Office of Governor Tim Walz &
Lt. Governor Peggy Flanagan

July 30, 2024

The Honorable Xavier Becerra

Secretary of the Department of Health and Human Services
Hubert H. Humphrey Building, Room 120F

200 Independence Ave., S.W.

Washington, D.C. 20201

Re: Renewal of Minnesota’s Reform 2020: Pathways to Independence Waiver
(Project No. 11-W-00286/5)

Dear Secretary Becerra:

| am pleased to submit Minnesota’s request to extend its Reform 2020: Pathways to Independence
demonstration (Reform 2020) waiver through January 31, 2030.

Minnesota’s Reform 2020 waiver has provided supports to low-income seniors for over a decade. The waiver is
authorized under section 1115(a) of the Social Security Act and provides authority for the Alternative Care
program. This program provides community-supports and services to seniors who are near Medicaid eligibility to
divert them from more costly nursing facility placement. This waiver provides critical federal support to the
state, enabling older adults to avoid or delay institutional care, increase community integration, and achieve
better health outcomes.

The Reform 2020 waiver is currently approved through January 31, 2025. | am submitting this letter requesting
that a waiver extension of this important community support option be approved for a five-year period.

If you have questions regarding this request, please contact John Connolly, Assistant Commissioner and State
Medicaid Director at John.Connolly@state.mn.us.

Tim Walz
Governor of Minnesota

Equal Opportunity Employer
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Section | — Background and Historical Narrative

Background

On October 18, 2013, the Centers for Medicare & Medicaid Services (CMS) initially approved Minnesota’s
Reform 2020: Pathways to Independence (Reform) waiver, project number 11-W-00286/5, under section
1115(a)(2) of the Social Security Act (Act). The initial waiver was authorized through June 30, 2018. On March
21, 2018 the State submitted a request to extend the waiver. The waiver operated under a temporary extension
through January 31, 2020. CMS subsequently approved the waiver extension on January 31, 2020 for the period
February 1, 2020 through January 31, 2025. The waiver is managed by the Minnesota Department of Human
Services (DHS).

This extension request is for the period of February 1, 2025 through January 31, 2030. The submission was

postponed due to an unexpected delay in completion of the required Interim Evaluation Report.

The Reform waiver provides federal authority to support independence, increase community integration and
reduce reliance on institutional care for older adults with limited income and/or assets who are at risk of nursing
home placement. The Reform waiver specifically provides Medicaid funding for the Alternative Care (AC)
program, which provides community-based services to older adults who have limited income and/or assets, but

are not yet financially eligible for Minnesota’s Medicaid program, Medical Assistance (MA).

The waiver’s previous extension (approved on January 31, 2020) also included coverage for a targeted group of
children (under age 21) who would have lost coverage of personal care attendant services due to a change in
Medicaid State Plan eligibility. The children were assessed to have needs related to activities of daily living, but
were no longer eligible for Medicaid State Plan personal care attendant services. These children were eligible to
continue to receive services under the Reform waiver based on their eligibility status for personal care attendant
services on January 1, 2015. The waiver authority for these children continued through October 31, 2020 and

has sunset.

Goals and Objectives

DHS seeks to further the objectives of Title XIX of the Act to improve health outcomes of older adults with low
income and/or assets in Minnesota by increasing their access to community-based services and supporting

service delivery through the AC program. The goals and objectives are carried forward from those originally
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outlined in the waiver extension dated June 30, 2017. The goals for Reform parallel Minnesota’s Elderly Waiver
(CMS control number MN.0025.91) which is authorized under section 1915(c) of the Social Security Act and
provides home and community-based service options to people age 65 and older who are enrolled in MA and

require the level of care provided in a nursing facility.

The Reform waiver operates statewide and is designed to further these goals:

e Achieve better health outcomes

e Increase and support independence

e Increase community integration

e Reduce reliance on institutional care

e Simplify the administration of and access to the AC program

e Provide a more fiscally sustainable program for AC participants

Alternative Care Program

Medicaid funding for Minnesota’s AC program was authorized under the Reform waiver beginning November 1,

2013. AC provides home and community-based services to participants age 65 and older who:

e Meet the nursing facility level of care;
e Are not yet eligible for MA coverage because their income and assets exceed the MA eligibility limits; and

e Do not have enough income and/or assets to pay for a nursing facility stay lasting longer than 135 days.

The AC program provides older adults with community-based services in an effort to divert them from nursing
facility admission. It also supports more efficient use of services should the AC participant become MA eligible in
the future. Minnesota seniors who are eligible for AC are not eligible for other Medicaid services, including state

plan or Elderly Waiver services.

Services covered by AC are a subset of those covered under the Elderly Waiver, in addition to three services that
are not covered under the Elderly Waiver: conversion case management, nutrition services and discretionary
services. These three services are defined in Section V — Covered Services and Information for Participants, along

with a complete list of services.
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The waiver extension does not change the service delivery system, eligibility, benefit coverage (with the
exception of adding transitional services) or cost sharing requirements. The waiver extension applies to current

and new beneficiaries.

Changes
Name Modification

The state proposes to change the name of the waiver to remove the year 2020 in the waiver name at the time
the extension becomes effective, from Reform 2020: Pathways to Independence to Reform: Pathways to
Independence. When the waiver was first approved in 2013, the focus on 2020 was appropriate. However,
having a specific year in the title is confusing for some people. The waiver continues to test service designs to
improve the Medicaid program. DHS’ objective and desired outcome for changing the name is to provide clarity

for the public.

Community First Services and Supports (CFSS)

The state proposes to change the implementation date for CFSS from June 1, 2024 to October 1, 2024. CMS
approved CFSS under section 1915(i) and 1915(k) authorities on February 27, 2024 as a state plan service. DHS
submitted a Reform waiver amendment on April 8, 2022 for the CFSS service and submitted an updated
amendment on November 29, 2023. CMS confirmed on February 28, 2024 that no additional authority was
required for CFSS to be covered under the Reform waiver for AC participants. DHS’ objective and desired

outcome for changing the effective date is to align with implementation of the service under the state plan.

Transitional Services

The state proposes to change the benefits by adding transitional services. The 2024 Minnesota State Legislature
authorized the addition of transitional services as a covered service for AC participants. The law permits the
service to be available upon federal approval. The service description, provider qualifications, and rates parallel
those in Minnesota’s Elderly Waiver. DHS’ objective for adding transitional services is to provide support to
participants who are transitioning from a licensed setting to independent or semi-independent community-

based housing, and the desired outcome is increased community integration.
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Section Il — Eligibility, Assessment, Support Planning and Service
Authorization

Eligibility

People interested in AC services contact their local county or contracted tribal human service agency! for an
assessment. Applicants are required to provide all information necessary, including Social Security Number
(SSN), to determine eligibility for the AC program and potential eligibility for MA. The county or tribal human
service agency determines program eligibility initially and must redetermine financial and service eligibility
annually. Individuals who appear categorically eligible for MA are referred for a financial eligibility determination
and may receive services through the AC program for up to 60-days while their eligibility is being determined.
County or tribal human service agency financial workers determine Medicaid eligibility. DHS is authorized to

maintain a waiting list any time it is not enrolling applicants into the AC program; however, the state has not had

a waiting list for the AC program.

Assessment, Support Planning and Service Authorization

Each applicant receives a comprehensive assessment completed by a certified assessor, using the MnCHOICES
application. MnCHOICES is a comprehensive application that eliminates the need for multiple assessments, and
integrates assessment and support planning functions. MNnCHOICES is used to determine program eligibility for

several long-term care programs, supports consumer choice, and assists with support planning.

Assessments and reassessments are conducted by certified assessors using the MnCHOICES application.
Certified assessors must meet DHS requirements. Reassessments must be completed at least annually or earlier
if there is a change in the participant’s condition that warrants an earlier reassessment. The certified assessor

also evaluates financial eligibility for AC.

! Five tribal human service agencies contract with DHS to administer the AC program: Bois Forte Band of
Chippewa, Red Lake Nation, White Earth Nation, Mille Lacs Band of Ojibwe, and Leech Lake Band of Ojibwe.
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Following the assessment, the case manager discusses service options with the person, and if AC is the
appropriate program and selected by the applicant, assists in the development of the support plan?, and
completes the corresponding service authorization. Case managers oversee implementation of the support plan,
monitor overall service delivery and cost-effectiveness of services, and coordinate reassessment of the

participant’s level of care.

Section lll — Benefit Set and Cost Sharing Requirements

Benefit Set

The AC program benefit set includes a targeted set of home and community-based services that are authorized
based on a participant’s assessed needs as identified in their individualized support plan. Refer to Section V —

Covered Services and Information for Participants, for a complete list of services.

Cost Sharing

A cost sharing fee is required for some AC participants to help pay for the cost of services provided under the
program. The cost sharing schedule is in state law, see Minnesota Statutes, section 256B.0913, subd. 12.
Currently, AC participants pay cost-sharing fees of up to 30 percent (30%) of the average monthly cost of their

services.

Determining Fees

Cost sharing fees are assessed based on the applicant’s adjusted income and assets and the average monthly
amount of services authorized for the person. Adjusted income for a married applicant who has a community

spouse is calculated by subtracting the following amounts from their gross income:

e  Monthly spousal income allowance to the community spouse (calculated using the spousal impoverishment
rules applicable under the Elderly Waiver);
e Recurring and predictable medical expenses; and

o Federally indexed clothing and personal needs allowance.

2 This is the person-centered service plan that documents information from the individual’s assessment and
includes the person’s choice of supports and services.
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Adjusted income for all other applicants is calculated by subtracting the following amounts from their gross

income:

e Recurring and predictable medical expenses; and

e Federally indexed clothing and personal needs allowance.

Table 1: Cost Sharing Fees

Alternative Care Adjusted Income Gross Assets Monthly Fee Charge
(percentage of average
monthly cost of services)

Less than 100% of the FPL Less than $10,000 No monthly fee

At or greater than 100% of the FPL up

Less than $10,000 5 percent
to 150% of the FPL
At or greater than 150% of the FPL up

Less than $10,000 15 percent
to 200% of the FPL
At or greater than 200% of the FPL At or greater than $10,000 30 percent

Billing and Non-payment of Fees

Costs sharing fees are billed the month after services are delivered. If fees are not paid within 60-days, the
county or tribal human service agency works with the participant to arrange a payment plan. The county or
tribal human service agency can extend the participant's eligibility as necessary while making arrangements to
rectify nonpayment of past due amounts and facilitate future payments. If no arrangements can be made, a
notice is issued ten (10) days prior to termination stating the participant will be disenrolled from the program.
The participant may appeal the disenrollment under the fair hearing process. An appeal must be filed within ten
(10) days of receipt of the notice if a participant requests continuation of services pending the outcome of an
appeal. Following disenrollment due to nonpayment of a monthly fee, eligibility may not be reinstated for 30-

days.
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Section IV — Delivery System and Payment Rates for Services

Delivery System

AC services are provided fee-for-service and are administered by county and contracted tribal human service

agencies.

Table 2: Delivery System Chart

Eligibility Group Delivery System Authority

Alternative Care Fee-for-service Section 1115 waiver number 11-W-00286/5

Payment Rates

The fee-for-service provider payment rates for AC services are the same as the approved rates for the
corresponding services in Minnesota’s Elderly Waiver or state plan. Rates are updated if they are changed and
are published on DHS’ website. See Long-Term Services and Supports Service Rate Limits (DHS-3945) for rate
information. County and tribal human service agency case managers authorize AC services through individual
service agreements in Minnesota’s Medicaid Management Information System (MMIS) and claims are paid

through MMIS.

Section V — Covered Services and Information for Participants

Covered Services

The AC benefit set includes a targeted set of home and community-based services and are authorized based on
a participant’s assessed needs and included in their person-centered support plan. The monthly cost of AC
services must not exceed 75 percent (75%) of the monthly budget amount available for an individual with similar

assessed needs participating in the state’s Elderly Waiver program.

The services available under AC are the same as those covered under the Elderly Waiver except for the following

differences.

1. Nutrition services, discretionary services, and conversion case management are covered under AC.

2. Adult foster care and customized living services are not covered under AC.
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AC services that may be authorized in the participant’s individualized support plan include the following.

e Adult companion services
e Adult day services, including family adult day services
e Adult day services bath
e Case management, case management aide, and conversion case management
e Chore services
e Community First Services and Supports (CFSS)
e Consumer-directed community supports, including:
o Community integration and support
o Environmental modifications and provisions
o Environmental modifications — home modifications
o Environmental modifications — vehicle modifications
o Financial management services
o Individual-directed goods and services
o Personal assistance
o Self-direction support activities
o Support planning

o Treatment and training

e Discretionary services

e Environmental accessibility adaptations — home modifications

e Environmental accessibility adaptations — vehicle modifications

e Family caregiver services, including caregiver counseling and caregiver training
e Home delivered meals

e Home health services, including home health aide, home care nursing, skilled nursing, and tele-home care
e Homemaker

e Individual Community Living Supports

e Nutrition services

e Personal care assistance (PCA)

e Respite

e Specialized equipment and supplies, including Personal Emergency Response Systems
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e Transitional services

e Transportation (non-medical)

Services that are approved for participants are prior authorized in MMIS and are based on the comprehensive
assessment. To be covered, services must be provided by qualified enrolled providers or as otherwise permitted

under the Elderly Waiver>.

Service definitions and provider standards for the services available under the AC program that are a subset of
service covered under Minnesota’s Elderly Waiver, are the same as the definitions and provider standards for
the parallel services in the Elderly Waiver. Refer to the AC section of the Community-Based Services Manual for
service definitions and provider standards. The definitions and provider standards for the additional services

covered under the AC program (but not included in the Elderly Waiver) are provided below.

Community First Services and Supports (CFSS)

Minnesota is redesigning its Medicaid State Plan personal care assistance (PCA) benefit to expand self-directed
options for beneficiaries under a new service called Community First Services and Supports (CFSS). Currently
PCA services are covered under AC. CFSS provides the same coverage as what is available under Minnesota’s
state plan PCA service, but CFSS additionally provides increased consumer control, and permits funding for

certain goods and services. CFSS also permits spouses to be paid caregivers.

As AC participants complete annual reassessments, their PCA services will be transitioned to CFSS. The support
planning process is used to determine whether a participant’s spouse may provide the service. The
determination considers the care and services needed by the participant, the availability and ability of the

spouse, and whether the participant’s needs would be met.

Conversion Case Management

The service definition, limitations, and provider qualifications are the same for conversion case management as
for case management services under the Elderly Waiver, except that conversion case management is available to

people who:

3 Participants are not required to maximize state plan services prior to the service being authorized in the AC
support plan.
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e Reside in a qualified setting (i.e. certified boarding care home, hospital, intermediate care facility, or nursing
home);
e  Will relocate to the community; and

o  Will receive services through the AC program.

Access to this service is limited to 180 consecutive days per admission to a qualified setting. People may receive

another 180-days of service if they are readmitted to a qualified setting.

Activities include, but are not limited to:

e Developing and implementing a relocation plan.
e Coordinating referrals and helping people access services.
e Coordinating and monitoring the overall implementation of a relocation plan.

e Coordinating with the discharge planner and others.

Nutrition Services

Nutrition services include nutrition education and nutrition counseling. The goal of this service is to improve or
maintain a participant’s nutritional status, and to improve management of the participant’s chronic diseases or

conditions.

Nutrition education is one or more individual or group sessions which provide formal and informal opportunities
for participants to acquire knowledge and skills in managing their diet and nutritional needs. Examples of topics

include:

e Shopping

e Selecting foods

e Preparing meals

e Planning healthy menus

e Preparing therapeutic diets
e Cooking for one or two

e Providing tips for eating well on a limited budget.

Nutrition counseling is one or more individual sessions to advise and assist participants on appropriate

nutritional intake. Nutrition counseling includes assessment of a participant’s nutritional needs that results in an
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individualized plan with goals and follow-up on established goals. Nutrition counseling can assist participants

with:

e Managing therapeutic diets (e.g., diabetic, low sodium, low cholesterol, renal, or gluten free).

e Providing weight management strategies for chronically underweight or overweight conditions.
e Addressing severe weight loss or gain.

e Addressing difficulties chewing or swallowing.

e Other nutritional care issues.

Nutrition services are tied to a specific goal and are authorized in the participant’s support plan. All services are

consistent with the participant’s cultural background.

Nutrition Services are provided by enrolled providers that meet one of the following qualifications.

e Licensed dietitians.

e Licensed nutritionists.

e Registered dietitians who meet education and practice requirements specified in Minnesota Statutes,
section 148.621 and Minnesota Rules, Chapter 3250.

e Other professions who are exempt from licensure, as per Minnesota Statutes, section 148.623, and perform

services incidental to their practice, such as a diabetic educator or registered nurse.

Discretionary Services

Discretionary services allow county and tribal human service agencies to use AC program funds to address
special or unmet needs of an AC participant or their family caregiver if the service is not otherwise defined in the
AC program service menu and if the service is prior authorized by DHS. These services may be used to improve
access, choice, and/or cost effectiveness of the AC program by addressing the chronic care needs of the
participant. Discretionary services must not duplicate other services or other funding that covers the service.
Discretionary services must be necessary to delay or prevent nursing facility admission and must be identified in
the participant's support plan. County and tribal human service agencies that wish to use the discretionary
services option must complete the Alternative Care Program Application for Discretionary Services and submit it

to DHS. DHS staff review and approve requests and coverage amounts based on the above criteria.
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Information for Participants

At the time of the person’s assessment, the certified assessor must give the applicant and, if applicable, their

legal representative the following materials and information:

e  Written recommendations for community-based services and consumer directed options.

e Documentation that the most cost-effective alternatives available were offered to the applicant.

e Need for and purpose of preadmission screening conducted by long term care options counselors if the
applicant selects nursing facility placement.

e Resources for community assistance, such as caregiver support services.

e Freedom to accept or reject the recommendations of the team.

e Minnesota Health Care Programs brochure (DHS-3182).

e Notice of the right to appeal a level of care determination, including a statement that the decision affects
payment for nursing facility services under Medical Assistance, and eligibility for waiver and AC programs
(Your Appeal Rights, DHS-1941).

e Right to appeal the county or tribal human service agency’s final decision regarding public program and
service eligibility according to Minnesota Statutes, section 256.045 using Long Term Services and Supports
Notice of Action (DHS-2828A or DHS-2828B).

e Right to confidentiality under the Minnesota Government Data Practices Act, Minnesota Statutes, chapter 13
using Information access and privacy (DHS-2667).

e Long Term Services and Supports Assessment and Program Information and Signature Sheet (DHS-2727).

If the person is eligible for AC, the case manager works with the person (and as applicable their legal

representative) in developing a person-centered support plan.

AC program information, including information about service options and providers is also available on DHS’
website. The operational processes for AC follow those that apply to the Elderly Waiver to the extent possible.
There are some exceptions. For example, AC has different financial eligibility criteria. The operational processes
for AC are available to the public in the Minnesota Health Care Programs Provider manual, the Community-

Based Services Manual, and state law.
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Section VI — Quality Assurance and Monitoring

Quality Improvement Strategy

DHS must have a quality improvement strategy to assess the quality of home and community-based services as
required in items 35 and 37 of the waiver’s special terms and conditions (STCs)*. CMS conducted an accelerated
review of the state’s Evidence Report, submitted on February 8, 2024. CMS provided its response report on
March 29, 2024. The response report requested the state provide additional information in four areas: 1) Level
of Care; 2) Qualified Providers; 3) Service Plans; and 4) Health and Welfare. DHS provided the requested
information on May 23, 2024. CMS provided their final report of their review of Minnesota’s Quality
Improvement Strategy on July 9, 2024. The final report found DHS in full compliance in three of the six areas
evaluated. Of the three areas where CMS identified the state was not in full compliance, it was due to a lack of
available data. CMS’ final report is provided as Attachment A. Because the Reform waiver covers services on a

fee-for-service basis and includes home and community-based services, this is the only quality report required.

CMS’ final report requires the state to address and correct the three remaining areas prior to waiver extension
approval. DHS will provide updated data if needed. Per STC 35, DHS will work with CMS to develop quality
performance measures for the new demonstration period. Such changes are timely due to CMS’ recent guidance

and future revisions to the home and community-based services quality measures.

Monitoring

DHS staff across the Adult and Disability Services Administration meet as needed when issues are identified, and
a sub-group within the Aging and Adult Services Division meets monthly to discuss identified issues. The sub-
group is responsible for integrating performance measurement and remediation associated with monitoring
data and recommending system improvement strategies. The scope of the strategies are determined by the

issues and related data.

Problems or concerns requiring intervention beyond existing remediation processes, such as systems
improvements, are directed to the Aging and Adult Services Division policy area for more advanced analysis and

improved policy and procedure development, testing, and implementation. The sub-group has identified and

4 Reform 2020 STCs dated January 31, 2020.

Minnesota Reform Section 1115 Waiver Extension Request 2025-2030 (Aug. 2, 2024, rev. Aug. 12, 2024) 16



implemented a quality monitoring and improvement process for determining the level of remediation and any

systems improvements required as indicated by performance monitoring.

Section VIl — Evaluation Activities

Summative Evaluation Report

The draft Summative Evaluation Report for the demonstration period of October 2013 through October 2019
was submitted to CMS on August 12, 2021. CMS’ comments on the draft report were received on January 11,
2022. DHS revised the report in response to CMS’ feedback and resubmitted the report on March 4, 2022. CMS
provided feedback on May 16, 2024 concerning including the temporary extension period of November 2019
through January 2020. The state addressed that waiver period in the Interim Evaluation Report. CMS approved

the Summative Evaluation Report on May 30, 2024.

Interim Evaluation Report

DHS contracted with the University of Minnesota for development of an evaluation design and analysis plan that

covers all elements outlined in STC 72°.

There was an unexpected delay in completion of the Interim Evaluation Report that was due to be submitted
with the Reform waiver extension request in January 2024. DHS reported the issue in the state’s demonstration
year 11 quarter two (2) report submitted February 27, 2024, covering the period of October 1, 2023 to
December 31, 2023. The Interim Evaluation Report was completed in May 2024. DHS consulted CMS about the
timing of the extension request relative to the expected evaluation completion. The Interim Evaluation Report
was submitted to CMS on June 12, 2024 and is provided as part of this waiver extension request as Attachment

B.

Table 3: Interim Evaluation Summary

Goals Hypotheses Data Source Analytic Approach
Understand the Hypothesis 1: The e MMIS e Multiple cross-section comparisons for
characteristics of | demographic successive years

5> Reform 2020 STCs dated January 31, 2020.
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Goals Hypotheses Data Source Analytic Approach
AC participants to | characteristics and e LTC Descriptive statistics
provide access to | service needs of AC assessment Chi-square test/Fishers exact test
Home and participants will not e LTC Regression models with service need
Community- change Screening as an outcome, controlling for
Based Services Document demographics
(HCBS)
Ensuring Hypothesis 2: AC MMIS Multiple cross-section comparisons for
consistent access | participants will not successive years
to specific HCBS experience a change in Descriptive statistics
and/or services of | types of HCBS or Chi-square test/Fishers exact test
a similar intensity | decrease in intensity of Regression models with service use as
services an outcome, controlling for
demographics and service needs
T-tests
Ensuring or Hypothesis 3: AC MMIS Multiple cross-section comparisons for
increasing access | participants will successive years
to self-directed experience equal or Descriptive statistics
services better access to T-tests
consumer-directed Regression models with CDCS use as an
service options outcome controlling for demographics
and service need
Reducing reliance | Hypothesis 4: AC e MDS® Multiple cross-section comparisons for
on institutional participants will not e MMIS successive years
care and experience increase in Descriptive statistics
increasing nursing facility use Chi-square/Fishers exact test, t-tests
community Regression models with NH use as an
integration outcome controlling for demographics
and service needs
Time-to-event models (e.g., Cox
proportional hazard)
Provide high- Hypothesis 5: AC e MMIS Multiple cross-section comparisons for
quality and cost- participants will not e Medicare successive years
experience an increase data Descriptive statistics

Minimum Data Set (MDS). This is a federally mandated assessment used in nursing facilities (NF). Nursing
facilities conduct the MDS assessment on each resident and transmit that data to the Minnesota Department
of Health (MDH). The MDH conducts regular audits of the MDS data submitted by NFs to ensure the data is

accurate.
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Goals Hypotheses Data Source Analytic Approach
effective HCBS in acute events, as e Chi-square/Fishers exact test, t-tests
access indicated by an e Cross-sectional regression and growth
increase in acute models controlling for demographics
hospitalizations or and service needs
emergency e Time-to-event models (e.g., Cox
department visits proportional hazard)
Ensuring cost- Hypothesis 6: Therate | ¢ MMIS e Multiple cross-section comparisons for
effective of Medicaid e Medicare successive years
administration of | conversion for AC data e Descriptive statistics
the AC program participants through e Cross-sectional regression models
transitions between AC e Time-to-event models (e.g., Cox
and EW and other proportional hazard)
waiver programs or
nursing home use will
not increase

Reform Evaluation Design

The evaluation design for the Reform waiver extension period of February 1, 2025 through January 31, 2030 will
be provided no later than 180 calendar days after approval of the demonstration. The state expects to continue

an independent evaluation using a contracted entity to evaluate the following research hypotheses.

Hypothesis 1: The level of need, demographic characteristics, and service use patterns for AC
participants will not change over time, neither alone nor in comparison to Elderly Waiver participants in

non-residential settings.

Hypothesis 2: AC participants will not experience a change in the types of home and community-based

services or a decrease in the intensity of services.

Hypothesis 3: AC participants will experience equal or better access to consumer-directed service
options over time, when examined alone and compared to Elderly Waiver participants in non-residential

settings.

Hypothesis 4: AC participants will experience equal or less nursing facility use and mortality during the

demonstration period.
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Hypothesis 5: AC participants will not experience an increase in acute events, as indicated by an increase

in acute hospitalizations or emergency department visits.

Hypothesis 6: The rate of Medicaid conversion for AC participants through transitions between AC and

Elderly Waiver and other waiver programs or nursing home use will not increase.

Section VIIl - Demonstration Financing and Budget Neutrality

Budget Neutrality

The hypothetical budget neutrality model is used for the Reform waiver. The updated with and without waiver
cost projections are provided as part of this waiver extension request as Attachment C. The significant per
member per month cost increases were primarily driven by rate increases required under state law. These
necessitated a base adjustment to the waiver’s cost projections. The rate increases for AC services varied by
service, averaging 34.5% overall, and were effective January 1, 2024. The state applied a 5.8% trend based on
state fiscal year 2021 through state fiscal year 2023 claims. This time period is more accurate than a five-year
waiver lookback period because it does not include the claims history that was most impacted by the COVID-19

public health emergency.

The annualized enrollment growth over the previous five-year period was 0.4%; the low growth of this period
was likely due at least partly to COVID impacts. The projected enrollment increase is five percent (5%) for each
waiver demonstration year (DY) 13 through 17, using enrollment data in state fiscal year 2023 as a base. The
increased growth is expected due to high growth rates in the elderly population in Minnesota, particularly in the

over age 85 cohort.

For purposes of this financial analysis, waiver demonstration years are from July 1 to June 30. The first DY under

the waiver extension period would be DY 13 for the period of July 1, 2024 through June 30, 2025.

Table 4: Estimates of member months and costs during the demonstration
DY 13 DY 14 DY 15 DY 16 DY 17

Member Months 34,656 36,389 38,208 40,119 42,125
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DY 13 DY 14 DY 15 DY 16 DY 17

PMPM Costs $2,002.05 $2,118.77 $2,242.29 $2,373.02 $2,511.37

Total

Expenditures $69,383,015 $77,099,464 $85,673,917 $95,202,322  $105,790,372

Section IX — Waivers and Expenditure Authorities

The state is requesting approval of the same waiver and expenditure authorities as those approved under the

current Reform waiver demonstration.

Expenditures to provide a targeted set of home and community-based services (HCBS) as described in the
accompanying STCs to people ages 65 and older who: 1) are in need of a nursing facility level of care; 2) are not
eligible for Medicaid coverage because their income and assets exceed eligibility limits; and 3) have income
and/or assets are insufficient to pay for 135 days of nursing facility care. These authorized expenditures are
provided under the Alternative Care program component of the demonstration as set forth in the accompanying

STCs.

Expenditure Authorities

This waiver covers expenditures for AC services provided to eligible individuals. Under the authority of section
1115(a)(2) of the Act, expenditures made by DHS for the items identified below, which are not otherwise
included as expenditures under section 1903, will be regarded as expenditures under the state’s Title XIX plan
for the period of this waiver extension. The state is not proposing to add any new expenditure authorities with

this extension.

