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EXECUTIVE SUMMARY

CONSTRAINED INNOVATION IN MANAGING
CARE FOR HIGH-RISK SENIORS IN
MEDICARE + CHOICE RISK PLANS

that they made numerous innovations to improve care delivery for elderly

Medicare beneficiaries with chronic illnesses and disabilities. These MCOs used
the flexibility provided by capitation to add new services, including (1) screening and other
programs to identify high-risk seniors; (2) care management and disease management; (3)
network credentialing; (4) occasional provision of off-policy benefits; and (5) better
coordination and flexibility in the delivery of inpatient, subacute, and home health services.
Yet their innovations were constrained by the Medicare + Choice contracts and the lack of
clear evidence about the cost-saving potential of many services. The MCOs’ contracts focus
on the primarily medical services covered by Medicare and do not obligate (or pay) the
MCOs to address seniors’ needs for long-term support services, housing, transportation to
routine care, or the myriad other types of nonmedical assistance high-risk seniors may need
to maintain their functioning and independence. Also, it remains unclear whether these
types of services, even the services that the MCOs did provide, will generate sufficient
savings to cover their extra costs. Thus, while their innovations appear to have improved
care and produced high levels of satisfaction among high-risk seniors, some unmet needs
remain. Development of more comprehensive or intensive methods to address the full
spectrum of needs will require more expansive contracts, new payment strategies, and
stronger evidence of effectiveness.

This case study of four well-regarded managed care organizations (MCOs) found

IMPROVING DELIVERY OF HIGH-RISK SENIORS’ ORGANIZATIONALLY COMPLEX CARE
Is AN IMPORTANT POLICY GOAL

The high costs and potential problems involved in delivering organizationally complex
care to high-risk seniors will require better methods for managing care delivery. These
seniors not only tend to have multiple chronic conditions that demand ongoing care, but
they also may develop acute illnesses. In addition, they receive care from many providers in
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several different settings, including physicians’ offices, skilled nursing facilities, hospitals, and
their own homes. They often use multiple medications that may be prescribed by several
physicians who may not coordinate their efforts. Many may also need long-term custodial or
hospice care.

This care is expensive. Seniors with disabilities and chronic conditions, particularly those
whose treatment involves multiple hospitalizations, account for a disproportionate share of
medical costs. Furthermore, they often face serious health risks when needed care is
inappropriate, delayed, deficient, or uncoordinated. Over the next decades, the number of
high-risk seniors will increase dramatically, as will costs and adverse outcomes if better
methods are not found to improve care delivery and effectiveness.

Efforts to increase the quality and efficiency of the organizational complex care used by
high-risk seniors must address three broad characteristics that can be organized with the
acronym VIP: Variability, Impairments, and Providers. Population variability encompasses
differences in conditions, functioning, and attitudes among individuals and over time.
Impairments can limit seniors’ ability to access care and, in the most severe cases, can limit
their ability to care for themselves or even to live independently. Provider issues are
important because high risk seniors’ use of multiple providers can make it difficult to
coordinate care and may lead to duplicative or missed services.

MEDICARE MANAGED CARE OFFERS A CONSTRAINED OPPORTUNITY TO ADDRESS THE
CHALLENGE OF DELIVERING ORGANIZATIONALLY COMPLEX CARE TO HIGH-RISK
SENIORS

The opportunity stems from the flexibility and financial incentives capitation creates to
increase the delivery of preventive care and to coordinate care delivered by multiple
providers. Furthermore, managed care offers the promise of cost savings that could be
shared between seniors, Medicare, and health plans. At the same time, capitation may also
constrain the ability of managed care to achieve its potential. Some of these constraints are
inherent in the use of financial incentives to control costs. Specifically, there has been
substantial concern that, in an attempt to control costs, capitation may lead plans to ovetly
limit seniors’ access to specialty care. It may also create incentives for plans to focus only on
types of preventive care that can be expected to generate substantial short-term benefits.
Constraints also emerge from the way capitation is implemented in Medicare. This includes
the constraints imposed by the current Medicare benefit package which predominantly
focuses on medical care and excludes most medications, personal support services, and long-
term custodial services many high-risk seniors need. It also includes constraints created by
the lack of an effective way of adjusting capitation payments to reflect the greater-than-
average needs of high-risk seniors. Fully adjusted payments could provide a greater
incentive to develop cost-effective care programs and to attract beneficiaries who could
benefit from those programs. Finally, efforts to improve care for seniors are constrained by
the fragmentation in the health care and service delivery systems and by the general lack of
strong evidence of the effectiveness of alternative service strategies. Thus, the mix of
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opportunities and constraints creates a situation where we see some innovations, but where
additional efforts are likely to require steps to address the constraints.

