Virtual PACE Stakeholder Advisory Committee Meeting
1 W Wilson Room B250G 
Madison, WI 
Thursday, September 27, 2012 
1:30- 4:30 PM 
Call In #: 1-866-434-5269 code 4462309 
	Time 
	Topic
	Lead

	1:30- 1:45  
	Welcome & Introductions 

· September 13 Meeting Minutes 
· Agenda Review 
ICO Phase One Certification Findings Summary 
· Attached 

	Deb 


[image: image1.emf]VPaceAdvisoryMinut es09 13 12 FINAL.docx
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	1:45- 2:15 
	Virtual PACE Cost &Saving Model Orientation 

	Tom, Eric and Angela
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	2:15- 3:15
	Advisory Committee Feedback and Recommendation 
	Group 

	3:15- 3:45 
	ICO Provider Network Adequacy Standards 
· Review of Policy and Instructions 

· Recommendation and Feedback 

[image: image5.emf]ICO Provider  Network Adequacy Table 2013 (3).xlsx
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	Dalia & Deb 
Group 
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	3:45- 4:00 
	Wrap Up 
Next Meeting 
· October 11 @Comfort Inn & Suites 1-4PM

	Group 


Interesting McKnight’s article on Managed care and Nursing Homes: 

http://www.mcknights.com/managed-care-holds-opportunities-for-snf-experts-say/article/260065/?DCMP=EMC-MCK_Daily
_1410244506.pdf
Wisconsin Department of Health Services
Chart Book: Institutional Per Member Per Month Costs

CY 2013, 2014, & 2015 Cost Estimates: DQA Region Configuration

Assumptions

DRAFT FOR DISCUSSION

Apply Assumptions

O Lower Bound

@ Point Estimate

C Upper Bound

Ultimate Savings / (Additional Cost) Assumptions | [ Trend |
Duration Literature Total Lower Upper Annual
Medicaid Service Costs Savings Impact (Yrs) PQI Readmits Review Holder #1 Holder #2 (Pt. Est.) Bound Bound Estimate
Inpatient Hospital O lstYear @ Graded 3 5.0% 5.0% 15.0% 25.0% 10.0% 45.0% 1.0%
Emergency Room O istYear @ Graded 3 0.0% 0.0% 12.0% 12.0% 5.0% 20.0% 7.0%
Outpatient Hospital O istYear @ Graded 3 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 5.0%
Nursing Home O istYear @ Graded 3 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 5.0%
Physician and Clinic O istYear @ Graded 3 -2.5% -2.5% -5.0% -10.0% -5.0% -15.0% 3.0%
Mental Health O IstYear @ Graded 3 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 3.0%
DME/DMS O IstYear @ Graded 3 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 4.0%
Rx O LstYear @ Graded 3 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 1.0%
Home Care O lstYear @ Graded 3 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 5.0%
Lab and Radiology O IstYear @ Graded 3 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 3.0%
Therapy O lstYear @ Graded 3 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 3.0%
Dental O lstYear @ Graded 3 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 3.0%
Transportation O IstYear @ Graded 3 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 3.0%
All Other O LstYear @ Graded 3 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 3.0%
Medicare Service Costs
Inpatient Hospital O IstYear @ Graded 3 5.0% 5.0% 15.0% 25.0% 10.0% 45.0% 1.0%
Emergency Room O istYear @ Graded 3 0.0% 0.0% 12.0% 12.0% 5.0% 20.0% 7.0%
Outpatient Hospital O IstYear @ Graded 3 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 5.0%
Carrier O IstYear @ Graded 3 -2.5% -2.5% -5.0% -10.0% -5.0% -15.0% 6.5%
DMERC O IstYear @ Graded 3 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 4.0%
Home Health O istYear @ Graded 3 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 5.0%
Hospice O lstYear @ Graded 3 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 6.5%
Skilled Nursing Facility O istYear @ Graded 3 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 5.0%
Other Assumptions Ié?)\lllv:(; EsF:i?:zte I;JSE:(; Relocation Costs i{”e?(r)é? F?efltgé. Savings
Administrative Allowance $ 100.00 | $ 75.00$ 50.00 Monthly Costs| $6,685| $4,775| $1,910|
Managed Care Savings 2.0% 4.0% 6.0%

# of Relocations
Northeastern Region

Northern Region
Southeastern Region
Southern Region

Western Region
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Member Months

Lower Point Upper
Bound Estimate Bound
143 239 429
66 110 197
130 217 391
93 155 279
95 158 284






Wisconsin Department of Health Services

Chart Book: Institutional Per Member Per Month Costs

CY 2013, 2014, & 2015 Cost Estimates: DQA Region Configuration
Care Management Assumptions

CY 2013: Care Management Assumptions

Average IDT Staff Lower Point Upper

Region Enrollees # of NH Salary Bound* Estimate Bound*
Northeastern Region - - $80,000 0.00 0.00 0.00
Northern Region - - $80,000 0.00 0.00 0.00
Southeastern Region 4,340 97 $80,000 83.33 116.17 149.00
Southern Region - - $80,000 0.00 0.00 0.00
Western Region - - $80,000 0.00 0.00 0.00

CY 2014: Care Management Assumptions

Average IDT Staff Lower Point Upper

Region Enrollees # of NH Salary Bound* Estimate Bound*
Northeastern Region 4,770 101 $80,000 83.33 112.25 141.16
Northern Region - - $80,000 0.00 0.00 0.00
Southeastern Region 4,340 97 $80,000 83.33 116.17 149.00
Southern Region 3,100 85 $80,000 83.33 133.06 182.80
Western Region - - $80,000 0.00 0.00 0.00

CY 2015: Care Management Assumptions

Average IDT Staff Lower Point Upper

Region Enrollees # of NH Salary Bound* Estimate Bound*
Northeastern Region 4,770 101 $80,000 83.33 112.25 141.16
Northern Region 2,190 43 $80,000 83.33 107.12 130.90
Southeastern Region 4,340 97 $80,000 83.33 116.17 149.00
Southern Region 3,100 85 $80,000 83.33 133.06 182.80
Western Region 3,150 74 $80,000 83.33 119.97 156.61

* Lower Bound = 1 IDT Staff / 80 Enrollees & Upper Bound = 1 IDT Staff / Nursing Home

Page 2





Wisconsin Department of Health Services

Chart Book:
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CY 2013, 2014, & 2015 Cost Estimates: DQA Region Configuration

Statewide Costs

Select Data Period =—

@ CY 2010
O CY 2009 - 2010
O CY 2008 - 2010

| Statewide
Estimated Enrollment (Lives) 4,340 12,210 17,550
CY13 CY14 CY15
CY13 Base CY13MC Integration  CY 2013 Adj. CY14 Base CY14 MC Integration  CY 2014 Adj. CY15 Base CY15 MC Integration ~ CY 2015 Adj.
Base Costs  Annual Trend Costs Savings Savings PMPM Costs Costs Savings Savings PMPM Costs Costs Savings Savings PMPM Costs
18.67 20.33 4.0% 8.3% 17.82 17.50 4.0% 11.4% 15.52 17.60 4.0% 15.4% 15.70
4.0% 4.0% 0.29 0.33 4.0% 5.3% 0.31 0.43 4.0% 6.8% 0.41
4.0% 0.0% 7.26 8.16 4.0% 0.0% 7.94 8.97 4.0% 0.0% 8.85
4.0% 0.0% 3,982.57 4,266.55 4.0% 0.0% 4,155.34 4,378.05 4.0% 0.0% 4,324.35
a 4.0% -3.3% 11.62 12.00 4.0% -4.5% 12.09 12.49 4.0% -6.5% 12.75
Mental Healtl 4.0% 0.0% 0.87 1.11 4.0% 0.0% 1.07 0.98 4.0% 0.0% 0.97
DME/DMS 4.0% 0.0% 15.04 17.64 4.0% 0.0% 17.16 18.34 4.0% 0.0% 18.10
Rx 4.0% 0.0% 11.30 10.08 4.0% 0.0% 9.84 9.34 4.0% 0.0% 9.24
Home Care 0.0% 0.75 0.36 4.0% 0.0% 0.36 0.31 4.0% 0.0% 0.31
Lab and Radiology 0.0% 2.42 2.47 4.0% 0.0% 2.41 2.30 4.0% 0.0% 2.28
Therapy 1.34 1.59 4.0% 0.0% 1.55 1.59 4.0% 0.0% 1.57
Dental 9.50 7.13 4.0% 0.0% 6.98 7.07 4.0% 0.0% 6.99
Transportation 5.47 7.62 4.0% 0.0% 7.39 9.71 4.0% 0.0% 9.53
All Other 44.62 . 42.83 30.53 4.0% 0.0% 29.94 26.12 4.0% 0.0% 25.94
Subtotal Medicaid 3,633.75 5.6% 4,281.66 1 Zw 4/109.08 4,383.05 (175.32) (1.47) 4,267.88 4,493.29 (179.73) (1.93) 4,436.96
Medicare Service Costs
Inpatient Hospital 277.25 380.15 4.0% 12.0% 241.80 258.37 4.0% 16.3% 230.55
Emergency Room 9.72 9.23 4.0% 9.76 12.89 4.0% 7.0% 12.12
Outpatient Hospital 209.29 226.11 4.0% 230.59 260.10 4.0% 0.0% 256.43
Carrier 156.83 265.32 4.0% 217.34 216.27 4.0% -7.0% 221.22
DMERC 17.81 30.03 4.0% 21.58 21.01 4.0% 0.0% 20.80
Home Health 4.30 7.94 4.0% 5.79 5.31 4.0% 0.0% 5.26
Hospice 104.77 238.75 4.0% 158.63 138.61 4.0% 0.0% 137.76
Skilled Nursing Facility 241.82 362.08 4.0% [ 289.34 —299.80 4.0% 0.0% 296.27
Subtotal Medcare 1,021.79 14.1% 1,519.62 (60.78) % 1,174.\233\ ( 1(1\@5 /7 (48.49) (27.80) 1,180.41
Total Medical PMPM 4,655.53 5,544.71 AA2712 \ \\ /\ 5,617.37
Total Expenditures (000s) 24,064 ; 0\ 98,585
Relocation Savings (7.96) (8.20) U (8.46)
Care Management 116.17 118.93 117.64
Admin Allowance 75.00 77.25 /\ 79.57
Grand Total PMPM 5,727.92 5,630.69 4 5,806.12
Grand Total Expenditures (000s) 298,310 825,009 \ 1,222,769
Baseline PMPM (No Adjustments) 5,801.28 5,697.72 5,890.55
Total Baseline Expenditures (No Adjustments) 302,131 834,830 1,240,551
Percentage Increase / (Decrease) over Baseline -1.3% -1.2% -1.4%
Increase / (Decrease) in Expenditures (3,821) (9,822) (17,781)
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CY 2013, 2014, & 2015 Cost Estimates: DQA Region Configuration
Northeastern Region

| Northeastern Region
Estimated Enrollment (Lives) - 4,770 4,770
CY13 CY14 CY15
CY13 Base CY13MC Integration  CY 2013 Adj. CY14 Base CY14 MC Integration  CY 2014 Adj. CY15 Base CY15 MC Integration ~ CY 2015 Adj.
Base Costs  Annual Trend Costs Savings Savings PMPM Costs Costs Savings Savings PMPM Costs Costs Savings Savings PMPM Costs
14.96 1.0% 15.42 0.0% 0.0% 15.42 15.57 4.0% 8.3% 13.65 13.79 4.0% 16.7% 12.48
0.23 7.0% 0.28 0.0% 0.0% 0.28 0.30 4.0% 4.0% 0.28 0.30 4.0% 8.0% 0.28
6.07 5.0% 7.03 0.0% 0.0% 7.03 7.38 4.0% 0.0% 7.08 7.44 4.0% 0.0% 7.44
5.0% 4,137.62 0.0% 0.0% 4,137.62 4,344.50 4.0% 0.0% 4,170.72 4,379.25 4.0% 0.0% 4,379.25
3.0% 11.80 0.0% 0.0% 11.80 12.16 4.0% -3.3% 12.07 12.44 4.0% -6.7% 12.85
Mental Health 1.13 0.0% 0.0% 1.13 1.17 4.0% 0.0% 1.12 1.15 4.0% 0.0% 1.15
DME/DMS 18.49 0.0% 0.0% 18.49 19.23 4.0% 0.0% 18.46 19.20 4.0% 0.0% 19.20
Rx 0.0% 0.0% 8.67 8.76 4.0% 0.0% 8.41 8.49 4.0% 0.0% 8.49
Home Care 0.0% 0.0% 0.12 0.12 4.0% 0.0% 0.12 0.13 4.0% 0.0% 0.13
Lab and Radiology 0.0% 2.62 2.70 4.0% 0.0% 2.59 2.67 4.0% 0.0% 2.67
Therapy ! 0.0% 2.34 241 4.0% 0.0% 2.31 2.38 4.0% 0.0% 2.38
Dental . 0.0% 5.06 5.21 4.0% 0.0% 5.00 5.15 4.0% 0.0% 5.15
Transportation m.o% 8.89 9.16 4.0% 0.0% 8.79 9.06 4.0% 0.0% 9.06
All Other . .0%\ 21.28 21.91 4.0% 0.0% 21.04 21.67 4.0% 0.0% 21.67
Subtotal Medicaid 3,669.06 4,240.74 ~J M O 4,450.57 (178.02) (0.90) 4,271.65 4,483.11 (179.32) (1.49) 4,482.20
Medicare Service Costs
Inpatient Hospital 193.58 1.0% 199.44 0.0% 176.59 178.36 4.0% 16.7% 161.41
Emergency Room 7.94 7.0% 9.73 0.0% 9.58 10.25 4.0% 8.0% 9.81
Outpatient Hospital 202.77 5.0% 234.73 0.0% 236.61 248.44 4.0% 0.0% 248.44
Carrier 137.11 6.5% 165.62 0.0% 175.21 186.60 4.0% -6.7% 192.87
DMERC 13.13 4.0% 14.77 0.0% 14.74 15.33 4.0% 0.0% 15.33
Home Health 3.76 5.0% 4.36 0.0% 4.39 4.61 4.0% 0.0% 4.61
Hospice 86.77 6.5% 104.82 0.0% 07.17 114.13 4.0% 0.0% 114.13
Skilled Nursing Facility 189.35 5.0% 219.20 0.0% ZW 232.00 4.0% 0.0% 232.00
Subtotal Medcare 834.42 952.67 - 9{5.%\/ /98%2 (39.59) (18.11) 978.58
Total Medical PMPM 4,503.48 5,193.41 216 9) \\ / 5,460.79
Total Expenditures (000s) - 2 5 312,575
Relocation Savings - (821) (8.46)
Care Management - 112.25 112.25
Admin Allowance - 7725 A /7 7957
Grand Total PMPM 5,193.41 5,398.17 5,644.14
Grand Total Expenditures (000s) - 308,991 \ \/ 323,071
Baseline PMPM (No Adjustments) 5,193.41 5,447.00 U 5,713.41
Total Baseline Expenditures (No Adjustments) - 311,786 327,036
Percentage Increase / (Decrease) over Baseline 0.0% -0.9% -1.2%
Increase / (Decrease) in Expenditures (000s) - (2,795) (3,965)
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CY 2013, 2014, & 2015 Cost Estimates: DQA Region Configuration
Northern Region

| Northern Region
Estimated Enrollment (Lives) - - 2,190
CY13 CY14 CY15
CY13 Base CY13MC Integration  CY 2013 Adj. CY14 Base CY14 MC Integration  CY 2014 Adj. CY15 Base CY15 MC Integration ~ CY 2015 Adj.
Base Costs  Annual Trend Costs Savings Savings PMPM Costs Costs Savings Savings PMPM Costs Costs Savings Savings PMPM Costs
18.38 1.0% 18.94 0.0% 0.0% 18.94 19.13 0.0% 0.0% 19.13 19.32 4.0% 8.3% 16.94
0.32 7.0% 0.39 0.0% 0.0% 0.39 0.42 0.0% 0.0% 0.42 0.45 4.0% 4.0% 0.41
6.85 5.0% 7.93 0.0% 0.0% 7.93 8.32 0.0% 0.0% 8.32 8.74 4.0% 0.0% 8.39