Table 5 defines the waiver population and provides the qualifying criteria, funding stream, and expenditure and

eligibility group for reporting to CMS.

Table 5. Waiver Population and Approved Expenditure Authorities

Demonstration Federal Poverty Level (FPL) and/or other Qualifying Funding | Expenditure and
Expansion Criteria Stream | Eligibility Group
Group Reporting
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Alternative Care | e Age 65 and older; Title XIX AltCare

e Income and/or assets exceeding state plan standards
for the aged, blind and disabled for any groups covered
in the state plan (100 percent [100%] FPL for the aged,
blind and disabled);

e Not enough income and/or assets to pay for a nursing
facility stay lasting longer than 135 days;

e No asset penalty period for uncompensated transfers
as defined in Minnesota Statutes, section 256B.0595;
and

e Home equity is within the limit defined under

Minnesota Statutes, Section 256B.056.

Waiver Authorities

Under the authority of section 1115(a)(1) of the Social Security Act (the Act), the following waivers enable

Minnesota to carry out the Reform demonstration.

1. Freedom of Choice Section 1902(a)(23)(A)

To the extent necessary to enable the state to mandatorily enroll the AC demonstration population into a

delivery system that restricts the free choice of provider.

2. Cost Sharing Requirements Section 1902(a)(14) so far as it incorporates Section 1916

To permit the state to impose premiums, deductions, cost sharing, and similar charges that exceed the statutory

limitations for individuals in the AC population.

3. Assurance of Transportation Section 1902(a)(4) and 1902(a)(19)

To permit the state not to provide non-emergency transportation benefits to the AC population in this

demonstration.

4. Comparability Section 1902(a)(10)(B) and 1902(a)(17)
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To the extent necessary to permit the state to offer benefits to the AC demonstration population that differ

from the benefits offered under the Medicaid state plan.

5. Retroactive Eligibility Section 1902(a)(34)

To the extent necessary to enable the state to not provide Medicaid services to the AC demonstration

population prior to the date of application for the demonstration benefits.

Section X — Public Notice and Comment Process

Public Notice

A notice requesting public comment on the proposed Reform waiver extension request was published in the
Minnesota State Register on June 3, 2024. The notice provided information about the 30-day comment period
from June 3, 2024 to July 3, 2024 on the draft waiver extension request and a link to the DHS website with more
information. An electronic version of the draft waiver extension request and a summary of the extension
request was posted on the DHS website on May 31, 2024. The webpage is updated on a regular basis and
includes information about the public notice process, opportunities for public input and provides a link to the

waiver application. A copy of the Minnesota State Register Notice is provided as Attachment D.

Public Hearings

A notice providing information about two public hearings concerning the proposed Reform waiver extension
request was published in the Minnesota State Register on June 3, 2024. The notice provided information about
two public meetings seeking state-wide participation. One hearing was held June 25, 2024 in-person at the
Minnesota Department of Human Services building located at 540 Cedar Street, St. Paul, Minnesota. The second
hearing was held June 26, 2024 via teleconference. Both provided external parties the opportunity to comment
on the waiver request. There were no members of the public in attendance at either hearing. A copy of the

Minnesota State Register Notice is provided as Attachment D.
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Use of electronic mailing list or similar mechanism to notify the public

In addition to posting information on its website, DHS used GovDelivery’ to notify the public of the proposed
Reform waiver extension. On May 31, 2024, an email was sent via GovDelivery to provide information about
DHS’ intent to request an extension for the Reform waiver and opportunities to provide comments. The email

also included that more information is available on the DHS Federal Health Care Waivers webpage. A copy of the

GovDelivery is provided as Attachment E.

Tribal Consultation

There are eleven Tribal Nations in Minnesota, seven Ojibwe reservations and four Dakota (Sioux) communities.
The seven Ojibwe reservations are: Grand Portage Band of Lake Superior Chippewa, located in the northeast
corner of the state; Bois Forte Band of Chippewa, located in far northern Minnesota; Red Lake Nation, located in
northern Minnesota west of Bois Forte; White Earth Nation, located in northwestern Minnesota; Leech Lake
Band of Ojibwe, located in the north central portion of the state; Fond du Lac Band of Lake Superior Chippewa,
located in northeastern Minnesota west of Duluth; and Mille Lacs Band of Ojibwe, located south of Brainerd in
the central part of the state. The four Dakota communities are: Shakopee Mdewakanton Sioux Community,
located south of the Twin Cities near Prior Lake; Prairie Island Indian Community, located near Red Wing; Lower
Sioux Indian Community, located near Redwood Falls; and Oyate (Upper Sioux Community), whose lands are

near the city of Granite Falls.

While these eleven Tribal Nations frequently collaborate on issues of mutual benefit, each operates
independently as a separate and sovereign entity government — a state within a state or nation within a nation.
Recognizing American Indian tribes as sovereign nations with distinct and independent governing structures is
critical to the work of DHS. DHS recognizes each American Indian tribe as a sovereign nation with distinct and
independent governing structures. It is vital for DHS to have strong collaborative relationships with tribal
governments. To support this for health and human services programs, DHS has a designated staff liaison in the

Medicaid Director’s office who is responsible to inform and, as applicable, coordinate Medicaid issues with the

7 GovDelivery is a subscription-based email system used by Minnesota state government to share information with the
public. It is also sent to specific provider and stakeholder groups as applicable.
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eleven Tribal Nations. Furthermore, Minnesota Executive Order 19-24 affirms the Government-to-Government

Relationship between the State of Minnesota and Minnesota Tribal Nations.

The Tribal Health Directors Work Group was formed to address the need for a regular forum for formal
consultation between tribes and state staff. Work group attendees include Tribal Chairs, Tribal Health Directors,
Tribal Social Services Directors and the DHS liaison. Other DHS leaders often participate in the meetings. The
Native American Consultant from CMS and state agency staff attend as necessary depending on the topics
covered. The DHS liaison attends all Tribal Health Directors Work Group meetings and provides updates on state
and federal activities. The liaison arranges for appropriate DHS policy staff to attend the meetings to receive

input from Tribal representatives and to answer questions.

Notice of the planned waiver extension was provided during the Tribal and Urban Indian Health Directors
meeting on June 6, 2024. Please refer to Attachment F for a copy of the Tribal and Urban Indian Health Directors

Meeting Agenda.

On May 31, 2024, a letter was sent to all Tribal Chairs, Tribal Health Directors, Tribal Social Services Directors,
the Indian Health Service Area Office Director and the Director of the Minneapolis Indian Health Board clinic
informing them of DHS’ intent to submit a request to extend the Reform waiver and inviting feedback. The letter
also informed Tribes of the public input process and provided a link to the DHS webpage that includes the

Reform extension information. Please refer to Attachment G for a copy of the letter.

Public Comments Received

During the 30-day comment period from June 3, 2024 to July 3, 2024, DHS received two comments in support of
the proposed Reform waiver extension. One was an email from a county case manager, and the second was a
letter from a county in support of continuation of AC. The county’s feedback also included questions and
recommendations to which DHS responded. Copies of both comments and DHS’ response are provided in

Attachment H.
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Post Award Public Forums

In accordance with STC 428, DHS holds public forums to provide the public with an opportunity to comment on
the progress of the Reform waiver. Public forums were held on October 22, 2020; April 29, 2022; July 27, 2023;
March 6, 2024. Due to issues related to the COVID-19 public health emergency, the dates of the forums were

adjusted and one was not held in 2021. Due to the length of the delay in scheduling the forum in 2021 and the
purpose of the forum for feedback on a current waiver period, CMS agreed that there was not a reason to hold

the 2021 forum (that was otherwise required during the waiver period).

Notices of the forums were published on DHS’ webpage informing the public of the date, time and location of
the forums and instructions on how to join the forums. There were no members of the public in attendance at

the 2020, 2022, 2023, or 2024 forums.

Section XI — Demonstration Administration

Contact

Christina Samion

Federal Relations

Minnesota Department of Human Services
P.O. Box 64983

St. Paul, MN 55164-0983

(651) 431-5885

christina.samion@state.mn.us

8 Reform 2020 STCs dated January 31, 2020.
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Attachment A

DEPARTMENT OF HEALTH & HUMAN SERVICES 4
Centers for Medicare & Medicaid Services

601 E. 12th St., Room 355 ‘ M s
Kansas Clty, Missouri 64106 CENTERS FOR MEDICARE & MEDICAID SERVICES

CENTER FOR MEDICAID & CHIP SERVICES

Medicaid and CHIP Operations Group

July 9, 2024

Patrick Hultman, Deputy Medicaid Director
Minnesota Department of Human Services
540 Cedar Street

PO Box 64983

Saint Paul, MN 55164-0983

RE: Final Report for Minnesota Reform 2020 Demonstration (#11-W-00286/5)
Dear Patrick Hultman:

Enclosed is the final report of the Centers for Medicare & Medicaid Services” (CMS) quality review
of Minnesota’s Reform 2020 Section 1115 Demonstration with control number #11-W-00286/5.
This demonstration provides 1915(c)-like Home and Community Based services to individuals ages
65 and older who would otherwise require placement in a nursing facility. The state’s responses to
CMS’ recommendations have been incorporated in the appropriate sections of the report.

We found the state to be in compliance with three of the six assurances. For those areas in which the
state 1s not compliant, please be sure they are addressed in the states extension application and are
corrected at the time of extension approval.. We have also identified recommendations for program
improvements i three of the assurance areas.

If you have any questions concerning this information, please contact me at (410) 786-7561. You
may also contact Shawn Zimmerman at Shawn.Zimmerman@cms.hhs.gov or (410) 786-8291.

Sincerely,

Digitally signed by George
George P.  p&iirs

Failla Jr-S 355350000
George P. Failla, Jr., Director
Division of HCBS Operations and Oversight

cc: Lynell Sanderson, CMS
Cynthia Nanes, CMS
Patricia McKnight, CMS
Wendy Hill Petras, CMS
Mark Siegel, DHS



U.S. Department of Health and Human Services
Centers for Medicare & Medicaid Services
Medicaid and CHIP Operations Group

FINAL REPORT

Home and Community-Based Services Review
Minnesota Reform 2020 Demonstration
Section 1115 Waiver #11-W-00286/5

7/9/2024



I. Executive Summary

The Minnesota Reform 2020: Pathways to Independence demonstration is a Section 1115 Demonstration
that authorizes the Alternative Care program providing a targeted set of home and community-based
services (HCBS) to individuals in Minnesota ages 65 and older. The eligible individuals are in need of a
nursing facility level of care, not eligible for Medicaid coverage because their income and assets exceed
eligibility limits, and their income and/or assets are insufficient to pay for 135 days of nursing facility
care. All other requirements of the Medicaid program governed in law, regulation and policy, not
expressly waived in the demonstration, apply.

On February 1, 2020, the Center for Medicare & Medicaid Services (CMS) approved the Reform 2020
Demonstration for five (5) years which will run effective until January 31, 2025. The Reform 2020
Demonstration is administered and operated by the Minnesota Department of Human Services.

Per the demonstration’s standard terms and conditions (STCs) 35 and 37, the state must have a Quality
Improvement Strategy and HCBS performance measures approved by the Centers for Medicare &
Medicaid Services (CMS) that reflect how the state will assess and improve HCBS performance. The
state is required to submit evidence on the approved HCBS performance measures to demonstrate its
compliance with applicable federal waiver assurances set forth in 42 CFR 441.301 and 441.302(b) and
that adheres to the requirements outlined in the March 12, 2014, CMS Informational Bulletin,
Modifications to Quality Measures and Reporting in §1915(c) Home and Community—Based Waivers.

On February 12, 2024, CMS and the state agreed to an accelerated timeline to complete their Quality
Review for the Reform 2020 Demonstration prior to an extension of the demonstration. CMS received
the requested Evidence Report from the state on February 8, 2024. CMS conducted a desk review of the
Evidence Report and determined that the state demonstrates the following assurances: 1) Administrative
Authority and 2) Financial Accountability. The state did not demonstrate the following assurances, though
there is evidence that may be clarified or readily addressed: 1) Level of Care, 2) Qualified Providers, 3)
Service Plans, and 4) Health and Welfare.

The state responded to the Draft Report on May 23, 2024. Based on the additional evidence provided by
the state, CMS now finds that the state fully demonstrates the following assurances: 1) Administrative
Authority, 2) Financial Accountability, and 3) Health and Welfare. Conversely, CMS still finds that the
state does not demonstrate the following assurances: 1) Level of Care, 2) Qualified Providers, and 3)
Service Plans.



II. Summary of Findings and Recommendations

A. Administrative Authority
The state demonstrates the assurance.
The state uses one performance measure (PM) to evaluate compliance for this assurance. PM 1 was
reported at 100% compliance for DY 1, DY2, and DY3, fully demonstrating this.

B. State Conducts Level of Care Determinations Consistent with the Need for
Institutionalization

The state does not demonstrate the assurance.
The state uses three PMs to evaluate compliance for this assurance. PMs 2 and 4 were reported at 100%
compliance for DY 1, DY2, and DY3, fully demonstrating those measures. For PM 3, the state fell below
the 86% threshold for DY2, and DY3 and was still unable to provide any additional evidence
documenting systematic improvements as part of their QIP which would fully demonstrate compliance
for this measure. Therefore, the state does not demonstrate compliance for this assurance.

C. Qualified Providers Serve Waiver Participants
The state does not demonstrate the assurance.
The state uses six PMs to evaluate compliance for this assurance. PMs 5-8 and 10 were reported at at least
98% compliance for DY1, DY2, and DY3, fully demonstrating those measures. For PM 9, the state fell
below the 86% threshold for DY3 and was still unable to provide any additional evidence documenting
systematic improvements as part of their QIP which would fully demonstrate compliance for this
measure. Therefore, the state does not demonstrate compliance for this assurance.

D. Service Plans Are Responsive to Waiver Participant Needs
The state does not demonstrate the assurance.
The state uses nine PMs to evaluate compliance for this assurance. PMs 12-14, 16, 17, and 19 were
reported at at least 91% compliance for DY1, DY2, and DY3, fully demonstrating those measures. For
PMs 11, 15, and 18, the state fell below the 86% threshold for DY1, DY2, and DY3 and was still unable
to provide any additional evidence documenting systematic improvements as part of their QIP which
would fully demonstrate compliance for these measures. Therefore, the state does not demonstrate
compliance for this assurance.

G. Health and Welfare
The state demonstrates the assurance.
The state uses seven PMs to evaluate compliance for this assurance. PMs 21 and 26 were reported at at
least 96% compliance for DY1, DY2, and DY3, fully demonstrating those measures. For PMs 20 and 22-
25, the state initially fell below the 86% threshold for DY'1, DY2, and DY3 but was able to provide
additional evidence documenting systematic improvements as part of their QIP fully demonstrating
compliance for these measures. Therefore, the state demonstrates compliance for this assurance.

I. Financial Accountability
The state demonstrates the assurance.
The state uses two PMs to evaluate compliance for this assurance. The PMs 27 and 28 were reported at
least 100% compliance for DY'1, YD2, and DY3 fully demonstrating this assurance.



III. Introduction

Pursuant to section 1115(a)(1) of the Social Security Act, the Secretary of the Department of
Health and Human Services has the authority to waive certain Medicaid statutory requirements
to enable Minnesota to carry out the Minnesota Reform 2020: Pathways to Independence section
1115 demonstration. This includes providing an array of home and community-based services
(HCBS) as an alternative to institutionalization. CMS has been delegated the responsibility and
authority to approve state HCBS programs. CMS must assess each home and community-based
program to determine that state assurances are met. This assessment also serves to inform CMS
m its review of the state’s request to renew the demonstration.

Demonstration Name: Minnesota Reform 2020: Pathways to Independence

State Medicaid Agency: Minnesota Department of Human Services (DHS)

State Operating Agency: N/A

State Demonstration Quality Christina Samion

Contact: Federal Relations Minnesota Department of Human Services
P.O. Box 64983

St. Paul, MN 55164-0983
(651) 431-5885
christina.samion(@state.mn.us

Demonstration Period: February 1, 2020 to January 31, 2025
Description of 1915(c)-like Aged or Disabled, or Both — General
Population: Aged

Disabled (Physical)

Disabled (Other)

O Aged or Disabled, or Both — Specific Recognized Subgroups
O Brain Injury
O HIV/AIDS
O Medically Fragile
O Technology Dependent
O Intellectual Disability or Developmental Disability, or Both
O Autism
O Developmental Disability
O Intellectual Disability
O Mental Illness




O Mental Illness
O Serious Emotional Disturbance

Actual Unduplicated Number of
HCBS Participants:

Approved HCBS Demonstration
Services:

Additional Criteria:
N/A
Approximately 3,000 participants
. Adult day service/adult day service bath;
. Family caregiver training and education;
. Case management and conversion case management;
. Chore services;
. Companion services;
. Consumer-directed community supports:
. Home health services:
. Home-delivered meals;
. Homemaker services;
. Environmental accessibility adaptations;
. Nutrition services
. Personal care;
. Respite care;
. Skilled nursing and home care nursing;
. Specialized equipment and supplies;
. Personal Emergency Response System (PERS):
. Non-medical Transportation;
. Tele-home care; and,
. Individual Community Living Supports (ICLS).

CMS HCBS Contact:

Shawn Zimmerman
(410)786-8291
Shawn.Zimmerman(@cms.hhs.gov




IV. Detailed Findings — Quality Improvement Strategy

A. Administrative Authority

The state must demonstrate that it retains ultimate administrative authority over the demonstration program and that its administration of
the demonstration program is consistent with the approved Special Terms and Conditions (STCs.) AUTHORITY: 42 CER 441.303:42 CFR 431:
SMM 4442 6: SMM 4442 7

Sub-assurance A-1 The Medicaid agency retains ultimate administrative authority and responsibility for the operation of the demonstration program by
exercising oversight of the performance of demonstration functions by other state and local/regional non-state agencies (if
appropriate) and contracted entities.

For Draft Report: The state demonstrates the sub-assurance.

CMS Determination

For Draft Report: The state uses one PM to evaluate compliance for this sub-assurance:
CMS Justification

PM 1: Percent of administrative AC requirement compliance deficiencies resolved, over the first three years of the demonstration
period. The state provided evidence documenting compliance rates of 100% for DY1, 100% for DY2, and 100% for DY3.

For Draft Report: State | N/A
Actions Required to
Fully Demonstrate the
Sub-assurance

For Draft Report: None
CMS Recommendations

For Final Report: The state demonstrates the sub-assurance.
CMS Determination

5/23/24 State Response to the Draft Report
The state demonstrates meeting this sub-assurance.



B. State Conducts Level of Care Determinations Consistent with the Need for Institutionalization
The state must demonstrate that it implements the processes and instrument(s) specified in its approved demonstration for
evaluating/reevaluating an applicant's/demonstration participant's level of care consistent with care provided in a hospital, NF, or ICF/ID.

AUTHORITY: 42 CFR 441.3

01:42 CFR 441.302:42 CFR 441.303: SMM 4442 5.

Sub-assurance B-1

An evaluation for level of care 1s provided to all applicants for whom there is reasonable indication that services may be needed in
the future.

For Draft Report: The state does not fully demonstrate the sub-assurance, though there is evidence that may be clarified or readily addressed.
CMS Determination

For Draft Report: The state uses two PMs to evaluate compliance for this sub-assurance:

CMS Justification

PM 2: Number and percent of completed assessments that include a level of care determination, per demonstration year.
The state provided evidence documenting compliance rates of 100% for DY1, 100% for DY2, and 100% for DY3.

PM 3: Number and percent of people who receive a level of care determination within required timelines, per demonstration year.
The state provided evidence documenting compliance rates of 88% for DY1, 64% for DY2, and 63% for DY3. Due to a combination
of staffing-related 1ssues and review processing-related issues, there was an unexpected decline in compliance for DY2, and DY3.
The state has since made multiple systematic improvements as part of their QIP to address the aforementioned deficiencies and 1s
hopeful that all 1ssues will begin to improve. Additionally, the state recently rolled out a new computerized application process
which they are hopeful will help to improve compliance for this PM. The state does not currently demonstrate compliance for this
PM; however, additional evidence is being requested which could show improved results and that it s likely that this PM will be
compliant within the next DY.

For Draft Report: State
Actions Required to
Fully Demonstrate the
Sub-assurance

CMS i1s requesting that the state provide any additional evidence for PM 3 which shows that the state’s QIP improved results and that
1t 1s likely that this PM would be compliant within the next DY.

For Draft Report: CMS

CMS recommends that the state continue to monitor and review all newly modified review processes and to provide any relevant

Recommendations updates on the success of the system improvements as part of the QIP in the State’s Response to the Draft Report section below.
For Final Report: The state does not demonstrate the sub-assurance.
CMS Determination

CMS Additional Comments:
PM 3: Based on the additional evidence provided by the state it 1s understood that the primary driving force impacting this PM’s low

performance is related to internal staffing shortages. To help counteract this issue the state has since implemented multiple system




Sub-assurance B-1

An evaluation for level of care is provided to all applicants for whom there is reasonable indication that services may be needed in
the future.

improvements as part of their larger QIP to help increase staff productivity and make certain processes more efficient. However, the

state did not submit additional evidence demonstrating improved results or that PM would be complaint within the next DY.
Therefore, the state does not demonstrate the sub-assurance.

Sub-Assurance B-11

While the state 1s still required to conduct annual re-evaluations for level of care, this sub-assurance 1s no longer required.
Therefore, this sub-assurance is not included in the review.

Sub-assurance B-ii1

The process and instruments described in the approved demonstration are applied appropriately and according to the approved
description to determine initial participant level of care.

For Draft Report: The state demonstrates the sub-assurance.

CMS Determination

For Draft Report: The state uses one PM to evaluate compliance for this sub-assurance:
CMS Justification

PM 4: Percent of screening documents entered into MMIS for AC participants where all required fields are completed. The state
provided evidence documenting compliance rates of 100% for DY1, 100% for DY2, and 100% for DY3.

For Draft Report: State
Actions Required to
Fully Demonstrate the
Sub-assurance

N/A

For Draft Report: CMS
Recommendations

None

For Final Report:
CMS Determination

The state demonstrates the sub-assurance.

5/23/24 State Response to the Draft Report

PM 3




As DHS included in its Quality Management and Monitoring Report (submitted February 8, 2024), we believe a primary issue impacting low
performance on this measure relates to staffing shortages. The workforce shortage issue is a national problem and extends beyond health and human
services. CMS acknowledged that DHS launched a new statewide assessment and support planning computer application in July 2023,
MnCHOICES. The rolling implementation of the system continues through September 2024. The new system is designed for assessments to be
initiated and completed more efficiently, including eliminating paper forms and documents. The time savings will permit assessors and case
managers to complete work more expediently. It will take some time before the impact of the new system and related processes can be seen and
measured in data.

DHS has taken several additional steps to address performance measures related to timeliness, including those that impact assessments,
reassessments, and support plan development. DHS continues to monitor these and continues its multi-pronged approach to creating efficiencies to
permit assessors and case managers to use their time most effectively. This includes system improvements, policy changes, and possibly future
legislative proposals. The following actions have been taken, but have not been in place long enough to generate reliable data to determine their
impact.

1. More flexible worker qualifications. State law passed in 2023 to increase flexibility in worker qualifications. The intent of the change was
to increase the number of qualified candidates applying for certified assessor positions. An additional proposal was submitted during the
2024 legislative session to further the flexibility in worker qualifications.

2. Assessment timelines. DHS was neutral on a legislative proposal to modify the assessment timeline from 20 calendar days to 20 business
days to assist in scheduling assessments and meeting the required timeline. Additionally, DHS submitted a legislative proposal to allow the
initial assessment to be valid for 365 days instead of 60 days. This creates an administrative efficiency as assessors would no longer be
required to conduct eligibility updates to allow the validity of an initial assessment to continue. Both proposals are moving forward in the
2024 legislative session which is scheduled to conclude in late May.

3. Assessor and case manager training. DHS continues to offer the “Building Your Skills” as a webinar series. DHS is working on converting
this training to an on-demand eLearning option. This is expected to be available by June 2026. DHS is also building the next level
“Advancing Your Skills” training. This will first be available as a webinar and then transitioned to an eLearning module. The webinars
began in January 2024 and are held quarterly. Both trainings are for assessors and case managers and reiterate due dates and processes to
increase efficiencies.

4. Support plan prototypes. DHS is making available support plan prototypes to support best-practices in documentation.

5. Reports for counties and tribal human service agencies. DHS is in the testing phase of making self-monitoring reports available to county
and tribal human service agencies. The first batch of reports will be released in fall 2024 with the remaining reports available July 2025.
Eleven of the reports are specific to assessment, reassessment, and support plan development timelines. The data may be used for compliance
monitoring, workforce planning, staff assignments, etc.

6. Remote reassessments. In November 2023, DHS provided direction that reassessments could be conducted remotely every other year. This
reduces the assessor’s time in completing the related work. Initial assessments must be in-person.
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Collaborative planning. In April 2024, DHS met with county leaders and representatives to review assessment and case management
requirements, share resources and options to streamline work, and to jointly identify other possible solutions. This collaborative planning
work is ongoing.

C. Qualified Providers Serve Demonstration Participants
The state must demonstrate that it has designed and implemented an adequate system for assuring that all HCBS demonstration services are
rovided by qualified providers. AUTHORITY: 42 CFR 441 302: SMM 4442 4

Sub-assurance C-1 The state verifies that providers initially and continually meet required licensure and/or certification standards and adhere to other
state standards prior to their furnishing HCBS demonstration services.

For Draft Report: The state demonstrates the sub-assurance.

CMS Determination

For Draft Report: The state uses two PMs to evaluate compliance for this sub-assurance:
CMS Justification

PM 5: Percent of total AC claims paid to active MHCP providers, per demonstration year. The state provided evidence documenting
compliance rates of 100% for DY1, 100% for DY2, and 100% for DY3.

PM 6: Percent of HCBS provider applications that met all required standards in a demonstration year. The state provided evidence
documenting compliance rates of 99% for DY1, 98% for DY?2, and 98% for DY3.

For Draft Report: State | N/A
Actions Required to
Fully Demonstrate the
Sub-assurance

For Draft Report: CMS | None
Recommendations

For Final Report: The state demonstrates the sub-assurance.
CMS Determination




Sub-assurance C-i1

The state monitors non-licensed/non-certified providers to assure adherence to demonstration requirements.

For Draft Report: The state does not fully demonstrate the sub-assurance, though there is evidence that may be clarified or readily addressed.
CMS Determination

For Draft Report: The state uses three PMs to evaluate compliance for this sub-assurance:

CMS Justification

PM 7: Percent of total AC claims paid to active MHCP providers, per demonstration year. The state provided evidence documenting
compliance rates of 100% for DY1, 100% for DY2, and 100% for DY3.

PM 8: Percent of HCBS provider applications that met all required standards in a demonstration year. The state provided evidence
documenting compliance rates of 99% for DY1, 98% for DY2, and 98% for DY3.

PM 9: Percent of county and tribal human service agencies that use a state-directed procedure to venfy, track and document the
qualifications of non-enrolled providers, per demonstration year. The state provided evidence documenting compliance rates of 89%
for DY1, 94% for DY2, and 70% for DY3. Due to a combination of review processing-related issues with contractors and providers,
there was an unexpected decline in compliance for DY3. The state has since made multiple systematic improvements as part of their
QIP to address the aforementioned deficiencies and 1s hopeful that all issues will begin to improve. Additionally, the state recently
rolled out a new computerized application process which they are hopeful will help to improve compliance for this PM. The state
does not currently demonstrate compliance for this PM; however, additional evidence 1s being requested which could show improved
results and that 1t 1s likely that this PM will be compliant within the next DY.

For Draft Report: State
Actions Required to
Fully Demonstrate the
Sub-assurance

CMS i1s requesting that the state provide any additional evidence for PM 9 which shows that the state’s QIP improved results and that
1t 1s likely that this PM would be compliant within the next DY.

For Draft Report: CMS

CMS recommends that the state continue to monitor and review all newly modified review processes and to provide any relevant

Recommendations updates on the success of the system improvements as part of the QIP in the State’s Response to the Draft Report section below.
For Final Report: The state does not demonstrate the sub-assurance.
CMS Determination

CMS Additional Comments:

PM 9: Based on the additional evidence provided by the state it 1s understood that the primary driving force impacting this PM’s low
performance 1s related to issues with contractors and providers. To help counteract this issue the state has since implemented
multiple system improvements as part of their larger QIP to help increase staff productivity and make certain processes more
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Sub-assurance C-u1 The state monitors non-licensed/non-certified providers to assure adherence to demonstration requirements.

efficient. However, the state did not submit additional evidence demonstrating improved results or that PM would be complaint
within the next DY. Therefore, the state does not demonstrate the sub-assurance.