THIS CASE STUDY FOCUSED ON INNOVATIVE MCOS AND SELECTED GROUPS OF
HIGH-RISK SENIORS

The four case-study MCOs include three managed care plans with capitated Medicare +
Choice contracts and one large multispecialty provider group with a history of accepting
capitation to care for elderly Medicare beneficiaries. These MCOs had held Medicare risk
contracts for several years when we selected them in 1997, and they were responsible for the
care of between 13,000 and 100,000 beneficiaries. The plans reflect a mix of characteristics,
including organizational structure, Medicare + Choice payment level, profit/nonprofit status,
and geographic location.

Once we selected the MCOs, we focused on three “risk groups” of seniors who had
severe limitations or multiple chronic conditions and whose risk status or conditions were
known to their MCO. These groups include elderly beneficiaries being served by the MCOs’
care management programs, those who had attained advanced age (more than 84 years old),
and those who had experienced a recent hip fracture or stroke. While these three groups do
not constitute or represent all high-risk seniors, they provide a convenient way of illustrating
the experiences of seniors whose high-risk status is known to their MCO.

We collected information about these MCOs and seniors through site visits and focus
groups conducted from October 1997 through January 1998. We also surveyed
representative samples of high-risk seniors at three of the case study MCOs. These surveys
included 1,657 beneficiaries and were conducted from March 1999 through July 2000.

THE CASE-STUDY MCOS PRODUCED HIGH SATISFACTION AMONG HIGH-RISK
SENIORS

The high-risk seniors in our study generally held very favorable opinions about their
MCOs. Owverall, 93 percent indicated that they would recommend their MCO to another
person with similar health conditions. This figure is much higher than the overall
satisfaction level previously reported for a national sample of high-risk groups in Medicare +
Choice plans (Nelson et al. 1996). In that study, only 74 percent said that they would
recommend their plan to someone with a serious or chronic health problem. In addition,
the overall level of satisfaction we observed for our sample of high-risk seniors is
approximately equal to the level reported by the largely unimpaired general Medicare
population in Medicare + Choice plans.

This high level of satisfaction is evidence of the potential of managed care to serve high-
risk populations well. It also establishes a goal for the Medicare + Choice system as a whole

Executive Summary
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to produce equally high levels of satisfaction among beneficiaries with both high- and low-
risk for adverse health outcomes.

A SUBSTANTIAL FRACTION OF OUR SAMPLE OF HIGH-RISK SENIORS SEEMED UNSURE
OF HOW TO RESOLVE PROBLEMS WITH CARE

While the seniors in our sample were generally satisfied with their choice of plans, about
a third had no concrete plan for addressing dissatisfaction with medical care or coverage
decisions, possibly because of their generally high satisfaction levels: seniors who are happy
with their care and coverage may not bother to learn how to complain effectively.
Nevertheless, to the extent that these groups represent a broader population in all Medicare
+ Choice programs, policymakers should consider cost-effective ways to promote their
access to information and their ability to act on it.

CARE MANAGEMENT WAS AN IMPORTANT EXTRA SERVICE MADE AVAILABLE TO
HIGH-RISK SENIORS IN THE CASE-STUDY MCOsS

Care management was a key innovation fielded by the four case-study MCOs. In
general, the MCOs used their care management programs to assess the needs and capabilities
of seniors at high risk for adverse health and functioning outcomes. The assessments often
included home visits to assess seniors’ needs and living arrangements. The assessments were
followed by efforts to coordinate care delivered by the MCO network and to educate seniors
about their conditions and treatments. Care managers also referred seniors to community-
based social service agencies when they needed assistance and services beyond what was
covered in the MCO’s Medicare benefit package. In making referrals, the care managers
typically followed up to see that seniors had met with the service agencies and that efforts to
meet their needs were underway.

While there were many similarities, there were also some important differences among
the care management programs of the MCOs. In particular, care management at the two
group-model MCOs took advantage of their clinic-based approach to primary care. Care
managers at these organizations were located in the clinics, where they could interact with
physicians and patients on a face-to-fact basis, as well as by telephone. They relied on the
clinic physicians as the primary source of referrals for care management and enrolled about
three percent of their Medicare beneficiaries in care management. In contrast, the IPA-
model care managers relied more on telephone contact and had higher caseloads, although
they could order home health visits to assess seniors’ home situations and deliver some
medical social work services. The IPAs drew on their extensive data systems, new-member
screening surveys, and tracking of hospital admissions to identify high-risk cases who could
benefit from care management and enrolled approximately five percent of their Medicare
beneficiaries in care management.