5.0% 3,938.42 0.0% 0.0% 3,938.42 4,135.35 0.0% 0.0% 4,135.35 4,342.11 4.0% 0.0% 4,168.43
3.0% 12.76 0.0% 0.0% 12.76 13.15 0.0% 0.0% 13.15 13.54 4.0% -3.3% 13.45

Mental Health 0.63 0.0% 0.0% 0.63 0.65 0.0% 0.0% 0.65 0.67 4.0% 0.0% 0.64
DME/DMS 15.83 0.0% 0.0% 15.83 16.47 0.0% 0.0% 16.47 17.12 4.0% 0.0% 16.44
Rx 0.0% 0.0% 8.04 8.12 0.0% 0.0% 8.12 8.20 4.0% 0.0% 7.87
Home Care 0.0% 0.0% 0.13 0.13 0.0% 0.0% 0.13 0.14 4.0% 0.0% 0.13
Lab and Radiology .0% 0.0% 1.93 1.98 0.0% 0.0% 1.98 2.04 4.0% 0.0% 1.96
Therapy 0% 0.0% 0.55 0.57 0.0% 0.0% 0.57 0.59 4.0% 0.0% 0.57
Dental 0.0% 0.0% 6.47 6.67 0.0% 0.0% 6.67 6.87 4.0% 0.0% 6.59
Transportation m.o% 13.26 13.66 0.0% 0.0% 13.66 14.07 4.0% 0.0% 13.50
All Other . 0% .0%\ 18.40 18.96 0.0% 0.0% 18.96 19.52 4.0% 0.0% 18.74
Subtotal Medicaid 3,499.12 4,043.68 ~/ - O 4)043.68 4,243.56 - - 4,243.56 4,453.38 (178.14) (1.18) 4,274.07
Medicare Service Costs
Inpatient Hospital 277.71 1.0% 286.13 0.0% 4.0% 8.3% 255.88
Emergency Room 12.56 7.0% 15.38 0.0% A 4.0% 4.0% 16.21
Outpatient Hospital 236.11 5.0% 273.33 0.0% 0.0% 4.0% 0.0% 289.29
Carrier 147.15 6.5% 177.75 0.0% 0.0% 4.0% -3.3% 200.26
DMERC 13.12 4.0% 14.75 0.0% 0.0% 4.0% 0.0% 15.32
Home Health 3.33 5.0% 3.85 0.0% 0.0% 4.0% 0.0% 4.08
Hospice 80.70 6.5% 97.48 0.0% 0.0% 4.0% 0.0% 106.14
Skilled Nursing Facility 256.00 5.0% 296.36 0.0% 0.0% 4.0% 0.0% 313.66
Subtotal Medcare 1,026.68 1,165.04 - - (50.80) (18.31) 1,200.85
Total Medical PMPM 4,525.80 5,208.72 450} 9> \\ / 5,474.91
Total Expenditures (000s) - - 143,881

Relocation Savings - - w (8.48)
Care Management - - m /7 107.12

Admin Allowance - - 79.57
Grand Total PMPM 5,208.72 5,459.69 5,653.11
Grand Total Expenditures (000s) - - 148,564
Baseline PMPM (No Adjustments) 5,208.72 5,459.69 U 5,723.33
Total Baseline Expenditures (No Adjustments) - - 150,409
Percentage Increase / (Decrease) over Baseline 0.0% 0.0% -1.2%
Increase / (Decrease) in Expenditures (000s) - - (1,845)

Page 5





Wisconsin Department of Health Services
Chart Book: Institutional Per Member Per Month Costs

CY 2013, 2014, & 2015 Cost Estimates: DQA Region Configuration
Southeastern Region

Southeastern Region

Estimated Enrollment (Lives) 4,340 4,340 4,340
CY13 CY14 CY15
CY13 Base CY13MC Integration  CY 2013 Adj. CY14 Base CY14 MC Integration  CY 2014 Adj. CY15 Base CY15 MC Integration ~ CY 2015 Adj.
Base Costs  Annual Trend Costs Savings Savings PMPM Costs Costs Savings Savings PMPM Costs Costs Savings Savings PMPM Costs
19.73 1.0% 20.33 4.0% 8.3% 17.82 18.00 4.0% 16.7% 16.29 16.45 4.0% 25.0% 14.73
0.26 7.0% 0.31 4.0% 4.0% 0.29 0.31 4.0% 8.0% 0.30 0.32 4.0% 12.0% 0.30
5.0% 7.56 4.0% 0.0% 7.26 7.62 4.0% 0.0% 7.62 8.00 4.0% 0.0% 8.00
5.0% 4,148.51 4.0% 0.0% 3,982.57 4,181.70 4.0% 0.0% 4,181.70 4,390.79 4.0% 0.0% 4,390.79
3.0% 11.70 4.0% -3.3% 11.62 11.97 4.0% -6.7% 12.37 12.74 4.0% -10.0% 13.15
Mental Hea 091 4.0% 0.0% 0.87 0.90 4.0% 0.0% 0.90 0.92 4.0% 0.0% 0.92
DME/DMS 15.66 4.0% 0.0% 15.04 15.64 4.0% 0.0% 15.64 16.26 4.0% 0.0% 16.26
Rx 7 4.0% 0.0% 11.30 11.42 4.0% 0.0% 11.42 11.53 4.0% 0.0% 11.53
Home Care 8 4.0% 0.0% 0.75 0.78 4.0% 0.0% 0.78 0.82 4.0% 0.0% 0.82
Lab and Radiology 252 4.0% 0.0% 2.42 2.50 4.0% 0.0% 2.50 2.57 4.0% 0.0% 257
Therapy 1.40 4,0% 0.0% 1.34 1.38 4.0% 0.0% 1.38 1.43 4.0% 0.0% 1.43
Dental 9.89 4.09 0.0% 9.50 9.78 4.0% 0.0% 9.78 10.07 4.0% 0.0% 10.07
Transportation A 5.69 4 m 0.0% 5.47 5.63 4.0% 0.0% 5.63 5.80 4.0% 0.0% 5.80
All Other 40.83 3.0% 44.62 .0% 0.0)%\ 42.83 44.12 4.0% 0.0% 44.12 45.44 4.0% 0.0% 45.44
Subtotal Medicaid 3,706.40 4,281.66~/ (l7w , O 431174 (172.47) (2.23) 4,310.42 4,523.15 (180.93) (2.88) 4,521.82
Medicare Service Costs
Inpatient Hospital 368.97 1.0% 380.15 4.0% 16.7% 304.60 307.65 4.0% 25.0% 275.33
Emergency Room 7.54 7.0% 9.23 4.0% 8.0% 8.69 9.30 4.0% 12.0% 8.88
Outpatient Hospital 195.32 5.0% 226.11 4.0% 0.0% 227.92 239.32 4.0% 0.0% 239.32
Carrier 219.65 6.5% 265.32 4.0% -6.7% 290.11 308.96 4.0% -10.0% 318.99
DMERC 26.69 4.0% 30.03 4.0% 06% 29.98 31.18 4.0% 0.0% 31.18
Home Health 6.86 5.0% 7.94 4.0% .0% 8.00 8.40 4.0% 0.0% 8.40
Hospice 197.65 6.5% 238.75 4.0% 0.0% /7244 10 259.97 4.0% 0.0% 259.97
Skilled Nursing Facility 312.78 5.0% 362.08 4.0% 00% 384.98 383.23 4.0% 0.0% 383.23
Subtotal Medcare 1,335.46 1519.62 (60.78) (23.20) 1,435.63 1,501.35 (60.05)___) (3@ /l,A(S%\/ :548,00 (61.92) (47.13) 1,525.30
Total Medical PMPM 5,041.86 5,544.71 .78 o> \\ / 6,047.11
Total Expenditures (000s) 288,768 1 314,934
Relocation Savings (7.96) .ZO)M (8.44)
Care Management 116.17 116.17 116.17
Admin Allowance 75.00 77.25 /\ /7 79.57
Grand Total PMPM 5,727.92 5,974.02 6,234.41
Grand Total Expenditures (000s) 298,310 311,127 \ \/ 324,688
Baseline PMPM (No Adjustments) 5,801.28 6,080.61 U 6,374.19
Total Baseline Expenditures (No Adjustments) 302,131 316,678 331,968
Percentage Increase / (Decrease) over Baseline -1.3% -1.8% -2.2%
Increase / (Decrease) in Expenditures (000s) (3,821) (5,551) (7,280)
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Chart Book: Institutional Per Member Per Month Costs

CY 2013, 2014, & 2015 Cost Estimates: DQA Region Configuration
Southern Region

| Southern Region
Estimated Enrollment (Lives) - 3,100 3,100
CY13 CY14 CY15
CY13 Base CY13MC Integration  CY 2013 Adj. CY14 Base CY14 MC Integration  CY 2014 Adj. CY15 Base CY15 MC Integration ~ CY 2015 Adj.
Base Costs  Annual Trend Costs Savings Savings PMPM Costs Costs Savings Savings PMPM Costs Costs Savings Savings PMPM Costs
18.98 1.0% 19.56 0.0% 0.0% 19.56 19.75 4.0% 8.3% 17.32 17.49 4.0% 16.7% 15.83
0.30 7.0% 0.37 0.0% 0.0% 0.37 0.40 4.0% 4.0% 0.36 0.39 4.0% 8.0% 0.37
8.31 5.0% 9.62 0.0% 0.0% 9.62 10.10 4.0% 0.0% 9.69 10.18 4.0% 0.0% 10.18

5.0% 4,062.28 0.0% 0.0% 4,062.28 4,265.40 4.0% 0.0% 4,094.78 4,299.52 4.0% 0.0% 4,299.52

11.45 0.0% 0.0% 11.45 11.80 4.0% -3.3% 11.72 12.07 4.0% -6.7% 12.47
Mental Heaith 1.27 0.0% 0.0% 1.27 1.30 4.0% 0.0% 1.25 1.29 4.0% 0.0% 1.29
DME/DMS 17.32 0.0% 0.0% 17.32 18.01 4.0% 0.0% 17.29 17.98 4.0% 0.0% 17.98
Rx 3 0.0% 0.0% 10.13 10.23 4.0% 0.0% 9.82 9.92 4.0% 0.0% 9.92
Home Care 0.0% 0.0% 0.13 0.14 4.0% 0.0% 0.13 0.14 4.0% 0.0% 0.14
Lab and Radiology .0% 0.0% 2.01 2.07 4.0% 0.0% 1.99 2.05 4.0% 0.0% 2.05
Therapy .0% 0.0% 0.60 0.62 4.0% 0.0% 0.60 0.62 4.0% 0.0% 0.62
Dental 0.0% 0.0% 6.17 6.36 4.0% 0.0% 6.10 6.29 4.0% 0.0% 6.29
Transportation m.o% 7.79 8.02 4.0% 0.0% 7.70 7.93 4.0% 0.0% 7.93
All Other . 0/0% .0% 24.06 24.78 4.0% 0.0% 23.79 24.50 4.0% 0.0% 24.50
Subtotal Medicaid 3,610.91 4,172.76 ~/ F 4\172.76 4,378.98 (175.16) (1.27) 4,202.55 4,410.37 (176.41) (2.14) 4,409.09
Medicare Service Costs
Inpatient Hospital 278.65 1.0% 287.09 0.0% 254.20 256.74 4.0% 16.7% 232.34
Emergency Room 9.55 7.0% 11.70 0.0% A 11.51 12.32 4.0% 8.0% 11.78
Outpatient Hospital 192.90 5.0% 223.30 0.0% 0.0% 225.09 236.34 4.0% 0.0% 236.34
Carrier 141.08 6.5% 170.42 0.0% 0.0% 180.29 192.01 4.0% -6.7% 198.45
DMERC 18.11 4.0% 20.37 0.0% 0.0% 20.34 21.15 4.0% 0.0% 21.15
Home Health 4.17 5.0% 4.82 0.0% 0.0% 4.86 511 4.0% 0.0% 5.11
Hospice 95.69 6.5% 115.59 0.0% 0.0% /718.17 125.86 4.0% 0.0% 125.86
Skilled Nursing Facility 247.38 5.0% 286.37 0.0% 0.0% ZW 303.10 4.0% 0.0% 303.10
Subtotal Medcare 987.52 1,119.67 - - , 1,168.49 /1{3%\/ /&sﬁz (46.10) (30.98) 1,134.13
Total Medical PMPM 4,598.43 5,292.43 &53\59 ) \\ / 5,543.22
Total Expenditures (000s) - I 1 206,208
Relocation Savings - \IE'ZO/) M (8.44)
Care Management - 133.06 133.06
Admin Allowance ; 77.25 A /7 79.57
Grand Total PMPM 5,292.43 5,507.80 5,747.41
Grand Total Expenditures (000s) - 204,890 \/ 213,804
Baseline PMPM (No Adjustments) 5,292.43 5,547.47 U 5,815.38
Total Baseline Expenditures (No Adjustments) - 206,366 216,332
Percentage Increase / (Decrease) over Baseline 0.0% -0.7% -1.2%
Increase / (Decrease) in Expenditures (000s) - (1,476) (2,528)
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Wisconsin Department of Health Services
Chart Book: Institutional Per Member Per Month Costs