Sub-assurance C-111 The state implements its policies and procedures for verifying that provider training is conducted in accordance with state
requirements and the approved demonstration.

For Draft Report: The state demonstrates the sub-assurance.

CMS Determination

For Draft Report: The state uses one PM to evaluate compliance for this sub-assurance:
CMS Justification

PM 10: Percent of total AC claims paid to active MHCP providers, per demonstration year. The state provided evidence
documenting compliance rates of 100% for DY1, 100% for DY2, and 100% for DY3.

For Draft Report: State | N/A
Actions Required to
Fully Demonstrate the
Sub-assurance

For Draft Report: CMS | None
Recommendations

For Final Report: The state demonstrates the sub-assurance.
CMS Determination

5/23/24 State Response to the Draft Report

PM9

DHS will continue to monitor this measure, but as previously described in the February 2024 quality report, these subcontracting arrangements are
not common. Because of that, a small number of non-compliant arrangements has a disproportionate impact on the overall measure. The process used
to oversee non-licensed and non-certified providers involves a paper documentation process and is monitored through onsite DHS lead agency
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reviews that are conducted on a rotating five-year schedule. DHS is developing a new system connected to MnCHOICES that will eliminate the
paper processes and onsite review, and make statewide data available centrally at DHS for desk audits. Implementation is expected in 2025. Once the
system is fully operational, the dataset will be larger and support more useful analysis.

D. Service Plans are Responsive to Demonstration Participant Needs
The state must demonstrate that it has designed and implemented an adequate system for reviewing the adequacy of service plans for
demonstration participants. AUTHORITY: 42 CFR 441.301: 42 CFR 441.302: 42 CFR 441.303: SMM 4442 6: SMM 4442 7 SECTION 1915(C) WAIVER
FORMAT. ITEM NUMBER 13

Sub-assurance D-1 Service plans address all individuals’ assessed needs (including health and safety risk factors) and personal goals, either by the
provision of demonstration services or through other means.

For Draft Report: The state does not fully demonstrate the sub-assurance, though there is evidence that may be clarified or readily addressed.
CMS Determination

For Draft Report: The state uses four PMs to evaluate compliance for this sub-assurance:

CMS Justification

PM 11: Percent of AC participant files reviewed during the current lead agency review cycle in which all domains of assessed needs
are documented i the support plan. The state provided evidence documenting compliance rates of 81% for DY1, 79% for DY2, and
85% for DY3. Due to a combination of review processing-related issues with contractors and providers, there was an unexpected
decline in comphiance for DY1, DY2, and DY3. The state has since made multiple systematic improvements as part of their QIP to
address the aforementioned deficiencies and 1s hopeful that all 1ssues will begin to improve. Additionally, the state recently rolled
out a new computerized application process which they are hopeful will help to improve compliance for this PM. The state does not
currently demonstrate compliance for this PM; however, additional evidence is being requested which could show improved results
and that 1t 1s likely that this PM will be compliant within the next DY.

PM 12: Percent of AC participant files reviewed during the current lead agency review cycle where the support plan documents
services and supports to address all domains of assessed need. The state provided evidence documenting compliance rates of 98% for
DY1, 97% for DY2, and 96% for DY3.

PM 13: Percent of AC participant files reviewed during the current lead agency review cycle where the support plan documents
assessed health and safety issues. The state provided evidence documenting compliance rates of 97% for DY1, 97% for DY2, and
96% for DY3.

PM 14: Percent of AC participant files reviewed during the current lead agency review cycle where the support plan documents
participant goals. The state provided evidence documenting compliance rates of 98% for DY1, 96% for DY2, and 96% for DY3.
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For Draft Report: State
Actions Required to
Fully Demonstrate the
Sub-assurance

CMS i1s requesting that the state provide any additional evidence for PM 11 which shows that the state’s QIP improved results and
that 1t 1s likely that this PM would be compliant within the next DY.

For Draft Report: CMS

CMS recommends that the state continue to monitor and review newly modified review processes and provide any relevant updates

Recommendations on the success of the system improvements as part of the QIP in the State’s Response to the Draft Report section below.
For Final Report: The state does not demonstrate the sub-assurance.
CMS Determination

CMS Additional Comments:

PM 11: Based on the additional evidence provided by the state it 1s understood that the primary driving force impacting this PM’s
low performance is related to 1ssues with contractors and providers. To help counteract this issue the state has since implemented
multiple system improvements as part of their larger QIP to help increase staff productivity and make certain processes more
efficient. However, the state did not submit additional evidence demonstrating improved results or that PM would be complaint
within the next DY. Therefore, the state does not demonstrate the sub-assurance.

Sub-assurance D-11

While the state is still required to monitor service plan development, this sub-assurance is no longer required. Therefore, it is not
included in the review.

Sub-assurance D-i11

Service plans are updated/revised at least annually or when warranted by changes in demonstration individual needs.

For Draft Report: The state does not fully demonstrate the sub-assurance, though there is evidence that may be clarified or readily addressed.
CMS Determination

For Draft Report: The state uses two PMs to evaluate compliance for this sub-assurance:

CMS Justification

PM 15: Percent of AC participant files reviewed during the current lead agency review cycle that include a support plan that was
completed within required timelines following assessment/reassessment. The state provided evidence documenting compliance rates
of 82% for DY1, 78% for DY2, and 81% for DY3. Due to a combination of staffing-related issues and review processing-related
1ssues, there was an unexpected decline in compliance for DY1. DY2, and DY3. The state has since made multiple systematic
improvements as part of their QIP to address the aforementioned deficiencies and 1s hopeful that all issues will begin to improve.
Additionally, the state recently rolled out a new computerized application process which they are hopeful will help to improve
compliance for this PM. The state does not currently demonstrate compliance for this PM; however, additional evidence 1s being
requested which could show improved results and that it is likely that this PM will be compliant within the next DY.
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PM 16: Percent of AC participant files reviewed during the current lead agency review cycle where the support plan was updated
within the past 366 days. The state provided evidence documenting compliance rates of 98% for DY1, 97% for DY2, and 96% for
DY3.

For Draft Report: State
Actions Required to
Fully Demonstrate the
Sub-assurance

CMS 1s requesting for that the state provide any additional evidence for PM 15 which shows that the state’s QIP improved results
and that it 1s likely that this PM would be compliant within the next DY

For Draft Report: CMS

CMS recommends that the state continue to monitor and review all newly modified review processes and provide any relevant

Recommendations updates on the success of the system improvements as part of the QIP in the State’s Response to the Draft Report section below.

For Final Report: The state does not demonstrate the sub-assurance.

CMS Determination
CMS Additional Comments:
PM 15: Based on the additional evidence provided by the state it 1s understood that the primary driving force impacting this PM’s
low performance 1s related to internal staffing shortages. To help counteract this issue the state has since implemented multiple
system improvements as part of their larger QIP to help increase staff productivity and make certain processes more efficient.
However, the state did not submit additional evidence demonstrating improved results or that PM would be complaint within the
next DY. Therefore, the state does not demonstrate the sub-assurance.

Sub-assurance D-1v Services are delivered in accordance with the service plan, including in the type, scope, amount, duration, and frequency specified in

the service plan.

For Draft Report: The state does not fully demonstrate the sub-assurance, though there is evidence that may be clarified or readily addressed.

CMS Determination

For Draft Report: The state uses two PMs to evaluate compliance for this sub-assurance:

CMS Justification

PM 17: Percent of AC participant files reviewed during current lead agency review cycle in which the support plan 1s signed and
dated by and disseminated to all relevant parties as required. The state provided evidence documenting compliance rates of 93% for
DY1, 93% for DY2, and 91% for DY3.

PM 18: Percent difference between the dollar amounts encumbered for services for AC participants compared to the dollar amounts
claimed for services provided to AC participants, per demonstration year. The state provided evidence documenting compliance rates
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Sub-assurance D-1v

Services are delivered in accordance with the service plan, including in the type, scope, amount, duration, and frequency specified in
the service plan.

of 74% for DY1, 73% for DY2, and 64% for DY3. Due to a combination of staffing-related 1ssues and review processing-related
1ssues there was an unexpected decline in compliance for DY1. DY2, and DY3. The state has since made multiple systematic
improvements as part of their QIP to address the aforementioned deficiencies and 1s hopeful that all issues will begin to improve.
Additionally, the recently rolled out a new computerized application process which they are hopeful will help to improve compliance
for this PM. The state does not currently demonstrate compliance for this PM; however, additional evidence 1s being requested
which could show improved results and that it 1s likely that this PM will be compliant within the next DY.

For Draft Report: State
Actions Required to
Fully Demonstrate the
Sub-assurance

CMS i1s requesting that the state provide any additional evidence for PM 18 which shows that the state’s QIP improved results and
that 1t 1s likely that this PM would be compliant within the next DY.

For Draft Report: CMS

CMS recommends that the state continue to monitor and review all newly modified review processes and provide any relevant

Recommendations updates on the success of the system improvements as part of the QIP in the State’s Response to the Draft Report section below.
For Final Report: The state does not demonstrate the sub-assurance.
CMS Determination

CMS Additional Comments:

PM 18: Based on the additional evidence provided by the state it 1s understood that the primary driving force impacting this PM’s
low performance is related to multiple factors. However, the state did not submit additional evidence demonstrating improved
results or that PM would be complaint within the next DY. Therefore, the state does not demonstrate the sub-assurance.

Sub-assurance D-v

Participants are afforded choice befween/among demonstration HCBS services and providers.

For Draft Report: The state demonstrates the sub-assurance.

CMS Determination

For Draft Report: The state uses one PM to evaluate compliance for this sub-assurance:
CMS Justification

PM 19: Percent of AC participant files reviewed during the current lead agency review cycle in which participant choice
between/among waiver services and providers 1s documented. The state provided evidence documenting compliance rates of 99% for
DY1, 96% for DY2, and 96% for DY3.
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Sub-assurance D-v Participants are afforded choice between/among demonstration HCBS services and providers.

For Draft Report: State | N/A
Actions Required to
Fully Demonstrate the
Sub-assurance

For Draft Report: CMS | None
Recommendations

For Final Report: The state demonstrates the sub-assurance.
CMS Determination

5/23/24 State Response to the Draft Report

PM 11

CMS acknowledged that DHS launched a new statewide assessment and support planning computer application in July 2023, MnCHOICES. The
implementation of the system continues through September 2024. This tool is used by all county and tribal human service agencies. and results in a
single format for support plans across the state. It supports statewide consistency in how a participant’s assessed needs are documented in their
support plan.

Additionally, as provided in response to performance measure 3, DHS continues to offer the “Building Your Skills” as a webinar series. DHS is
working on converting this training to an on-demand eLearning option. This is expected to be available by June 2026. DHS is also building the next
level “Advancing Your Skills™ training. This will first be available as a webinar and then transitioned to an eLearning module. The webinars began in
January 2024 and are held quarterly. Both trainings are for assessors and case managers and reiterate due dates and processes to increase efficiencies.
DHS is also making available support plan prototypes to support best-practices in documentation.

PM 15

As DHS provided in its response to performance measure 3, we believe a primary issue impacting low performance on this measure relates to staffing
shortages. The workforce shortage issue is a national problem and extends beyond health and human services. CMS acknowledged that DHS
launched a new statewide assessment and support planning computer application in July 2023, MnCHOICES. The rolling implementation of the
system continues through September 2024. The new system is designed for assessments to be initiated and completed more efficiently, including
eliminating paper forms and documents. The time savings will permit assessors and case managers to complete work more expediently. It will take
some time before the impact of the new system and related processes can be seen and measured in data.

Also as stated earlier, DHS has taken several additional steps to address performance measures related to timeliness, including those that impact
assessments, reassessments, and support plan development. DHS continues to monitor these and continues its multi-pronged approach to creating

16



efficiencies to permit assessors and case managers to use their time most effectively. This includes system improvements, policy changes, and
possibly future legislative proposals. The following actions have been taken, but have not been in place long enough to generate reliable data to
determine their impact.

1. More flexible worker qualifications. State law passed in 2023 to increase flexibility in worker qualifications. The intent of the change was
to increase the number of qualified candidates applying for certified assessor positions. An additional proposal was submitted during the
2024 legislative session to further the flexibility in worker qualifications.

2. Assessment timelines. DHS was neutral on a legislative proposal to modify the assessment timeline from 20 calendar days to 20 business
days to assist in scheduling assessments and meeting the required timeline. Additionally, DHS submitted a legislative proposal to allow the
initial assessment to be valid for 365 days instead of 60 days. This creates an administrative efficiency as assessors would no longer be
required to conduct eligibility updates to allow the validity of an initial assessment to continue. Both proposals are moving forward in the
2024 legislative session which is scheduled to conclude in late May.

3. Assessor and case manager training. DHS continues to offer the “Building Your Skills” as a webinar series. DHS is working on converting
this training to an on-demand eLearning option. This is expected to be available by June 2026. DHS is also building the next level
“Advancing Your Skills” training. This will first be available as a webinar and then transitioned to an eLearning model. The webinars began
in January 2024 and are held quarterly. Both trainings are for assessors and case managers and reiterate due dates and processes to increase
efficiencies.

4. Support plan prototypes. DHS is making available support plan prototypes to support best-practices in documentation.

5. Reports for counties and tribal human service agencies. DHS is in the testing phase of making self-monitoring reports available to county
and tribal human service agencies. The first batch of reports will be released in fall 2024 with the remaining reports available July 2025.
Eleven of the reports are specific to assessment, reassessment, and support plan development timelines. The data may be used for compliance
monitoring, workforce planning, staff assignments, etc.

6. Remote reassessments. In November 2023, DHS provided direction that reassessments could be conducted remotely every other year. This
reduces the assessor’s time in completing the related work. Initial assessments must be in-person.

7. Collaborative planning. In April 2024, DHS met with county leaders and representatives to review assessment and case management
requirements, share resources and options to streamline work, and to jointly identify other possible solutions. This collaborative planning
work is ongoing.

PM 18

As DHS included in its February 2024 quality report, multiple factors may be impacting this measure. Two or more full years of data post-public
health emergency is needed to reasonably analyze this measure. DHS is concurrently evaluating the sufficiency of this measure and may consider
revisions that better align with the Ensuring Access to Medicaid Services Final Rule (CMS-2442-F).
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G. Health and Welfare

The state must demonstrate it has designed and implemented an effective system for assuring demonstration participant health and welfare.

AUTHORITY: 42 CFR 441.3

02: CFR 441.303: SMM 4442 4. SMM 4442 9

_——

Sub-assurance G-1 The state demonstrates on an ongoing basis that it identifies, addresses and seeks to prevent instances of abuse, neglect and
exploitation and unexplained death.
For Draft Report: The state does not fully demonstrate the sub-assurance, though there is evidence that may be clarified or readily addressed.
CMS Determination
For Draft Report: The state uses three PMs to evaluate compliance for this sub-assurance:
CMS Justification

PM 20: Percent of AC participants per demonstration year who are not victims of substantiated maltreatment. The state was unable
to provide evidence for DY1, DY2, or DY3 due to IT issues. The state does not currently demonstrate comphance for this PM;
however, additional evidence 1s being requested which could show improved results and that it is likely that this PM will be
compliant within the next DY.

PM 21: Percent of AC case files reviewed over the most recent three demonstration years in which a participant’s assessed health
and safety issues are documented in the support plan. The state provided evidence documenting compliance rates of 97% for DY1,
97% for DY?2, and 96% for DY3.

PM 22: Percent of AC participant deaths associated with alleged maltreatment referred to the local medical examiner for independent
investigation, per demonstration year. The state was unable to provide evidence for DY1, DY2, or DY3 due to an IT issue. The state
does not currently demonstrate compliance for this PM; however, additional evidence is being requested which could show improved
results and that 1t 1s likely that this PM will be comphant within the next DY.

For Draft Report: State
Actions Required to
Fully Demonstrate the
Sub-assurance

CMS i1s requesting that the state provide any available evidence for PMs 20 and 22 which shows that it 1s likely that these PMs
would be compliant within the next DY.

For Draft Report: CMS

CMS recommends that the state continue to monitor and review all review processes and provide any relevant updates on when

Recommendations evidence will be available for PMs 20 and 22.
For Final Report: The state demonstrates the sub-assurance.
CMS Determination

CMS Additional Comments:
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Sub-assurance G-1

The state demonstrates on an ongoing basis that it identifies, addresses and seeks to prevent instances of abuse, neglect and
exploitation and unexplained death.

PM 20: The state provided evidence documenting compliance rates of 100% for DY1, 100% for DY2, and 100% for DY?3 fully
demonstrating compliance for this measure.

PM 22: The state provided evidence documenting compliance rates of 100% for DY1, 100% for DY2, and 100% for DY?3 fully
demonstrating compliance for this measure.

Sub-assurance G-i1

The state demonstrates that an incident management system 1is in place that effectively resolves those incidents and prevents further
similar incidents to the extent possible.

For Draft Report: The state does not fully demonstrate the sub-assurance, though there is evidence that may be clarified or readily addressed.
CMS Determination

For Draft Report: The state uses two PMs to evaluate compliance for this sub-assurance:

CMS Justification

PM 23: Percent of reports of maltreatment of AC participants submitted to MAARC and referred to a lead investigative agency
(LIA) in a timely manner, per demonstration year. The state was unable to provide evidence for DY1, DY2, or DY3 due to an IT
1ssue. The state does not currently demonstrate compliance for this PM; however, additional evidence is being requested which could
show improved results and that it 1s likely that this PM will be compliant within the next DY.

PM 24: Percent of AC participants who did not have a determination of substantiated maltreatment within 12 months of a
substantiated maltreatment determination in the reporting year. The state was unable to provide evidence for DY1, DY?2, or DY3 due
to an IT 1ssue. The state does not currently demonstrate compliance for this PM; however, additional evidence 1s being requested
which could show improved results and that it 1s likely that this PM will be compliant within the next DY

For Draft Report: State
Actions Required to
Fully Demonstrate the
Sub-assurance

CMS i1s requesting that the state provide any available evidence for PMs 23 and 24 which shows that 1t 1s likely that these PMs
would be compliant within the next DY.

For Draft Report: CMS
Recommendations

CMS recommends that the state continue to monitor and review all your review processes and provide any relevant updates on when
evidence will be available for PMs 23 and 24.
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Sub-assurance G-i1

The state demonstrates that an incident management system 1is in place that effectively resolves those incidents and prevents further
similar incidents to the extent possible.

For Final Report:
CMS Determination

The state demonstrates the sub-assurance.

CMS Additional Comments:
PM 23: The state provided evidence documenting compliance rates of 100% for DY1, 100% for DY2, and 100% for DY?3 fully
demonstrating compliance for this measure.

PM 24: The state provided evidence documenting compliance rates of 100% for DY1, 100% for DY2, and 100% for DY?3 fully
demonstrating compliance for this measure.

Sub-assurance G-i1
Individual A/N/E

While the state 1s still required to demonstrate that an incident management system 1s in place that effectively resolves those
incidents and prevents further similar incidents to the extent possible. (Individual activities reported regarding instances of
substantiated abuse, neglect and/or exploitation), this sub-assurance is no longer required. Therefore, this sub-assurance is not
included in the review.

Sub-assurance G-i11

The state policies and procedures for the use or prohibition of restrictive interventions (including restraints and seclusion) are
followed.

For Draft Report: The state does not fully demonstrate the sub-assurance, though there is evidence that may be clarified or readily addressed.
CMS Determination

For Draft Report: The state uses one PM to evaluate compliance for this sub-requirement:

CMS Justification

PM 25: Percent of AC participants per demonstration year who are not victims of substantiated maltreatment. The state was unable
to provide evidence for DY1, DY2, or DY3 due to an IT issue. The state does not currently demonstrate compliance for this PM;
however, additional evidence 1s being requested which could show improved results and that it 1s likely that this PM will be
compliant within the next DY.

For Draft Report: State
Actions Required to
Fully Demonstrate the
Sub-assurance

CMS i1s requesting that the state provide any available evidence for PM 25 which shows that it is likely that this PM would be
compliant within the next DY.
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Sub-assurance G-i11

The state policies and procedures for the use or prohibition of restrictive interventions (including restraints and seclusion) are
followed.

For Draft Report: CMS

CMS recommends that the state continue to monitor and review all your review processes and provide any relevant updates on when

Recommendations evidence will be available for PM 25.
For Final Report: The state demonstrates the sub-assurance.
CMS Determination

CMS Additional Comments:
PM 25: The state provided evidence documenting compliance rates of 100% for DY1, 100% for DY2, and 100% for DY?3 fully
demonstrating compliance for this measure.

Sub-assurance G-1v

The state establishes overall health care standards and monitors those standards based on the responsibility of the service provider as
stated in the approved waiver.

For Draft Report: The state demonstrates the sub-assurance.

CMS Determination

For Draft Report: The state uses one PM to evaluate compliance for this sub-assurance:
CMS Justification

PM 26: Percent of AC participants that received a health screening at initial assessment and annual reassessment. The state provided
evidence documenting compliance rates of 100% for DY1, 100% for DY2, and 100% for DY3.

For Draft Report: State
Actions Required to
Fully Demonstrate the
Sub-assurance

N/A

For Draft Report: CMS
Recommendations

None

For Final Report:
CMS Determination

The state demonstrates the sub-assurance.

5/23/24 State Response to the Draft Report
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PMs 20 and 22-25
The data for performance measures 20 and 22 through 25 is provide in the attached addendum. The data was previously not available due to an IT
systems issue. The addendum shows that all measures meet CMS’ performance threshold and no remediation is required.

I. Financial Accountability
The state must demonstrate that it has designed and implemented an adequate system for insuring financial accountability of the
demonstration program. AUTHORITY: 42 CFR 441.302: 42 CFR 441.303: 42 CFR 441.308: 45 CFR 74. SMM 4442 8: SMM 4442 10

Sub-assurance I-1 The state provides evidence that claims are coded and paid for in accordance with the reimbursement methodology specified in the
approved demonstration and only for services rendered.

For Draft Report: The state demonstrates the sub-assurance.

CMS Determination

For Draft Report: The state uses one PM to evaluate compliance for this sub-assurance:
CMS Justification

PM 27: Percent of AC claims paid for services provided to AC participants for which there 1s corresponding prior authorization, per
demonstration year. The state provided evidence documenting compliance rates of 100% for DY1, 100% for DY2, and 100% for

DY3.
For Draft Report: State | N/A
Actions Required to
Fully Demonstrate the

Sub-assurance
For Draft Report: CMS | None
Recommendations

For Final Report: The state demonstrates the sub-assurance.
CMS Determination
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Sub-assurance I-11

The state provides evidence that rates remain consistent with the approved rate methodology throughout the five year demonstration
cycle.

For Draft Report: The state demonstrates the sub-assurance.

CMS Determination

For Draft Report: The state uses one (1) PM to evaluate compliance for this sub-assurance:
CMS Justification

PM 28: Percent of AC claims paid for services provided to AC participants for which there is corresponding prior authorization, per
demonstration year. The state provided evidence documenting compliance rates of 100% for DY1, 100% for DY2, and 100% for
DY3.

For Draft Report: State
Actions Required to
Fully Demonstrate the
Sub-assurance

N/A

For Draft Report: CMS
Recommendations

None

For Final Report:
CMS Determination

The state demonstrates the sub-assurance.

5/23/24 State Response to the Draft Report
The state demonstrates meeting this sub-assurance.
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A. Executive Summary

This is the most recent in a series of annual reports from the evaluation of Minnesota’s Reform
2020 Section 1115 Demonstration Waiver. The waiver was approved for the period beginning
October 18, 2013, and extended through January 1, 2025. The research team from Purdue
University School of Nursing and University of Minnesota School of Public Health has conducted
the evaluation under contract with the Minnesota Department of Human Services. The current
report examines trends in waiver participant characteristics and service use from before the
COVID-19 pandemic (2016 to 2019) through the pandemic period (2020-2023). This data
period, extending 18 months longer than the prior AC Evaluation Report in 2022, provides a
fuller picture of the COVID-19 effect. Other reports produced by the same research team at the
University of Minnesota and Purdue University address the wider impact of the COVID-19
pandemic across all LTSS services.!

Alternative Care Waiver

The 2020 Section 1115 Demonstration Waiver pertains to Minnesota’s Alternative Care (AC)
Program, which provides home and community-based services (HCBS) to people ages 65 and
older who meet nursing facility level of care criteria, and who have combined adjusted income
and assets exceeding Medicaid standards for aged, blind and disabled categorical eligibility, but
whose income and assets would be insufficient to pay for 135 days of nursing facility care.

Minnesota’s AC program has been in operation for a number of years; however, prior to the
Reform 2020 waiver, it was supported exclusively through state funds. Although AC was
approved for Medicaid funding, the eligibility criteria and mix of HCBS services did not change
after the waiver was approved.

The AC program complements the state’s Elderly Waiver (EW), a home and community-based
waiver for people aged 65 and older that meet nursing facility level of care criteria. Although
the AC program includes fewer HCBS services, the service definitions, provider standards, and
provider rates for the AC program are the same as those specified in Minnesota’s federally
approved Elderly Waiver.

The goals of AC are as follows:

e Provide access to coverage for home and community-based services for individuals with
combined adjusted income and assets higher than Medicaid requirements and who
require an institutional level of care.

' Long-Term Services and Supports for Minnesota’s Older Population: Current and Future
Utilization and Medicaid Payments. Minnesota Department of Human Services. Own Your
Future 3.0: Planning for Minnesotans’ LTSS Needs. November 2024.
https://mn.gov/dhs/assets/ltss-minneota-older-population-current-future-utilization-medicaid-
payments tcm1053-605160.pdf




* Provide access to consumer-directed coverage of home and community-based services
for individuals with combined adjusted income and assets higher than Medicaid
requirements and who require an institutional level of care.

e Provide high-quality and cost-effective home and community-based services that result
in improved outcomes for participants measured by less nursing facility use over time.

Evaluation Approach

The evaluation has focused on a set of hypotheses, described below, regrading trends in the AC
program after implementation of the AC waiver. We wanted to detect any changes (if any) in
population being served or their use of services. We were interested in any unintended
negative consequences, particularly changes in service use or increased nursing facility stays.
The EW program offered a convenient comparison group to consider secular trends, e.g.,
external policy or program changes that may have influenced both the AC and EW programs.

We compared characteristics of the AC and EW community populations for the years 2016-
2023 in order to estimate the effect of the COVID-19 pandemic on waiver participation. The
analysis involved comparison of repeated cross-sectional and longitudinal samples each year.
Cross-sectional comparisons of participants in January of each year extended from 2016
through 2023; whereas, full-year cross-sectional comparisons extended from 2016 through
2022. The main data sources were LTC Screening Document, Medicaid Claims, and the nursing
facility Minimum Data Set (MDS). All reporting of service use, including CDCS, is based on
service codes on claims, including encounter data. It is not based on screeners or service
agreements.

Trends in Annual Waiver Participation 2016-2022

The number of unique AC users per year remained steady from 3,587 in 2016 to 3,656 in 2019,
and then declined to 3,417 in 2020 and 3,486 in 2021 during the pandemic, but then rose to
near the pre-pandemic level at 3,654 in 2022. Although the number of unique AC users
declined during the pandemic, the number of user months did not. Thus, fewer AC participants
were using more months of care during the pandemic. In comparison, the number of unique
EWC participants rose steadily prior to the pandemic from 20,582 in 2016 to 22,914 in 2019,
dipped slightly in 2020 to 22,072, then returned near to the pre-pandemic level at 23,112 in
2022. The EWC user months rose steadily from the period before the pandemic and through
the pandemic period.

Hypotheses and Results

Hypothesis 1: The level of need, demographic characteristics, and service use patterns for
Alternative Care participants will not change over time, neither alone nor in comparison to
Elderly Waiver participants in non-residential settings. We found the following:

Demographic Characteristics of AC Participants from January 2016 through January 2023
(before and during the COVID-19 pandemic)



Age - The mean age of AC participants underwent a small decline from 81.8 in January 2016
80.2 in January 2023. The mean age of EWC participants, who were about 2 years younger
on average than AC participants, changed very little over these years.

Gender - The majority (70%) of both AC and EWC participants were female. The percentage
female remained about the same from 2016 to 2023 for both AC and EW participants.

Marital Status - Marital status for AC participants underwent significant change between
2016 and 2023. The percentage of AC participants who were widowed declined steadily
from 47% in 2016 to 33% in 2023; the percentage divorce/separated/never married
increased from 42% to 52%, and the percentage married increased from 11% to 15%. The
EWC participants displayed a similar pattern; however, overall, they were significantly less
likely to be widowed and more likely to be divorced/separated/never married. However,
because about 20% of AC participants had missing data on marital status each year, it is
difficult to draw firm conclusions about differences in marital status over time.