Executive Summary



XX1

These care management efforts went beyond the basic Medicare benefit package, but
were more limited than the efforts that are often recommended for assisting high-risk
seniors (Chen et al. 2000). For example, the MCOs offered some patient education and
advocacy, but these efforts were limited by the general short-term nature of the programs.
In contrast, many prior care management demonstrations and the literature on best practices
include on-going advocacy and monitoring as part of their service package (Chen et al
2000).

THE MCOS’> CARE MANAGEMENT PROGRAMS FOCUSED ON SHORT-TERM ISSUES, AN
EMPHASIS THE PARTICIPATING SENIORS RECOGNIZED

Many Seniors Were Unaware That They Had Been Enrolled in Care Management

Many seniors in our care management sample seemed to be unaware that they were
indeed in care management. Even though this sample of seniors was selected from MCO-
provided lists of members in care management, only 21 percent knew that they had a care
manager from their MCO. Even if we include seniors who reported a care manager from
outside their plan, a total of only 28 percent said they had someone to work with them and
their physicians to help get the care they needed and to resolve any problems.

Of course, the lack of salience does not meant that the care management failed to
benefit the seniors or to make care delivery more efficient for the MCO. The care managers
appear to have delivered substantial services, but may nevertheless have had a difficult time
standing out from all the other providers who work with high-risk seniors. These seniors
interact with primary care physician, specialists, therapists, nurses, community-agency staff,
and the office staffs of these providers. All care managers at the case study MCOs were
nurses, so seniors may have assumed their care manager to be just another nurse who was
working with their physician. This suggests that it can be hard to make care management
salient among high-risk seniors unless the care managers have the time to build a personal
relationship with their patients. In our focus groups with seniors in care management, many
remembered getting help from a nurse and often associated that nurse with the MCO.
However, most did not perceive that nurse as someone who could provide ongoing help or
as someone to call if they had a problem with care coordination or access.

The low apparent level of saliency for care management among seniors also reflects
several other factors. Most notably, the MCOs implemented care management that was
generally time-limited and focused primarily on working with primary care physicians to
stabilize high-risk seniors and refer them to appropriate community services. This focused
nature of the care management means that many of the seniors in our survey sample may
have received the bulk of their care management services well before we interviewed them,
and they may not have remembered the eatlier services, although those services might have
been salient while they were being delivered. In addition, low salience may be consistent
with the desire to provide seamless integration of care. The care managers may work to
ensure that seniors obtain other highly-salient support services. Seniors may therefore
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remember the support services while forgetting about the assessments and referrals that got
them to those services.

Seniors Who Knew They Were in Care Management Were Satisfied with It

Among those seniors who knew they had a care manager from their plan, most were
satisfied with the help they got, and generally agreed that their care manager knew enough
about them to plan care effectively. At the same time, fewer than half of these seniors knew
the name of their care manager, a measure we used to capture the closeness of their
relationship. Furthermore, only four percent would contact their care manager if dissatisfied
with medical care or with their MCO’s benefit coverage decisions. Thus, from the
perspective of the seniors, care management appears to have been useful but not an effective
source of ongoing monitoring, education, or advocacy.

THE CASE-STUDY MCOS FIELDED SEVERAL PROGRAMS TO IMPROVE CARE OF HIGH-
RISK SENIORS

We noted numerous ways in which the four case-study organizations sought to improve
care for high-risk seniors relative to the fee-for-service sector. In addition to care
management, the MCOs’ innovations include disease-management programs, enhanced
monitoring and care coordination of seniors in subacute and custodial nursing homes, and
disease-prevention programs targeted to high-risk seniors. The organizations also worked to
improve care by requiring facilities in their networks to meet quality standards that were
higher than those imposed by Medicare.