CY 2013, 2014, & 2015 Cost Estimates: DQA Region Configuration
Western Region
| Western Region
Estimated Enrollment (Lives) - - 3,150
CY13 CY14 CY15
CY13 Base CY13MC Integration  CY 2013 Adj. CY14 Base CY14 MC Integration  CY 2014 Adj. CY15 Base CY15 MC Integration ~ CY 2015 Adj.
Base Costs  Annual Trend Costs Savings Savings PMPM Costs Costs Savings Savings PMPM Costs Costs Savings Savings PMPM Costs
22.72 1.0% 23.40 0.0% 0.0% 23.40 23.64 0.0% 0.0% 23.64 23.88 4.0% 8.3% 20.93
0.60 7.0% 0.73 0.0% 0.0% 0.73 0.78 0.0% 0.0% 0.78 0.84 4.0% 4.0% 0.77
9.10 5.0% 10.53 0.0% 0.0% 10.53 11.06 0.0% 0.0% 11.06 11.61 4.0% 0.0% 11.14
495.26 5.0% 4,046.20 0.0% 0.0% 4,046.20 4,248.51 0.0% 0.0% 4,248.51 4,460.94 4.0% 0.0% 4,282.50
.25 11.20 0.0% 0.0% 11.20 11.54 0.0% 0.0% 11.54 11.88 4.0% -3.3% 11.80
0.66 0.0% 0.0% 0.66 0.68 0.0% 0.0% 0.68 0.70 4.0% 0.0% 0.67
DME/DMS 19.49 0.0% 0.0% 19.49 20.27 0.0% 0.0% 20.27 21.08 4.0% 0.0% 20.24
Rx 0.0% 0.0% 7.65 7.73 0.0% 0.0% 7.73 7.81 4.0% 0.0% 7.49
Home Care S 0.0% 0.0% 0.15 0.16 0.0% 0.0% 0.16 0.17 4.0% 0.0% 0.16
Lab and Radiology 1.54 1.69 0% 0.0% 1.69 1.74 0.0% 0.0% 1.74 1.79 4.0% 0.0% 1.72
Therapy 1.94 2.12 0% 0.0% 2.12 2.19 0.0% 0.0% 2.19 2.25 4.0% 0.0% 2.16
Dental 5.83 6.37 0.0% 0.0% 6.37 6.56 0.0% 0.0% 6.56 6.76 4.0% 0.0% 6.49
Transportation 12.76 13.94 . "/ﬂ .0% 13.94 14.36 0.0% 0.0% 14.36 14.79 4.0% 0.0% 14.20
All Other 10.74 11.73 0/0% .Oﬂz\ 11.73 12.08 0.0% 0.0% 12.08 12.45 4.0% 0.0% 11.95
Subtotal Medicaid 3,596.22 4,155.87 M O R 4,361.29 - - 4,361.29 4,576.93 (183.08) (1.63) 4,392.22
Medicare Service Costs
Inpatient Hospital 275.85 1.0% 284.21 0.0% 0.0% 287.06 289.93 4.0% 8.3% 254.17
Emergency Room 13.63 7.0% 16.69 0.0% 0.0% 17.86 19.11 4.0% 4.0% 17.58
Outpatient Hospital 23591 5.0% 273.10 0.0% 0.0% 286.75 301.09 4.0% 0.0% 289.05
Carrier 122.29 6.5% 147.72 0.0% 0.0% 157.33 167.55 4.0% -3.3% 166.43
DMERC 15.61 4.0% 17.56 0.0% 18.26 18.99 4.0% 0.0% 18.23
Home Health 2.37 5.0% 2.75 0.0% 2.89 3.03 4.0% 0.0% 291
Hospice 29.56 6.5% 35.70 0.0% . 38.03 0 /738.03 40.50 4.0% 0.0% 38.88
Skilled Nursing Facility 208.08 5.0% 240.88 0.0% 0.0% 240.88 252.92 252.92 265.57 4.0% 0.0% 254.94
Subtotal Medcare 903.31 1,018.62 - - 1,018.62 1,061.09 - N/ k U /A,o%. 9 \J /1/19%7 (44.23) (19.34) 1,042.20
Total Medical PMPM 4,499.52 5,174.49 84\2258 > \ / 5,434.42
Total Expenditures (000s) - 205,421
Relocation Savings - - w (8.47)
Care Management - - 119.97
Admin Allowance - - /\ /7 79.57
Grand Total PMPM 5,174.49 5,422.38 \/ 5,625.49
Grand Total Expenditures (000s) - - \ 212,644
Baseline PMPM (No Adjustments) 5,174.49 5,422.38 U 5,682.70
Total Baseline Expenditures (No Adjustments) - - 214,806
Percentage Increase / (Decrease) over Baseline 0.0% 0.0% -1.0%
Increase / (Decrease) in Expenditures (000s) - - (2,162)
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Provider and Facility Table

				Services or Supplies either inside or outside the NH (in addition to the NH benefit)		National Provider Identifier (NPI) Number		Provider/Facility Name		Provider Service Street Address		Provider Service City		Provider Service County		Provider Service State		Provider Service Zip Code

		Primary Care and Physician Services																				Family Practice

																						General Practice

																						Geriatrics

																						Internal Medicine

																						Physician Assistant

																						Nurse Practitioner

















































		                                       Specialty Services																				Allergy and Immunology

																						Audiology

																						Diagnostic Radiology

																						Cardiology

																						Cardiac Catheterization Services

																						Chiropractic

																						Endocrinology

																						Dentistry

																						Dermatology

																						Gastroenterology

																						Gynecology, OB/GYN

																						Infectious Diseases

																						Mammography

																						Nephrology

																						Neurology

																						Neurosurgery

																						Oncology - Medical, Surgical

																						Oncology - Radiation

																						Ophthalmology

																						Otolaryngology (ENT)

																						Physiatry, Rehabilitative Medicine

																						Podiatry

																						Psychiatry

																						Pulmonology / Pulmonary Disease

																						Radiology

																						Rheumatology

																						Urology









































































































		                        Hospital and Surgical Services																				Inpatient Hospital & related services, room & board, etc.    (# of beds per 1000 beneficiaries)

																						Hospital - Inpatient Psychiatric Facility

																						Outpatient Hospital including ER

																						Outpatient Infusion/Chemotherapy

																						Outpatient Dialysis/ESRD Dialysis

																						Surgical Services (Outpatient or ASC)

																						General Surgery

																						Cardiac Surgery

																						Orthopedic Surgery

																						Oral Surgery

																						Plastic Surgery

																						Thoracic Surgery

																						Vascular Surgery

																						Anesthesiology, including Anesthesiologist, Assistant, & Certified Registered Nurse Anesthetist

																						Transplants as covered in Medicaid or Medicare (Heart, Kidney, Liver, Lung, Pancreas, Bone Marrow, Cornea, Small Bowel)

























































		Other Medical, Behavioral Health, and Related Services																				Laboratory tests, pathology, x-rays & other diagnostic procedures

																						Family Planning, Prenatal and Midwife Services

																						Therapies (Occupational, Physical, Speech)

																						Hospice

																						Orthotics and Prosthetics

																						DME

																						DMS

																						Hearing - Including hearing aids and repairs & maintenance

																						Vision

																						Dentures and repair & maintenance

																						Mental Health - Including therapy, assessment, and other psychiatric services

																						Skilled Nursing Facilities & Nursing Homes

																						Covered Services Provided by FQHC or RHC

																						Ambulance

																						Non-Emergency Transportation
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Large Metro

		Section:1		ICO applicant:

				County of the ICO's service area:



		Section:2		If certified by CMS as a Medicare Advantage plan, please complete the following to determine eligibility to claim provider network certification credit.

				Base Medicare Advantage population in the county:						- 0

				Enrolees served by providers/facilities in the existing line(s) of business in the county:						- 0

				Virtual PACE enrolees added to the enrollees already served (eligibles from participating NHs):						- 0

				Total enrollees served by network:						- 0

				Penetration to base population:						ERROR:#DIV/0!

				If penetration to base population is equal or less than 0.065, ICO can claim credit for CMS' certification for applicable services.

				Note: applicants must submit all Exception Requests approved by CMS along with network attestation for Virtual PACE.



		Section:3		If certified by DHS as a BadgerCare Plus (BC+) or Medicaid SSI HMO, ICO can claim credit for DHS' certification for all applicable services only if those services are provided in a nursing home. ICO can claim the credit for services provided outside a nursing home only if the maximum distance requirement is met (GIS maps would be sufficient to provide in conjuction with DHS certification letter.)





		Section:4		Services Needing Minimum Provider and Distance Requirements

				Virtual PACE Provider or Facility Requirements for Large Metro Counties

				Services or Supplies either inside or outside the NH (in addition to the NH benefit)		Min Provider Ratio                 (# per 1000 beneficiaries) 		Max Distance  (miles)		ICOs Attestation: "yes" or "exception request"		Certified by CMS: "yes" or "no"		Certified by DHS: "yes" or "no"

		Primary Care and Physician Services		 Family Practice, General Practice, Geriatrics, Internal Medicine, Physician Assistant, Nurse Practitioners		10.00		20

		                                       Specialty Services		Allergy and Immunology		0.05		15

				Audiology		*		*

				Diagnostic Radiology		*		10

				Cardiology		0.27		10

				Cardiac Catheterization Services		*		15

				Chiropractic		0.1		15

				Endocrinology		0.04		15

				Dentistry		0.625		20

				Dermatology		0.16		10

				Gastroenterology		0.12		10

				Gynecology, OB/GYN		0.04		15

				Infectious Diseases		0.03		15

				Mammography		*		10

				Nephrology		0.09		15

				Neurology		0.12		10

				Neurosurgery		0.01		15

				Oncology - Medical, Surgical		0.19		10

				Oncology - Radiation		0.06		15

				Ophthalmology		0.24		10

				Otolaryngology (ENT)		0.06		15

				Physiatry, Rehabilitative Medicine		0.04		15

				Podiatry		0.19		10

				Psychiatry		0.14		10

				Pulmonology / Pulmonary Disease		0.13		10

				Radiology		*		*

				Rheumatology		0.07		15

				Urology		0.12		10

		                        Hospital and Surgical Services		Inpatient Hospital & related services, room & board, etc.    (# of beds per 1000 beneficiaries)		12.20		10

				Hospital - Inpatient Psychiatric Facility		*		15

				Outpatient Hospital including ER		*		*

				Outpatient Infusion/Chemotherapy		*		10

				Outpatient Dialysis/ESRD Dialysis		*		10

				Surgical Services (Outpatient or ASC)		*		10

				General Surgery		0.28		10

				Cardiac Surgery		0.01		15

				Orthopedic Surgery		0.20		10

				Oral Surgery		0.01		15

				Plastic Surgery		0.01		15

				Thoracic Surgery		0.01		15

				Vascular Surgery		0.02		15

				Anesthesiology, including Anesthesiologist, Assistant, & Certified Registered Nurse Anesthetist		*		*

				Transplants as covered in Medicaid or Medicare (Heart, Kidney, Liver, Lung, Pancreas, Bone Marrow, Cornea, Small Bowel)		*		*

		Other Medical, Behavioral Health, and Related Services		Laboratory tests, pathology, x-rays & other diagnostic procedures		*		*

				Family Planning, Prenatal and Midwife Services		*		*

				Therapies (Occupational, Physical, Speech)		*		10

				Hospice		*		*

				Orthotics and Prosthetics		*		15

				DME		*		*

				DMS		*		*

				Hearing - Including hearing aids and repairs & maintenance		*		*

				Vision		*		*

				Dentures and repair & maintenance		0.625		15

				Mental Health - Including therapy, assessment, and other psychiatric services		1.11		35

				Skilled Nursing Facilities & Nursing Homes		*		10

				Covered Services Provided by FQHC or RHC		*		*

				Ambulance		*		*

				Non-Emergency Transportation		*		*

		Other		Long term care services for members who relocate to the community *		ICOs are required demonstrate capacity and access via evidence of adequate internal staff and subcontracted provider capacity to provide the projected membership in the proposed service area with:
• The appropriate range of services to make all services in the benefit package readily available;
• Access to prevention and wellness services;
• A sufficient number, mix and geographic distribution of providers of all services;
• Specialized expertise with the target population(s) served by the MCO;
• Culturally competent providers including Indian health care providers; and
• Services that are physically accessible and available on a timely basis.


				*- ICOs are required to either attest to ability and capacity to provide those services or list at least one contracted program designated to provide those services.

																		yes		yes

																		exception		no
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Large Metro Counties
	




Metro

		Section:1		ICO applicant:

				County of the ICO's service area:



		Section:2		If certified by CMS as a Medicare Advantage plan, please complete the following to determine eligibility to claim provider network certification credit.

				Base Medicare Advantage population in the county:						- 0

				Enrolees served by providers/facilities in the existing line(s) of business in the county:						- 0

				Virtual PACE enrolees added to the enrollees already served (eligibles from participating NHs):						- 0

				Total enrollees served by network:						- 0

				Penetration to base population:						ERROR:#DIV/0!

				If penetration to base population is equal or less than 0.109, ICO can claim credit for CMS' certification for applicable services.

				Note: applicants must submit all Exception Requests approved by CMS along with network attestation for Virtual PACE.



		Section:3		If certified by DHS as a BadgerCare Plus (BC+) or Medicaid SSI HMO, ICO can claim credit for DHS' certification for all applicable services only if those services are provided in a nursing home. ICO can claim the credit for services provided outside a nursing home only if the maximum distance requirement is met (GIS maps would be sufficient to provide in conjuction with DHS certification letter.)