Race/Ethnicity - Whites made up the vast majority of AC participants in all years, although
the percentage declined steadily from 93% in 2016 to 85% in 2023. The percentage of AC
participants who were Black/African American rose steadily from 4% in 2016 to 10% in
2023. The percentages of other racial/ethnic groups were too small to identify a substantive
trend. The EWC participants were much more likely to be Black/African American or Asian.
The percentage of EWC participants who were Black/African American increased steadily
from 20% in 2016 to 29% in 2023, while the percentage Asian increased from 18% in 2016
to 21% in 2023. The percentages of Hispanic and Native American participants were too
small (1%-2%) across all years to identify a substantive trend. In a note of caution:
approximately 10% to 15% of AC participants had missing data on race and ethnicity, and
the missingness increased each year.

Geographic Location - The percentage of AC participants living in Twin Cities Central SMSA
increased steadily from 60% in 2016 to 70% in 2023. The percentage of EWC participants
living in the Twin Cities SMSA also increased steadily from 67% in 2016 to 73% in 2023.
There was a corresponding drop in the percentage of AC participants in rural areas from
27% in 2016 to 19% in 2023, while the percentage of EWC participants in rural areas
dropped from 22% to 17%.

Living Arrangement - The percentage of AC participants living alone declined from 66% in
2016 to 62% in 2023. The percentage of AC participants living with a spouse ranged from
10%-12%, while AC participants living with family/friends/other rose from 21% to 25%. The
percentage of EWC participants living alone declined in the period before the pandemic
(50% in 2016 to 45% in 2019) but then increased during and after the pandemic (48% in
2021 and 50% in 2022 and 2023). The percentage of EWC participants living with a spouse
ranged from 13% to 14%, while the percentage living with family/friends/other rose steadily
from 26% in 2016 to 35% in 2023.

Health and Functional Conditions

Case-Mix - The AC participants displayed discernable trends in case-mix categories between
2016 and 2023. They had a downward trend in the Low Need category from 42% to 22%, an



upward trend in Moderate Need from 49% to 65%, and a small upward trend in High Need
ADL from 6% to 9%. Only 3% to 4% of AC participants were in the High Need Clinical
category. The EWC participants differed in the percentages in each case-mix category and in
trends over time. Between 2016 and 2023 EWC participants had a moderate downward
trend in the Low Need category from 47% to 37%, a small decline in the Moderate Need
category from 39% to 35%, an upward trend in High Need ADL from 13% to 23%, and no
change in the 1-2% of participants in the High Need Clinical category.

Critical ADL Dependencies - Between 2016 and 2023, the percentage of AC participants with
impairment in Bed Mobility rose from 8% to 11% and impairment in Transferring rose from
23% to 31%. Toileting impairment dropped from 41% to 36% between 2016 and 2017, kept
declining to 30% in 2021 and then rose to 35% in 2023. Between 2016 and 2023, EWC
participants had an increase in Bed Mobility impairment from 13% to 21% and an increase
in impaired transferring from 27% to 40%, while impairment in Toileting varied between
41% and 45%.

Other ADL Dependencies - Among AC participants between 2016 and 2023, impairment in
Grooming increased from 23% to 42%, impairment in Eating rose from 21% to 27%, and
impairment in dressing rose from 35% to 43%. On the other hand, impairment in Bathing
declined from 49% to 41%. Impairment in Walking was consistently very low with a range of
4% to 5%. The EWC participants had higher percentages overall, yet they showed generally
the same patterns between 2016 and 2023. Impairment in Grooming increased from 36% to
46%, impairment in Eating rose from 27% to 36%, and impairment in dressing rose from
47% to 55%. The percentage with impairment in Bathing changed very little with a range of
57% to 58%, while impaired walking ranged between 3% and 4%.

Professional Conclusions - Self-Care Risk and Neglect/Abuse Risk were the only two
Professional Conclusion items with data recorded consistently over the years 2016-2023.
Between 2016 and 2023 the percentage of AC participants with Self-Care risk varied from
67% to 70%, while the percentage with Neglect/Abuse Risk rose from 44% to 55%. Among
EWC participants over the same time frame, Self-Care Risk rose from 75% to 84%, while
Neglect/Abuse Risk jumped from 38% to 60%.

Hypothesis 2. AC participants will not experience a change in the types of HCBS services or a
decrease in the intensity of services, as measured by persons-months using a service.

The most widely used service among the AC participants was case management. In 2016,
91% of AC participants used case management during the year. By 2022 the percentage
dropped to 84% with the largest decline in the pandemic period (2020-2022). Among HCBS
services, homemaker had the highest percentage of users among AC participants in 2016
(56%); This percentage declined over time to 31% in 2022, with the greatest decline during
the pandemic period.

Use of other services followed a similar pattern: home delivered meals declined from 44%
in 2016 to 33% in 2022, transportation use declined from 15% to 13%, and adult day care
use declined from 5% to 2%. Each of these downward trends accelerated during the
pandemic period. The use of personal care assistant was 15% in 2016 and 16% in 2022;



however, it increased from 2016 to 2020 and then declined in 2021-2022. Chore service use
stayed steady at 7% from 2016 to 2022, and companion use was too low (1%-3%) to detect
a significant difference between years.

Use of independent living skill training also increased from 2% in 2016 to 17% in 2022, with
the increase coming largely during the pandemic period. Among other services between
2016 and 2022, use of PERS declined from 51% to 39%, specialized equipment declined
from 40% to 36%, Each of these declines accelerated during the pandemic period. Use of
home health displayed a steady downward trend from 34% to 17% across the years.

Trends in service use among EWC participants followed a similar pattern to serviced use
among AC participants. Use of case management, homemaker, home delivered meals, and
PERS declined between 2016 and 2022, with declines accelerating during the pandemic. Use
of personal care assistants and mental health services rose steadily across the years.

Drawing comparisons in service use trends between AC and EWC participants is complicated
because of differences in their characteristics and in their use of different services. When
compared to EWC participants in 2016, for example, AC participants had higher rates of use
for case management (91% vs. 31%), PERS (51% vs. 37%), home delivered meals (44% vs.
26%), and specialized supplies and equipment (40% vs. 23%). On the other hand, AC
participants had lower rates of use for adult day services (5% vs. 20%), personal care
assistance (15% vs. 34%), mental health services (0% vs. 12%), and transportation (15% vs.
36%). According to DHS staff, the high percentage of AC participants with case management
claims is likely due to the lead agencies billing for case management when participants
make inquiries about past due or unpaid fees.

When comparing AC participants to a subsample of EWC participants matched to the AC
group based on demographic, health, and functioning characteristics, the greater usage rate
by AC participants of case management and specialized supplies and equipment remained,
while EWC participants overtook AC participants in usage rates for home delivered meals
and PERS by the end of the period. The lower usage rate for AC participants of adult day
services, personal care, and transportation was maintained in the balanced sample
comparison.

Hypothesis 3: Alternative Care participants will experience equal or better access to consumer-
directed service (CDCS) options over time, when examined alone and compared to Elderly
Waiver participants in non-residential settings.

Although CDCS is not used widely by AC participants, use of CDCS displayed upward trends
from 6% in 2016 to 15% in 2022. Associated CDCS case management rose from 4% in 2016
to 13% in 2022. Neither of these upward trends appeared to be interrupted by the
pandemic. AC participants also had higher usage rates when compared to a balanced sample
of EWC participants.

Hypothesis 4: Alternative Care participants will experience equal or less nursing facility use and
mortality between 2016 and 2022.



Nursing Facility Use - The percentage of AC participants spending any time in a nursing
facility declined slightly from 27% in 2016 to 24% in 2019, dropping to 19% in 2020 and 2021
and then declined further to 15% in 2022. The majority of AC participants who used a
nursing facility had only short stays (90 or fewer days). Most of the decline in overall nursing
facility use was among short stay residents. Short stay use declined from 15% in 2019 to 14%
in 2020, 13% in 2021, and 9% in 2022. Longer stay use (> 90 days) dropped from 13% in
2019 to 9% in 2020, and 8% in 2022. The EW-Community participants were less likely to use
nursing facilities during the year, yet they experienced a similar decline from 7% in 2019 to
5% in 2020, 2021, and 2022. Comparing the AC participants to the balanced sample of EWC
participants found only a statistical difference in the number of short stay admissions, with
AC participants having a higher number, total days and number of long stay admissions were
not statistically different.

Mortality - Considering the poor health and functional dependency of both AC and EWC
participants, their rates of mortality were relatively low. The mortality rates for AC
participants ranged from 8% to 9% except for a slight decline to 7% in 2022. Mortality for
EWC participants was somewhat lower; it held steady between 4% and 5% over the years.
From 2016-2022. No statistical difference in mortality rate was found between AC
participants and the balanced sample of EWC participants.

Hypothesis 5. AC participants will not experience an increase in acute events, as indicated by an

increase in acute hospitalizations.
Among AC participants in January of each year, the percentage having one or more
hospitalizations during the following 12 months declined from 37% in 2017 to 33% in 2019,
and then declined further to 28% in 2020, the last year for which data were available. The
AC participants with hospitalizations had a small increase in average number of hospital
days; they spent an average of 10.1 days in the hospital in 2017, 11.6 days in 2019, and 11.0
in 2020 (Tables 11). In comparison, a somewhat lower percentage of EWC participants had
hospitalizations during the year although their average number of hospital days rose from
2017 to 2022.

Hypothesis 6. The rate of Medicaid conversion for AC participants through transitions between
AC and EWC and other waiver programs or nursing home use will not increase.

Medicaid conversion rate for AC participants was 19% in 2016, then declining somewhat to
16% in 2019, and then dropped to 11% in 2020, 12% in 2021, and 14% in 2022. Most AC
participants who converted to Medicaid either entered an assisted living facility or an EW-
Community waiver program. AC participants’ rate of entry into assisted living facilities held
steady at 6% to 7% between 2016 and 2022. A slightly higher percentage of AC participants
used EW-Community waiver services over the period. The percentage ranged from a high of
10% in 2016 and 2017 to a low of 7% in 2019 and 2020.

Conclusions

The COVID-19 pandemic was associated with a sharp drop in the number of unique AC
participants between 2019 and in 2020-2021; however, the number rose to pre-pandemic level
in 2022. Both before and during the COVID-19 pandemic, most AC participants were 75 or



older, female, widowed or divorced/separated, white non-Hispanic, living alone, and residing in
the Twin Cities or other urban areas. Trends in the demographic characteristics of the AC
participants during the period prior to the pandemic continued through the pandemic.
Between 2016 and 2023, AC participants were less likely to be widowed and more likely to be
divorced, less likely to be white and more likely to be Black/African American; more likely to
reside in the Twin Cities or other urban areas.

There were steady increases in AC participants’ health, functional and social needs between
2016 and 2022. The majority of AC participants fell into the Low or Moderate Need categories,
with a steady shift each year in percentages from the Low Need to Moderate Need category.
There was also a steady increase in recorded impairments in Critical and Other ADL Needs. In
addition, in 2022 about two-thirds of AC participants were recorded as having Self-Care Risk,
while over half had Abuse/Neglect Risk.

Although the need for care apparently increased among AC participants from 2016 to 2022, the
use of many HCBS services did not. In fact, there was a steady decline in several services, with
most of these pre-pandemic trends accelerating during the pandemic. Use of homemaker
services, home delivered meals, transportation, adult day care, and home health all declined.
On the positive side, the AC participants’ use of CDCS more than doubled from 6% in 2016 to
15% in 2022.

Only about one in four AC participants used a nursing home in 2016. That percentage declined
with the pandemic to about one in seven in 2022. Surprisingly, mortality rates were relatively
low for this older, comorbid population; no more than one in eleven participants died each year
either before or during the pandemic. About one in five AC participants converted to Medicaid
in 2016. That figure dropped to about one in nine in 2020 and then rose to about one in seven
in 2022. Most of the conversions to Medicaid occurred initially with participation in the EWC
waiver; no more than one in fourteen conversions to Medicaid were associated with entry into
an assisted living facility.

The EWC participants, who were chosen as a comparison group for the evaluation, displayed
many of the same trends between 2016 and 2022 in their demographic characteristics, health
and functional needs and use of services. However, the EWC participants were dissimilar to AC
participants in several of their characteristics both prior to and during the pandemic. For
example, the EWC population had a higher percentage of people from different racial/ethnic
groups, who were divorced or separated, and who resided in an urban location. The EWC
population also differed in service use patterns. For example, they had higher percentages of
people with adult day services, personal care, and transportation, and lower percentages with
home delivered meals and PERS.

Unanswered Questions

The AC participants’ increasing need for care according to the LTCC NF-LOC assessments
contrasts with the decreasing trends in use of some basic HCBS services. Are needs for care
actually increasing or might the assessment process be uncovering needs that were previously
undiscovered? With the use of HCBS services remaining the same or declining in some cases,
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are home care needs being met appropriately? One hopeful finding is the relatively low rates
of nursing facility use and mortality among AC participants and the stable or even downward
trend in these outcomes.

Second, the COVID-19 pandemic had a significant impact with a decline in the number of AC
participants in 2020 and 2021 but then rebounded in 2022. Does this mean that the pandemic
was only a temporary phenomenon without a lasting impact on AC participation? In contrast,
AC participants’ use of nursing facilities continued to decline. This decline in nursing facility use
may have contributed to the decline in Medicaid conversion which in 2022 had only partially
returned to pre-pandemic levels. Will nursing facility use and Medicaid conversion rates return
at some point to pre-pandemic levels, or will the pandemic have a lasting effect?

Third, the sharp contrast in the racial and ethnic composition of the AC and EWC populations
persisted after the waiver was implemented. Is the high percentage of white people among AC
participants a consequence of their relatively higher incomes and assets, making them less
likely to qualify for the EW but still meeting the AC eligibility threshold? Are older minority
group members with similar economic status unable, for some reason, to gain access to AC? An
earlier report by this research team at Purdue University addressed issues of racial and ethnic
differences in access to and utilization of LTSS.?

Finally, the evaluation pointed to differences between the AC and EWC participants in their
level of assessed need and use of services. For both groups, measures of need trended upward,
while use of services trended downward over the entire period from 2016 to 2022. However,
throughout the period the AC participants used a different mix of services than the EWC
participants. Is the difference mix of services a reflection of differences in their service needs,
differences in the assessment, care planning, and care management process, or other factors?

We emphasize caution in drawing conclusions about differences in the assessed needs and
service use between AC and EW participants. The health plans perform most of the LTCC
assessments and manage services for EW participants, while the counties perform LTCC
assessments and manage services for AC participants. Might differences between these
organizations in the assessment process, such as interpretation of a participant’s condition or
the NF-LOC criteria, or management of available services be responsible for differences in
participants’ assessed needs or service use?

Areas for Further Study and Policy Analysis
Several issues beyond the scope of the current evaluation merit further study and policy
analysis in order to strengthen the AC program.

2 Study of Racial and Ethnic Disparities in Level of Care Screenings and Use of Home and
Community-Based Services (HCBS) in the Minnesota Medicaid Population - Final Report.
Minnesota Department of Human Services, January 2021
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Qualitative perspectives: Gathering qualitative data from AC program staff and participants through
interviews or focus groups could capture valuable information about their experiences and
perspectives on the program. This information would further elucidate the largely quantitative
findings in this report. A future study, for example, could address the assessment and care planning
process from both the county and health plan perspectives, and the process of making LTSS decisions
from the perspectives of participants and families. Interviews and focus groups can shed light on these
issues; however, to enhance generalizability qualitative data should be enhanced by guantitative data
such as surveys or review of administrative records.

Longitudinal studies of participant outcomes: The current evaluation primarily presents cross-sectional
data comparing AC and EW participants at different points in time. While this provides a snapshot of the
differences between the groups, longitudinal data following participants over time could provide
more insights into the impact of the AC waiver on participant outcomes, such as changes in health
status, service use, and quality of life.

Disparities in access to care: Disparities in access to care should be a top priority for an expanded
evaluation. Additional resources could be used to support an in-depth quantitative analysis of patterns of
service use and outcomes comparing racial and ethnic groups. This quantitative analysis could build on our
prior study on this topic (above). In addition, a qualitative analysis of these issues could be part of an
overall study of Qualitative Perspectives (above).

Sustainability: Our research team is investigating issues of sustainability of the AC program as well as other
LTSS services through our follow-up study from our report on current and future utilization and payments
for LTSS for older Minnesotans. 3

More effective care delivery: Innovative service models within the AC program, such as the use of
technology or peer support, to enhance service delivery and improve outcomes for participants.
Exploring opportunities for collaboration and integration between the AC program and other health and
social service programs could lead to a more comprehensive and coordinated approach to care for
older adults.

3 Long-Term Services and Supports for Minnesota’s Older Population: Current and Future
Utilization and Medicaid Payments. Minnesota Department of Human Services. Own Your
Future 3.0: Planning for Minnesotans’ LTSS Needs. November 2024.
https://mn.gov/dhs/assets/ltss-minneota-older-population-current-future-utilization-medicaid-
payments tcm1053-605160.pdf
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B. Background Information about the Demonstration

The April 2024 Interim Report on the Minnesota’s Reform 2020 Section 1115 Demonstration
Waiver is the latest in a series of annual reports from an ongoing program evaluation going
back to June 2017. The evaluation has been carried out by researchers at the University of
Minnesota and Purdue University.

The April 2024 and earlier reports examine hypotheses (see below) about the impact of the
waiver on characteristics associated with the need for and use of care among participants in the
Alternative Care program. The Reform 2020 Alternative Care (AC) Waiver was approved
originally in October 2013 and was extended in February 2020 for the period February 1, 2020
through January 31, 2025.

The most recent report issued in June 2022 covered the data period of calendar years 2015
through 2020. The data period for the current report extends the data period; it covers the
period January 2016 through July 2023. Because of the extended data period, the current
report offers more information about the effects of the COVID-19 pandemic. We are able to
describe changes, if any, in waiver participation and service use before the pandemic (2016-
2019), during the height of the pandemic (2020-2021), and after the pandemic subsided (2022-
2023). Future reports from the evaluation, covering years 2024-2025, will consider longer term
effects of the pandemic.

The current report is based on a revised evaluation plan for the 2020-2025 Waiver Extension®.
The revised evaluation plan expands upon the previous evaluation in several respects. First, it
narrows the period of the evaluation to 2016-2025. Previous reports also covered the period
2013-2019. However, we discovered that the findings for the years 2013-2015 were
confounded because of major changes in the NF LOC criteria and the assessment process.

Second, we conducted a more rigorous analysis of trends in participant characteristics and
services. Our statistical tests were more robust. In addition, for purposes of comparison we
selected a sub-group of Elderly Waiver Community (EWC) participants that was more similar in
characteristics to AC participants than the EWC population as a whole.

B.1 Overview

The Reform 2020 waiver allows Minnesota to receive federal financial participation for the
Alternative Care (AC) program, which was implemented under the waiver beginning November
1, 2013 and extended from February 1 2020 to January 31, 2025. Formerly a state-funded
program, AC program provides home and community-based services (HCBS) to people ages 65
and older who meet nursing facility level of care criteria, who have combined adjusted income
and assets exceeding Medicaid standards (i.e., Medical Assistance (MA)) standards for aged,
blind and disabled categorical eligibility, but whose income and assets would be insufficient to

4 Evaluation Plan for Reform 2020 Section 1115 Demonstration Waiver, August 20, 2021. Minnesota Department of Human
Services.
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pay for 135 days of nursing facility care. Acute, preventive and primary care benefits are not
covered under the program.

Minnesota’s AC program has been in operation since 1981; however, prior to the waiver, it was
supported exclusively through state funds. The assumption underlying the AC program is that
connecting seniors with community services earlier may divert them from nursing facilities,
delay conversion to Medicaid, and encourage more efficient use of services if full Medicaid
eligibility is established. The eligibility criteria and mix of HCBS services did not change after the
waiver was approved.

The AC program complements the state’s Elderly Waiver (EW), a home and community-based
waiver for people aged 65 and older that meet nursing facility level of care criteria. Although
the AC program includes fewer HCBS services, the service definitions, provider standards, and
provider rates for the AC program are the same as those specified in Minnesota’s federally

approved Elderly Waiver. Services are provided by qualified and enrolled Medicaid providers.

Currently each of Minnesota’s HCBS waivers and the AC program include Consumer Directed
Community Supports (CDCS). This service option gives individuals receiving waiver or AC
services a self-directed option to develop a plan for the delivery of their services within an
individual budget, and to purchase them through a financial management service (FMS) that
manages payroll, taxes, insurance, and other employer-related tasks as assigned by the
individual. CDCS allows individuals to substitute individualized services for what is otherwise
available in the traditional menu of services in the HCBS programs. CDCS purchases fall into
four categories: personal assistance, environmental modifications, self-direction support
activities, and treatment and training.

B.2 Program Eligibility

Alternative Care is available to eligible individuals who meet all of the following financial

requirements:

e Those with combined income and assets insufficient to pay for 135 days of nursing facility
care, based on the statewide average nursing facility rate

e Those not within an uncompensated transfer penalty period or other long-term care
ineligibility status

e Those with home equity within the home equity limit applicable under the state plan

Functional eligibility for nursing facility care and identification of needed services for Alternative
Care program is performed using the Long-term Care Consultation process, which uses the
same nursing facility level of care criteria, assessment tool, and service planning process that is
used for the Elderly Waiver.

B.3 Benefits and Services
The benefits available under Alternative Care are the same as the benefits covered under the
federally approved Elderly Waiver, except:
e Alternative Care does not cover transitional support services, customized living services,
and adult foster care services that meet primary, preventive, and acute health care needs
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e Alternative Care additionally covers nutrition services and discretionary benefits

The comprehensive list of Alternative Care benefits includes:

e Adult day service/adult day service bath;

e Family caregiver training and education and family caregiver coaching and
counseling/assessment;

e Case management and conversion case management;

e Chore services;

e Companion services;

e Consumer-directed community supports;

e Home health services;

e Home-delivered meals;

e Homemaker services;

e Environmental accessibility adaptations;

e Nutrition services;

e Personal care;

e Respite care;

e Skilled nursing and private duty nursing;

e Specialized equipment and supplies including Personal Emergency Response System
(PERS);

e Non-medical transportation;

e Tele-home care;

e Discretionary services

C. Evaluation Questions and Hypotheses

Since the original federal waiver authorization and the extension have not resulted in any
substantial changes to the Alternative Care program structure, the Minnesota Department of
Human Services expects that key evaluation metrics will not change over the extension period
(2020-2025) as a result of the continuation of the AC waiver. Consequently, the study is testing
the null hypotheses of no change attributable to the AC waiver extension. We were interested
particularly in any unintended negative consequences, such as declines in HCBS service use or
increases in nursing facility utilization.

Since the AC program was very similar to the EW program, aside from financial eligibility
requirements and some HCBS covered services, the EW program offered a convenient
comparison group. The EWC comparison group allowed us to consider secular trends, e.g.,
external policy or program changes that may have influenced the AC program. Many trends
affecting AC are likely also to affect EWC. As we mentioned above and described below, the
current report also includes comparisons between AC participants and a sub-group of EWC
participants with characteristics balanced as closely as possible to the characteristics of the AC
participant population.
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C.1 Program Goals

The goals of the Alternative Care program are to:

* Provide access to coverage for home and community-based services for individuals with
combined adjusted income and assets higher than Medicaid requirements and who
require an institutional level of care.

* Provide access to consumer-directed option of home and community-based services for
individuals with combined adjusted income and assets higher than Medicaid
requirements and who require an institutional level of care.

* Provide high-quality and cost-effective home and community-based services that result
in improved outcomes for participants measured by less nursing facility use over time.

C.2 Comparison Population

The target populations for the evaluation are Alternative Care (AC) program participants and
Elderly Waiver (EW) participants. Elderly Waiver participants are similar to Alternative Care
program participants in several respects: aged 65 and above, an assessed need for a nursing
facility level of care, using home and community-based services to meet their needs, and living
in the community instead of a nursing facility.

Currently, the residential care option is not available through AC. However, Elderly Waiver
participants could use residential services (i.e., customized living, adult foster care, and
residential care services). Our analysis focused on Elderly Waiver participants in non-residential
settings. We excluded Elderly Waiver participants with any claims for residential services in the
period under study.

Because of differences in the demographic composition and service needs between EWC and
AC populations, we selected a subsample of the EWC participants that more closely
approximated the characteristics of AC participants (see Table A 2 below). We then conducted
parallel analyses for trends in HCBS service use and nursing facility stays, comparing AC
participants with EWC participants as a whole and the balanced subsample of EWC participants.
The balanced subsample offers a stronger basis for inference because it helps to control for
differences in EWC participant characteristics that might account for their differences in use of
care over and above the effects of the two programs.

C.3 Hypotheses

We evaluated changes in the client populations and service use over time within the AC
program itself and in AC compared to the EW program. The current evaluation report covers
the data period January 2016 through July 2023.

Hypothesis 1: The level of need, demographic characteristics, and service use patterns for
Alternative Care participants will not change over time, neither alone nor in comparison to
Elderly Waiver participants in non-residential settings.

Hypothesis 2. AC participants will not experience a change in the types of HCBS services or a
decrease in the intensity of services, as measured by persons-months using a service.
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Hypothesis 3: Alternative Care participants will experience equal or better access to consumer-
directed service (CDCS) options over time, when examined alone and compared to Elderly
Waiver participants in non-residential settings.

Hypothesis 4: Alternative Care participants will experience equal or less nursing facility use and
mortality between 2016 and 2022.

Hypothesis 5. AC participants will not experience an increase in acute events, as indicated by an
increase in acute hospitalizations or emergency department visits.

Hypothesis 6. The rate of Medicaid conversion for AC participants through transitions between
AC and EW and other waiver programs or nursing home use will not increase.

Hypothesis 5 was not addressed because Medicare data on acute care use was not available for
AC participants. A request for these data has been submitted to CMS. The report will be
updated when data become available.

D. Methodology

The aim of this interim report was to gain a better understanding of similarities and differences
between the AC program and EW waiver populations each year from 2016 through mid-2023.
In the sections below, we describe evaluation data sources, major variables, samples and
statistical analysis.

D.1 Data Sources

LTC Screening Document. This form is used to document pre-admission screening and long-
term care consultation (LTCC) assessment and other administrative activities. It is used to
record public programs eligibility determination as well as to collect information about people
screened, assessed, or receiving services under home and community-based services programs.
For the current version of the form: https://edocs.dhs.state.mn.us/Ifserver/Public/DHS-3427-
ENG. The health plans perform most of the LTCC assessments for EW participants while the
counties perform LTCC assessments for AC participants.

Medicaid Claims. Medicaid Management Information Systems (MMIS) is the largest health
care payment system in Minnesota. The MN Department of Human Services (DHS) uses MMIS
to validate and pay HCBS and health care claims, including managed care capitation payments,
for over 525,000 Minnesotans enrolled in Minnesota Health Care Programs (MHCP). All
reporting of service use, including CDCS, is based on service codes on claims, including
encounter data. It is not based on screeners or service agreements.

Minimum Data Set (MDS). This is a federally mandated assessment used in nursing facilities
(NF). Nursing facilities conduct the MDS assessment on each resident and transmit that data to
the Minnesota Department of Health (MDH). The MDH conducts regular audits of the MDS data
submitted by NFs to ensure the data are accurate.
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Medicare MEDPAR Files. These files were available for 2017-2020. They were merged with
MMIS and MDS hospitalization data to arrive at the count of hospital days during the year.

D.2 Major Variables

Major Variables and Data Sources

Variable Source (Primary first, additional sources for confirmation or
fallback in order of priority)

MMIS Eligibility File, MMIS Waiver Enrollment File, MMIS
Claims, LTC Screening Document, MDS

Age MMIS Eligibility File, LTC Screening Document

Gender MMIS Eligibility File, LTC Screening Document

Marital Status LTC Screening Document, MMIS Eligibility File

Race/Ethnicity MMIS Eligibility File, LTC Screening Document

Geographic Location LTC Screening Document, MMIS Eligibility File

Program Status

Living Arrangement

LTC Screening Document

Case-Mix

LTC Screening Document

ADL Dependencies

LTC Screening Document

Professional Conclusions

LTC Screening Document

Service Utilization MMIS Claims, including Encounter data, MDS (Nursing
Facilities)

MDS, MMIS Claims, and Medicare MEDPAR files

Inpatient Acute Hospital
Days (2017-2020)

D.3 Samples

Repeated cross-sectional analysis of participant characteristics at a single point-in-time each
year. We selected a cross-section of participants who were eligible for either Alternative Care
(AC) or Elderly Waiver (EW) on January 1 or who became eligible during that month in each
year from 2016 through 2023. We excluded EW participants who were in residential services
(i.e., adult foster care or customized living), since they are less comparable to the AC
participants both in terms of population composition and service use. Where available, we took
descriptive variables from Medicaid administrative data. Some variables can only be sourced
from the LTC Screening Document (SDOC), particularly those describing health and functional
status of participants. For those variables, we chose a reference assessment for each
participant.

