongoing, integrated support from a team of professionals whose combined expertise and
ongoing collaboration resulted in stabilized and improved health for Albert, reduced risk
of hospitalization and institutionalization, and maximized independence and ability to
live the life Albert desired. In the Partnership program, the providers are working as a
team, in a system that brings people and resources together rather than keeping them
separate (See following page for graphic of Long Term Care Models from the Consumer

Perspective).
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Insert Long Term Care Models from the Consumer Perspective Chart
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Chapter 3
The Philosophy of the
Wisconsin Partnership Program

Introduction

The founders of the Partnership Program had a vision of what long-term care could be.
They also had considerable experience with how long-term care systems actually worked
and were committed to creating a system very different from the ones they knew and
worked in. The Wisconsin Partnership Program was initiated to create a system for frail,

vulnerable, seriously ill adults that was:

1. Highly coordinated across providers, settings, and over time,

2. Comprehensive in services of high technical quality,

3. Consumer centered,

4. Delivered in a way that led to a positive experience for consumers,
5. Appropriate for non-elderly as well as for elderly consumers, and

6. Cost effective.

This was the vision that guided the designers of the Partnership Program. Having years
of collective experience in the provision and oversight of long-term care, the initial
Partnership planning team had seen how systems lacking these characteristics
undermined the quality of care for this vulnerable population and frustrated the providers
caring for them. Shortcomings in the current systems were especially notable in the lack
of care coordination and in the provision of patient-centered care. High technical quality
was the attribute most commonly found in both health care and long-term care programs.

The other six attributes (above) were much harder to find.
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Considering Other Models

Designing and building a new model of long-term care is a costly, labor-intensive
endeavor. Such an undertaking would only make sense if the current systems could not
achieve most or all of the six system characteristics listed above. The Partnership
planning team was convinced that creating such a new system was well worth the effort.
They believed that long-term care could be shifted from the ineffective model illustrated
in the first Albert scenario (See page 9) to one that successfully addressed the complexity

of his needs while supporting his quality of life (See page 14).

Although there were other models of care, some that successfully served similar
populations and also shared goals similar to the Partnership Program, these models did
not have all the elements desired by Partnership designers. The model that most closely
approximates the Partnership Program is the PACE (Program for All Inclusive Care for
the Elderly) model; two of the Partnership sites were initially PACE programs. However,
while the PACE program had several appealing characteristics, The Partnership designers

saw a mismatch between PACE and the population they wanted to serve.

The PACE Model

PACE is a nationally recognized health/long-term care model that provides
comprehensive, coordinated care to frail older populations. PACE has been shown to be
of high technical quality, is highly rated by consumers and providers alike, effectively
integrates the care consumers receive across settings such as hospitals and nursing
homes, and is cost effective. Therefore, it met several of the criteria that Partnership

planners sought for the Partnership Program. Given the similarities between what PACE
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offered and what Partnership planners wanted, it is reasonable to question why you might
devote the time and expense necessary to create an entirely new program, or why you

might select a Partnership model rather than a PACE model.

The quick response to this is that the PACE model did not adequately meet the needs of
the long-term care population that the Partnership Program wanted to serve. When
Partnership planners considered the geographic distribution and the age range of
Wisconsin’s long-term care population, they felt PACE would be difficult to implement
in the large number of rural areas throughout Wisconsin, and that it was unsuitable for

younger, disabled populations who were also long-term care consumers.

Four specific PACE requirements were of particular concern:

1. Use of PACE physicians — The PACE requirement to relinquish one’s own
physician and become a patient of a PACE physician proved undesirable for many
consumers.

2. Attendance at adult day care — Consumers have demonstrated resistance to
attending a day center on a regular basis (a PACE requirement at the time). This
can attributed to a variety of things including lengthy transportation time, limited
interest in group activities especially in rural areas, and varying levels of openness
to cultural diversity.