		Section:4		Services Needing Minimum Provider and Distance Requirements

				Virtual PACE Provider or Facility Requirements for Metro Counties

				Services or Supplies either inside or outside the NH (in addition to the NH benefit)		Min Provider Ratio                 (# per 1000 beneficiaries) 		Max Distance  (miles)		ICOs Attestation: "yes" or "exception request"		Certified by CMS: "yes" or "no"		Certified by DHS: "yes" or "no"

		Primary Care and Physician Services		 Family Practice, General Practice, Geriatrics, Internal Medicine, Physician Assistant, Nurse Practitioners		10.00		20

		                                       Specialty Services		Allergy and Immunology		0.05		30

				Audiology		*		*

				Diagnostic Radiology		*		30

				Cardiology		0.27		20

				Cardiac Catheterization Services		*		40

				Chiropractic		0.1		30

				Endocrinology		0.04		40

				Dentistry		0.625		20

				Dermatology		0.16		30

				Gastroenterology		0.12		30

				Gynecology, OB/GYN		0.04		30

				Infectious Diseases		0.03		40

				Mammography		*		30

				Nephrology		0.09		30

				Neurology		0.12		30

				Neurosurgery		0.01		40

				Oncology - Medical, Surgical		0.19		30

				Oncology - Radiation		0.06		40

				Ophthalmology		0.24		20

				Otolaryngology (ENT)		0.06		30

				Physiatry, Rehabilitative Medicine		0.04		30

				Podiatry		0.19		30

				Psychiatry		0.14		30

				Pulmonology / Pulmonary Disease		0.13		30

				Radiology		*		*

				Rheumatology		0.07		40

				Urology		0.12		30

		                        Hospital and Surgical Services		Inpatient Hospital & related services, room & board, etc.    (# of beds per 1000 beneficiaries)		12.20		30

				Hospital - Inpatient Psychiatric Facility		*		45

				Outpatient Hospital including ER		*		*

				Outpatient Infusion/Chemotherapy		*		30

				Outpatient Dialysis/ESRD Dialysis		*		30

				Surgical Services (Outpatient or ASC)		*		30

				General Surgery		0.28		20

				Cardiac Surgery		0.01		40

				Orthopedic Surgery		0.20		20

				Oral Surgery		0.01		40

				Plastic Surgery		0.01		40

				Thoracic Surgery		0.01		40

				Vascular Surgery		0.02		40

				Anesthesiology, including Anesthesiologist, Assistant, & Certified Registered Nurse Anesthetist		*		*

				Transplants as covered in Medicaid or Medicare (Heart, Kidney, Liver, Lung, Pancreas, Bone Marrow, Cornea, Small Bowel)		*		*

		Other Medical, Behavioral Health, and Related Services		Laboratory tests, pathology, x-rays & other diagnostic procedures		*		*

				Family Planning, Prenatal and Midwife Services		*		*

				Therapies (Occupational, Physical, Speech)		*		30

				Hospice		*		*

				Orthotics and Prosthetics		*		30

				DME		*		*

				DMS		*		*

				Hearing - Including hearing aids and repairs & maintenance		*		*

				Vision		*		*

				Dentures and repair & maintenance		0.625		30

				Mental Health - Including therapy, assessment, and other psychiatric services		1.11		35

				Skilled Nursing Facilities & Nursing Homes		*		30

				Covered Services Provided by FQHC or RHC		*		*

				Ambulance		*		*

				Non-Emergency Transportation		*		*

		Other		Long term care services for members who relocate to the community *		ICOs are required demonstrate capacity and access via evidence of adequate internal staff and subcontracted provider capacity to provide the projected membership in the proposed service area with:
• The appropriate range of services to make all services in the benefit package readily available;
• Access to prevention and wellness services;
• A sufficient number, mix and geographic distribution of providers of all services;
• Specialized expertise with the target population(s) served by the MCO;
• Culturally competent providers including Indian health care providers; and
• Services that are physically accessible and available on a timely basis.


				*- ICOs are required to either attest to ability and capacity to provide those services or list at least one contracted program designated to provide those services.

																		yes		yes

																		exception		no
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Micro

		Section:1		ICO applicant:

				County of the ICO's service area:



		Section:2		If certified by CMS as a Medicare Advantage plan, please complete the following to determine eligibility to claim provider network certification credit.

				Base Medicare Advantage population in the county:						- 0

				Enrolees served by providers/facilities in the existing line(s) of business in the county:						- 0

				Virtual PACE enrolees added to the enrollees already served (eligibles from participating NHs):						- 0

				Total enrollees served by network:						- 0

				Penetration to base population:						ERROR:#DIV/0!

				If penetration to base population is equal or less than 0.103, ICO can claim credit for CMS' certification for applicable services.

				Note: applicants must submit all Exception Requests approved by CMS along with network attestation for Virtual PACE.



		Section:3		If certified by DHS as a BadgerCare Plus (BC+) or Medicaid SSI HMO, ICO can claim credit for DHS' certification for all applicable services only if those services are provided in a nursing home. ICO can claim the credit for services provided outside a nursing home only if the maximum distance requirement is met (GIS maps would be sufficient to provide in conjuction with DHS certification letter.)





		Section:4		Services Needing Minimum Provider and Distance Requirements

				Virtual PACE Provider or Facility Requirements for Micro Counties

				Services or Supplies either inside or outside the NH (in addition to the NH benefit)		Min Provider Ratio                 (# per 1000 beneficiaries) 		Max Distance  (miles)		ICOs Attestation: "yes" or "exception request"		Certified by CMS: "yes" or "no"		Certified by DHS: "yes" or "no"

		Primary Care and Physician Services		 Family Practice, General Practice, Geriatrics, Internal Medicine, Physician Assistant, Nurse Practitioners		10.00		20

		                                       Specialty Services		Allergy and Immunology		0.04		60

				Audiology		*		*

				Diagnostic Radiology		*		60

				Cardiology		0.23		35

				Cardiac Catheterization Services		*		120

				Chiropractic		0.09		60

				Endocrinology		0.03		75

				Dentistry		0.625		20

				Dermatology		0.14		45

				Gastroenterology		0.10		45

				Gynecology, OB/GYN		0.03		60

				Infectious Diseases		0.03		75

				Mammography		*		60

				Nephrology		0.08		60

				Neurology		0.10		45

				Neurosurgery		0.01		75

				Oncology - Medical, Surgical		0.16		45

				Oncology - Radiation		0.05		75

				Ophthalmology		0.20		35

				Otolaryngology (ENT)		0.05		60

				Physiatry, Rehabilitative Medicine		0.03		60

				Podiatry		0.16		45

				Psychiatry		0.12		45

				Pulmonology / Pulmonary Disease		0.11		45

				Radiology		*		*

				Rheumatology		0.06		75

				Urology		0.10		45

		                        Hospital and Surgical Services		Inpatient Hospital & related services, room & board, etc.    (# of beds per 1000 beneficiaries)		12.20		60

				Hospital - Inpatient Psychiatric Facility		*		75

				Outpatient Hospital including ER		*		*

				Outpatient Infusion/Chemotherapy		*		60

				Outpatient Dialysis/ESRD Dialysis		*		50

				Surgical Services (Outpatient or ASC)		*		60

				General Surgery		0.24		35

				Cardiac Surgery		0.01		75

				Orthopedic Surgery		0.17		35

				Oral Surgery		0.01		75

				Plastic Surgery		0.01		75

				Thoracic Surgery		0.01		75

				Vascular Surgery		0.02		75

				Anesthesiology, including Anesthesiologist, Assistant, & Certified Registered Nurse Anesthetist		*		*

				Transplants as covered in Medicaid or Medicare (Heart, Kidney, Liver, Lung, Pancreas, Bone Marrow, Cornea, Small Bowel)		*		*

		Other Medical, Behavioral Health, and Related Services		Laboratory tests, pathology, x-rays & other diagnostic procedures		*		*

				Family Planning, Prenatal and Midwife Services		*		*

				Therapies (Occupational, Physical, Speech)		*		60

				Hospice		*		*

				Orthotics and Prosthetics		*		120

				DME		*		*

				DMS		*		*

				Hearing - Including hearing aids and repairs & maintenance		*		*

				Vision		*		*

				Dentures and repair & maintenance		0.625		60

				Mental Health - Including therapy, assessment, and other psychiatric services		1.11		35

				Skilled Nursing Facilities & Nursing Homes		*		60

				Covered Services Provided by FQHC or RHC		*		*

				Ambulance		*		*

				Non-Emergency Transportation		*		*

		Other		Long term care services for members who relocate to the community *		ICOs are required demonstrate capacity and access via evidence of adequate internal staff and subcontracted provider capacity to provide the projected membership in the proposed service area with:
• The appropriate range of services to make all services in the benefit package readily available;
• Access to prevention and wellness services;
• A sufficient number, mix and geographic distribution of providers of all services;
• Specialized expertise with the target population(s) served by the MCO;
• Culturally competent providers including Indian health care providers; and
• Services that are physically accessible and available on a timely basis.


				*- ICOs are required to either attest to ability and capacity to provide those services or list at least one contracted program designated to provide those services.

																		yes		yes

																		exception		no

																  



&"Arial,Bold"&14Virtual PACE Provider Network Adequacy Table - 2013
Micro Counties	




Rural

		Section:1		ICO applicant:

				County of the ICO's service area:



		Section:2		If certified by CMS as a Medicare Advantage plan, please complete the following to determine eligibility to claim provider network certification credit.

				Base Medicare Advantage population in the county:						- 0

				Enrolees served by providers/facilities in the existing line(s) of business in the county:						- 0

				Virtual PACE enrolees added to the enrollees already served (eligibles from participating NHs):						- 0

				Total enrollees served by network:						- 0

				Penetration to base population:						ERROR:#DIV/0!

				If penetration to base population is equal or less than 0.103, ICO can claim credit for CMS' certification for applicable services.

				Note: applicants must submit all Exception Requests approved by CMS along with network attestation for Virtual PACE.



		Section:3		If certified by DHS as a BadgerCare Plus (BC+) or Medicaid SSI HMO, ICO can claim credit for DHS' certification for all applicable services only if those services are provided in a nursing home. ICO can claim the credit for services provided outside a nursing home only if the maximum distance requirement is met (GIS maps would be sufficient to provide in conjuction with DHS certification letter.)





		Section:4		Services Needing Minimum Provider and Distance Requirements

				Virtual PACE Provider or Facility Requirements for Rural Counties

				Services or Supplies either inside or outside the NH (in addition to the NH benefit)		Min Provider Ratio                 (# per 1000 beneficiaries) 		Max Distance  (miles)		ICOs Attestation: "yes" or "exception request"		Certified by CMS: "yes" or "no"		Certified by DHS: "yes" or "no"

		Primary Care and Physician Services		 Family Practice, General Practice, Geriatrics, Internal Medicine, Physician Assistant, Nurse Practitioners		10.00		20

		                                       Specialty Services		Allergy and Immunology		0.04		75

				Audiology		*		*

				Diagnostic Radiology		*		60

				Cardiology		0.23		60

				Cardiac Catheterization Services		*		120

				Chiropractic		0.09		75

				Endocrinology		0.03		90

				Dentistry		0.625		20

				Dermatology		0.14		60

				Gastroenterology		0.10		60

				Gynecology, OB/GYN		0.03		75

				Infectious Diseases		0.03		90

				Mammography		*		60

				Nephrology		0.08		75

				Neurology		0.10		60

				Neurosurgery		0.01		90

				Oncology - Medical, Surgical		0.16		60

				Oncology - Radiation		0.05		90

				Ophthalmology		0.20		60

				Otolaryngology (ENT)		0.05		75

				Physiatry, Rehabilitative Medicine		0.03		75

				Podiatry		0.16		60

				Psychiatry		0.12		60

				Pulmonology / Pulmonary Disease		0.11		60

				Radiology		*		*

				Rheumatology		0.06		90

				Urology		0.10		60

		                        Hospital and Surgical Services		Inpatient Hospital & related services, room & board, etc.    (# of beds per 1000 beneficiaries)		12.20		60

				Hospital - Inpatient Psychiatric Facility		*		75

				Outpatient Hospital including ER		*		*

				Outpatient Infusion/Chemotherapy		*		60

				Outpatient Dialysis/ESRD Dialysis		*		50

				Surgical Services (Outpatient or ASC)		*		60

				General Surgery		0.24		60

				Cardiac Surgery		0.01		90

				Orthopedic Surgery		0.17		60

				Oral Surgery		0.01		90

				Plastic Surgery		0.01		90

				Thoracic Surgery		0.01		90

				Vascular Surgery		0.02		90

				Anesthesiology, including Anesthesiologist, Assistant, & Certified Registered Nurse Anesthetist		*		*

				Transplants as covered in Medicaid or Medicare (Heart, Kidney, Liver, Lung, Pancreas, Bone Marrow, Cornea, Small Bowel)		*		*

		Other Medical, Behavioral Health, and Related Services		Laboratory tests, pathology, x-rays & other diagnostic procedures		*		*

				Family Planning, Prenatal and Midwife Services		*		*

				Therapies (Occupational, Physical, Speech)		*		60

				Hospice		*		*

				Orthotics and Prosthetics		*		120

				DME		*		*

				DMS		*		*

				Hearing - Including hearing aids and repairs & maintenance		*		*

				Vision		*		*

				Dentures and repair & maintenance		0.625		60

				Mental Health - Including therapy, assessment, and other psychiatric services		1.11		35

				Skilled Nursing Facilities & Nursing Homes		*		60

				Covered Services Provided by FQHC or RHC		*		*

				Ambulance		*		*

				Non-Emergency Transportation		*		*

		Other		Long term care services for members who relocate to the community *		ICOs are required demonstrate capacity and access via evidence of adequate internal staff and subcontracted provider capacity to provide the projected membership in the proposed service area with:
• The appropriate range of services to make all services in the benefit package readily available;
• Access to prevention and wellness services;
• A sufficient number, mix and geographic distribution of providers of all services;
• Specialized expertise with the target population(s) served by the MCO;
• Culturally competent providers including Indian health care providers; and
• Services that are physically accessible and available on a timely basis.


				*- ICOs are required to either attest to ability and capacity to provide those services or list at least one contracted program designated to provide those services.

																		yes		yes

																		exception		no
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CEAC

		Section:1		ICO applicant:

				County of the ICO's service area:



		Section:2		If certified by CMS as a Medicare Advantage plan, please complete the following to determine eligibility to claim provider network certification credit.