Repeated cross-sectional analysis of total service utilization over 12-month periods. We
selected individuals who were eligible at any time during each of the calendar years 2015, 2016,
2017, 2018, 2019, 2020, 2021, or 2022. We then aggregated service use over the entirety of
each calendar year in order to smooth out utilization of services that are not typically used
monthly or whose level of use might vary widely month to month.

Use of nursing facilities over a subsequent 12-month period for AC and EWC participants
enrolled in January of each year from 2016-2022. We selected a cohort of AC and EWC
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participants enrolled in January of each year. We followed them for 12 months to determine
their 12-month rate of transitions into and out of nursing facilities, including short-term (90 or
fewer days) and long-term (> 90 days) nursing facility stays, waiver participation, Medicaid
conversion, and mortality.

D4. Sample Balancing

To create a fairer comparison between enrollees of Alternative Care (AC) and of the Elderly
Waiver program living in the community (EWC), sub-sampling of those in EWC was performed
to find reasonable matches to those in AC. Candidate matching variables included information
about participant demographics (age, race, gender, living in an urban or rural setting, living
alone or with others), health and functioning (case-mix level of care need, Activity of Living
(ADL) or Instrumental Activities of Daily Living (IADL) difficulty), professional conclusions from
health risk assessment, and medical diagnoses (acquired cognitive disability, autism spectrum,
blind, cerebral palsy, developmental disability, epilepsy, HIV, hard of hearing, muscular
dystrophy, mental health, multiple sclerosis, substance use, dementia, diabetes, stroke, heart
failure, hypertension, peripheral vascular disease, myocardial infarction, COPD, liver disease,
obesity, cancer, end stage renal disease). Matching across all variables performed poorly, so a
subset of variables was chosen based on which variables were most predictive of group
membership using logistic regression. Optimal results were achieved by balancing on White
non-Hispanic race, age, living alone, moderate case-mix, mental health diagnosis, and
hypertension diagnosis.

Mahalonobis distance was used to measure the similarity between participants of AC and of
EWC. For each cohort year each AC participant was matched to the EWC participant from the
same cohort year that had the smallest Mahalonobis distance, ties were broken randomly. Each
EWC participant was included in the matched sample only once per cohort year.

e Sample Balancing Quality (Attachment Table A 2) was improved using the most
discriminate variable approach.

e Even after balancing, some differences remained in the characteristics of the AC
participants compared to the EWC balanced sample. Characteristics that remained
statistically different after balancing (logistic regression, p < .05) were included as
control variables in each of the models described below (‘doubly robust method').

D.5 Statistical Analysis

Tests of statistical significance for each step in the analysis are described in detail under the
following sections. In general, generalized method of moments models were used to control for
repeated measurement of some participants while testing for differences in response variables
between AC and EWC and between years. Most responses were binary or binomial variables
which were modeled using logistic regression, but a few count variables were modeled using
Poisson regression. Cox-proportional hazards models were used to test differences in time to
event. Lastly, a few categorical demographic variables were modeled using multinomial
regression. Several comparisons are done between the AC and full EWC population for years
under study and then repeated for the AC and a matched EWC sample. In the latter case, a
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doubly robust approach is utilized (variables that continued to show differences between the
groups after balancing are used as control variables in the regression models). Statistical
significance is generally set to 0.001 to highlight differences of potentially practical significance.

Demographic, Case-Mix and Professional Conclusion Comparisons

We drew comparisons between the AC and EW programs in their participant characteristics
(e.g., demographics, Case-Mix and Professional Conclusions) in each year, as well as changes in
characteristics across years. Multinomial or General Method of Moments Logistic regression
models were used to estimate the statistical significance of differences between programs in
the characteristics of their participants. These statistical tests account for serial correlation
occurring because many waiver participants appear in the data across years. Statistical
significance is set at 0.001.

Service Use Comparisons between AC Participants and EWC Balanced Sample

We also drew HCBS service use comparisons between AC and the balanced sample of EWC
participants in each year and across years. Adjusted percentages of service use were arrived at
through Generalized Method of Moments Binomial models. The response in these models was
months of utilization in each service category out of a possible number of months (alive
months) that the service could have been used. Modeling was done on an annual basis.
Participants could switch programs between years, and they could have repeated measures
across years. The covariance structure of the GMM model accounts for this complex data
structure. The models controlled for the year a service is received. Mortality was controlled for
through the number of months the individual could have received services (< 12 if individual
died during the year). The doubly robust method was used to address differences between the
AC and balanced EWC sample that remained after balancing (see above).

Nursing Facility Use and Mortality

Generalized Method of Moments models fit to the balanced sample for the outcomes of
nursing facility use (short and long stay) and mortality. The first outcome, number of days spent
in a nursing facility, was modeled using the binomial distribution with the number of days alive
as the denominator. Both short and long nursing facility stays were treated as count variables
indicating the number of admissions (either short or long stays) and modeled using Poisson
regression. Mortality was modeled as a binary variable using logistic regression. Program type
was determined based on January enrollment. The doubly robust method was used to control
for differences that remained between the two groups following sample balancing for all four
models. Comparisons were made between programs and across years. Statistical significance
was set at either 0.001 or 0.05, the latter of which was raised to highlight differences of
practical significance.

Transitions from AC

Generalized Method of Moment models were used to control for correlation caused by
multiple years of data from the same participants when modeling transitions to Medicaid or
Waiver programs from AC. Individual logistic regression models were fit for each of three
programs transitioned into, out of the AC program: Medicaid, EWC and other HCBS waiver
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programs, and ECS. The response variable was whether an individual who began a given year in
the AC program enrolled in the outcome program during the same year. The model tests for
changes in transition rates across years. Tables present the observed transition probabilities
and model predicted transition probabilities from the models. Statistical significance was set at
0.001.

Time to Nursing Home Admission and Mortality

Cox Proportional Hazard models were used to compare time to 1% nursing home admission and
time to death between the AC and matched EWC sample within each year after a 12-month
follow-up. The response variable for nursing home admission was number of days from January
1 of each year until the first admission. Death was a censoring event in this model. The
outcome in the mortality model was days from January 1 until death. In both models the data
were right-censored at the end of 12 months. Individual models were fit starting January 1 of
each calendar year. The doubly robust method was utilized to control for variables that differed
across the two groups after sample balancing. Hazard ratios for each annual model are given in
the table.

E. Results

E.1 Number of AC and EWC Participants and User Months

The trends in unique users and user months for the AC and EWC participants are shown in
Table 1 and Figure 1. The number of unique AC users remained steady from 3,587 in 2016 to
3,656 in 2019 (Table 1). The number of users then declined to 3,417 in 2020 and 3,486 in 2021
during the pandemic, but then rose to near the pre-pandemic level at 3,654 in 2022. Although
the number of unique AC users declined during the pandemic, the number of user months did
not. User months increased steadily -- 30,499 in 2019, 31,348 in 2020, and 31,996 in 2022.
Thus, fewer AC participants were using more months of care during the pandemic.

The number of unique EWC participants rose steadily prior to the pandemic from 20,582 in
2016 to 22,914 in 2019, dipped slightly in 2020 to 22,072, then returned near to the pre-
pandemic level at 23,112 in 2022. The EWC user months rose steadily from the period before
the pandemic through the pandemic period. Compared to AC participants, the trend in EWC
user months was more in line with the trend in number of unique EWC users.

Table 1. Number of User Months and Unique Participants with AC and EWC by Calendar Year

Year AC Annual AC Unique ACUsers EWC Annual EWC Unique EWC Users

User Months Participants on UserMonths Participants onJanuary 1

during the Year January 1 during the Year

2016 29,716 3,587 2,491 183,455 20,582 15,058
2017 30,190 3,650 2,483 195,153 21,769 15,761
2018 30,478 3,648 2,554 200,562 22,038 16,513
2019 30,499 3,656 2,458 209,039 22,914 17,068
2020 31,348 3,417 2,621 212,453 22,072 17,654
2021 31,171 3,486 2,520 214,726 22,468 17,667
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2022 31,996 3,654 2,636 219,016 23,112 18,058
2023 2,669 18,418

Figure 1. Number of Unique Users and Total Months for AC and EWC Participants

Panel A. Unique AC Users during the Year Panel B. Unique EWC Users During the Year
24000
3900
3700 23000
3500 ./‘_‘__\//
22000
3300
3100 21000
2900
20000
2700
2500 19000
2016 2017 2018 2019 2020 2021 2022 2016 2017 2018 2019 2020 2021 2022
Panel C. Total AC Months during the Year Panel D. Total EWC Months during the Year
36000 230000
34000 220000
210000
32000
200000
30000
190000
28000
180000
26000 170000
24000 160000
2016 2017 2018 2019 2020 2021 2022 2016 2017 2018 2019 2020 2021 2022

E.2 Characteristics of AC and EW Community Participants in January 2016-2023

Table 2 and Figure 2 - Figure 4 show the demographic characteristics of the AC program and EW
community participants in January of each year from 2016-2023. January 2020 is just prior to
the beginning of the COVID-19 Pandemic, while subsequent January months are during the
pandemic (2021) or after it subsided (2022-2023). We applied two sets of statistical tests. First,
we report on longitudinal patterns in each characteristic between 2016 and subsequent years.
The patterns for the AC and EWC participants are analyzed separately. An asterisk next to the
year (e.g., 2017* or 2018%*) indicates that the percentage having that characteristic in that year
is significantly different from the percentage in 2016 (the baseline year). The second statistical
test is for cross-sectional comparisons of differences in characteristics between AC and EWC
participants in each year across the span of years. An asterisk next to the characteristic (e.g.,
Age* or Gender*) indicates that AC participants were significantly different from EWC
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participants on that characteristic. When a characteristic has more than one category then a
“B” indicates the reference category for the multinomial comparison.

E.2. Demographics

Age

The mean age of AC participants underwent a small yet significant decline between 2016 and
each year from 2018-2020. The EWC participants experienced a smaller overall decline in mean
age through 2023. The AC participants were significantly older than EWC participants.
Compared to EWC participants, higher percentages of AC participants were age 85 or older,
while lower percentages were age 65-74.

Gender
The majority of both AC and EWC participants were female. The percentage female was close to
70% across the years for both AC and EW participants.

Marital Status

Marital status patterns underwent significant change between 2016 and 2023. The percentage
of AC participants who were widowed declined steadily from 47% in 2016 to 33% in 2023; the
percentage divorce/separated/never married increased from 42% to 52%, and the percentage
married increased from 11% to 15%. The EWC participants displayed a similar pattern;
however, overall, they were significantly less likely to be widowed and more likely to be
divorced/separated/never married. About 20% of AC participants had missing data on marital
status. Therefore, it is difficult to draw firm conclusions about differences in marital status over
time or to compare AC and EWC participants.

Race/Ethnicity

Whites made up the vast majority of AC participants in all years, although the percentage
declined steadily from 93% in 2016 to 85% in 2023. The percentage of AC participants who
were Black/African American rose steadily from 4% in 2016 to 10% in 2023. The percentages of
other racial/ethnic groups were too small to identify a substantive trend. The EWC participants
were much more likely to be Black/African American or Asian. The percentage of EWC
participants who were Black/African American increased steadily from 20% in 2016 to 29% in
2023, while the percentage Asian increased from 18% in 2016 to 21% in 2023. The percentages
of Hispanic and Native American participants were too small (1%-2%) across all years to identify
a substantive trend. In a note of caution: approximately 10% to 15% of AC participants had
missing data on race and ethnicity, and the missingness increased each year.

Geographic Location

The percentage of AC participants living in Twin Cities Central SMSA increased steadily from
60% in 2016 to 70% in 2023. The percentage of EWC participants living in the Twin Cities SMSA
also increased steadily from 67% in 2016 to 73% in 2023. There was a corresponding drop in
the percentage of AC participants in rural areas from 27% in 2016 to 19% in 2023, while the
percentage of EWC participants in rural areas dropped from 22% to 17%.

Living Arrangement
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There was a significant decline in AC participants living alone from 66% in 2016 to 62% in 2023.
The percentage of AC participants living with a spouse ranged from 10%-12%, while AC
participants living with family/friends/other rose from 21% to 25%. The percentage of EWC
participants living alone declined in the period before the pandemic (50% in 2016 to 45% in
2019) but then increased during and after the pandemic (48% in 2021 and 50% in 2022 and
2023). The percentage of EWC participants living with a spouse ranged from 13% to 14%, while
the percentage living with family/friends/other rose steadily from 26% in 2016 to 35% in 2023.

Figure 2. AC and EWC Participants Age 85 and Older in January 2016-2023
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Figure 4. AC and EWC Participants Widowed in January 2016-2023
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Table 2. Demographic Characteristics of AC and EW Community (Non-Residential) Participants in January 2016-2023

2016 2017 2018 2019 2020 2021 2022 2023

AC EWC AC EWC AC EWC AC EWC AC EWC AC EWC AC EWC AC EWC
Number of Participants 2501 15058 2492 15761 2560 16513 2463 17068 2628 17654 2521 17667 2638 18058 2673 18418
Age
Mean (Std)* 81.8 783 81.3* 78.1*  81.0* 77.9*% 81.0* 77.8*% 80.6* 77.7% 80.4* 77.9* 80.3* 77.9*  80.2* 77.9*%
65-74* 23% 37% 25% 37% 26% 39% 26% 40% 29% 40% 28% 39% 28% 39% 28% 39%
75-84* 36% 41% 37% 41% 37% 40% 38% 40% 38% 40% 40% 40% 43% 41% 42% 41%
85-94* 35% 20% 33% 19% 31% 18% 30% 17% 27% 18% 25% 18% 24% 18% 24% 18%
95+8 5% 2% 5% 3% 5% 3% 6% 3% 6% 2% 6% 3% 6% 3% 5% 2%
Total 100% 100% 100%  100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100%  100%
Gender
Female* 73% 71% 72% 70% 73% 70%  73%*  69%*  72%*  69%* 72%*  69%* 72%* 68%* 70%* 68%*
MaleB 27% 29% 28% 30% 27% 30% 27% 31% 28% 31% 28% 31% 28% 32% 30% 32%
Total 100% 100% 100%  100% 100%  100% 100% 100% 100% 100% 100%  100% 100% 100% 100%  100%
Marital Status
Widowed* 47% 35% 46% 34%  44%*  32%*  42%*  32%*  40%*  30%* 37%*  29%* 36%*  28%* 33%* 26%*
Divorced/Never Married* 42% 52% 44% 53% 46%* 53%*  48%* 55%*  50%* 56%* 52% 56% 51% 57%  52%* 58%*
Married® 11% 14% 10% 13% 11% 15% 10% 13% 11% 14% 12% 15% 13% 15% 15% 16%
Total 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100%
Race/Ethnicity
Asian or Pacific Islander* 0.4% 18% 0.4% 19% 0.7% 20% 0.7% 20% 0.9% 21% 0.9% 21% 1.2% 21%  1.2%* 21%*
Black/African American* 4.4% 20%  5.4% 22%  6.0% 23%  6.1% 24%  7.2% 25%  7.7% 26%  8.9% 27%  10%*  29%*
Hispanic* 1.1% 2.6% 0.9% 2.7% 1.2% 2.8% 1.2% 2.9% 1.0% 2.9% 1.1% 2.9% 1.3% 3.1%  1.5%* 3.2%*
Native American 1.0% 1.9% 0.9% 1.8% 0.9% 1.8% 0.9% 1.9% 1.1% 1.9% 1.2%* 1.9%* 1.3%* 1.9%* 1.5%* 1.9%*
Multiple Race/Ethnicity® 0.1% 0.3% 0.1% 0.3% 0.2% 0.3% 0.3% 0.3% 0.3% 0.4% 0.4% 0.4% 0.4% 0.4% 0.5% 0.5%
White* 93% 57% 92.2% 55% 91% 52% 91% 51% 90%*  49%* 89%*  47%* 87%*  46%* 85%*  45%*
Total 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100%
Place of Residence (MSA)
Twin Cities Central® 60% 67% 62% 68% 64% 69% 66% 70% 68% 71% 69% 72% 69% 73% 70% 73%
Other Central MSA 8% 7% 7% 7% 7%* 7%* 6%* 7%* 6%* 6%* 5%* 6%* 4%* 6%* 4%* 6%*
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2016 2017 2018 2019 2020 2021 2022 2023

AC EWC AC EWC AC EWC AC EWC AC EWC AC EWC AC EWC AC EWC
Outlying from MSA* 6% 4% 6% 4% 7% 4% 7% 4% 6%* 4%* 6%* 4%* 7%* 4%* 7%* 4%*
Rural* 27% 22%  25%*  21%*  23%*  20%* @ 22%* @ 19%* @ 21%* @ 18%* 19%*  18%* 19%*  18%* 19%*  17%*
Total 100%  100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100%  100%
Living Arrangement
Living alone B 66% 50% 65% 48% 64% 47% 64% 45% 64% 45% 65% 48% 63% 50% 62% 50%
Spouse or parents* 10% 14% 10% 13% 11% 14%  10%*  14%* 11% 13% 10% 13% 11% 13%  12%*  13%*
Family/friends/other* 21% 26% 22% 26%  23%*  26%*  23%*  27%*  24%*  29%* @ 24%*  31%* 25%*  33%* 25%*  35%*
Congregate 2.2% 3.7% 1.7% 3.5% 2.2% 3.2% 1.5% 31%  1.2%* 2.3%* 1.3%* 2.2%* 1.0%* 2.4%* 0.8%* 2.3%*
Homeless* 0.1% 0.1%  0.0% 0.2%  0.0% 0.1% 0.1%* 0.1%* 0.0% 0.1% 0.1% 0.1% 0.2%* 0.2%* 0.1%* 0.3%*
Risk of homelessness* 0.7% 6.7% 0.6%* 8.8%* 0.3%* 9.7%* 0.3%* 11%* 0.3%* 10%* 0.1% 6.1% 0.0%* 0.7%* 0.0% 0.0%
Total 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100%

* P < 0.001, if next to variable name difference is between AC and EWC across years, if next to number difference is between column year and 2016. & Baseline
category for multinomial model (no p-values).
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E.3. Case-Mix, Functional Limitations, and Professional Conclusions

Table 3 provides summary information for the AC and EWC populations using the most recent
assessment information in MMIS related to their program participation in January of each year.
Items reported in Table 3 come from the LTCC form®. Because the 2015 data on case-mix and
professional recommendations in January 2015 were still being influenced by the change in NF-
LOC, we report on the trend analysis and AC and EWC comparisons on January 1 in 2016-2023.

NF-LOC Criteria and other Areas Covered in the LTCC Form.

Case-Mix
Case-mix is a classification tool that is used in both AC and EW programs to establish monthly
budget limits for HCBS services. The classification is based on assessed need in:

e Eight activities of daily living (ADLs): bathing, dressing, grooming, walking, toileting,
positioning, transferring, and eating

e The need for clinical monitoring in combination with a physician-ordered treatment, and

e The need for staff intervention due to behavioral or cognitive needs.

After assessment, the individual is assigned a case-mix classification of A-L based on their
combination of ADLs, clinical monitoring and behavioral/cognitive needs. For purposes of this
evaluation, the case-mix classifications have been grouped as follows:

e Low Need (A, L): This group includes individuals with 0-3 ADL dependencies

e Moderate Need (B, D, E): This group includes individuals with 4-6 ADL dependencies
and/or behavioral/cognitive needs.

e High Need (G, H, |, J): This group includes individuals with dependencies in 7 or 8 ADLs
(G), and those with specific other needs in combination with 7-8 ADL dependencies.

e High Need Clinical (C, F, K, V): This group includes individuals with varying number of
dependencies but who have an assessed need for clinical monitoring at least once every
8 hours.

e Other/Missing

Critical Dependencies and Other Dependencies in Activities of Daily Living

The functional assessment includes information about limitations and dependencies in eight
activities of daily living. Toileting, positioning/bed mobility and transferring are considered
“critical dependencies” because needed assistance cannot be easily scheduled. Other activities
of daily living are bathing, dressing, eating, grooming and walking.

Professional Conclusions

Professional conclusions are indicated by the assessor upon completion of an assessment. They
are intended to capture an assessor’s overall opinion about the person’s need and/or
presenting problems or conditions. These conclusions are not tied to other assessment item(s).

5 https://edocs.dhs.state.mn.us/Ifserver/Public/DHS-3427-ENG
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Results from the LTCC Forms

Case-Mix

The AC participants displayed discernable trends in case-mix categories from 2016 to 2023
(Table 3 and Figure 5 - Figure 6). They had a downward trend in the Low Need category from
42% to 22%, an upward trend in Moderate Need from 49% to 65%, and a small upward trend in
High Need ADL from 6% to 9%. Only 3% to 4% of AC participants were in the High Need Clinical
category. Between 2016 and 2023 EWC participants had a moderate downward trend in the
Low Need category from 47% to 37%, a small decline in the Moderate Need category from 39%
to 35%, an upward trend in High Need ADL from 13% to 23%, no change in the 1-2% of
participants in the High Need Clinical category.

ADL Dependencies

Table 3 shows the percentage of AC and EWC participants with impairment in a Critical or Other
ADL Dependency. Between 2016 and 2023, the percentage of AC participants with impairment
in Bed Mobility rose from 8% to 11% and impairment in Transferring rose from 23% to 31%.
Toileting impairment dropped from 41% to 36% between 2016 and 2017, kept declining to 30%
in 2021 and then rose to 35% in 2023. Between 2016 and 2023, EWC participants had an
increase in Bed Mobility impairment from 13% to 21% and an increase in impaired transferring
from 27% to 40%, while impairment in Toileting varied between 41% and 45%.

The percentages of AC participants with Other ADL Dependencies varied by type of
dependency. Among AC participants between 2016 and 2023, impairment in Grooming
increased from 23% to 42%, impairment in Eating rose from 21% to 27%, and impairment in
Dressing rose from 35% to 43%. On the other hand, impairment in Bathing declined from 49%
to 41%. Impairment in Walking was consistently very low with a range of 4% to 5%.

The EWC participants had higher percentages overall, yet they showed generally the same
patterns between 2016 and 2023. Impairment in Grooming increased from 36% to 46%,
impairment in Eating rose from 27% to 36%, and impairment in Dressing rose from 47% to 55%.
The percentage with impairment in Bathing changed very little with a range of 57% to 58%,
while impaired Walking ranged between 3% and 4%.

Professional Conclusions

Self-Care Risk and Neglect/Abuse Risk were the only two Professional Conclusion items with
data recorded consistently over the years 2016-2023. Between 2016 and 2023 the percentage
of AC participants with Self-Care Risk varied from 67% to 70%, while the percentage with
Neglect/Abuse Risk rose from 44% to 55%. Among EWC participants over the same time frame,
Self-Care Risk rose from 75% to 84%, while Neglect/Abuse Risk jumped from 38% to 60%.
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Figure 5. AC and EWC Participants by Assessed Case-Mix Level of Need in January 2016-2023
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Figure 6. AC and EWC Participants by Professional Conclusion of Neglect or Abuse by Others
in January 2016-2023
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Table 3. Case-Mix, Functional Limitations, and Professional Conclusions for AC and EW Participants in January 2016-2026

2016 2017 2018 2019 2020 2021 2022 2023

AC EWC AC EWC AC EWC AC EWC AC EWC AC EWC AC EWC AC EWC
Number of Participants 2501 15058 2492 15761 2560 16513 2463 17068 2628 17654 2521 17667 2638 18058 2673 18418
Case-Mix
Low Need* 42% 47% 36%* 46%* 30%* 45%* 28%* 43%* 26%* 41%* 26%* 41%* 22%* 39%* 22%* 37%*
Moderate Need* 49% 39%  54%* 38%  59%*  38%* 59% 38%  61%* 37%  61%*  36%* 64%* 36%* 65%*  35%*
High Need ADL* 6% 13% 6% 14% 7% 15% 9%* 16%* 9%* 18%* 8%* 18%* 9%* 21%* 9%* 23%*
High Need Clinical 3% 2% 4% 2%* 4%* 1%* 4% 1%* 4% 1%* 4%* 1%* 4%* 1%* 4%* 1%*
Other® 0% 0% 0% 0% 0% 1% 0% 1% 0% 3% 0% 4% 0% 4% 0% 4%
Total 100% 100%  100%  100% 100%  100% 100% 100% 100%  100% 100% 100% 100% 100% 100%  100%
Critical ADL Dependency
Impaired Bed Mobility* 8% 13% 8% 14% 9%*  14%* 9%*  15%*  10%*  17%* 9%*  17%*  10%*  19%* 11%* 21%*
Impaired Transferring* 23% 27% 23%  29%* 26%* 30%* 27%* 32%* 27%* 33%* 27%* 34%* 29%* 37%* 31%*  40%*
Impaired Toileting 41% 42%  36%* 41%  34%* 41%  33%* 42%  33%* 43%  30%* 42%  32%*  44%*  35%*  45%*
Other ADL Dependency
Impaired Bathing* 49% 57% 47% 57% 47% 57% 46% 57%  45%* 58%  42%* 57%  42%* 58%  41%*  58%*
Impaired Dressing™* 35% 47% 37%* 48%* 40%* 49%* 40%* 51%* 40%* 52%* 38%* 52%* 42%* 54%* 43%* 55%*
Impaired Eating* 21% 27% 21% 28%  23%*  29%*  23%*  30%* @ 24%* @ 32%*  23%*  31%*  25%*  34%*  27%* 36%*
Impaired Grooming* 23% 36% 28%* 37%* 31%* 39%* 34%* 40%* 37%* 42%* 36%* 42%* 41%* 45%* 42%*  46%*
Impaired Walking* 5% 3% 4% 3% 5% 3%* 5% 3% 5% 3%* 5% 3%* 5% 4%* 5% 4%*
Professional Conclusions
Self-Care Risk* 67% 75% 67%  79%* 68%  79%* 69%  80%* 69%  81%* 66%  81%* 69%  82%*  70%*  84%*
Neglect/Abuse Risk* 44% 38% 46% 44%* 47%* 48%* 50%* 51%* 50%* 54%* 50%* 54%* 54%* 57%* 55%* 60%*
Missing Data 2% 1% 3% 1% 3% 1% 2% 1% 3% 1% 13% 4% 7% 3% 1% 1%

* P < 0.001, if next to variable name difference is between AC and EWC across years, if next to number difference is between column year and 2016. & Baseline
category for multinomial model (no p-values).
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E.4 Service Use of AC and EW Community Participants in 2016-2022

The next step in the analysis was to compare the service use of the AC and EW community
participants over different 12-month time periods from 2016 — 2022. We used claims paid in
the calendar year in order to account for services that may have less than monthly delivery, or
that may have episodes of high use throughout a person’s service year.

Table 4 and Figure 7 - Figure 11 show the number of unique service users, percentage using,
and total service use months during the year. The percentage of participants using the service
during the year is the number of unique users for that service by the total number of
participants (either AC or EWC) during the year. The percentage of available user months is the
number of user months for the service divided by the total number of participant months
during the year.

Table 5 compares the AC participants to the balanced sample of EWC participants who were
chosen because of their similarity in demographic characteristics and health and functional
conditions. We tested the statistical significance of differences between groups with doubly
robust Generalized Method of Moments models with a stringent alpha of p < 0.001.

E.4.1 HCBS Service Utilization Rates by AC Participants Compared to EWC Participants

The most widely used service among the AC participants was case management. In 2016, 91%
of AC participants used case management during the year. By 2022 the percentage dropped to
84% with the largest decline in the pandemic period (2020-2022). Among HCBS services,
homemaker had the highest percentage of users among AC participants in 2016 (56%); This
percentage declined over time to 31% in 2022, with the greatest decline during the pandemic
period. Use of other services followed a similar pattern: home delivered meals declined from
44% in 2016 to 33% in 2022, transportation use declined from 15% to 13%, and adult day care
use declined from 5% to 2%. Each of these downward trends accelerated during the pandemic
period. The use of personal care assistant was 15% in 2016 and 16% in 2022; however, it
increased from 2016 to 2020 and then a declined in 2021-2022. Chore service use stayed steady
at 7% from 2016 to 2022, and companion use was too low (1%-3%) to detect a significant
difference between years.