3. Centrality of Physician — The central role of the physician in care oversight and
management was counter to the philosophy of a collaborative team approach to
care that was envisioned by the Partnership planning team. It would also lead to a
more highly medicalized program than the designers were looking for. The ideal
program must have a greater balance between health/medical issues and quality of
life.

4. Target Population — The PACE program was designed for frail, older adults with
limited ability to participate in the community around them. The younger
disabled population would undoubtedly wish to be more integrated into
community activities such as work and school.
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Use of PACE Physicians

Becoming a patient of the PACE program physician requires PACE enrollees to give up
their physicians and their well-established networks of care providers, including
supportive home care and personal care providers. Many consumers have long-standing
relationships with these providers that have developed over years. The reluctance to give

up these relationships is not surprising.

Research conducted by the Partnership research team demonstrated the significance of
the physician/patient relationship (as well as relationships with other providers),
especially for those with chronic illnesses. Similarly, interviews with a sample of frail
older adults from the PACE and Partnership Programs, as well as a sample of similar
older adults, demonstrated the importance to consumers of developing and maintaining a
trusting relationship with their care providers. It’s not only comfort and trust that are
enhanced through a lasting patient/provider relationship. Better care outcomes are also

achieved (See Appendix E).

Long-term relationships with consumers allow providers to gain important personal and
medical knowledge about chronically ill consumers. This knowledge has been shown to
increase the effectiveness of care and to make the care more individualized, or consumer-
focused. Preserving this important relationship was one of the goals of the Partnership

planning team, and one of the reasons a PACE model was rejected.
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Case Example

Betty had been going to Dr. Brown for many years. She was comfortable with
him. Dr. Brown knew what Betty worried about, what she was afraid of, and
knew the little things that made her really anxious. Betty knew that Dr. Brown
remembered these things because he often mentioned them. She remembered
when Dr. Brown told her, “I won’t ask you to get your blood drawn as often as |
would if | didn’t know you so well. | just want you to promise me you will stick to
this plan.”

Betty was terrified of needles. Together they worked out a plan that would
reduce the number of needle sticks necessary. Betty would keep her promise
and Dr. Brown knew it. They could trust each other.

Attending Adult Day Centers

The PACE model makes efficient use of the day center to deliver a range of services cost
effectively. Consumers are brought into the day center multiple days each week to
participate in social activities, to receive care from physicians, nurse practitioners, and
therapists, to have ongoing and close monitoring of health conditions, and to receive a

range of health and social services.

Despite the efficiency of adult day centers, they have never been popular with older
consumers. Although some older adults enjoy attending day centers, the majority resist
going, preferring to either remain at home or attend activities of their own choosing.
Consumers sometimes decide not to enroll in PACE programs, despite the appeal of other

benefits, because of their dislike for the day center requirement.

More specifically, consumers felt that transportation to the centers took too long. This
was compounded by the time and assistance needed to get up and ready to be transported.

Some consumers felt that this was more effort than they were willing to expend,
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especially those who weren’t particularly fond of groups. Another factor that impacted
consumers’ willingness to attend adult day centers were a lack of openness to cultural
diversity and differences of needs. Some consumers were reluctant to go to centers with
people who had physical or cognitive limitations. Additionally, consumers in rural

environments were much less likely to want to attend day centers.

As result, the Partnership Program planning team wanted to eliminate the day center
attendance requirement because it was not appropriate to consumer preferences. In
addition, use of day centers as centralized primary service delivery sites is also much less
suitable for programs serving rural populations than it is for those serving inner city or
urban groups. In Wisconsin, the likelihood of both rural geography (widely dispersed
consumers) and inclement weather made such service centralization unmanageable and

unappealing.