				Base Medicare Advantage population in the county:						- 0

				Enrolees served by providers/facilities in the existing line(s) of business in the county:						- 0

				Virtual PACE enrolees added to the enrollees already served (eligibles from participating NHs):						- 0

				Total enrollees served by network:						- 0

				Penetration to base population:						ERROR:#DIV/0!

				If penetration to base population is equal or less than 0.103, ICO can claim credit for CMS' certification for applicable services.

				Note: applicants must submit all Exception Requests approved by CMS along with network attestation for Virtual PACE.



		Section:3		If certified by DHS as a BadgerCare Plus (BC+) or Medicaid SSI HMO, ICO can claim credit for DHS' certification for all applicable services only if those services are provided in a nursing home. ICO can claim the credit for services provided outside a nursing home only if the maximum distance requirement is met (GIS maps would be sufficient to provide in conjuction with DHS certification letter.)





		Section:4		Services Needing Minimum Provider and Distance Requirements

				Virtual PACE Provider or Facility Requirements for CAEC

				Services or Supplies either inside or outside the NH (in addition to the NH benefit)		Min Provider Ratio                 (# per 1000 beneficiaries) 		Max Distance  (miles)		ICOs Attestation: "yes" or "exception request"		Certified by CMS: "yes" or "no"		Certified by DHS: "yes" or "no"

		Primary Care and Physician Services		 Family Practice, General Practice, Geriatrics, Internal Medicine, Physician Assistant, Nurse Practitioners		10.00		20

		                                       Specialty Services		Allergy and Immunology		0.04		110

				Audiology		*		*

				Diagnostic Radiology		*		100

				Cardiology		0.23		85

				Cardiac Catheterization Services		*		140

				Chiropractic		0.09		110

				Endocrinology		0.03		130

				Dentistry		0.625		20

				Dermatology		0.14		100

				Gastroenterology		0.10		100

				Gynecology, OB/GYN		0.03		110

				Infectious Diseases		0.03		130

				Mammography		*		100

				Nephrology		0.08		110

				Neurology		0.10		100

				Neurosurgery		0.01		130

				Oncology - Medical, Surgical		0.16		100

				Oncology - Radiation		0.05		130

				Ophthalmology		0.20		85

				Otolaryngology (ENT)		0.05		110

				Physiatry, Rehabilitative Medicine		0.03		110

				Podiatry		0.16		100

				Psychiatry		0.12		100

				Pulmonology / Pulmonary Disease		0.11		100

				Radiology		*		*

				Rheumatology		0.06		130

				Urology		0.10		100

		                        Hospital and Surgical Services		Inpatient Hospital & related services, room & board, etc.    (# of beds per 1000 beneficiaries)		12.20		100

				Hospital - Inpatient Psychiatric Facility		*		140

				Outpatient Hospital including ER		*		*

				Outpatient Infusion/Chemotherapy		*		100

				Outpatient Dialysis/ESRD Dialysis		*		90

				Surgical Services (Outpatient or ASC)		*		100

				General Surgery		0.24		85

				Cardiac Surgery		0.01		130

				Orthopedic Surgery		0.17		85

				Oral Surgery		0.01		130

				Plastic Surgery		0.01		130

				Thoracic Surgery		0.01		130

				Vascular Surgery		0.02		130

				Anesthesiology, including Anesthesiologist, Assistant, & Certified Registered Nurse Anesthetist		*		*

				Transplants as covered in Medicaid or Medicare (Heart, Kidney, Liver, Lung, Pancreas, Bone Marrow, Cornea, Small Bowel)		*		*

		Other Medical, Behavioral Health, and Related Services		Laboratory tests, pathology, x-rays & other diagnostic procedures		*		*

				Family Planning, Prenatal and Midwife Services		*		*

				Therapies (Occupational, Physical, Speech)		*		100

				Hospice		*		*

				Orthotics and Prosthetics		*		140

				DME		*		*

				DMS		*		*

				Hearing - Including hearing aids and repairs & maintenance		*		*

				Vision		*		*

				Dentures and repair & maintenance		0.625		60

				Mental Health - Including therapy, assessment, and other psychiatric services		1.11		35

				Skilled Nursing Facilities & Nursing Homes		*		85

				Covered Services Provided by FQHC or RHC		*		*

				Ambulance		*		*

				Non-Emergency Transportation		*		*

		Other		Long term care services for members who relocate to the community *		ICOs are required demonstrate capacity and access via evidence of adequate internal staff and subcontracted provider capacity to provide the projected membership in the proposed service area with:
• The appropriate range of services to make all services in the benefit package readily available;
• Access to prevention and wellness services;
• A sufficient number, mix and geographic distribution of providers of all services;
• Specialized expertise with the target population(s) served by the MCO;
• Culturally competent providers including Indian health care providers; and
• Services that are physically accessible and available on a timely basis.


				*- ICOs are required to either attest to ability and capacity to provide those services or list at least one contracted program designated to provide those services.

																		yes		yes

																		exception		no
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		 Virtual PACE Benefit Package 



		Services provided inside the nursing home as a part of the nursing home benefit

		Services or Supplies either inside or outside the nursing home, in addition to the nursing home benefit

		Other Services


(Medicaid or In-Lieu-Of)



		SNF/Nursing Home Services, Including:


· Resident Care


· Individual care, including hygiene, bedsore prevention, basic nursing care, and rehabilitative measures

· Nourishment , including prescribed diets and self-help devices

· Administration of medication and treatment as ordered by physicians

· Care planning

· Medical Services


· Medical direction and coordination of medical care in facility by medical director 


· Nursing Services 

· Services provided by nurses, nurse aids, nursing assistants, and orderlies

· Dietary Services including general and therapeutic diets 

· Rehabilitative Services 

· Facility to arrange for rehabilitative services including therapies and equipment


· Equipment included as a part of nursing home services in Medicaid

· Pharmaceutical Services

· Facility to obtain medications for residents and store, control, and dispense medications as provided for in nursing home regulations

· Dental Services 


· Oral hygiene care as recommended by advisory dentist

· Social Services 


· Social worker services


· Care planning, including discharge

· Adjustment assistance

· Activities 




		Physician and Specialty Services, including:


· Primary Care


· Nurse Practitioners  


· Physician Assistants


· Physician Services


· Family Practice


· General Practice


· Specialty Services

· Allergy and Immunology


· Audiology


· Diagnostic Radiology


· Cardiology


· Cardiac Catheterization Services


· Chiropractic


· Dentistry


· Dermatology


· Endocrinology


· Gastroenterology


· Geriatrics


· Gynecology, OB/GYN


· Infectious Diseases


· Internal Medicine

· Mammography


· Nephrology


· Neurology


· Neurosurgery


· Oncology – Medical, Surgical


· Oncology – Radiation 


· Ophthalmology


· Otolaryngology (ENT)


· Physiatry, Rehabilitative Medicine


· Podiatry


· Psychiatry


· Pulmonology / Pulmonary Disease


· Radiology

· Rheumatology


· Urology


Drugs, including:

· Part D benefit drugs


· Other Medicaid-covered drugs



		Hospital and surgical services, including:

· Hospital/Facility-based Services

· Inpatient Hospital & related services


· Inpatient Psychiatric Facility 


· Outpatient Hospital including ER

· Outpatient Infusion / Chemotherapy


· Outpatient Dialysis

· Surgical Services (outpatient or ASC)

· Surgery


· General Surgery 


· Cardiac Surgery 

· Orthopedic  Surgery 


· Oral Surgery 


· Plastic Surgery


· Thoracic Surgery


· Vascular Surgery 

· Anesthesiology


· Transplants as covered in Medicaid or Medicare (Heart, Kidney, Liver, Lung, Pancreas, Bone Marrow, Cornea, Small Bowel)

Other medical, behavioral health, and related services, including:

· Laboratory tests, pathology, x-rays and other diagnostic procedures


· ESRD / Dialysis


· Family Planning, Prenatal, and Midwife Services


· Therapies


· Occupational Therapy


· Physical Therapy


· Speech therapy 


· Hospice


· Durable Medical Equipment


· Orthotics and Prosthetics


· Disposable Medical Supplies


· Hearing, including hearing aids and repairs/maintenance


· Vision


· Other dental services, including dentures and repairs/maintenance

· Mental Health including therapy, assessment, and other psychiatric services 

· Covered Services Provided by FQHC or RHC


· Ambulance


· Non-Emergency Transportation

		The following services are included in the benefit package, most likely with members who relocate to the community.

· Additional community-based services

· Adaptive Aids (general and vehicle) 

· Adult Day Care

· Communication Aids/Interpreter Services

· Community Care Organization


· Community Recovery Services


· Community Support Program


· Community Residential Services

· Comprehensive Community Services


· Consumer Education and Training

· Counseling and Therapeutic Resources

· Crisis Intervention


· Daily Living Skills Training

· Day Services/Treatment

· Financial Management Services


· Home Health


· Home Modifications

· Housing Counseling 

· Meals: home delivered

· Nursing Services


· Personal Care


· Personal Emergency Response System Services

· Prevocational Services

· Relocation Services

· Respite Care (for caregivers and members in non-institutional and institutional settings)

· Skilled Nursing


· Specialized Medical Equipment


· Specialized Transportation


· Supported Employment

· Supportive Home Care

· Vocational Futures Planning









Virtual PACE Provider Network Adequacy:

Requirements and Phase Two Certification Submission Instructions



This document summarizes the Virtual PACE provider network adequacy requirements and the submissions that will be required of Integrated Care Organization (ICO) applicants in phase two of the certification process.  It contains several sections, and references additional attached files.



1. Virtual PACE Provider Network Adequacy Requirements: This summarizes the standards that an ICO’s provider network must meet. Requirements include ratios, distance, and describes options for exceptions and certification based on existing networks.

2. Instructions for ICOs to Submit their Provider Network Information: This provides specific instructions on how applicants must fill out the attached spreadsheet entitled “ICO Provider and Facility Table,” in which ICOs submit a list of providers with whom they have contracts.

3. Instructions for Completion of the ICO Provider Network Adequacy Table:  This provides specific instructions on how applicants must fill out the attached spreadsheet entitled “ICO Provider Network Adequacy Table,” in which ICOs attest to the adequacy of their network, based on specified requirements, for each service.  It also includes calculations related to certification based on existing certified networks.

4. Guidelines for Select Provider/Facility Specialty Types: This section provides descriptions of certain types of providers and specialties for which applicants must submit network information.

5. Exceptions to Provider Network Standards:  This is the process for applicants to request an exception to the network adequacy requirements for a given service.  There are several types of exceptions, and the required documentation for each is described.



Attachments:

1. ICO Provider and Facility Table: This is one of two required spreadsheet submissions, referenced in (2) above.

2. ICO Provider Network Adequacy Table: This is the second required spreadsheet submission, referenced in (3) above.

3. Virtual PACE Benefit Package: This is the benefit package listing the services for which ICOs must meet network adequacy standards as described in the above document.  These services are included in the ICO Provider Network Adequacy table, and there is a dropdown menu to add them to the ICO Provider and Facility Table, but where the latter table is printed as a blank document the user may need to refer to the separate benefit package document to the full list of services that must be filled in.  






Virtual PACE Provider Network Adequacy Requirements 



Virtual PACE provider network certification requirements integrate the Federal and State Medicare and Medicaid criteria to create a unified standard of certification criteria. The standards focus on assuring timely access to quality services to all enrollees in Virtual PACE. 



Key Elements of the Integrated Virtual PACE Provider Network Adequacy Standards

· Minimum provider or facility requirement for all acute and primary service in the benefit package  

· A prescribed provider to enrollee ratio formula

· An availability to access standard for all long term care services 

· Maximum travel distances for all services enrollee travel to

· Population and density metrics defined for each county type 

· Instructions and standardized parameters for applying for exceptions 

· ICO existing managed care networks utility for Virtual PACE enrollees applied



Minimum Number of Providers & Facilities 

All acute and primary services in the Virtual PACE benefit package have a minimum provider and/or facility to enrollee ratio established in the instructional template. 



Ratio Calculation 

To meet the minimum specialty ratios, aggregate the total number of unique providers by specialty type in their requested service area and divide them by the Virtual PACE targeted enrollment in the counties. 



Availability to access standard for all long term care services 

For enrollees that relocate to the community, access to home and community based waiver services standards will be measured by timely and geographically available access for each enrollee during Year One. More generalized minimum provider ratios and distance standards will be developed in Year Two and ongoing as the proportion of relocated individual’s increases. 



Maximum Travel distance for all services enrollee travel to: 

The integrated requirements will have the maximum of two service network adequacy measurements:

· Provider network requirement for contracted services provided inside NH will be restricted to the Minimum Number of Providers measurement

· Provider network requirements for contracted services provided outside NH will be restricted to the Minimum Number of Providers and the Minimum Travel Distance to Providers measurements



Population and Density Metric

Service network adequacy standards are titrated by county type, large metro, metro, micro, rural or CEAC. 



Exceptions to Provider Network Standards

ICOs can request an exception from the network adequacy criteria by selecting from the pre-determined list of available exceptions and submitting a narrative explanation, along with formal documentation, as to why the standard network adequacy criteria cannot be met for the specific provider/facility type in a specific county. 



Existing ICO Provider Networks 

ICOs that have provider network certified by CMS as a Medicare Advantage Plan, Wisconsin Medicaid and/or Wisconsin Long Term Care managed care plans for the service area they are proposing Virtual PACE operation can seek credit for certification standard specific to that portion of the applicable provider network in their Virtual PACE provider network certification. 

Instructions for ICOs to Submit their Provider Network Information



A complete submission requires the following documents in Excel format: 

· The Provider and Facility Table 

· The ICO Provider Network Adequacy Table



Instructions for Completion of the Provider and Facility Table Spreadsheet



The table should reflect the applicants’ executed contracted network on the date of submission.  A contract is fully executed when both parties have signed. Applicants should only list providers with whom they have an executed contract that is available to Virtual PACE enrollees.  



This table captures information on the specific providers and facilities in the ICO’s contracted network.  If a provider has offices or facilities in multiple counties in the service area, list the provider multiple times with the appropriate service address to account for each county served. If a facility offers more than one of the defined services and/or provides services in multiple counties, the facility should be listed multiple times with the applicable services and/or multiple addresses. Providers and facilities outside of proposed service area can be included if these providers and facilities will be providing services to Virtual PACE enrollees.