The use of CDCS displayed upward trends from 6% in 2016 to 15% in 2022. Associated CDCS
case management rose from 4% in 2016 to 13% in 2022. Neither of these upward trends
appeared to be interrupted by the pandemic. Use of independent living skill training also
increased from 2% in 2016 to 17% in 2022, with the increase coming largely during the
pandemic period. Among other services between 2016 and 2022, use of PERS declined from
51% to 39%, specialized equipment declined from 40% to 36%, Each of these declines
accelerated during the pandemic period. Use of home health displayed a steady downward
trend from 34% to 17%.

Trends in service use among EWC participants followed a similar pattern to serviced use among
AC participants. Use of case management, homemaker, home delivered meals, and PERS
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declined between 2016 and 2022, with declines accelerating during the pandemic. Use of
personal care assistants and mental health services rose steadily across the years.

Drawing comparisons in service use trends between AC and EWC participants is complicated
because of differences in their characteristics and in their use of different services. When
compared to EWC participants in 2016, for example, AC participants had higher rates of use for
case management (91% vs. 31%), PERS (51% vs. 37%), home delivered meals (44% vs. 26%),
specialized supplies and equipment (40% vs. 23%) and CDCS services (6% vs. 2%). On the other
hand, AC participants had lower rates of use for adult day services (5% vs. 20%), personal care
assistance (15% vs. 34%), mental health services (0% vs. 12%), and transportation (15% vs.
36%). According to DHS staff, the high percentage of AC participants with case management
claims is likely due to the lead agencies billing for case management when participants make
inquiries about past due or unpaid fees.

Figure 7. AC and EWC Participants by Percentage Using Home Delivered Meals during the
Year in 2016-2023
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Figure 8. AC and EWC Participants by Percentage Using Homemaker Services during the Year
in 2016-2023
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Figure 9. AC and EWC Participants by Percentage Using Personal Care during the Year in 2016-
2023
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Figure 10. AC and EWC Participants by Percentage Using Consumer-Directed Community
Supports (CDCS) during the Year in 2016-2023
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Figure 11. AC and EWC Participants by Percentage Using Adult Day Services during the Year in
2016-2023
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Table 4. Service Use of AC and EW Community Program Participants by Calendar Year 2016-2022

Type of
Service

AC

Unique Users

User Months

% of Participants
Using the Service

% of Total
User Months
the Service
was Used

EWC

Unique Users

User Months

% of
Participants
Using the
Service

% of Total User
Months the Service
was Used

Total Participants
2016
2017
2018
2019
2020
2021
2022

Adult Day Services
2016
2017
2018
2019
2020
2021
2022

Case Management
2016
2017
2018
2019
2020
2021
2022

3587
3650
3648
3656
3417
3486
3654

178
171
163
152
98
51
73

3253
3308
3271
3258
2966
2965
3083

29716
30190
30478
30499
31348
31171
31996

1238
1114
1166
1065
405
349
511

19222
19531
20608
20500
20499
19740
20037

5%
5%
4%
4%
3%
1%
2%

91%
91%
90%
89%
87%
85%
84%

4%
4%
4%
3%
1%
1%
2%

65%
65%
68%
67%
65%
63%
63%

20582
21769
22038
22914
22072
22468
23112

4192
4551
4793
5118
4868
4525
4673

6425
6337
6351
6320
5371
5287
5220

183455
195153
200562
209039
212453
214726
219016

40458
43769
47168
50271
38568
43170
45946

36733
36843
36634
35295
33128
31159
30177

20%
21%
22%
22%
22%
20%
20%

31%
29%
29%
28%
24%
24%
23%

22%
22%
24%
24%
18%
20%
21%

20%
19%
18%
17%
16%
15%
14%
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AC EWC
% of Total % of
User Months Participants % of Total User
Type of % of Participants the Service Using the Months the Service
Service Unique Users User Months  Using the Service was Used Unique Users User Months Service was Used
CDCS Case Management
2016 159 767 4% 3% 71 368 0% 0%
2017 200 996 5% 3% 85 400 0% 0%
2018 241 1319 7% 4% 134 612 1% 0%
2019 335 1938 9% 6% 150 731 1% 0%
2020 429 2531 13% 8% 115 651 1% 0%
2021 458 2959 13% 9% 159 853 1% 0%
2022 458 2772 13% 9% 178 885 1% 0%
CDCS Services
2016 206 1661 6% 6% 378 3335 2% 2%
2017 240 1941 7% 6% 434 3865 2% 2%
2018 301 2384 8% 8% 530 4533 2% 2%
2019 369 3053 10% 10% 632 5496 3% 3%
2020 442 3907 13% 12% 649 6273 3% 3%
2021 485 4368 14% 14% 684 6344 3% 3%
2022 533 4693 15% 15% 723 6715 3% 3%
Chore Services
2016 250 1529 7% 5% 702 4048 3% 2%
2017 241 1368 7% 5% 685 3888 3% 2%
2018 222 1500 6% 5% 670 4144 3% 2%
2019 231 1438 6% 5% 701 4126 3% 2%
2020 253 1454 7% 5% 748 4207 3% 2%
2021 226 1454 6% 5% 763 4661 3% 2%
2022 256 1520 7% 5% 778 4522 3% 2%
Companion Services
2016 86 551 2% 2% 509 3991 2% 2%
2017 78 564 2% 2% 524 4055 2% 2%
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AC EWC

% of Total % of
User Months Participants % of Total User
Type of % of Participants the Service Using the Months the Service
Service Unique Users User Months  Using the Service was Used Unique Users User Months Service was Used
2018 94 593 3% 2% 540 3892 2% 2%
2019 89 547 2% 2% 515 3350 2% 2%
2020 58 357 2% 1% 450 2551 2% 1%
2021 44 296 1% 1% 399 2274 2% 1%
2022 37 237 1% 1% 340 2038 1% 1%
Home Delivered Meals
2016 1580 11457 44% 39% 5428 42012 26% 23%
2017 1619 11641 44% 39% 5591 43576 26% 22%
2018 1598 11310 44% 37% 5726 44264 26% 22%
2019 1565 11050 43% 36% 5754 44184 25% 21%
2020 1402 10409 41% 33% 5675 44325 26% 21%
2021 1220 8783 35% 28% 5098 39741 23% 19%
2022 1207 8490 33% 27% 4824 37390 21% 17%
Home Health
2016 1225 8785 34% 30% 6077 46908 30% 26%
2017 1199 8579 33% 28% 5981 45651 27% 23%
2018 1095 7848 30% 26% 5775 43434 26% 22%
2019 981 7136 27% 23% 5622 42067 25% 20%
2020 860 5984 25% 19% 5012 37575 23% 18%
2021 698 5184 20% 17% 4657 34236 21% 16%
2022 610 4423 17% 14% 4039 30152 17% 14%
Homemaker Services
2016 2024 16211 56% 55% 10498 92348 51% 50%
2017 2002 15322 55% 51% 10820 95670 50% 49%
2018 1935 14724 53% 48% 11260 99868 51% 50%
2019 1767 13445 48% 44% 11326 101107 49% 48%
2020 1583 11793 46% 38% 11088 98658 50% 46%
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AC EWC

% of Total % of
User Months Participants % of Total User
Type of % of Participants the Service Using the Months the Service
Service Unique Users User Months  Using the Service was Used Unique Users User Months Service was Used
2021 1332 10623 38% 34% 10622 96774 47% 45%
2022 1122 8546 31% 27% 10060 91889 44% 42%
Other: INDEPENDENT LIVING SKILLS
2016 65 479 2% 2% 208 1489 1% 1%
2017 69 489 2% 2% 91 529 0% 0%
2018 166 845 5% 3% 244 1595 1% 1%
2019 301 1714 8% 6% 229 1356 1% 1%
2020 399 2481 12% 8% 218 1394 1% 1%
2021 473 3123 14% 10% 234 1338 1% 1%
2022 630 4209 17% 13% 257 1500 1% 1%
Other: MENTAL HEALTH
2016 4 7 0% 0% 2473 12322 12% 7%
2017 1 1 0% 0% 2838 14439 13% 7%
2018 0 0 0% 0% 3226 16297 15% 8%
2019 0 0 0% 0% 3703 19735 16% 9%
2020 6 6 0% 0% 3899 23660 18% 11%
2021 4 5 0% 0% 4474 28449 20% 13%
2022 2 4 0% 0% 5286 35543 23% 16%
PERS
2016 1833 14961 51% 50% 7668 67494 37% 37%
2017 1846 14948 51% 50% 8077 70941 37% 36%
2018 1833 14680 50% 48% 8244 71813 37% 36%
2019 1776 14054 49% 46% 8360 72125 36% 35%
2020 1621 14197 47% 45% 8065 74033 37% 35%
2021 1502 11576 43% 37% 8105 69839 36% 33%
2022 1437 11138 39% 35% 7811 64672 34% 30%

Personal Care
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AC EWC

% of Total % of
User Months Participants % of Total User
Type of % of Participants the Service Using the Months the Service
Service Unique Users User Months  Using the Service was Used Unique Users User Months Service was Used
2016 555 4265 15% 14% 6973 64742 34% 35%
2017 664 4938 18% 16% 7735 73247 36% 38%
2018 707 5374 19% 18% 8199 79207 37% 39%
2019 706 5221 19% 17% 8695 83928 38% 40%
2020 650 5099 19% 16% 8920 87751 40% 41%
2021 590 4694 17% 15% 8973 88535 40% 41%
2022 580 4472 16% 14% 8955 87896 39% 40%
Specialized Supplies/Equipment
2016 1425 7086 40% 24% 4664 16619 23% 9%
2017 1457 7365 40% 24% 4979 18288 23% 9%
2018 1465 7913 40% 26% 5213 19786 24% 10%
2019 1510 8010 41% 26% 5319 20423 23% 10%
2020 1414 8195 41% 26% 5274 22128 24% 10%
2021 1335 7373 38% 24% 5137 22192 23% 10%
2022 1317 7182 36% 22% 5241 22579 23% 10%
Transportation
2016 532 3033 15% 10% 7333 56238 36% 31%
2017 553 3239 15% 11% 7826 59910 36% 31%
2018 609 3679 17% 12% 8139 63518 37% 32%
2019 597 3517 16% 12% 8496 66108 37% 32%
2020 488 2438 14% 8% 7827 39792 35% 19%
2021 409 2531 12% 8% 7526 53002 33% 25%
2022 485 2974 13% 9% 7924 59671 34% 27%
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E.4.2 HCBS Service Use Comparisons between AC Participants and Balanced EWC Sample

As described in the Methods section of the report, we adjusted for differences in the
demographics, case-mix, functional limitations, and professional conclusions between the AC
and EWC participants by selecting a balanced sample of EWC participants whose characteristics
were as close as possible to AC participants.

Table 5 gives the estimated percentage of person-months for each service in each year for AC
compared to EWC participants, after adjusting for other participant characteristics that might
also explain differences in service use. Statistical significance is set at p < 0.001 and is marked
with an *. An asterisk next to AC Probability (e.g., AC Probability*) indicates that there was a
significant difference between AC and EWC participants in the percentage using that service
when averaged over the seven years. For example, the “AC Probability*” for adult day services
in Table 5 indicates a significant difference between AC and EWC participants in use of adult
day services. The percentages of AC participants using these services was significantly lower
compared to EWC participants use of the adult day services. An asterisk next to a year (e.g.,
2022*) indicates that the percentage using a service in that year was significantly different from
the percentage in the baseline year of 2016. For example, the percentage of AC and EWC
participants using adult day services was significantly lower in 2022 than in the baseline period
of 2016 (Table 5).

When comparing the balanced sample of EWC participants to AC, AC participants used less
adult day services, companion services, personal care services, respite care, and transportation
than EWC participants. Of these the largest gap in predicted usage rate for an average
participant was for transportation at around 8-10% difference in most years. AC participants
were more likely to use CDCS services and case management, general case management, home
meals delivered, PERS, and specialized supplies and equipment. The largest gap being gap being
for predicted usage rate of case management (28% - 31% difference).

Table 5. Generalized Method of Moment Models for Months with Service Claims (Binomial)
for Comparisons between AC Participants and Balanced EWC Sample 2016-2022

Model Estimator 2016 2017 2018 2019 2020 2021 2022
(Baseline)
Participants 5,002 4,984 5,120 4,296 5,256 5,042 5,276
Total Months 57,882 57,489 | 59,135 | 57,246 | 60,995 | 58,524 | 61,528
Adult Day Services AC Probability* 1.7% 1.8% 1.9% 1.8% 0.7%* 0.5%* 0.5%*
EWC Probability 6.6% 6.0% 6.1% 5.7% 3.9%* 4.2%* 4.6%*
CDCS Case Management | AC Probability* 1.6% 1.9% 2.2%* 3.7%* 4.7%* 6.5%* 5.2%*
EWC Probability 0.1% 0.2%* 0.2% 0.2%* 0.3%* 0.4%* 0.6%*
CDCS Services AC Probability* 3.5% 4.0% 4.5% 6.0% 7.6%* 10.1%* 7.8%*
EWC Probability 1.3% 1.9% 2.0% 2.2% 2.7%* 3.0%* 2.7%*
Case Management AC Probability* 52% 51% 52% 54% 55% 53% 48%*
EWC Probability 24% 23% 24% 23% 22% 21%* 20%*
Chore Services AC Probability 3.2% 3.0% 3.4% 3.4% 3.3% 3.7% 3.1%
EWC Probability 2.2% 1.9% 2.1% 1.9% 2.0% 2.7% 2.3%
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odel Estimator 2016 2017 2018 2019 2020 2021 2022
(Baseline)
Companion Services AC Probability* 1.1% 1.3% 1.2% 1.2% 0.8% 0.7% 0.5%*
EWC Probability 2.0% 2.1% 2.1% 1.5% 1.3% 1.1%* 1.2%
Home Delivered Meals AC Probability* 30% 31% 29% 30% 28% 25%* 21%*
EWC Probability 25% 25% 24% 25% 25% 22% 22%
Home Health AC Probability 23% 22% 21% 20% 16%* 16%* 13%*
EWC Probability 27% 26% 23%* 24% 21%* 20%* 19%*
Home Health Aide AC Probability 8.9% 7.6% 6.3%* 5.4%* 4.3%* 3.9%* 3.0%*
EWC Probability 7.3% 6.9% 5.8% 5.8% 5.2%* 4.6%* 3.9%*
Homemaker Services AC Probability 48% 46% 44% 42%* 36%* 35%* 29%*
EWC Probability 47% 46% 45% 41%* 40%* 39%* 39%*
PERS AC Probability* 42% 42% 41% 41% 42% 36%* 30%*
EWC Probability 38% 38% 37% 36% 37% 37% 33%*
Personal Care AC Probability* 7% 8% 9% 8% 8% 8% 5%
EWC Probability 13% 13% 13% 13% 13% 14% 14%
Respite Care AC Probability* 0.1% 0.1% 0.1% 0.2% 0.2%* 0.2% 0.1%
EWC Probability 0.2% 0.2% 0.1%* 0.1%* 0.1%* 0.1%* 0.1%*
Specialized Supp/Equip AC Probability* 20% 21% 21% 22% 22% 21% 17%
EWC Probability 9% 9% 9% 9% 10% 9% 8%
Transportation AC Probability* 8% 9% 9% 9% 6%* 6%* 5%*
EWC Probability 18% 18% 17% 16% 10%* 13%* 14%*

*P < 0.001, next to ‘AC Probability’ indicates difference between AC and EWC, next to a cell percentage indicates a
difference within EWC or AC between column year and 2016. N = 34,400 person years. Probability gives the
model’s predicted probability of service use given average value of control variables. Repeated measures based on
participant. EWC participants chosen to balance AC sample using White race, age, living alone, moderate case-mix,
mental health diagnosis, and hypertension diagnosis. Adjusted for mortality (< 12 months of exposure for a
participant in a particular year) and control variables that differ across AC and EWC. AC vs EWC based on

Participant’s program on January 1 of each year.

E.5 Nursing Facility Use and Mortality by AC and EWC Participants (Hypotheses 4 & 5)

In order to evaluate trends in nursing facility use and mortality for AC participants, we
conducted a longitudinal analysis by tracking AC participants, all EWC participants, and the sub-
sample comparison group of EWC participants in January of each year through the subsequent
12 months.

E.5.1 Nursing Facility and Medicaid Assisted Living Facility Use and Mortality by AC Participants
Compared with Total EWC Participant Sample

Nursing Facility and Medicaid Assisted Living Facility Use

Table 6 and Figure 12 show use of nursing facilities and Medicaid assisted living facilities over a
subsequent 12-month period for participants enrolled in January of each year from 2016-2022.
This table compares AC participants and the full sample of EWC participants. The percentage of
AC participants spending any time in a nursing facility declined slightly from 27% in 2016 to 24%
in 2019, dropping to 20% in 2020 and 2021 and then declined further to 15% in 2022. The
majority of AC participants who used a nursing facility had only short stays (90 or fewer days).
Most of the decline in overall nursing facility use was among short stay residents. Short stay use
declined from 15% in 2019 to 14% in 2020, 13% in 2021, and 9% in 2022. Longer stay use (> 90
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days) dropped from 13% in 2019 to 9% in 2020, and 8% in 2022. The EW-Community
participants were less likely to use nursing facilities during the year, yet they experienced a
similar decline from 7% in 2019 to 5% in 2020, 2021, and 2022.

Relatively few AC participants converted to Medicaid and entered an assisted living facility
during the year; the percentages ranged from 6% to 7% with little change in 2020-2022.
Similarly, the percentage of EW-Community participants entering assisted living facilities
remained steady between 4% and 5%.

Mortality

Considering the poor health and functional dependency of both AC and EWC participants, their
rates of mortality were relatively low (Table 6 and Figure 13). The mortality rates for AC
participants ranged from 8% to 9% except for a slight decline to 7% in 2022. Mortality for EWC
participants was somewhat lower; it held steady between 4% and 5% over the years. From
2016-2022.

Figure 12. AC and EWC Participants Using a Nursing Facility during the Year in 2016-2023
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Figure 13. AC and EWC Participants Dying during the Year in 2016-2023
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Table 6. Nursing facility use and mortality over subsequent 12 months for AC and EWC participants on January 1 of each calendar

year from 2016-2022.

2016

2017

2018

2019

2020

2021

2022

AC

EWC

AC

EWC

AC

EWC

AC

EWC

AC

EWC

AC

EWC

AC

EWC

Participants Enrolled in January
of Year

2501

15054

2492

15755

2560

16508

2463

17057

2628

17650

2521

17661

2638

18056

Number of Participants Using a
Nursing Facility at any Time in
Year

663

2158

658

2233

682

2196

601

2199

536

1735

502

1738

396

1524

Percentage of Participants Using
a Nursing Facility*

27%

14%

26%

14%

27%

13%

24%

13%*

20%*

10%*

20%*

10%*

15%*

8%*

Short-Term NH Use (90 or Fewer
Days)

Number of Participants Using a
Nursing Facility at any Time in
Year

401

1303

378

1290

413

1319

361

1253

358

995

319

1016

226

807

Percentage of Participants Using
a Nursing Facility*

16%

9%

15%

8%

16%

8%

15%

7%*

14%*

6%*

13%*

6%*

9%*

4%*

Long-Term NH Use (>90 Days)

Number of Participants Using a
Nursing Facility at any Time in
Year

323

1075

338

1160

341

1098

314

1162

238

885

229

854

207

833

Percentage of Participants Using
a Nursing Facility*

13%

7%

14%

7%

13%

7%

13%

7%

9%*

5%*

9%*

5%*

8%*

5%*

Medicaid Assisted Living Facility

Number of Participants Using a
Medicaid Assisted Living Facility
at any Time in Year

185

808

161

756

175

860

137

895

150

675

164

757

162

816

Percentage of Participants Using
a Medicaid Assisted Living
Facility at any Time in Year*

7%

5%

6%

5%

7%

5%

6%*

5%

6%*

4%*

7%

4%*

6%*

5%*

Mortality

Number dying during the year

196

708

222

711

218

742

203

704

228

805

215

787

172

766

Mortality rate*

8%

5%

9%

5%

9%

4%

8%

4%

9%

5%

9%

4%

7%

4%

* P <0.001, if next to variable name difference is between AC and EWC across years, if next to number difference is between column year and 2016.
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E.5.2 Nursing Facility and Mortality Comparisons between AC and EWC Balanced Sample

Table 7 gives the results of Generalized Method of Moments models (either logistic, binomial,
or Poisson regression) for percent of year spent in a NF, NF short stay admission counts, NF long
stay admission counts and mortality. Comparison between AC and EWC groups are for the
balanced sample. Event models aside from mortality are adjusted for the portion of the year
participant was alive. The estimate row gives the model estimated counts or percentages for
ease of interpretation.

Findings for AC participants’ nursing home use and mortality when compared to the balanced
EWC sample supported the findings from the comparison to EWC participants as a whole.
Because statistical adjustments and the relatively small incidence rates make it more difficult to
find statistical significance, we applied a less stringent criterion of p < .05 rather than p <.001.

The small downward trends in nursing home use from 2016 to 2019 for AC participants and the
balanced sample of EWC participants were generally not statistically significant. However,
between 2020 and 2022 AC participants experienced significant declines in the number of short
and long stay admissions and the number of total days spent in a NF was significantly lower in
2022 than in 2016 (9 vs 16 days for the average participant). The balanced EWC sample
experienced significant declines in both short-term and long-term admissions, but not in the
total number of days spent in a NF.

The downward trends in mortality rates, after adjustment for age and clinical conditions, were
not significant for AC participants and the balanced EWC group did not show a decline in
mortality rates. This supports findings from the earlier comparison between AC participants and
EWC participants as a whole.

Table 7. Generalized Method of Moments Models Comparing Outcomes between AC and
Balanced EWC for 12 Months Beginning in January 2016-2022

Outcome Estimator 2016 2017 2018 2019 2020 2021 2022
(Baseline)
Days Spentin a NF AC Estimate 16 16 15 14 12 12 9*
EWC Estimate 14 16 15 16 12 13 13
NF Short Stay AC Estimate* 0.15 0.14 0.15 0.13 0.12* | 0.12* | 0.08*
Admissions * EWC Estimate 0.11 0.12 0.12 0.13 0.08* | 0.08* | 0.07*
NF Long Stay AC Estimate 0.11 0.11 0.11 0.11 | 0.08* | 0.08* | 0.07*
Admissions EWC Estimate 0.10 0.11 0.10 0.11 | 0.08* | 0.08* 0.09
Mortality AC Probability 6.0% 6.3% | 5.8% 5.4% 6.1% 6.6% 4.8%
EWC Probability 6.9% 6.9% | 6.5% 6.3% 6.8% 7.8% 6.8%

*P < 0.05, next to ‘AC Estimate’ indicates overall difference between AC and EWC, next to a cell percentage
indicates a difference within EWC or AC between column year and 2016. AC = Alternative Care, EWC = Elderly
Waiver Community, NF = Nursing Facility, OR = Odds Ratio, ED = Emergency Department. Probability gives the
models predicted probability of the outcome and Estimate gives the models predicted number of days when
control variables are set to the sample mean value and days alive are set to 365 (note the mortality model does
not adjust for alive days). EWC participants chosen to balance AC sample using White race, age, living alone,
moderate case-mix, mental health diagnosis, and hypertension diagnosis. Adjusted for mortality and control
variables that differ across AC and EWC groups after balancing. Program membership (AC or EWC) based on
January enrollment of each year. Outcomes occurring within the following year.
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E.5.3 Medicaid Conversion and Community Days for AC Participants (Hypothesis 6)

Table 8 displays trends in the observed probabilities for Medicaid conversion and EW-
Community Waiver enrollment for the AC participants. Medicaid conversion rate for AC
participants was 19% in 2016, then declining somewhat to 16% in 2019, and then dropping to
11%in 2020, 12% in 2021, and 14% in 2022.

Most AC participants who converted to Medicaid either entered an assisted living facility or an
EW-Community waiver program. As shown in Table 6, the AC participants’ rate of entry into
assisted living facilities held steady at 6% to 7% between 2016 and 2022. A slightly higher
percentage of AC participants used EW-Community waiver services over the period. The
percentage ranged from a high of 10% in 2016 and 2017 to a low of 7% in 2019 and 2020.

Table 8. AC participant conversion to Medicaid or Elderly Waiver-Community over
subsequent 12 months for AC participants on January 1 of each calendar year 2016-2022

2016 2017 2018 2019 2020 2021 2022

AC Participants Enrolled in January of Year 2501 2492 2560 2463 2628 2521 2638

AC Conversion to Medicaid

Number converting to Medicaid 470 474 465 383 297 315 365
Percentage converting to Medicaid 19% 19% 18% 16%* 11%* 12%* 14%*

AC Conversion to EWC

Number converting to EWC 259 240 243 182 178 198 200
Percentage converting to EWC 10% 10% 9% 7%* 7%* 8%* 8%*
* P < 0.001 for difference between column year and 2016.

Table 9 shows statistical tests for the outcomes of Medicaid conversion or Waiver enrollment.
Each model follows the cohort of individuals enrolled in AC at the start of the year. Since the
outcomes apply to only AC, there is no AC vs EWC comparison. The models examine annual
outcomes (i.e., enrolled in AC in January and transitions into the given program by the end of
the year) and controls for repeated measures of participants using the General Method of
Moments model. Models are adjusted for mortality, or the portion of the year a participant was
alive. The estimated percentages and numbers differ slightly from Table 8 because of the
mortality adjustment. Statistical significance is based on odds ratios (ORs) for the outcome in
each year compared to the baseline of 2016 (indicated by an *).

These statistical tests in Table 9 generally support the findings presented in Table 8. Conversion
to Medicaid and an EW or other HCBS waiver dropped significantly from 2020 to 2022 while the
number of days in the community not on Medicaid was 13 days per year higher over the same
period than in 2016.
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Table 9. Generalized Method of Moments Models for AC Program Conversion and Community
Days over 12 Months Beginning in January of 2016-2022.

Outcome Estimator Baseline 2017 2018 2019 2020 2021 2022
Medicaid OR 1.01 0.96 0.80 0.55* 0.62* 0.69*
Conversion Probability 19% 19% 18% 15% 11% 12% 14%
Conversion to OR

EW or other 0.93 0.91 0.69 0.63 0.74 0.71
HCBS Waiver Probability 11% 10% 10% 8%* 7%* 8% 8%*
Conversion to OR 1.00 1.00 1.00 1.00 1.00 1.32
ECS Probability 0.1% 0.1% 0.1% 0.1% 0.1% 0.1% 0.1%
Community Days | OR 1.04 1.06 1.20 1.50%* 1.48* 1.52%
not on Medicaid | Estimate 323 325 325 330 336 336 336

*P < 0.001. AC = Alternative Care, EW = Elderly Waiver, OR = Odds Ratio, HCBS = Home and Community Based
Services, ECS = Essential Community Supports. Probability gives the models predicted probability of the outcome
and Estimate gives the models predicted number of days, baseline year for statistical comparison is 2016. Models
adjusted for mortality. Program membership in AC based on January enrollment of each year. Outcomes occurring
within the following year.

E.5.4 Cox Proportional Hazard Models for Time to Event Comparison Between AC and EWC
Balanced Sample (H4.3, 5.1, 5.2, 5.3)

Table 10 displays the hazard ratios from Cox Proportional Hazard Models across 2 outcomes
and seven years. A model was fit following program participants enrolled in January of a given
year until the end of that year. Time steps were in days such that the outcome was the day in
which the event first occurred. Hazard ratios > 1 indicate event occurred sooner for the AC
group (as compared to an EWC group that were selected to create a balanced sample). The AC
group tended to enter NF facilities nominally sooner for most years with rates being nearly
equal in 2019, but the difference was only statistically significant in 2021 (Hazard Ratio of
1.396). Hazard of mortality was variable. It was highest in 2021 for the AC group and lowest in
2019. The hazard ratio of 0.865 in 2020 was in line with the hazard ratios for 2016 (0.878) and
2017 (0.899), indicating that the COVID-19 pandemic did not noticeably change the relative
time to mortality between the AC and the balanced EWC group.