Centrality of Physician

Although the PACE program uses an interdisciplinary team to plan and deliver care, the
PACE physician plays a central role in most aspects of care planning and evaluation.
While this centralization of authority in the physician contributes to the high technical
quality of medical care, the model is less conducive to active consumer involvement in
planning and evaluating care. A physician-centered model also reduces the extent of care
integration across disciplines that can be achieved. Partnership planners were concerned
that such a strong physician role would lead to a highly medical model that would not be
adequately balanced by other quality of life concerns, or that made adequate use of the

other team members’ skills.
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Target Population

PACE effectively centralizes social, as well as health related activities, providing many
of the participants opportunity for social interaction at PACE sites. While this may be
acceptable to some older adults, younger populations in need of long-term care services,
as well as many older adults, are interested in services that will support their active and
continuing participation in the larger community, and in activities not organized by
PACE. Many non-elderly consumers, in particular, are interested in expanding their
social worlds, enrolling in educational programs, and participating in the workforce. For
this population, a day center model is clearly inappropriate. The intent to include more
than just frail elderly made the less centralized approach, particularly for social activities,
a necessity in the Partnership Program. It was also more consistent with a consumer
centered model for the elderly since it would allow elderly consumers to determine which

activities they wished to participate in, regardless of where they were.

Home and Community Based Services Waivers: Another Approach to
Long-term Care

Many states use waiver programs to serve their community based long-term care
populations. Other than PACE and the Wisconsin Partnership Program, however, waiver
programs involve only Medicaid services. While waivers generally introduce
considerable flexibility into the use of Medicaid funds, and they often create some degree
of coordination across Medicaid services, they do not integrate Medicare or the services
funded by Medicare. As a consequence, most health services fall outside the waivers.
This prevents integration (or coordination) of health services with long term care

services. Workers in waiver programs are often frustrated by lack of access to health care
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providers and by the ineffective coordination between health and long term care services

and service providers.

Integration of Medicare and Medicaid is the only way to integrate long-term support and
residential services and health services into a single system. Many other states and
programs have attempted to integrate these care systems while maintaining distinct
funding systems. Whether, and to what extent, care can be integrated across these
systems without such financial integration is still being debated and discussed. There is,
however, little debate over the serious challenges to integrating care when services are
funded separately since each funding source has its own eligibility requirements, covered
benefits, oversight procedures, associated government offices, and accountability

structures.

The most common concerns voiced about complete integration for long-term care

populations related to:

e The authority of the medical providers will overwhelm the other providers;

e Too much money will be spent on medical services and not enough on long-term
support;

e Compliance will be the only important outcome, and quality of life will take (at
best) a secondary position; and

¢ Institutional, rather than community-based care will become the preferred long-
term care option.

These concerns about over medicalization were voiced by long-term support staff who
feared that funding integration would simply mean “giving all the money to health care

providers.” The Partnership planning team was mindful of these issues and of the
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challenges that complete integration could create. These concerns were carefully built
into the structure and operations of the Partnership Program. Evaluations of the program

outcomes suggest that:

1. Consumer choice is taken seriously,

2. Institutional placement for this population is reduced (not increased),

3. Quality of life subsumes quality of care, not the reverse, and

4. A Partnership interdisciplinary team (IDT) would oversee all care decisions and
would operate as a unit—the medical issues could not ‘trump’ everything else;
extensive discussions were held with staff from health care to design the

Partnership team structure that would allow this to happen (see Appendix A and
F).

Conclusion

In reviewing the PACE and HCBS waiver approaches to providing long-term care, the
Partnership planners wanted to build on the best elements of these programs by
expanding their concepts and refining their approach to delivering long-term care. The
integrated, consumer-responsive nature of the Partnership model does just this. It would,
however, require a carefully structures mechanism to diffuse authority across the
interdisciplinary team. The suspicion and distrust that already exists between many health
and long-term support providers becomes the focus of a team training program early in
the implementation of the program. The collaboration among team members in
partnership did not “just happen.” Developing an effective and highly collaborative
interdisciplinary team requires careful nurturing and support. Each of the Partnership

sites has developed systems to support their teams to this end (Appendix G).
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In addition to the more common team development processes, Partnership teams need to
develop the ability to become real partners. Staying in silos with careful divisions of
labor and authority undermines the abilit