Note: All columns are required and must not contain blank cells for lines filled. 

Column Explanations



A. Service Category - List all available contracted providers and facilities for each of the services grouped into the four categories: Primary Care and Physician Services; Specialty Services; Hospital and Surgery Services; Other Medical, Behavioral Health, and Related Services. This column is intended to group services within the categories.



B. Services or Supplies either inside or outside the NH (in addition to the NH benefit) – Each line has a dropdown menu with options to select for key categories of services. The lists of services within this column mirror those indicated in the Virtual PACE benefit plan. The dropdown menu must be used while filling out the table. Refer to the Guidelines for Select Provider/Facility Specialty Types (included with instructions). Insert additional lines if needed.



C. National Provider Identifier (NPI) Number – The provider’s assigned NPI number must be included in this column. Enter the provider’s individual NPI number whether the provider is part of a medical group or not.  The NPI is a ten digit numeric field.  Include leading zeros.  



D. Provider/Facility Name - Name of Physician or Mid-Level Practitioner or Facility – Self-explanatory.  Up to 150 characters.

Provider Service Address Columns- Enter the address (i.e., street, city, county, state and zip code) of the location at which the provider sees patients.  Do not list P.O. Box, house, apartment, building or suite numbers, or street intersections.  



E. 
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F. Provider Service Street Address – up to 250 characters

G. Provider Service City – up to 50 characters



H. Provider Service County – up to 50 characters



I. Provider Service State – 2 characters



J. Provider Service Zip Code – up to 10 characters







Instructions for completion of the ICO Provider Network Adequacy Table

There are four sections in the document as illustrated below: the first and the fourth sections are required for all applicants; the second and third sections are only applicable to applicants with CMS/DHS certified provider networks who would like to claim a credit for applicable services of the ICO Provider Network.

[bookmark: OLE_LINK1][image: ]Section: 1 - Fill out ICO’s legal name and the county of the proposed service area in which the ICO is applying for certification. The Provider Network Adequacy Table needs to be completed for each county in the proposed service area according to the county’s geographic designation. 



Based upon the population size and density parameters of individual counties, there are five distinct county types: Large Metro, Metro, Micro, Rural, and Counties with Extreme Access Considerations (CEAC). The spreadsheet has separate tabs with distinct requirements for each geographic designation. Table below lists the population and density parameters applied to determine county type designations. 

[image: ]A county must meet both the population and density thresholds for inclusion in a given designation. For example, a county with a population greater than one million and a density greater than or equal to 1,000/mi2 is designated Large Metro. Any of the population-density combinations listed for a given county type may be met for inclusion within that county type (i.e., a county would be designated Large Metro if any of the three Large Metro population-density combinations listed in the table above are met).











Wisconsin Counties with Assigned Geographic Designation:



[image: ]



Section: 2 - If the ICO has been certified by CMS as a Medicare Advantage Plan (MA), it can receive a credit towards applicable services of the Virtual PACE provider network certification. 



To be eligible for a credit, the following criteria should be met: 

a) ICO is claiming the credit for the same network submitted to HPMS to certify MA Provider Network.

b) ICO’s CMS certified network has sufficient capacity to serve additional population of Virtual PACE enrollees. This is determined by comparing CMS established penetration ratio for a county with the ratio that ICO would have with Virtual PACE enrollees included (formula to calculate this included in the greyed are of the section: cell 9E). 

Submit copies of the CMS’ Medicare approval letter and any CMS approved provider network exceptions applicable to the certified MA Provider Network.



Use column F in the spreadsheet to specify services that the credit is claimed for. Each line within the column contains a dropdown menu with options to choose from (“yes” or “no”). Greyed out cells within the column are for the service lines that applicants may not claim a credit for and must attest to following steps detailed in the section #4. 



Section: 3 - If the ICO has been certified by Wisconsin Medicaid as a BadgerCare Plus, Medicaid SSI HMO, Family Care or Family Care Partnership, it can receive a credit towards applicable services of the Virtual PACE provider network certification. 



To be eligible for a credit, the following criteria should be met: 

a) ICO is claiming the credit for the same network submitted to DHS for the BadgerCare Plus, Medicaid SSI HMO, Family Care or Family Care Partnership.

b) A credit is claimed for services provided inside the NH. For services provided outside the NH, Geographic Information Systems (GIS) maps need to be provided to meet the travel distance criteria. 

Submit copies of the DHS provider network certification letter if claiming credits for a DHS certified network. 



Use column G in the spreadsheet to specify the services for which the credit is claimed. Each line within this column contains a dropdown menu with options to choose from (“yes” or “no”). Greyed out cells within the column are for the service lines for which applicants may not claim a credit and must attest to adequacy following steps detailed in the section #4. 



Section: 4 – Provider and Facility Network Requirements are identified for all services reflected in the Virtual PACE benefit plan (except NH benefit). Applicants must attest to adequacy in each line of the listed services using column E in this spreadsheet. Each line within this column contains a dropdown menu with options to choose from (“yes” or “exception”). 



For services provided inside and outside the NH, there is a maximum of two network adequacy measurements:

· Provider network requirement for contracted services provided inside NH will be restricted to the Minimum Number of Providers measurement

· Provider network requirements for contracted services provided outside NH will be restricted to the Minimum Number of Providers and the Maximum Travel Distance to Providers measurements



To meet the established minimum provider ratios, aggregate the total number of unique providers by specialty type in their proposed county and divide the total by the Virtual PACE targeted enrollment in the proposed county (based on the counts of passive enrollment eligible individuals in the participating NHs contracted with the ICO). The ICO’s provider to enrollee ratio should be equal to or greater than the Virtual PACE minimum standard. Use column E within the spreadsheet to attest to each service requirement (“yes” from dropdown). 



For services provided outside NH[footnoteRef:1], submit GIS Maps with primary care providers and facilities in network. Applicants are required to have at least one provider or facility type within the minimum travel distance criteria. Providers or facilities outside of the application county may be included if they serve participating NH beneficiaries and meet distance requirements. “Yes” attestation in column E for services provided outside NH attests to both, the minimum provider ratio and maximum travel distance criteria. [1:  The Minimum Travel Distance to Providers measurement is only required for services provided outside NH. ICO’s that within their application indicated both delivery methods for a given service (contracted services provided inside and/or outside NH), will have to adhere to provider network requirements established for contracted services provided outside NH.
] 




For Long Term Care Waiver Services, “yes” in the column E attests to the ICO having business capacity and/or access via evidence of adequate internal staff and subcontracted provider capacity to provide the projected membership in the proposed service area with:

· The appropriate range of services to make all services in the benefit package readily available;

· Access to prevention and wellness services;

· A sufficient number, mix and geographic distribution of providers of all services;

· Specialized expertise with the target population(s) served by the MCO;

· Culturally competent providers including Indian health care providers; and

· Services that are physically accessible and available on a timely basis.

While attesting to service lines within the spreadsheet, refer to the Guidelines for Select Provider/Facility Specialty Types (included with instructions).



Request an exception if unable to meet certain provider network requirements. Applicants should use column E within the spreadsheet to indicate exception request for each applicable service (“exception” from dropdown). To file an exception, refer to the Guidelines for Exceptions to Provider Network Standards (included with instructions).

Guidelines for Select Provider/Facility Specialty Types



		General Practice

		See note for Primary Care Provider



		Family Practice

		See note for Primary Care Provider



		Internal Medicine

		See note for Primary Care Provider



		Geriatrics

		See note for Primary Care Provider, and: Submissions appropriate for this specialty are internal medicine, family practice, and general practice physicians who have a special knowledge of the aging process and special skills and who focus upon the diagnosis, treatment, and prevention of illnesses pertinent to the elderly. 



		Primary Care - Physician Assistants

		See note for Primary Care Provider, and: Applicants include submissions under this specialty only if the contracted individual meets the applicable state requirements governing the qualifications for assistants to primary care physicians and is fully credentialed by the applicant as a provider of primary care services. In addition, the individuals listed under this specialty must function as the primary care source for the enrollee, not  supplement a physician primary care provider’s care, in accordance with state law and be practicing in or rendering services to enrollees residing in a state and/or federally designated physician manpower shortage area. 



		Primary Care- Nurse Practitioners

		See note for Primary Care Provider, and: Applicants include submissions under this specialty code only if the contracted registered professional nurse is currently licensed in the state, meets the state’s requirements governing the qualifications of nurse practitioners, and is fully credentialed by the applicant as a provider of primary care services. In addition, the individuals listed under this specialty code must function as the primary care source for the enrollee, not  supplement a physician primary care provider’s care, in accordance with state law and be practicing in or rendering services to enrollees residing in a state and/or federally designated physician manpower shortage area.



		Primary Care Providers

		The following six specialties are combined into the Primary Care Provider category: General Practice, Family Practice, Internal Medicine, Geriatrics, Primary Care – Physician Assistants, Primary Care – Nurse Practitioners.
These six specialties are summed as a single group and evaluated based on the prescribed Maximum Travel Distance criteria for the specialty type: Primary Care Providers. These six specialties are also summed and evaluated as a single group against the Minimum Number of Primary Care Providers criteria (note that in order to apply toward the minimum number, a provider must be within the prescribed distance standard). 



		Cardiac Surgery

		A cardiac surgeon, or cardiovascular surgeon, is a medical doctor who focuses on the surgical treatment of heart and great vessels and treats conditions such as: Coronary artery disease or blockages of the arteries in the heart, Blockages in one of the heart valve(s), Leaking heart valve(s), Abnormal enlargement or aneurysms of the large arteries in the chest, Heart failure, Atrial fibrillation



		Oral Surgery

		There are conditions covered by Medicare that require the expertise of an oral surgeon. Discussion of these conditions may be found in the following chapters of the Medicare Benefit Policy Manual:
https://www.cms.gov/manuals/Downloads/bp102c15.pdf , §150
https://www.cms.gov/manuals/Downloads/bp102c16.pdf , §140



		Physiatry, Rehabilitative Medicine

		A physiatrist, or physical medicine and rehabilitation specialist, is a medical doctor who is trained in the diagnosis and treatment of patients with physical, functionally limiting, and/or painful or conditions. These specialists focus upon the maximal restoration of physical function through comprehensive rehabilitation and pain management therapies.



		Thoracic Surgery

		Differentiating from the inclusive term cardiothoracic surgeon, a thoracic surgeon is a medical doctor who focuses on the surgical treatment of diseases of the lungs, esophagus, chest wall, and mediastinum, treating such conditions as:  Lung cancer, Severe emphysema, Cancer of the esophagus, Gastroesophageal reflux disease, Hiatal hernias, Swallowing disorders such as achalasia, Excess sweating, usually of the upper extremity called hyperhydrosis



		Acute Inpatient Hospitals

		Applicants must submit at least one contracted acute inpatient hospital. Applicants may need to submit more than one acute inpatient hospital in order to satisfy the distance criteria. There are Minimum Number criteria for the acute inpatient hospital specialty. Applicants must demonstrate that their contracted acute inpatient hospitals have at least the minimum number of Medicare-certified hospital beds.



		Cardiac Surgery Program

		A hospital with a cardiac surgery program provides for the surgical repair of problems with the heart. A common procedure performed in a cardiac surgery hospital program is the coronary artery bypass graft procedure. Cardiac surgery procedures, traditionally called open heart surgeries, also include cardiac valve repairs, repairs to abnormal or damaged heart structures, and heart replacement. 



		Orthotics and Prosthetics

		A prosthetist is a healthcare professional trained to measure, design, fit, and adjust prostheses/prosthetic devices as prescribed by a physician. Prosthetic devices replace all or part of an internal body organ or all or part of the function of a permanently inoperative or malfunctioning internal body organ. An orthotist is a healthcare professional trained to plan, design, fit and adjust orthotic devices as prescribed by a physician. Orthotic devices are rigid/semi-rigid devices applied to the outside of the body to support a weak or deformed body part, or to restrict motion in an area of the body. Applicant’s contracts for orthotics and prosthetics ensure access for enrollees to the fitting and modification and services to the devices (orthotics and prosthetics) and to the healthcare professionals (orthotists and prosthetists). 



		Home Health

		Applicants must list at least one home health provider. Applicants’ submissions for this specialty must provide home health services throughout the entire area of the county.



		Durable Medical Equipment

		Applicants must list at least one durable medical equipment provider. A submission under this specialty type can be limited to one provider, so long as that provider covers the full range of Medicare covered durable medical equipment services. Applicants’ submissions for this specialty must provide durable medical equipment services throughout the entire area of the county.



		Outpatient Infusion/Chemotherapy

		Appropriate submissions for this specialty include freestanding infusion / cancer clinics and hospital outpatient infusion departments. While some physician practices are equipped to provide this type of service within the practice office, applicants should only list a contracted office-based infusion service if access is made available to all enrollees and is not limited only to those who are patients of the physician practice.



		Transplant Program

		Applicants must list at least one contracted program for each of the six transplant program types: Heart, Heart/Lung, Kidney, Liver, Lung, Pancreas. 

















































Exceptions to Provider Network Standards



ICOs can request an exception from the network adequacy criteria by selecting from the pre-determined list of available exceptions and submitting a narrative explanation, along with formal documentation, as to why the standard network adequacy criteria cannot be met for the specific provider/facility type in a specific county. Applicants will only be able to request exceptions during the initial application submission. Late exception requests will not be accepted.



The list of pre-determined provider/facility exceptions include:

1. Insufficient number of providers/beds in service area - This exception would apply in counties where there are insufficient numbers of providers/facilities/beds to meet the standard network adequacy criteria. Please note that this exception cannot be used where the applicant has merely failed to obtain a sufficient number of contracts for the specific provider/facility type or where a provider/facility has simply refused to contract.

2. No providers/facilities that meet the specific distance standard in service area - This exception would apply in counties where there are no providers/facilities in the service area. Please note that approval of an exception on this basis does not relieve the applicant from demonstrating access to the specific service provided by the provider/facility type.

3. Patterns of care in the service area do not support need for the requested number of provider/facility type - This exception would apply in instances where applicants are able to provide sufficient documentation to demonstrate a pattern of care different from CMS’ standards.