Table 10. Cox Proportional Hazard Model Results for Time to Events

Outcome Hazard Ratio for AC (baseline EWC)

2016 2017 2018 2019 2020 2021 2022
15t NF Use 1.232 1.104 1.041 1.004 1.099 1.396* 1.151
Death 0.878 0.899 0.788 0.752 0.865 1.142 1.073

*P-value < 0.001. NF = Nursing Facility, AC = Alternative Care, EWC = Elder Waiver Community. Outcomes followed
for one year period for each cohort. Program membership is based on January of each year (AC or EWC). EWC
participants chosen to balance AC sample using White race, age, living alone, moderate case-mix, mental health
diagnosis, and hypertension diagnosis. Models include control variables that differ across AC and EWC groups after
balancing.
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E.5.5 Inpatient Acute Care Hospital Days [H5]

Among AC participants in January of each year, the percentage having one or more
hospitalizations during the following 12 months declined from 37% in 2017 to 33% in 2019, and
then declined further to 28% in 2020, the last year for which data were available (Table 11 and
Figure 14). The AC participants with hospitalizations had a small increase in average number of
hospital days; they spent an average of 10.1 days in the hospital in 2017, 11.6 days in 2019, and
11.0in 2020 (Table 11). In comparison, a lower percentages of EW participants had
hospitalizations - 30% in 2017, 28% in 2019, and 26% in 2020. There average number of hospital
days rose slightly from 10.5 in 2017, 10.9 in 2019, and 11.2 in 2020. The distribution of hospital
days varied widely for both AC and EWC participants with a relatively small percentage of
participants (2%) have a large number of hospital days (> 30 days) (Table 12). AC residents with
a hospital stay had shorter stays on average when compared to a balanced EWC sample (Table
13. Percentage with Stays and Mean Number of Inpatient Acute Care Hospital Days for AC
and Balanced EWC Participants in January of Each Year Followed for 12 Months Table 13).

Figure 14. AC Participants by Percentage with an Inpatient Hospital Stay during the Year in
2017-2020
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Table 11. Percentage with Stays and Mean Number of Inpatient Acute Care Hospital Days for
AC and EWC Participants in January of Each Year Followed for 12 Months

Number of Percent with  Mean Inpatient Standard
participants one or more days for Deviation
inpatient stays* participants

having stays

Alternative Care

2017 2492 37% 10.1 101
2018 2560 38% 10.6 113
2019 2463 33%* 11.6* 13.8
2020 2628 28%* 11.0* 121

Elderly Waiver
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2017 15755 30% 10.5 12.8
2018 16508 29%* 11.3* 14.7
2019 17057 28%* 10.9 13.5
2020 17650 26%* 11.2* 12.2

*P-value < 0.05, if next to column name difference between programs for column variable, if next to number in
table, difference in years for program between row year and baseline year of 2017. AC = Alternative Care, EWC =
Elder Waiver Community. Outcomes followed for one year period for each cohort. Program membership is based
on January of each year (AC or EWC).

Table 12. Percentage Distribution of Inpatient Acute Care Hospital Days for AC and EWC

Participants in January of Each Year Followed for 12 Months

Inpatient Days 2017 2018 2019 2020
Alternative Care

.00 63% 62% 67% 72%

1-3 6% 6% 5% 5%

4-10 19% 20% 17% 13%

11-20 7% 8% 7% 6%

21-30 2% 3% 2% 2%

>30 2% 2% 2% 2%

Total 100% 100% 100% 100%
Elderly Waiver

.00 70% 71% 72% 74%

1-3 6% 6% 5% 5%

4-10 15% 14% 14% 12%

11-20 5% 5% 6% 6%

21-30 2% 2% 2% 2%

>30 2% 2% 2% 2%

Total 100% 100% 100% 100%

Table 13. Percentage with Stays and Mean Number of Inpatient Acute Care Hospital Days for
AC and Balanced EWC Participants in January of Each Year Followed for 12 Months

Number of Percent with  Mean Inpatient Standard
participants one or more days for Deviation
inpatient stays participants
having stays*
Alternative Care
2017 2492 37% 10.1 10.1
2018 2560 38% 10.6 11.3
2019 2463 33%* 11.6 13.8
2020 2628 28%* 11.0 12.1
Elderly Waiver
2017 2492 35% 10.6 11.9
2018 2560 35% 11.6 14.4
2019 2463 34% 11.2 12.2
2020 2628 31%* 10.7 11.1

*P-value < 0.05, if next to column name difference between programs for column variable, if next to number in

table, difference in years for program between row year and baseline year of 2017. AC = Alternative Care, EWC =
Elder Waiver Community. Outcomes followed for one year period for each cohort. Program membership is based
on January of each year (AC or EWC). EWC participants chosen to balance AC sample using White race, age, living
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alone, moderate case-mix, mental health diagnosis, and hypertension diagnosis. Models include control variables
that differ across AC and EWC groups after balancing.
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H. Interpretations, Policy Implications, and Interactions with Other State
Initiatives®

In this section, the state will discuss the section 1115 demonstration within an overall
Medicaid context and long-range planning. This should include interrelations of the
demonstration with other aspects of the state’s Medicaid program, interactions with other
Medicaid demonstrations, and other federal awards affecting service delivery, health
outcomes and the cost of care under Medicaid. This section provides the state with an
opportunity to provide interpretation of the data using evaluative reasoning to make
judgments about the demonstration. This section should also include a discussion of the
implications of the findings at both the state and national levels.

Minnesota’s Alternative Care program plays a key role in the state's strategy to help older
adults live at home. It underscores the integration of the AC program with other Medicaid
initiatives and federal awards that influence service delivery, health outcomes, and care
costs, and it provides services before people qualify for Medicaid. This prevents or delays
nursing home use and expensive long-term care.

An evaluation covering 2013-2023 shows Alternative Care is working:

o Participant needs increased modestly over time, but nursing home use declined.

e Continued decrease in nursing home use among AC participants, suggesting effective
pre-Medicaid intervention.

o People used more consumer-directed services; this promotes independence.

o Comparisons to the Elderly Waiver program raised questions and more research on
meeting diverse needs is needed.

o A modestincrease in the diversity and younger demographic of AC participants indicates
broadening access.

The results from the AC program offer insights into the effectiveness of early intervention in
delaying nursing home admission and Medicaid eligibility, affecting state policies on aging
and long-term care, and providing valuable lessons for national policy formulation. Overall,
the trends are positive. Alternative Care fills a gap by serving people early. This likely saves
Medicaid money in the long run. It helps seniors stay at home, where they want to be.

The results highlight the value of ongoing evaluation. Monitoring progress allows
improvements over time. It also guides planning as Medicaid evolves long-term services and
supports. Alternative Care is one piece of the puzzle in promoting community living. AC

6 Completed by Minnesota Department of Human Services
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interacts with other state initiatives, such as the Elderly Waiver program, to create a
comprehensive network of services that support seniors in community settings. These
interactions are crucial for the seamless provision of services across different programs and
need cohorts.

This report provides important insights into Minnesota's Alternative Care (AC) program
under the 1115 demonstration waiver. Here are some key takeaways regarding the
importance of this report:

o It tracks trends over time in the AC program, allowing assessment of whether the waiver
is meeting its goals. The analysis looks at ten years of data from 2013-2023, capturing
both before and several years after waiver implementation.

o The results show changes in the AC participant population over time. The level of
assessed needs increased, with shifts towards more moderate care needs. The
population also became somewhat younger and more racially/ethnically diverse.

o Service use patterns changed somewhat, with declines in home health, home health aide,
and homemaker services but increased use of consumer-directed services. Nursing home
use also declined among AC participants.

o The trends provide no evidence of unintended consequences or unmet needs resulting
from the waiver so far. The changes in service use may reflect appropriate flexibility and
efficiency.

o Comparisons to the Elderly Waiver (EW) program highlight contrasts in service use and
populations served that raise additional questions. For example, AC participants use
different services than EW participants with similar care needs.

o Overall, the report demonstrates the value of ongoing monitoring and evaluation. The
trends will help inform Medicaid policy and planning around further evolution of
programs like AC that provide community alternatives for people needing long-term care.
The results also point to areas for further research and quality improvement.

In summary, this report provides crucial longitudinal data to evaluate whether the AC waiver
is achieving its goals and the impacts on participants over time. The insights help guide
Medicaid in assessing the role of AC-like programs in promoting community living and
person-centered care. Based on the evaluation, continued support for the AC program is
recommended. Future policies should focus on expanding access to consumer-directed
options and further integrating service delivery with other community-based programs. The
comparisons to EW also surface issues around equitable access and meeting diverse needs.
Ongoing monitoring and adaptation to demographic and service use trends will be essential
for maintaining the program’s effectiveness. The evaluation approach and findings can
inform future monitoring, quality improvement, and policy decisions regarding Medicaid
waivers and long-term services and supports.
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In conclusion, the AC program remains a vital component of Minnesota’s strategy to manage
long-term care services effectively. By providing services before individuals become
Medicaid-eligible, the program not only saves costs but also aligns with the state's goals of
promoting independence and community living among older adults.

This section of the Evaluation Report involves the transfer of knowledge. Specifically, the
“opportunities” for future or revised demonstrations to inform Medicaid policymakers,
advocates, and stakeholders is just as significant as identifying current successful strategies.
Based on the evaluation results: What lessons were learned as a result of the demonstration?
What would you recommend to other states which may be interested inimplementing a
similar approach?

Recommendations for other states interested in implementing a similar approach:

e Focus on early intervention — Reach people before they spend down to Medicaid.
Provide modest services first to delay expensive long-term care.

e Offer flexibility — Let participants choose consumer-directed services. This promotes
independence and efficiency.

e Monitor closely — Regular evaluation tracks progress and guides improvements. Don't
let programs run on autopilot.

e Aim for win-win — Done right, early intervention saves money and achieves person-
centered goals. It's not either/or.

e Partner up — Work across agencies and with stakeholders. Draw on elder services,
disability services, providers, advocates, and communities.

® Promote equity — Ensure access for diverse populations. Collect data to check.

e Stay nimble — Expect to keep adapting the program. Use data to drive refinements.
Don't get stuck in status quo.

e |t's ajourney — Building services and supports to help people age at home takes time.
Patience and persistence pay off.

e Keep perspective — Programs like Alternative Care are one piece of the puzzle.
Coordinate with healthcare and community services.

® Learn from peers — Check in with other states doing this well. Share ideas and build on
successes.

Each point is crucial for replicating the successes of the AC program in other states, ensuring
that older adults can remain independent in their communities, which improves their quality
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of life and can be cost-effective for state Medicaid programs. Given the continuity and
success reflected in the 2024 report, we should underscore the importance of strategic, data-
driven, and flexible approaches to managing long-term care services that adapt over time to
meet changing needs and conditions. The bottom line is that helping older adults stay

independent in their communities improves lives. It takes collaboration, data and constantly
improving. With the will, it can be done.
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Table A 1. Design Table for the Evaluation of the Demonstration

Research Question

Outcome measure used to
address the research
question

Data Sources

Sample or population

Analytic Methods

Hypothesis 1. The demographic characteristics and service needs of AC participants will not change

1la. What are
demographic
characteristics of
people who use the
AC waiver?

1b. What are the
service needs of
people who use the
AC waiver?

Gender, race/ethnicity, age
composition, living
arrangement, and residential
location

Case-mix status (low-need vs.

high-need)’

Professional
recommendations for service
need and supports

ADL dependencies
Health status — major
diagnoses

MMIS
LTC assessment

LTC Screening
Document
MMIS

Participants who are
eligible for either

Alternative Care (AC) or

Elderly Waiver (EW)

Participants who are
eligible for either

Alternative Care (AC) or

Elderly Waiver (EW)

AC compared to all EWC
participants and to EWC

sample matched to AC
on demographics

- Multiple cross-section

comparisons
Descriptive statistics
Chi-square test/Fishers
exact test

- Multiple cross-section

comparisons for
successive years
Descriptive statistics

- Chi-square test/Fishers

exact test

Regression models with
service need as an
outcome, controlling for
demographics

7 See section 2.42 for details on case-mix is determined and level of need is defined.
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Research Question Outcome measure used to Data Sources

address the research
question

Sample or population

Analytic Methods

Hypothesis 2. AC participants will not experience a change in the types of HCBS services or a decrease in the intensity of

services, i.e., number of hours or units of service.
2a. What are the

] - Prevalence of HCBS waiver - MMIS
types of services services
used by AC - Prevalence of state-plan LTSS
participants? services, e.g., PCA
_Zb' Wl.1at is the . - Hours/units of HCBS waiver - MMIS
intensity of services services
used by AC - Hours/units of state-plan
participants? services, e.g., PCA

Participants who are
eligible for either
Alternative Care (AC)
or Elderly Waiver (EW)

AC compared to all
EWC participants and
to EWC sample
matched to AC on
demographics and
service need

Participants who are
eligible for either
Alternative Care (AC)
or Elderly Waiver (EW)

AC compared to all
EWC participants and
to EWC sample
matched to AC on
demographics and
service need

- Multiple cross-section

comparisons for
successive years
Descriptive statistics

- Chi-square test/Fishers

exact test

Regression models with
service use as an
outcome, controlling for
demographics and service
need

- Multiple cross-section

comparisons for
successive years
Descriptive statistics

- t-tests
- Regression models with

service intensity as an
outcome controlling for
demographics and service
need
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Research Question

Outcome measure used to
address the research
question

Data Sources

Sample or population

Analytic Methods

Hypothesis 3. AC participants will experience equal or better access to consumer-directed service options.

3a. What is the
utilization of
consumer-directed
support (CDCS)
options for AC
waiver
participants?

Prevalence of authorized
consumer-directed
community supports
Number of units/hours of
consumer-directed
community supports

- MMIS

Participants who are
eligible for either

Alternative Care (AC)
or Elderly Waiver (EW) -

AC compared to all
EWC participants and
to EWC sample
matched to AC on
demographics and
service need

Hypothesis 4. AC participants will not experience an increase in nursing facility use.

4a. What are the
utilization trends in
nursing facility use?

- Time to nursing home use
- Proportion of participant days

spent in nursing facilities
Frequency of nursing facility
admission, by length of stay
Case-mix adjusted nursing
facility admission

Number of nursing facility
days

Return or new use of AC or
Elderly Waiver programs after
discharge from nursing facility

MDS, MMIS

Participants who are
eligible for either AC or
EW

AC compared to all
EWC participants and
to EWC sample
matched to AC on
demographics and
service need

AC and EWC
longitudinal cohorts
consisting of current
and new participants

- Multiple cross-section

comparisons for
successive years
Descriptive statistics

- t-tests
- Regression models with

CDCS use as an outcome
controlling for
demographics and service
need

- Multiple cross-section

comparisons for
successive years
Descriptive statistics

- Chi-square/Fishers exact

test, t-tests

Regression models with
NH use as an outcome
controlling for
demographics and service
need

- Time-to-event models

(e.g., Cox proportional
hazard)
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in 2019, 2020, and
2021 through 2025.

Research Question = Outcome measure used to Data Sources Sample or population  Analytic Methods
address the research
question

Hypothesis 5. AC participants will not experience an increase in acute events, as indicated by an increase in acute
hospitalizations or emergency department visits.

5a. Whatis the rate Rate of acute inpatient - MMIS Multiple cross-sections Multiple cross-section
of acute events of admissions - Medicare data of people who are comparisons for
people participating - Rate of ED visits eligible for either AC or successive years

in AC waiver? - Mortality rate EW - Descriptive statistics

- Chi-square/Fishers exact
test, t-tests

- Cross-sectional regression
and growth models

AC compared to all
EWC participants and
to EWC sample

matched to.AC on controlling for
demographics and demographics and service
service need need

AC and EWC - Time-to-event models

(e.g., Cox proportional

longitudinal cohorts hazard)

consisting of current

and new participants

in 2019, 2020, and

2021 through 2025.
Hypothesis 6. The rate of Medicaid conversion for AC participants through transitions between AC and EWC and other waiver
programs or nursing home use will not increase.
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6a. What are the
trends of Medicaid
conversion for AC
participants
through transitions
to EW, other waiver
use, or nursing
home use?

- Time to conversion
- AC participants converting to

Medicaid

Transition from AC to EWC or
other HCBS waiver program
AC participant transition to
Essential Community Supports
Days alive in the community
and not on Medicaid

- MMIS
- Medicare data

Multiple cross-sections
of people who are
eligible for Alternative
Care (AC)

AC longitudinal cohorts
consisting of current
and new AC
participants in 2019,
2020, and 2021 - 2025.

- Multiple cross-section

comparisons for
successive years
Descriptive statistics

- Cross-sectional regression

models
Time-to-event models
(e.g., Cox proportional
hazard)
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Table A 2. AC Participants Compared to a Balanced Sample of EWC Participants

Variable Overall Overall Ovr 2016 2017 2018 2019 2020 2021 2022
EWC AC Diff

Age 77.9 80.8 29 | -0.7% | -0.6* | -0.7* | -0.8* | -1.2* | -0.9*% | -0.9*
Race: Asian 20% 1% 19% | 3%* | 3%* | 4%* | 4%* | 5%* | 8%* | 7%*
Race: Black 25% 6% 18% | 0% 0% 0% 1% | 2%* | 5%* | 5%*
Race: Hispanic 3% 1% 2% 0% 0% 0% 0% 0% | 1%* | 1%

Race: Multiple 0% 0% 0% 0% 0% 0% 0% 0% 0% 0%

Race: Native American 2% 1% 1% 0% 0% 0% 0% 0% 0% 0%

Race: Pacific Islander 0% 0% 0% 0% 0% 0% 0% 0% 0% 0%

Race: Unknown 1% 11% | -10%* | -10%* | -10%* | -10%* | -10%* | -10%* | -10%* | -10%*
Race: White 49% 80% | -31% | 7%* | 7%* | 6%* | 6%* | 4%* | -2%* | -2%*
Female 69% 72% 3% | 1% 0% 0% 1% | 2% | 0% | -2%
Living Location: Urban 67% 59% 8% | -7%* | -7%* | -9%* | -9%* | -7%* | -9%* | -5%*
Living Arrangement:

Alone 46% 61% | -15% | -1% | -2% | -3%* | -3%* | -4%* | 2% | -1%

Living Arrangement:
Homeless or Risk of

Homelessness 6% 0% 6% 3%* 5%* 5%* 5%* 5%* 3%* 1%*
Case-Mix: Low 41% 28% 14% | 4%* | 5%* | 9%* | 9%* | 8%* | 9%* | 8%*
Case-Mix: Moderate 37% 57% | -20% | 2% | 2% | -A%* | -4%* | -5%* | -4%* | -A%*
Case-Mix: High ADL 17% 8% 9% 1% 0% 1% | 2%* | -1% | 2%* | 1%
Case-Mix: High Clinical 1% 4% 2% | 2%* | -2%* | -3%* | -3%* | -2%* | -2%* | -4%*
ADL Bed Mobility 16% 9% 7% 2% | 2%* 1% 1% | 0% | 2%* | 2%*
ADL: Transferring 32% 26% 6% 0% 1% 2% | -3%* | -1% | 2% 2%
ADL: Toileting (1 plus) 41% 33% | 8% | -3%* | 2% | 4%* | 2% | 4%* | 8%* | 7%*
ADL: Bathing 55% 43% 12% | 6%* | 8%* | 7%* | 6%* | 9%* | 13%* | 13%*
ADL: Dressing 49% 38% 11% | 5%* | 5%* | 5%* 2% | 5%* | 11%* | 8%*
ADL: Eating 30% 22% 7% 1% 1% 0% 1% | 0% 2% 1%
ADL: Grooming 40% 33% 7% | 6%* | 2% 1% 3% | 2% | 2% | -2%
ADL: Walking 3% 5% A% | 2%* | 1% | -1%* | -1%* | -2%* | -1% | -1%
Professional Conclusion:

ADL Condition 64% 84% -20% -6%* | -10%* | -10%* | -15%* | -14%* | -9%* | -28%*
Professional Conclusion:

IADL Condition 86% 95% 9% | 0% 1% 1%* | -1%* | -1%* | 4%* | -18%*
Professional Conclusion:

Complex Condition 13% 21% -7% -1% -2% -1% -A%* | -5%* | -4%* | -9%*
Professional Conclusion:

Impaired Cognition 23% 27% 4% | 5%* | -1% 1% 0% 1% 4%* | -2%*

Professional Conclusion:
Frequent Behavior

Problems 27% 61% -34% | -9%* | -16%* | -22%* | -26%* | -28%* | -24%* | -36%*
Professional Conclusion:
Self-Care Risk 77% 65% 12% 7%* | 10%* | 10%* 7%* | 10%* | 15%* | 11%*
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Variable Overall Overall Ovr 2016 | 2017 2018 2019 2020 | 2021 | 2022
EWC AC Diff

Professional Conclusion:

Neglect/Abuse Risk 49% 47% 2% -3%* -2% 2% 1% 3% 4%* 1%

Professional Conclusion:

General Frailty 22% 34% -12% | -6%* | -6%* -9%* -12%* | -11%* | -8%* | -15%*

Professional Conclusion:

Frequent Institutional

Stays 8% 35% -27% | -12%* | -20%* | -22%* | -27%* | -25%* | -23%* | -26%*

Professional Conclusion:

Significant Hearing

Impairment 8% 9% -1% 0% 3%* 2%* 2%* 3%* 3%* 0%

Professional Conclusion:

Need for

Restorative/Rehabilitativ

e Treatments 8% 13% -5% -1% -1% -3%* | -3%* | -2% | -3%* | -8%

Professional Conclusion:

Unstable Health 9% 26% -17% | -2%* -8%* -13%* | -17%* | -18%* | -14%* | -21%*

Professional Conclusion:

Needs Evening/Night

Direct Care for Special

Treatment 2% 13% -11% | -4%* | -8%* | -9%* | -11%* | -11%* | -11%* | -13%*

Professional Conclusion:

Complex Care

Management 4% 13% 9% | -3%* | -7%* | -7%* | -9%* | -9%* | -8%* | -9%*

Professional Conclusion:

Uncorrected Visual

Impairment 12% 12% 0% 1% 1% 2% 1% 2%* | 2%* 0%

Acquired Cognitive

Disability 11% 12% 2% | -5%* -1% -2% -2% -1% 1% 1%

Autism Spectrum 0% 0% 0% 0% 0% 0% 0% 0% 0% 0%

Blind 0% 0% 0% | 0% | 0% | 0% | 0% | 0%* | 0% | 0%

Cerebral Palsy 0% 0% 0% 0% 0% 0% 0% 0% 0% 0%

Developmental

Disability 0% 0% 0% 0% 0%* 1%* 1%* 1%* 0%* 0%

Epilepsy 1% 0% 0% | 0% | 0% | 0% | 0% | 0% | 1%* | 0%*

HIV 0% 0% 0% 0% 0% 0% 0% 0% 0% 0%

Hard of Hearing 0% 0% 0% | 0% | 0%* | 0% | 1%* | 0% | 0% | 0%

Muscular Dystrophy 0% 0% 0% | 0% | 0% | 0% | 0% | 0% | 0% | 0%

Mental Health 38% 27% 11% | 1% 1% 2% 2% | 4%* | 2% 2%

Multiple Sclerosis 0% 1% 0% 0% 0% 0% 0% 0% 0% 0%

Substance Use 0% 0% 0% 0% | 0%* 0% 0% | 0%* | 0%* | 0%*

Dementia 2% 4% -1% | -2%* | -2%* | -1%* | -1% | 0% | 0% | 1%

Diabetes 25% 15% 11% 3%* 9%* 8%* 9%* | 10%* | 9%* | 10%*

Stroke 4% 4% 0% | 2%* | -1% | -1% | -1% | -1% | 0% 0%

Heart Failure 3% 4% 1% | 0% 1% 1% 0% 1% | 2%* | 1%

Hypertension 32% 14% 18% 1% 1% 2% 2% 1% 2% 1%
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Variable Overall Overall Ovr 2016 | 2017 2018 2019 2020 | 2021 | 2022
EWC AC Diff

Peripheral vascular

disease 1% 1% 0% 0% 1% 0% 1%* 1%* 1%* 0%
Myocardial Infarction 0% 0% 0% | 0% | 0% 0% 0% | 0% | 0% | 0%
COPD 10% 7% 3% 1% | 5%* | 4%* | 4%* | 5%* | 5%* | 5%*
Liver Disease 1% 0% 0% 0% 0% 0% 0% 0% 0% | 0%*
Obesity 0% 0% 0% | 0%* | 0% 0% 0% | 0% | 0% | 0%
Cancer 2% 2% 0% 0% 0% 1%* 1% 1%* 1% 1%*
End Stage Renal Disease 3% 2% 1% 1%* 1%* 2%* 1% 1% 0% 0%

Bolding indicates a variable used in sample balancing. * Indicates a variable that remained statistically significant in
testing for differences between the two groups in a given year. Race was assumed missing at random and so Race

was randomly assigned for those in AC with Unknown race to match AC distribution for matching purposes.
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Budget Neutrality Summary

Without-Waiver Total Expenditures

Attachment C

DEMONSTRATION YEARS (DY) TOTAL
DY 01 DY 02 DY 03 DY 04 DY 05
Medicaid Populations
Medicaid Pop 1 $ 69,383,015 $ 77,099,464 $ 85673917 $ 95202322 $ 105,790,372 | $ 433,149,091
Medicaid Pop 2 $ - $ - $ - $ - $ - $ -
Medicaid Pop 3 $ - $ - $ - $ - $ - $ -
DSH Allotment Diverted $ - $ - $ - $ - $ - $ -
Other WOW Cateqgories
Category 1 $ -
Category 2 $ -
TOTAL $ 69,383,015 § 77,099464 $§ 85673917 $§ 95,202,322 $ 105,790,372 $ 433,149,091
With-Waiver Total Expenditures
DEMONSTRATION YEARS (DY) TOTAL
DY 01 DY 02 DY 03 DY 04 DY 05
Medicaid Populations
Medicaid Pop 1 $ 69,383,015 $ 77,099,464 $ 85673917 $ 95202322 $ 105,790,372 | $ 433,149,091
Medicaid Pop 2 $ - $ - $ - $ - $ - $ -
Medicaid Pop 3 $ - $ - $ - $ - $ - $ -
Expansion Populations
Exp Pop 1 $ - $ - $ - $ - $ - $ -
Exp Pop 2 $ - $ - $ - $ - $ - $ -
Excess Spending From Hypotheticals $ -
Other WW Cateqories
Category 3 $ -
Category 4 $ -
TOTAL $ 69383015 $ 77,099464 $ 85673917 $ 95202,322 $ 105,790,372 ] $ 433,149,091
[VARIANCE |'$ -5 - $ - $ -9 - |s -
HYPOTHETICALS ANALYSIS
Without-Waiver Total Expenditures
DEMONSTRATION YEARS (DY) TOTAL
DY 01 DY 02 DY 03 DY 04 DY 05
Hypo 1 $ - $ - $ - $ - $ - $ -
Hypo 2 $ - $ - $ - $ - $ - $ -
TOTAL $ - $ - $ - $ - $ - $ -
With-Waiver Total Expenditures
DEMONSTRATION YEARS (DY) TOTAL
DY 01 DY 02 DY 03 DY 04 DY 05
Hypo 1 $ - $ - $ - $ - $ - $ -
Hypo 2 $ - $ - $ - $ - $ - $ -
TOTAL $ - $ - $ - $ - $ - $ -
|[HYPOTHETICALS VARIANCE |$ - $ - $ - $ - $ - |8 -




Interim Section 1115 Demonstration Application Budget Neutrality Table Shell

A | B C D E F G |
1 15 YEARS OF HISTORICAL DATA
2 \
3 |SPECIFY TIME PERIOD AND ELIGIBILITY GROUP DEPICTED:
4 | SFY2019 SFY2020 SFY2021 SFY2022 SFY2023
| 5 |Medicaid Pop 1 HY 1 HY 2 HY 3 HY 4 HY 5 5-YEARS
6 |TOTAL EXPENDITURES $ 33,264,463 $ 36,168,217 $ 37,928,541 $ 38,769,705 $ 41,591,164 $ 187,722,090
ELIGIBLE MEMBER
7 |MONTHS 30,984 31,732 32,103 31,382 31,434
8 |PpmPm cosT $ 107360 $ 1,139.80 | $  1,181.46 |$  1,23541 | $  1,323.13
9 |TREND RATES 5-YEAR 2-YEAR
10 ANNUAL CHANGE AVERAGE AVERAGE
11] TOTAL EXPENDITURE 8.73% 4.87% 2.22% 7.28% 5.74% 4.72%
ELIGIBLE MEMBER
12 MONTHS 2.41% 1.17% -2.25% 0.17% 0.36% -1.05%
13 PMPM COST 6.17% 3.66% 4.57% 7.10% 5.36% 5.83%
14
| 15 |Medicaid Pop 2 HY 1 HY 2 HY 3 HY 4 HY 5 5-YEARS
16 [TOTAL EXPENDITURES -
ELIGIBLE MEMBER
17 ]MONTHS
18 |PMPM COST #DIV/0! #DIV/O! #DIV/0! #DIV/O! #DIV/0!
19 [TREND RATES 5-YEAR
20 ANNUAL CHANGE AVERAGE
21| TOTAL EXPENDITURE #DIV/O! #DIV/O! #DIV/O! #DIV/O! #DIV/O!
ELIGIBLE MEMBER
22 MONTHS #DIV/O! #DIV/O! #DIV/O! #DIV/O! #DIV/O!
23 PMPM COST #DIV/O! #DIV/0! #DIV/O! #DIV/O! #DIV/O!
24
| 25 |Medicaid Pop 3 HY 1 HY 2 HY 3 HY 4 HY 5 5-YEARS
26 |TOTAL EXPENDITURES -
ELIGIBLE MEMBER
27 [MONTHS
28 |PMPM cOST #DIV/0! #DIV/O! #DIV/0! #DIV/O! #DIV/0!
29 |TREND RATES 5-YEAR
30 ANNUAL CHANGE AVERAGE
31| TOTAL EXPENDITURE #DIV/O! #DIV/O! #DIV/O! #DIV/O! #DIV/O!
ELIGIBLE MEMBER
32 MONTHS #DIV/O! #DIV/O! #DIV/O! #DIV/O! #DIV/O!
33 PMPM COST #DIV/O! #DIV/0! #DIV/O! #DIV/O! #DIV/O!
34
35 |Other Data HY 1 HY 2 HY 3 HY 4 HY 5 5-YEARS
36 |TOTAL EXPENDITURES -
ELIGIBLE MEMBER
37 [MONTHS
38 |PMPM COST #DIV/0! #DIV/O! #DIV/0! #DIV/O! #DIV/0!
39 |TREND RATES 5-YEAR
40 ANNUAL CHANGE AVERAGE
41] TOTAL EXPENDITURE #DIV/O! #DIV/O! #DIV/O! #DIV/O! #DIV/O!
ELIGIBLE MEMBER
42 MONTHS #DIV/O! #DIV/O! #DIV/O! #DIV/O! #DIV/O!
43 PMPM COST #DIV/O! #DIV/0! #DIV/O! #DIV/O! #DIV/O!