4. Services will be provided by an alternate provider type/Medicare-certified facility - This exception would apply where the applicant has arranged for a different provider/facility type to provide the services at issue. For example, such an exception might be appropriate where the applicant has insufficient numbers of standard primary care providers (Geriatrician’s, Internal Medicine, GPs), but has contracted with another provider type to provide these services and that other provider type is duly licensed or certified to provide these services.

5. Alternative Arrangements for Regional PPOs - Pursuant 42 CFR 422.112(a)(1)(ii), RPPOs can use methods other than written arrangements: to meet access requirements as approved by CMS. RPPOs will still need to demonstrate that the network overall is comprehensive. This exception can only be used by RPPOs.



Applicants will have a limit of 2,000 characters (approximately one typed page) for the narrative portion for each exception requested for each provider/facility type, per county.

Applicants can submit as many exception requests as needed. However, only one exception request needs to be submitted for each provider or facility type in a given county that does not meet provider network criteria. Additional exceptions for the same provider or facility type in that county can be included in one discussion.



Exception requests do not relieve ICOs from submitting accurate and complete Virtual PACE Network Requirements Tables or from contracting with available providers/facilities that exist in the relevant service area and when applicable within the distance requirements. Inaccurate or incomplete information submitted in Virtual PACE Network Requirements Tables will result in a deficiency requiring re-submission of those tables.



Required Documentation:

The following details documentation requirements that need to be submitted with each requested exception. In order to meet the documentation requirements, applicants must submit all required documentation as well as one of the documents from the supplemental documentation types. In addition, applicants must provide any other documentation DHS specifically requests during the application process. 









Exception Selected: Insufficient Number of Providers in Service Area 



Required documentation:

• Provide distance points that members would have to travel beyond the required criterion (e.g., 10 miles for a Primary Care Physician (PCP) in a metropolitan service area) to reach the next closest contracted provider of this type outside of the service area

• Provide contact information including names, addresses, and phone numbers for next closest contracted providers/facilities 

• Provide data on local patterns of care (e.g., using claims data, referral patterns, local provider interviews, use of telemedicine) indicating where members currently seek this type of care and/or where doctors currently refer members for this type of care 

• Indicate data sources (e.g., dates for source data, interviews) 

• Provide other documentation as requested by DHS 



Select one of the following to supplement required documentation:

• For Providers Only, provide data sources used to confirm the total number of practicing (not contracted) providers in the service area (e.g., Medicare.gov, Physicianfinder.com, other health plan networks) 

• For Facilities Only, provide the capacity of contracted Medicare Certified facilities availability to serve the number of expected Medicare members (e.g., number of beds) and any expected facility additions in the next year. 

• Provide a detailed description of contracting alternatives (e.g., physician extenders, telemedicine, coverage of transportation costs) that will help to address the insufficient number of providers in the service area, in addition to details on potential contracting alternatives that were explored by the health plan, but could not be pursued 

• Include any relevant health plan policies and procedures that address contracting alternatives 

• Describe any special accommodations and/or reimbursement (including transportation arrangements used to meet the needs of members) and any corresponding health plan policies and procedures 

• Provide any additional documentation that supports the exception request 



Exception Selected: No Providers/Facilities Meet the Specific Time and Distance Standards in Service Area 



Required documentation:

• Provide distance points that members would have to travel beyond the required criterion (e.g., 10 miles for a Primary Care Physician (PCP) in a metropolitan service area) to reach the next closest contracted provider of this type outside of the service area

• Provide contact information including names, addresses, and phone numbers for next closest contracted providers/facilities 

• Provide data on local patterns of care (e.g., using claims data, referral patterns, local provider interviews, use of telemedicine) indicating where members currently seek this type of care and/or where doctors currently refer members for this type of care 

• Indicate data sources (e.g., dates for source data, interviews) 

• Provide other documentation as requested by DHS 



Select one of the following to supplement required documentation:

• Provide data sources used to confirm that there are no practicing (not contracted) providers in the service area (e.g., Medicare.gov, Physicianfinder.com, other health plan networks) 

• Provide a detailed description of contracting alternatives (e.g., physician extenders, telemedicine, coverage of transportation costs) that will help to address the lack of providers in the service area, in addition to details on potential contracting alternatives that were explored by the health plan, but could not be pursued 

• Include any relevant health plan policies and procedures that address contracting alternatives 

• Describe any special accommodations and/or reimbursement (including transportation arrangements used to meet the needs of members) and any corresponding health plan policies and procedures 

• Provide any additional documentation that supports the exception request 



Exception Selected: Patterns of Care in the Service Area Do Not Support Need for Requested Number of Providers/Facilities 



Required documentation:

• If members access providers/facilities of this type in another service area, provide distance points that members would have to travel beyond the required criterion (e.g., 10 miles for a PCP in a metropolitan service area) to reach the next closest provider(s) of this type outside of the service area 

• Provide contact information including names, addresses, and phone numbers for next closest contracted providers/facilities 

• Provide data on local patterns of care (e.g., using claims data, referral patterns, local provider interviews, use of telemedicine) indicating where members currently seek this type of care and/or where doctors currently refer members 

• Indicate data sources (e.g., dates for source data, interviews) 

• Provide justification or clarify reasons that utilization does not support the need for the requested number of providers 

• Provide other documentation as requested by DHS 



Select one of the following to supplement required documentation:

• Provide the total number of available Medicare providers and the data sources used to confirm the total number of practicing (not contracted) providers in the service area (e.g., Medicare.gov, Physicianfinder.com, other health plan networks) 

• Provide any additional documentation that supports the exception request 



Exception Selected: Services Will Be Offered at an Alternate Provider/Medicare Facility Type 

Required documentation:

• Provide distance travel points that members would have to travel beyond the required criterion to reach the alternate provider (e.g., 10 miles for a Primary Care Physician (PCP) in a metropolitan service area) to reach the next closest contracted provider of this type outside of the service area

• Provide contact information including names, addresses, and phone numbers for next closest contracted providers/facilities 

• Provide data on local patterns of care (e.g., using claims data, referral patterns, use of telemedicine) indicating at which providers members currently seek relevant services 

• Indicate data sources (e.g., dates for source data, interviews) 

• Provide other documentation as requested by DHS 



Select one of the following to supplement required documentation:

• Provide data sources used to confirm the total number of practicing (not contracted) providers in the service area (e.g., Medicare.gov, Physicianfinder.com, other health plan networks) 

• Provide documentation to confirm the availability of the requested services at the alternative type of provider/facility that are appropriately licensed and /or certified 

• Provide data on local patterns of care (e.g., using claims data, referral patterns, use of telemedicine) indicating where members currently seek this type of care and/or where doctors currently refer members for this type of care 

• Provide contact information including names, addresses, and phone numbers for this alternative type of provider/facility 

• Provide the capacity of alternate providers including the availability to serve the number of expected Medicare members (e.g., number of beds) 

• Provide any additional documentation that supports the exception request 



Exception Selected: Alternative Arrangements for Regional PPOs 

Required Documentation:

• Provide data on local patterns of care (e.g., using claims data, referral patterns, local provider interviews, use of telemedicine) indicating where members currently seek this type of care and/or where doctors currently refer members for this type of care 

• Indicate data sources (e.g., dates for source data, interviews) 

• Provide a narrative description of the type of alternative arrangements that will be used to meet access standards (i.e. beneficiaries can obtain services out of network for in-network cost sharing) 

• For Providers Only, provide data sources used to confirm the total number of practicing (not contracted) providers in the service area (e.g., Medicare.gov, Physicianfinder.com, other health plan networks) 

• Provide other documentation as requested by DHS 
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Section:1
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If penetration to base population is equal or less than 0.065, ICO can claim credit for CMS' certification for applicable services.


Section:3


Section:4


Services Needing Minimum Provider and Distance Requirements


Services or Supplies either inside or outside 


the NH (in addition to the NH benefit)


Min Provider Ratio                 
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ICOs Attestation: 


"yes" or 


"exception 


request"


Certified 


by CMS: 


"yes" or 


"no"


Certified 


by DHS: 


"yes" or 


"no"


Virtual PACE Provider or Facility Requirements for Large Metro Counties


Virtual PACE enrolees added to the enrollees already served (eligibles from participating NHs):


Total enrollees served by network:


Penetration to base population: #DIV/0!


Note: applicants must submit all Exception Requests approved by CMS along with network attestation for Virtual PACE.


If certified by DHS as a BadgerCare Plus (BC+) or Medicaid SSI HMO, ICO can claim credit for DHS' certification for all 


applicable services only if those services are provided in a nursing home. ICO can claim the credit for services provided outside 


a nursing home only if the maximum distance requirement is met (GIS maps would be sufficient to provide in conjuction with 


DHS certification letter.)


Enrolees served by providers/facilities in the existing line(s) of business in the county:





If certified by CMS as a Medicare Advantage plan, please complete the following to determine 


eligibility to claim provider network certification credit.





Base Medicare Advantage population in the county:







Independent Care Health Plan (iCare) 

Organizational Structure & Proposed Region(s) 

iCare is a Wisconsin licensed HMO currently operating Family Care Partnership, Medicaid and Medicare Advantage managed care plans. iCare has applied for certification to operate the Virtual PACE demonstration program beginning in several counties in Southeastern Wisconsin, with expansion to Dane County and portions of Northeastern Wisconsin, when the Department deems appropriate. 

Phase One Minimum Standards Met/Not Met

All minimum standards for the Phase One application were met by iCare. 

Next Step

The Department has approved iCare to proceed to Phase Two of the certification process. 

Milwaukee County Department of Family Care (MCDFC)

Organizational Structure & Proposed Region(s) 

MCDFC is a county-based Managed Care Organization (MCO) currently operating a Family Care program. MCDFC has applied for certification to operate the Virtual PACE demonstration program in Southeastern Wisconsin. The ICO would focus on Milwaukee in year one, Racine and Kenosha in year two, and the remaining counties in the region in year three. 

Minimum Standards Met/Not Met

MCDFC phase one certification is pending remediation of the following unmet requirements: 

· HMO Licensure

· Part D Formulary 

· Acute and Primary Service Expertise 

Next Steps 

The applicant must remediate the unmet Phase One requirements before proceeding to Phase Two. DHS will work with the applicant to identify solutions and subsequent timelines. 



Southwest Family Care Alliance (SFCA)

Organizational Structure and Proposed Region(s) 

SFCA is a Family Care MCO operated by a long term care district. SFCA has applied for certification to operate the Virtual PACE demonstration beginning in its current Family Care counties in 2014 and expanding to other counties in the southern region in 2015. The ICO proposed readiness effective January 2014, in line with DHS proposed implementation expansion in the region in which they are seeking certification. 

Minimum Standards Met/Not Met

SFCA phase one certification is pending remediation of the following unmet requirements: 

· HMO Licensure

· Part D Formulary 

· Acute and Primary Service Expertise 

Next Steps 

The applicant must remediate the unmet Phase One requirements before proceeding to Phase Two. DHS will work with the applicant to identify solutions and subsequent timelines. 



United Healthcare of Wisconsin, Inc. / Optum 

Organizational Structure and Proposed Region(s) 

United Healthcare of Wisconsin, Inc. (UHC) is a Wisconsin licensed HMO currently operating Medicaid and Medicare Advantage managed care plans. UCH has applied for certification to operate the Virtual PACE demonstration program in a twelve county region in southeast and northeast Wisconsin, with possible expansion in the future to two additional counties, via their Optum business line that currently manages UHC’s Evercare model.

Phase One Minimum Standards Met/ Not Met

UHC phase one certification is pending remediation of the following unmet requirement: 

· The organization may not have any sanctions, penalties, or corrective action plans that would make them ineligible to receive passive enrollment as determined by CMS. 

Next Steps

The applicant must remediate the unmet Phase One requirements before proceeding to Phase Two. DHS will work with the applicant and CMS to identify solutions and subsequent timelines.  
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Virtual PACE Demonstration Cost Impact Estimate Model

This summarizes the data, functionality, and assumptions of the future costs estimates model used to
assess the level of costs to be incurred in calendar years 2013, 2014, and 2015 for the Virtual PACE
population. The model is attached as the file named “Virtual PACE Future Cost
Estimates_Stakeholder Advisory 092712”; the spreadsheet has eight worksheets, and it prints and
PDFs as an eight page document.

Data & Model Functionality

The cost model consists of a spreadsheet with several tabs. The first is a tab titled 'Assumptions'
where the user inputs assumptions, highlighted in bold blue font. (Cells in standard black font are
formulas and should not be modified.) The model allows for applying any of the three sets of savings
assumptions by using the radial buttons in the "Apply Assumptions” box. Later tabs show the impact
of those assumptions on cost estimates for the demonstration.

Base Data:

DHS has, and has sent to its actuaries, base data consisting of Medicare and Medicaid claims incurred
from calendar years 2008, 2009 and 2010. The claim and eligibility information reflect the most
recent set of updates to criteria for individuals currently in FFS that are eligible to enroll in the Virtual
PACE program.

The base data reflects recent updates to include member months and corresponding costs of
individuals incurring hospice claims and reflects a county assignment based on the nursing home
county. The realigned counties are then grouped by DQA region.

Within the model, we can select the data period to be used in the analysis.

Annual Trend Assumptions:

The assumptions tab also contains inputs for annual trend rates for each of the broad categories of
service. The rates are used to project the costs from the base data period (CY 2008, CY 2009 & CY
2010) to the midpoint of the measurement period, or CY 2013 - CY 2015.

The current trend assumptions are based on analyses of historical Medicaid and Medicare claims
costs. Trend exhibits have previously been provided along with base data. Trend assumptions
currently incorporated to the model are developed by service line and range from one percent to 7
percent for any given service. These are shown on the assumptions tab.

Costs Inputs

Administrative Allowance:

The model allows for three levels of administrative allowance and is based on PMPM costs and
should not be input as a percentage. The application of the administrative allowance will be based on
the user option of how the assumptions are applied: Lower Bound, Point Estimate or Upper Bound.
The higher administrative allowance is entered as the lower bound, since a higher administrative
allowance will yield lower savings. Conversely the lower administrative allowance is entered as the
upper bound, as a lower administrative allowance will yield higher savings.





It is expected that the Virtual PACE program will be as administratively efficient, if not more so, than
current PACE and Family Care — Partnership programs (FC-P). The integration of the program at the
government level should reduce administrative burden on organizations. Further, organizations
operating Virtual PACE as one of several lines of business are expected to leverage existing
infrastructure; the new demonstration should add few or no new fixed administrative costs.

Using current FC-P programs as a point of reference, the lowest of the FC-P administrative PMPMs
in 2011 was just over $70; this informs the range estimated in the cost model of $50 - $100 PMPM.!
Administrative costs are currently estimated at $75 PMPM, with a range of $50-$100 in the lower and
upper bounds.

Care Coordination:

This assumption tab is handled slightly different than the others in the sense that the costs ranges are
being determined via model calculations. IDT salary costs are assumed to be the new salary costs for
IDT care coordination activities; these may be new ICO staff, or payments to contracted entities
serving on the IDT. It is assumed that not all care planning work results in new staff salaries, as
nursing home staff are already doing some care planning activities.

The lower bound of the care coordination cost estimate assumes that the cost to be incurred will be
based on IDT salary costs per 80 enrollees. The upper bound assumes costs incurred based on IDT
salary costs per each nursing home. The point estimate represents an average of the lower and upper
bound estimates. The models allows configuration of the number of average enrollees, the number of
nursing homes, and the average IDT salary costs, by year.

The current assumption entered in the model is of $80,000 annual IDT staff salary costs, with
variation in the number of enrollees or NHs served by this staff salary cost built into the model as
described above. Potential refinements may include regional variation in IDT staff salary costs.
Cost Savings

Managed Care Savings:

This assumption represents the savings that can be expected when individuals transition from a fee-
for-service setting into a managed care setting. The impact of moving to a managed care setting varies
by broad category of service but has been applied equally across the services resulting in an estimate
of overall medical cost reductions. It is applied in addition to the specific integration initiative
savings assumptions applied by service line.

A standard managed care savings assumption for a typical Medicaid population is approximately 5%
and has been shown to be higher for several MCOs that participate in the Family Care program; The
model currently assumes 4% managed care savings as a point estimate, with lower and upper bounds
of 2% and 6%.

Integration Savings in Clinical Categories:

The model includes a series of assumptions pertaining to medical services cost savings:

! http://www.dhs.wisconsin.gov/ltcare/ProgramOps/fiscal/pdf/2011g4fcp.pdf




http://www.dhs.wisconsin.gov/ltcare/ProgramOps/fiscal/pdf/2011q4fcp.pdf



e PQI (Prevention Quality Indicator): Potential savings assumptions as a result of reducing PQI
admissions. Approximately 10% of inpatient costs are from PQI admissions, so DHS cannot
reasonably assume savings assumptions of greater than 10% in this column.

e Readmits: Potential savings that can be achieved through a reduced number of
rehospitalizations (defined as being admitted within 30 days of a previous discharge).
Readmission costs are slightly less than 15% of total costs, so DHS cannot reasonably assume
savings of greater than 15% in this column.

e Literature Review: Based on the literature the potential savings that could be realized under a
fully integrated program.

o Holder #1 & Holder #2: These two sets of savings assumptions are placeholders should we
identify other savings assumptions that should be considered.

The savings percentages in these medical services cost savings assumptions columns are additive and
the “point estimate” column represents the sum of PQI, readmit, and literature review savings for each
service line. The lower and upper bounds represent a reasonable range around this point estimate.

The use of multiple sources to quantify savings could result in double counting (e.g. a PQI admit
could also be a readmission); however, so long as the point estimate that sums these sources of
savings is within a reasonable total range for the service, problematic double counting is avoided.
Further, it should not be expected that every readmission or PQI will no longer occur as a result of
program integration.

In the inpatient hospital line, the assumptions currently entered in the model are: 5% savings in total
hospital costs from reduced PQI admissions; 5% savings in total hospital costs from reduced
readmissions; and 15% savings in total hospital costs from other hospitalization cost reductions based
on literature review. This results in a point estimate of a 25% reduction in hospital costs, with a lower
bound of 10% and an upper bound of 45%.

Review of relevant literature suggests a wide range of potential hospital costs. The 45% upper bound
is based on research finding similar reductions in nursing homes implementing the EverCare model.
The lower bound would be consistent with substantial reductions in PQI and readmissions but
otherwise little or no reduction in hospitalizations. The point estimate represents a midpoint.

ER Cost Assumptions

In the ER line, a literature review included studies finding up to a 40% reduction in ER utilization
may be possible; however, that study also focused on prevention of ER visits that occur primarily
early in a nursing home stay. For purposes of a demonstration serving long-stay residents, the cost
model currently estimates only 20% reduction as the upper bound. The lower bound and point
estimates represent moderating of this upper bound assumption.

Primary Care Cost Assumptions

The negative savings percentage in the Physician and Clinic and Carrier lines represents the potential
for increased costs from additional primary care visits and/or other physician and professional
services. It is estimated that some portion of the increased costs will be related specifically to efforts
to reduce PQI and readmissions, while some will be related more generally to other savings the
literature review suggests are achievable; therefore, this cost increase is spread across the PQI,





Readmits, and Literature Review columns. The point estimate is the sum of these columns, and the
lower and upper bounds represent variation of plus or minus five percent from the point estimate.

This estimate of cost increases in these lines may be refined further based on additional breakouts of
the different types of services contained within the lines, including primary care vs. specialty
physician visits, and/or other services rolled into the Carrier line.

Timing of Savings Impact:

The model also allows for variation in the expected manner in which the savings will occur over the
three year measurement period. Specifically, the model allows the savings to be applied first year or
over a graded period of time. When the first year is specified, the savings assumptions will be applied
consistently across the three years and will be applied based on the savings assumption application.
When ‘Graded’ is specified, the savings will be gradually recognized over the course of the three
measurement years; this should be used in instances where the entire savings could not reasonably
incur at the on-set of the program's implementation. The period of time in which it will take to realize
the total savings can also be specified. The application of the savings under the graded scenario
assumes a straight-line calculation over the duration specified.

Relocations:

This area includes assumptions related to the savings associated with individuals relocating from a
nursing home to another setting outside of a nursing home. Estimates are entered for the monthly
costs for individuals in a nursing home and the estimated costs for those individuals after they
relocate; the monthly savings is determined as the difference between the two inputs. The model also
allows for specification of the estimated number of relocations, on a member month basis, by DQA
region. These assumptions are set up to be entered on a member month basis because on average
individuals who would relocate would do so during the year, not necessarily always at the beginning
of it.

The difference in PMPM costs for individuals who relocate is based on a subset of individuals
included in the SFY 10 relocation report.” A list of IDs for individuals who relocated developed for
that report was cross-referenced with the list of IDs for those who meet Virtual PACE eligibility
criteria.. Costs prior to relocation were determined based on the corresponding Virtual PACE
experience of these individuals, and managed long term care experience was used to determine costs
after relocation. Managed long term care months were limited to Family Care due to concerns with
reliability of readily available FC-P encounter data.

The number of potential relocation member months is estimated based on a combination of SFY 10
and SFY 11 relocation reports as well as the number of individuals for whom Virtual PACE eligible
member-months were found prior to relocation in the cost analysis. The point estimate is roughly
based on the approximately 200 individuals from the SFY 10 relocation ID list for whom Virtual
PACE member month data was found, assuming most individuals who relocate would have between
four and six relocation months in a calendar year. Upper and lower bounds are derived from varying
assumptions on numbers of member months, as well as number of individuals who relocate, with the

2 http://www.dhs.wisconsin.gov/bdds/icfmr/relocationreport_10.pdf
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lower bound accounting for the lower number of individuals contained in the SFY 11 relocation
report.® These assumptions may also be further refined.

Enrollment Assumptions

Enrollment assumptions currently entered in the cost model are based on the three year roll-out
previously proposed. There are not currently any assumptions staggering or phasing in of enrollment
within a region over the course of a year or over three years; full enrollment within a given region is
assumed to begin immediately in the year in which that region implements the demonstration. While
some phasing or staggering of enrollment at least within the first year is anticipated, the roll-out plan
is not sufficiently certain to develop alternate assumptions at this time.

Cost Exhibits & Results of Preliminary Assumptions

Cost Exhibits by Region:

The regional exhibits provide the progression of PMPM costs from the base data period to the
calendar years 2013 through 2015 measurement period after accounting for the various cost and
savings assumptions. These costs are provided by broad service category, split Medicare vs.
Medicaid, and by measurement year. Also shown is the aggregate integration savings being realized
which represents the summation of the five sets of savings assumptions contained on the
'‘Assumptions’ tab; these estimates will reflect the user's input pertaining to when the savings are
expected to be realized and over what duration period.

The bottom portion of each exhibit provides the PMPM estimates after all assumptions have been
taken into account as well as the baseline expected costs; that is, costs for the population had they
continued to remain in a FFS environment. As compared to the baseline costs, the percentage change
in PMPM costs and the difference in expenditures are provided. The baseline PMPM costs for the
measurement years are calculated as the baseline costs trended forward, and therefore savings
expectations are incorporated via the savings assumptions estimate, not via any dampening of trend in
the trend assumption inputs.

Cost Estimates Resulting from Model using Preliminary Assumptions:

The point estimate assumptions using 3-year graded savings and 2010 base data currently yield
savings of about 1% in each year as compared to base costs, with estimated total dollar savings
increasing each year. For regions in which the demonstration is implemented in Year 1 or Year 2,
savings percentages in that region increase each year; for example, the savings percentage in the
Southeastern region would be just over 2% by the third year. However, with the three year regional
roll-out changing enrollment numbers and total base costs, this pattern of increased savings over three
years is less clearly seen in the statewide total tab.

3

http://legis.wisconsin.gov/Ifb/jfc/reports/Documents/2012 08 23 DHS%20Report%20t0%20JFC%200n%201C
Fs-MR.pdf
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Stakeholder Advisory Committee – 09/13/12 - 1pm – 4pm Meeting Minutes



Attendees

		Deb Rathermel, DHS/DLTC

		Tom Lawless, DHS/DLTC

		Angela Witt, DHS/DLTC



		Dalia Stonys, DHS/DLTC

		Anna , Optum/Evercare

		Art Keup, Extendicare



		Amber Snow, Extendicare

		John Sauer, Leading Age WI

		Peg Nugent, GWAAR



		Joyce Binder, iCare

		Forbes McIntosh, GPS

		Jane Pirsig, Aurora Healthcare



		Chris Rasch, WMS

		Tom Moore, WHCA

		Tom Lutzow, iCare 



		

		

		



		Via Phone: 

		

		



		

		

		







		Topic

		Summary

		Input / Recommendations / Next Steps





		Review of Minutes from last Meeting

		· A few attendees were missing from meeting minutes, likely a result of not signing in separately for the Stakeholder Advisory meeting in addition to the ICO Forum, or of not signing in at all.

· Stakeholder participation and distribution list discussed, agreed to add a representative from the hospice association to the advisory committee and include others that have expressed an interest in the committee to be added to the distribution and appointment. 

		· Meeting attendance indication is derived from sign in sheets. 











· Revised advisory distribution list to add additional participants as requested. 



		ICO Phase One Certification Results

		DHS verbally shared results of ICO Phase One certification: 

· There were four applicants.  iCare met all Phase One requirements and is approved to proceed to Phase Two, and UHC, MCDFC, and SFCA must all remediate certain requirements before proceeding.

· Committee members had several questions on the geographic areas in which ICOs had applied for certification, including whether ICOs would be competing in the same region, and whether NHs had a choice in contracting with one or multiple ICOs.

		· There was input that contracting with multiple ICOs may be more complex for NHs.

· DHS to publish summary of applicants, including brief description of proposal and geographic area.  Goal is week following meeting.

· Committee is interested in idea of having forum for ICO applicants to share their proposals and address questions directly



		CMS Questions & DHS Response

		DHS has received and responded to the formal questions from CMS on our proposal. The questions and responses were shared with the group and reviewed. 

· General impression/ observation. CMS questions appeared heavily relocation focused rather inward facing into the NH. This may be the result of the level of information in the proposal relevant to this area or the need for further content information by the reviewers. 

· Discussion of enrollment roll-out plan over three years, and CMS’s questions/lack of support.

· Questions on details of CMS’ limitation of expansion/roll-out.

· Questions on option to negotiate to 2-year roll out, or whether CMS will give on this issue.

· Discussion/questions on volume of enrollees needed, time needed to gain that level of enrollees, and implications for evaluation of the demonstration.

· Discussion of CMS questions related to Model of Care (MOC)

		Ongoing CMS Negotiations 

· DHS will continue to keep advisory committee apprised of CMS proposal review and feedbacks.

Phase In / Roll-Out of Demonstration 

· DHS to clarify with CMS the limitations on expansion after the first year: No new regions?  No new counties within a region?  No new NHs within a county?

· Consider feasibility of mid-to-late-2013 application process depending on roll-out timeline negotiated.

· Note that potential contributions of program go beyond statistical and clinical evaluation measures- for example, opportunities to improve payment methodologies.

· Most of committee seemed to agree that if the roll-out timeline issues were to limit the demonstration to the Southeastern region that would not accurately reflect the demonstration opportunity of the model in other parts of the state. 









Model of Care

· A more prescriptive model would allow standardized evaluate and consistency across ICOs. 

· Question as to how to mesh NCQA MOC elements and NH regulatory structure. 

· Key objective to be in identifying data sources that already are gathered within the NH and MC systems and seek to build from this without redundancy or duplication. 



		Enrollee Outreach & Enrollment Plan

		Packet of outreach and enrollment policies and plans reviewed and discussed. 

· Discussion of timing of NH site-specific meetings

· Question as to whether they should occur following finalized NH contracts or at another step

· Question as to whether site Q&A should be before, after, or overlap with sending of introductory letters.

· Discussion of challenges related to outreach, especially describing complex policies that are not fully designed.

· May limit ability to gain insight from focus groups at this stage.

· Discussion of how to define role of DHS in education/outreach vs. NHs, ICOs, and/or other entities.

		·  Timing of educational outreach needs to balance reaching out to broad group with time to fully inform vs. unduly confusing residents in non-participating NHs.

· Consider any guidance to be provided for NH contracting in order to move that forward and finalize which NHs will be contracted participants.  

· Education/outreach needs to include guardians, POAs, and other representative & family members. 

· Regional outreach to related entities may be less critical than other functions.

·  ADRCs do need to be informed.

· ICOs can do outreach to their contracted providers





		Wrap Up & Next Meeting



		· 

		Next Meeting:

· September 27th 1:30-4 PM at DHS (1W. Wilson) in Madison
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