Historical Data
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HEALTH INSURANCE FLEXIBILITY AND ACCOUNTABILITY DEMONSTRATION COST DATA

C

DEMONSTRATION WITHOUT WAIVER (WOW) BUDGET PROJECTION: COVERAGE COSTS FOR POPULATIONS

D

E

F

G

H

SFY2024

SFY2025

ELIGIBILITY

TREND

MONTHS

TREND

SFY2026

SFY2027

SFY2028

SFY2029

TOTAL

GROUP

RATE 1

OF AGING

BASE YEAR
DY 00

RATE 2

DEMONSTRATION YEARS (DY)
DY 01 DY 02

DY 03

DY 04

DY 05

wow

© Imlxlmmhlwr\:—n

Medicaid Pop 1

Pop Type:

Medicaid

Eligible Member
Months

PMPM Cost

Total Expenditure

5.0%

43.0%

33,006

$

1,891.76

5.0%

5.8%

34,656

36,389

38,208

40,119

42,125

$

2,002.05  $

2,118.77

$

2,242.29

2,373.02

2,511.37

69,383,015 $

77,099,464

$

85,673,917

$

95,202,322

$

105,790,372

$

433,149,091

Medicaid Pop 2

Pop Type:

Medicaid

Eligible Member
Months

12

0.0%

PMPM Cost

12

0.0%

Total Expenditure

|

|

|

|

Medicaid Pop 3

Pop Type:

Eligible Member
Months

0.0%

22

PMPM Cost

0.0%

23

Total Expenditure

|

|

|

|

24

25

Hypo 1

26

Pop Type:

Hypothetical

Eligible Member
Months

PMPM Cost

Total Expenditure

Hypo 2

Pop Type:

Hypothetical

Eligible Member
Months

PMPM Cost

Total Expenditure

wow
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DEMONSTRATION WITH WAIVER (WW) BUDGET PROJECTION: COVERAGE COSTS FOR POPULATIONS

ELIGIBILITY

GROUP DY 00

DEMO
TREND
RATE

DEMONSTRATION YEARS (DY)

DY 01 DY 02 DY 03

DY 04

DY 05

TOTAL ww

Medicaid Pop 1
Pop Type: Medicaid

Eligible

Member

Months

PMPM Cost $
Total

Expenditure

33,006
1,891.76

5.0%
5.8%

34,656
$ 2,002.05 $

36,389
2,118.77 $

38,208
2,242.29

$ 69,383,015 $ 77,099,464 $ 85,673,917

40,119
2,373.02

95,202,322

42,125
2,511.37

105,790,372

$

433,149,091

Medicaid Pop 2
Pop Type: Medicaid

Eligible

Member

Months -
PMPM Cost $ -
Total

Expenditure

0.0%
0.0%

Medicaid Pop 3
Pop Type: Medicaid

Eligible

Member

Months -
PMPM Cost
Total
Expenditure

0.0%

Hypo 1

Pop Type: Hypothetical

Eligible
Member
Months
PMPM Cost
Total
Expenditure

Hypo 2

Pop Type: Hypothetical

Eligible
Member
Months
PMPM Cost
Total
Expenditure

Exp Pop 1

Pop Type: Expansion

Eligible
Member
Months
PMPM Cost
Total
Expenditure

Exp Pop 2

Pop Type: Expansion

Eligible
Member
Months
PMPM Cost
Total
Expenditure

NOTES

For a per capita budget neutrality model, the trend for member months is the same in the with-waiver projections as in the without-waiver projections. This is the default setting.

ww
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Panel 1: Historic DSH Claims for the Last Five Fiscal Years:
|RECENT PAST FEDERAL FISCAL YEARS

20__ 20__ 20__ 20__ 20__

State DSH Allotment (Federal share)
State DSH Claim Amount (Federal share)
DSH Allotment Left Unspent (Federal share) $ - $ - $ - $ - $ -

Panel 2: Projected Without Waiver DSH Expenditures for FFYs That Overlap the Demonstration Period

FEDERAL FISCAL YEARS THAT OVERLAP DEMONSTRATION YEARS
FFY 00 (20__) FFY 01 (20__) FFY 02 (20_) FFY 03 (20__) FFY 04 (20__) FFY 05 (20__)

State DSH Allotment (Federal share)

State DSH Claim Amount (Federal share)

DSH Allotment Projected to be Unused (Federal share) $ - $ - $ - $ - $ - $ -

Panel 3: Projected With Waiver DSH Expenditures for FFYs That Overlap the Demonstration Period

FEDERAL FISCAL YEARS THAT OVERLAP DEMONSTRATION YEARS
FFYO00(20_) FFYO01(20_) FFYO02(20_) FFY03(20_) FFY04(20_) FFY 05(20_)

State DSH Allotment (Federal share) $ - 1% - |'$ - |8 - |8 - |8 -

State DSH Claim Amount (Federal share)

Maximum DSH Allotment Available for Diversion (Federal share)]

Total DSH Alltoment Diverted (Federal share) $ - $ - $ - $ - $ - $ -
DSH Allotment Available for DSH Diversion Less Amount

Diverted (Federal share, must be non-negative) $ - $ - $ - $ - $ - $ -
DSH Allotment Projected to be Unused (Federal share, must be

non-negative) $ - $ - $ - $ - $ - $ -

Panel 4: Projected DSH Diversion Allocated to DYs

DEMONSTRATION YEARS
DY 01 DY 02 DY 03 DY 04 DY 05

DSH Diversion to Leading FFY (total computable)

FMAP for Leading FFY

DSH Diversion to Trailing FFY (total computable)

FMAP for Trailing FFY

Total Demo Spending From Diverted DSH (total computable) $ - |$ - |$ - |$ - |$ -




Attachment D

Official Notices

Virtual Option
If you would like to attend virtually, please send an email request to Section1115WaiverComments@state.mn.us to
obtain the call/video conference information.

In-Person Option
If you would like to attend in-person, please send an email to Section1115WaiverComments@state.mn.us so we can
assure sufficient room capacity.

LOCATION: Minnesota Department of Human Services
Elmer L. Anderson Human Services Building, Room 2222
540 Cedar Street
St. Paul, MN 55101

Limited parking is available in the ramp adjacent to the building. Metered parking adjacent to the building is limited,
and visitors may have to park at meters one or two blocks away. Refer to the Directions and parking webpage for more
information.

Department of Human Services (DHS)

Health Care Administration
Public Notice Regarding Changes to Payment Rates and Methodologies, and Services
under the Medical Assistance Program

This notice is published pursuant to Code of Federal Regulations, title 42, part 447, section 205 (42 CFR § 447.205),
which requires publication of a notice when there is any significant proposed change in the methods and standards for
setting payment rates for Medicaid services.

State Plan Amendments (SPA) 24-20 and 24-21 change the effective dates of SPAs 22-05 and 22-06 from June 1,
2024 to October 1, 2024. The SPAs address the Community First Services and Supports (CFSS) services approved under
section 1915(i) and 1915(k) of the Social Security Act.

These changes are expected to have a fiscal impact of $523,173 in FY 2025 and $1,251,074 in FY 2026. For more
information, please contact Alley Zoellner at (651) 226-7242 or e-mail: Alexandra.Zoellner@state.mn.us.

Department of Human Services (DHS)

Health Care Administration
Request for Comments on the Minnesota Reform 2020: Pathways to Independence section
1115 Medicaid Demonstration Waiver Extension Request

DHS is announcing a 30-day comment period on the proposed extension of the Minnesota Reform 2020: Pathways
to Independence section 1115 Medicaid demonstration waiver.

The Reform 2020: Pathways to Independence waiver (Reform 2020) was first approved by the Centers for Medicare
& Medicaid Services (CMS) in October 2013. The waiver provides federal authority to cover expenditures, for
Alternative Care services provided to eligible individuals, to be regarded and claimed as expenditures under DHS’ Title
XIX plan for the period of this waiver extension. To be eligible, the participant must be age 65 or older, meet the nursing
facility level of care criteria, not yet be eligible for Medical Assistance (MA) due to being over the MA eligibility limits,
and have excess income and assets that are insufficient to pay for 135-days of nursing facility care. Services covered
are based on the individual assessed needs of the participant and are authorized in a person-centered support plan. The
services available are a subset of home and community-based services covered under Minnesota’s Elderly Waiver which
is available to people age 65 or older who are eligible for MA. Additionally, Alternative Care covers three services that
are not covered under the Elderly Waiver: conversion case management, nutrition services and discretionary services.
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Official Notices

The Minnesota Department of Human Services (DHS) is requesting an extension of the waiver for the period of
February 1, 2025 through January 31, 2030. The extension request includes changing the name of the waiver to Reform:
Pathways to Independence, changing the implementation date for Community First Services and Supports from June 1,
2024 to October 1, 2024, and adding transitional services as a covered benefit.

The current waiver ends January 31, 2025. DHS invites public comment on the waiver extension request. A summary
of the waiver extension request, the most recent waiver evaluation, and an electronic version of the full waiver extension
request can be found at Federal health care waivers with public hearings and comments / Minnesota Department of
Human Services (mn.gov). The current Reform 2020 waiver documents are also on CMS’s website.

Written comments may be submitted to the following email mailbox:Section1115WaiverComments@state.mn.us.
To support making comments available to people who use screen readers, DHS requests comments be submitted in
Microsoft Word format or incorporated within the email text. If you would also like to provide a signed copy of a
comment letter, you may submit a second copy in Adobe PDF format. Comments must be received by July 3, 2024.

In addition to the opportunity to submit written comments during the 30-day public comment period, two hearings
will be held to provide the public with an opportunity to comment directly to DHS staff. The dates and times of the two
hearings are:

First Hearing — In-person
Date: Tuesday, June 25, 2024
Time: 1:30—2:30 p.m.

Second Hearing — Video Conference
Date: Wednesday, June 26, 2024
Time: 10:30 —11:30 a.m.

If you would like to attend either hearing, please send an email request to
Section1115WaiverComments@state.mn.us to obtain the call/video conference information or in-person registration
information. The in-person hearing will be held at the DHS offices located at 540 Cedar Street, St. Paul, MN. Comments
and feedback may be audio recorded. A summary of all comments and feedback received and DHS’ responses will be
shared publicly as part of the waiver extension request.

State Board of Investment
Notice to Institutional Investment Management Firms for consideration to potentially
Manage a Portion of the Pension Assets and Other Accounts

The Minnesota State Board of Investment (MSBI) retains institutional investment management firms to manage
a portion of the pension assets and other accounts under its control. Periodically, the MSBI will conduct a search for
institutional investment management firms on an as needed basis. For additional information on the domestic stock,
international stock, or domestic bond portfolio programs for the MSBI, firms are asked to contact the MSBI at the
following address for additional information:

External Manager Program
Minnesota State Board of Investment
60 Empire Drive, Suite 355
St. Paul, MN 55103-3555

Tel.: (651) 296-3328
E-mail: minn.sbi@state.mn.us

Please refer to this notice in your request.
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Attachment E
From: Minnesota Department of Human Services <Minnesota_DHS@public.govdelivery.com>

Sent: Friday, May 31, 2024 5:22 PM
Subject: Minnesota Reform 2020: Pathways to Independence Waiver Extension — Comment Period

“S DEPARTMENT OF
© HUMAN SERVICES

The MN Department of Human Services (DHS) plans to submit a waiver extension request to the Center for Medicare
& Medicaid Services (CMS) for approval to continue the Minnesota Reform 2020: Pathways to Independence waiver
(Reform 2020). Reform 2020 is authorized under section 1115 of the Social Security Act as a demonstration waiver
and is currently approved through January 31, 2025. DHS is requesting an extension of the waiver for the period of
February 1, 2025 through January 31, 2030. DHS proposes in the extension request to rename the waiver to Reform:
Pathways to Independence, add the effective date of October 1, 2024 for Community First Services and Supports,
and add transitional services as a covered benefit.

The Reform waiver provides Medicaid funding for the Alternative Care program which covers home and community-
based services for older adults with limited assets. To be eligible, the participant must be age 65 or older, meet the
nursing facility level of care criteria, not yet be eligible for Medical Assistance (MA) due to being over the MA income
and asset limits, and have excess income and assets that are insufficient to pay for 135-days of nursing facility care.

The services covered by Alternative Care are based on the individual assessed needs of the participant and are
authorized in a person-centered support plan. The services available are a subset of home and community-based
services covered under Minnesota’s Elderly Waiver which is available to people age 65 or older who are eligible for
MA. Additionally, three services that are not covered under the Elderly Waiver are covered under Alternative Care:
conversion case management, nutrition services and discretionary services.

A summary of the Reform waiver extension request, the full request to be submitted to CMS, and the most current
waiver evaluation are available for review on the DHS website. The website also includes information about
opportunities to comment, including two scheduled public hearings in June. Written comments are due by July 3,
2024.

Having trouble viewing this email? View it as a Web page.

Stay connected
Minnesota Department of Human Services

Subscriber services:
Manage subscriptions | Help

This email was sent to christina.samion@state.mn.us using GovDelivery Communications Cloud on
behalf of: Minnesota Department of Human Services - 540 Cedar St. - Saint Paul, MN 55101




Attachment F

m DEPARTMENT
OF HEALTH

9:00 -

Tribal and Urban Indian Health Directors Quarterly Meeting

Microsoft Teams meeting
Log-in is in calendar meeting invite

Thursday, June 6, 2024

9:00 am to 4:00 pm
AGENDA

9:15am Welcome opening/prayer and roll call

9:15am —12:15 pm MDH Agenda Items

Executive Office — Update from EO — Assistant Commissioner Tura (15 minutes)

Health Equity Bureau - Office of American Indian Health Update — Christine Godwin
(15 minutes)

Health Improvement Bureau — Office of Statewide Health Improvement Initiatives
Tribal Grants and Data Sovereignty — Sarah Brokenleg (5 minutes)

Health Improvement Bureau — Health Promotion and Chronic Disease Division Update
— Payton Counts (30 minutes)

Health Improvement Bureau - Statewide Health Assessment and Improvement
Framework — Audrey Hanson and Deanna White (30 minutes)

Health Protection Bureau - MN Syphilis/Congenital Syphilis Awareness and 2023 HIV
and STI Surveillance — Hannah Giles, Candy Hadsall, and Khalid Bo-Subait (45
minutes)

12:15-1:00 pm Lunch Break (provided by MDH - OAIH)

1:00 —

4:00 pm DHS Agenda Items

Opening Remarks — Angie DeL.ille, DHS Office of Indian Policy Director / Melorine
Mokri, DHS HCA Deputy Federal Relations Director (10 min)

Medicaid State Plan and Waiver Activities— Patrick Hultman, DHS Deputy Medicaid
Director (30 min)

Housing Stabilization Services — John Connolly, DHS Assistant Commissioner of
Health Care Administration and Eric Grumdahl, DHS Assistant Commissioner of
Behavioral Health, Housing, and Deaf & Hard of Hearing Services Administration (30
min)

Traditional Healing 1115 Waiver Discussion Planning — Perry Moore, DHS
Traditional Healing Program Coordinator (30-45 min)



m DEPARTMENT
OF HEALTH
e Update on Direct Care and Treatment (DCT) Creation and Legislation — Dan

Storkamp, DCT Operations Services Executive Director and Erik Adolphson, DCT
Transitions Director (30 min)

e Updates on the New State Agency, Department of Children, Youth, and Families —
Anita Fineday, Director of Equity and Engagement for the Implementation Team (15
min)

o Office of the Medicaid Medical Director Update — Nathan Chomilo, MD, DHS
Medicaid Medical Director, Takayla Lightfield (DHS) and Leigh Grauman (DHS) (30
min)

e Closing Remarks — Angie DeLille, DHS Office of Indian Policy Director / Melorine
Mokri, DHS HCA Deputy Federal Relations Director (10 min)



Attachment G

m\} DEPARTMENT OF
! HUMAN SERVICES

Minnesota Department of Human Services
Health Care Administration

540 Cedar Street

PO Box 64983

St Paul, MN 55164-0983

May 31, 2024
Re: Reform 2020: Pathways to Independence Waiver Extension Request
Dear Tribal Leader,

This letter is to share information about a 30-day comment period on the Reform 2020: Pathways to
Independence waiver extension request. The Reform 2020: Pathways to Independence waiver was first
authorized in October 2013 by the Centers for Medicare & Medicaid Services (CMS) under section 1115 of the
Social Security Act as a demonstration waiver. The Minnesota Department of Human Services (DHS) is
requesting an extension of the waiver for the period of February 1, 2025 through January 31, 2030. DHS
proposes in the extension request to rename the waiver to Reform: Pathways to Independence, add the
effective date of October 1, 2024 for Community First Services and Supports, and add transitional services as a
covered benefit.

The Reform waiver provides Medicaid funding for the Alternative Care program, which covers home and
community-based services for older adults with limited assets. To be eligible, the participant must be age 65 or
older, meet the nursing facility level of care criteria, not yet be eligible for Medical Assistance (MA) due to being
over the MA income and asset limits, and have excess income and assets that are insufficient to pay for 135 days
of nursing facility care. The services covered by Alternative Care are based on the individual assessed needs of
the participant and are authorized in a person-centered support plan. The services available are a subset of
home and community-based services covered under Minnesota’s Elderly Waiver which is available to people age
65 or older who are eligible for MA. Additionally, three services that are not covered under the Elderly Waiver
are covered under Alternative Care: conversion case management, nutrition services and discretionary services.

A summary of the Reform waiver extension request, the full request to be submitted to CMS, and the most
current waiver evaluation are available for review on the DHS website. The website includes information about
how to submit feedback. We request that feedback be provided by July 3, 2024. Should you have questions
about the waiver extension request, please contact Michelle Long of my staff directly at
michelle.long@state.mn.us. Thank you.

Sincerely,

Patrick Hultman
Deputy State Medicaid Director

PO Box 64983 = St. Paul MN + 55164-0983 * An equal opportunity and veteran-friendly employer



Attachment H

From: MN_DHS_Section1115WaiverComments
Subject: FW: AC

From: Katie Frie <Katie.Frie@co.meeker.mn.us>

Sent: Tuesday, June 25, 2024 4:15 PM

To: MN_DHS_Section1115WaiverComments <Section1115WaiverComments@state.mn.us>
Subject: AC

You don't often get email from katie frie@co.meeker.mn.us. Learn why this is important

This message may be from an external email source.
Do not select links or open attachments unless verified. Report all suspicious emails to Minnesota IT Services Security
Operations Center.

Hello, | am a case manager and work with the Alternative Care Program. This program has shown to be
very beneficial with the population in rural Minnesota. | have people on AC that just need a little bit of
help to remain in their homes, such as homemaking, meals and a PERS. This program is highly beneficial
as it is an entry point to when people are starting to become more dependent, but not yet ready for an
AL or SNF. | have worked with several people that are on AC, and as their needs have increased, they
then transition to MA with the elderly waiver. As | am already involved as a case manager, it makes it a
seamless transition when they do need an assisted living or more services that cannot be provided
under AC. It would be very detrimental to reduce any of the services or options under the AC program.

Please send me the link to the public comment hearings.

Thanks,

Katie Frie

Case Manager

Meeker County Social Services
114 N. Holcombe Ave Ste 180
Litchfield, MN 55355
320-693-5331

320-693-5344- Fax

katie.frie@co.meeker.mn.us

How did we do today? Click the link to take a short survey. https://www.surveymonkey.com/r/ZMMWQ73



The unauthorized disclosure or interception of e-mail is a federal crime. See 18 U.S.C. SEC
2517[4]. This e-mail is intended for the use of those whom it is addressed and may contain
information that is privileged, confidential, and exempt from disclosure under the law. If
you have received this e-mail in error, do not distribute or copy it. Please return it
immediately to the sender with attachments, if any, and notify the sender by telephone.
Thank you for your cooperation.



Attn: Minnesota Reform 2020
Minnesota Department of Human Services
Federal Relations — Medicaid Waivers

P.O. Box 64967
St. Paul, MN 55164-0967
Email: Section1115WaiverComments@state.mn.us.

June 27, 2024

Thank you for the opportunity to review and provide feedback on DHS’s Minnesota Reform 2020 waiver
extension request.

Dakota County fully supports the Reform 2020 waiver, as it has provided increased access to home and
community-based services for older adults with limited assets. The addition of Transitional Services to
the AC service menu, included in this extension, is much needed and long overdue.

We have identified the following areas where we believe additional adjustments to the Reform 2020
waiver would further enhance the program and better serve AC service recipients:

e Add Medical Transportation to the AC service menu. Not having access to medical
transportation results in inconsistent, inconvenient, and costly services for AC members.

e Increase the current 60-day timeline for individuals receiving AC who appear categorically
eligible for MA and are referred for a financial eligibility determination (i.e. enrolled in
Temporary AC). Unfortunately, opening individuals to MA takes longer than 60 days due to
caseloads for financial workers. Increasing that timeline will allow people to continue to have
access to AC services while county financial workers process their application.

e Only implement one penalty period for either Alternative Care or Elderly Waiver/MA-LTC when
programs are applied for consecutively. DHS had previously said two penalty periods were
required because AC was solely a state funded program. However, now that both are CMS
approved waivers, this change should be implemented.

e Reduce the overall fee structure to 0%/5%/10%/15% or in a way that significantly reduces the
maximum monthly fee charge (currently at 30% of a person’s income). This may require
legislative changes to implement. We support the recent increase in case mix caps, but for some
individuals, having to pay 30% of their case mix cap from their monthly income is not feasible.

e Modify the asset assessment process when determining AC financial eligibility for married
individuals with community spouses. The certified MnCHOICES assessor could determine both
program and financial eligibility in these situations and eliminate the current additional
requirement for completion of DHS-3340 and review by financial specialists. Managing asset

Social Services

A Dakota County Northern Service Center * 1 Mendota Road West Ste. 3 « West St. Paul »
P 65] 1-6000 E 651-

A Dakota County Western Service Center « 149 alaxie A Ste. 266 » Apple Valley « MN 55124
p 952-891-7400 F 952-891-7473

w www.dakotacounty.u L {]Y]injO)



assessment in this fashion would reduce the delay in accessing program services for people
determined to be financially and service eligible for the AC program.

Upon close review of the documents listed online, we observed the following items that we wanted to
bring to your attention.

e Page 5 of the Summary of the Extension Request Reform 2020 Extension Summary Request,
states that “services described as extended state plan services under the Elderly Waiver may be
authorized for AC participants without the participant using the corresponding Medicaid state
plan service”. We will seek clarification with AASD to determine if this a new/proposed change
or if this was previously true and we were not aware of it. Regardless of what we learn, others
may have a similar question and it may be helpful to address this in the document directly.

e lastly, there is an error in the Reform 2020 Waiver Draft Interim Evaluation Report dated
5/1/2024. Section B.3 Benefits and Services on page 15 fails to include the service of ICLS in
comprehensive list of Alternative Care benefits.

Thank you for reviewing our feedback. If you would like to discuss anything in greater detail, my contact
information is below.

Sincereli|

Gilbert Acevedo

Deputy Director Social Services

P: 651-554-6043

E: Gilbert.Acevedo@co.dakota.mn.us

Community Services
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From: MN DHS Section1115WaiverComments

To: Acevedo, Gilbert

Cc: Kreager-Pieper, Katherine; Wallis Holmoe, Julia

Subject: RE: Public Comment on Reform 2020 Waiver Extension Request
Date: Friday, July 12, 2024 12:02:18 PM

Attachments: image008.png

Mr. Acevedo,

Thank you for submitting comments on behalf of Dakota County. We appreciate the county’s
support of DHS’ plan to extend the waiver authorizing the Alternative Care program and the time
taken to provide specific feedback and recommendations. The county’s letter was shared with DHS’
Aging and Adult Services Division. The items that can be addressed through policy changes are being
reviewed for possible action. However, several of the items identified require legislative authority
and funding. As you know, that is a much longer process. Concerning your last bullet regarding the
Interim Evaluation Report, we provided feedback to the contractor that completes the independent
evaluations of the waiver, and we will follow-up further if needed.

We are finalizing the waiver application and expect to submit it later this month. Once submitted, it
will be posted on DHS” website. Thank you again for your time to comment and your support of this
important program for older Minnesotans.

Christina Samion
Human Services Program Consultant | Medicaid Waiver Coordinator
Health Care Administration | Federal Relations

Minnesota Department of Human Services
Elmer L. Anderson Building

540 Cedar Street

St. Paul, MN 55164-0967

0O: 651-431-5885
christina.samion@state.mn.us

mn.gov/dhs

mﬂ\ DEPARTMENT OF
U HUMAN SERVICES

From: Acevedo, Gilbert <Gilbert.Acevedo@CO.DAKOTA.MN.US>

Sent: Monday, July 1, 2024 8:34 AM

To: MN_DHS_Section1115WaiverComments <Section1115WaiverComments@state.mn.us>

Cc: Kreager-Pieper, Katherine <Katherine.Kreager-Pieper@CO.DAKOTA.MN.US>; Wallis Holmoe, Julia
<Julia.WallisHolmoe@CO.DAKOTA.MN.US>

Subject: Public Comment on Reform 2020 Waiver Extension Request



I You don't often get email from gilbert.acevedo@co.dakota.mn.us. Learn why this is important

This message may be from an external email source.
Do not select links or open attachments unless verified. Report all suspicious emails to Minnesota IT Services Security
Operations Center.

Thank you for the opportunity to submit comments on the reform 2020 waiver extension request.
Attached you will find Dakota County’s comments. If you have any questions please feel free to

contact me at 651-554-6007 or gilbert.acevedo@co.dakota.mn.us.

Thank you,
Gil

Gilbert Acevedo
Deputy Director

Social Services

P 651-554-6007

W www.dakotacounty.us

A 1 Mendota Rd. W. Suite 300, West St. Paul MN 55118

F 651-554-6043 Fax

+ 651-554-6055 Richelle Gernes (Administrative Specialist)
+ 24-hour Crisis Response 952-891-7171
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Note: This email and its attachments may contain information protected by state or federal law or
that may not otherwise be disclosed. If you received this in error, please notify the sender
immediately and delete this email and its attachments from all devices.

Caution: This e-mail and attached documents, if any, may contain information that is protected by state or
federal law. E-mail containing private or protected information should not be sent over a public (nonsecure)
Internet unless it is encrypted pursuant to DHS standards. This e-mail should be forwarded only on a strictly
need-to-know basis. If you are not the intended recipient, please: (1) notify the sender immediately, (2) do not
forward the message, (3) do not print the message and (4) erase the message from your system.