GROUP MODEL ORGANIZATIONS HAD ADVANTAGES FOR IMPLEMENTING
INNOVATIONS

While it is difficult to draw strong conclusions from our sample of four MCOs, we did
note several instances where the structure of the group model organizations facilitated the
implementation of new service delivery and coordination methods. The two group MCOs
in our study included a traditional group practice Health Maintenance Organization and a
large multispecialty group practice with a history of accepting capitation. The advantages we
saw at these groups seemed to stem from several factors. The group MCOs tended to foster
close collaboration between physicians and MCO administrators. They also tended to attract
a mix of physicians who are comfortable within managed care. They delivered primary care
through clinics where primary care physicians and care managers could be located together
and where there were more likely to be enough high-risk patients to support special
initiatives. Last, the group models’ networks limited their skilled nursing facilities to a small
number that were felt to provide especially high-quality care. This network limitation also
enabled the MCOs to work closely with the facilities to monitor patients and develop
improved and more efficient care systems.
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The IPA models also introduced a number of innovations, including care management
and disease management programs. In addition, they provided their members with more
choices of providers and more locations from which to obtain care. There were also several
instances where IPAs contracted with large multispecialty medical groups and thereby
offered their members the option of receiving care from a group model. Thus, it is possible
that group-based approaches can continue to be made available to many high-risk seniors,
even though the number of group- and staff-model risk plans in the Medicare + Choice
program has been declining.'

COMMON FEATURES OF THE CASE STUDY MCOS CAN GUIDE EFFORTS TO IMPROVE
CARE FOR HIGH-RISK SENIORS

While the case study suggests that it is possible to produce high levels of satisfaction, it
does not indicate specific steps to achieve such a level. FEach of the case study MCOs
developed its own programs, designing them in ways that worked for the plan. The MCOs’
approaches shared common elements that can be organized with the acronym I-CAN:
Identification and assessment, Care management, Assistance programs, and Network
credentialing and support. These core elements enable the MCOs to identify high-risk
seniors and to then deliver and coordinate necessary medical care and social supports. At
the same time, each MCO developed programs that took advantage of opportunities
provided by it structure and community. For example, the group model MCOs built on
their clinic-based primary care deliver system to foster communication between care
managers, physicians, and the care-managed seniors. The IPA models used their data
systems to identify high-risk seniors. This enabled them to provide targeted services ranging
from care management to pre-admission home visits to assess and educate seniors scheduled
for joint replacement surgery. The IPA models also offered seniors a relatively large
network.

While the case study was able to document the success of the four MCOs, it was much
harder to determine why such success occurred. What led these organizations to field a
broad range of programs targeted to high-risk seniors? What elements of their structure and
management fostered experimentation and innovation? Such questions cannot be answered
entirely based on the information gathered in our case study. Nevertheless, several possible
factors did seem to emerge:

"From December 1998 to October 2001, the number of Medicare + Choice risk plans
classified as group or staff models fell by 31 percent (to 74 plans), even though total
enrollment in these types of plans remained essentially constant at approximately 2 million.
During the same time period, the number of IPA plans fell by 57 percent to 101 plans with
an enrollment in October 2001 of approximately 3.5 million.
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The innovation we saw was often constrained by several factors. One is the lack of clear
evidence that more ambitious interventions would be cost-effective. Without such evidence
MCOs will be hesitant before making a substantial investment in new services or
Another constraint came from the Medicare benefit package which focuses
primarily on medical care and excludes most personal assistance, nutrition, housing, and
long-term nursing home care as well as supports for families and other unpaid caregivers. It

approaches.

B Innovation was fostered by a culture of experimentation. All of the case

study MCOs exhibited an interest in trying new approaches to coordinating
and delivering care. Care management, group clinics, disease management,
and other programs were fielded and monitored. Operations were then
modified and possibly expanded if the pilot seemed to produce favorable
results. Not every idea worked, but that did not seem to stop the MCOs
from continuing to try new things and assessing how those new approaches
might improve care and help to control costs.

Innovation was supported by senior officials in the MCOs. In all cases, there
were senior officials in the MCO who encouraged innovation and who often
were instrumental in the development and implementation of new
approaches.

The MCOs found ways to draw on community resources. All of the case
study MCOs were in areas that had a wide array of community support
services available. The MCOs referred high-risk seniors to these service
providers in order to meet their needs for services that were outside of the
MCOs’ Medicare + Choice contracts.

does not require or pay for MCOs to address needs for these non-Medicare services.

While the case study MCOs demonstrate that it is feasible to achieve high satisfaction
levels among high-risk seniors, how likely is it that this can be replicated in a broader set of
plans? How can policy foster the corporate commitment, active involvement of physicians,
and a culture of experimentation that underlie much of the innovation we observed?

Discussions with the MCOs, physicians, and seniors, identified four possible actions:

B Stabilizing the financial and regulatory environment faced by

Medicare + Choice plans. A MCO’s senior management will focus first on
the overall performance of the organization and will focus on new care
approaches for high-risk seniors only once the financial stability of the
organization has been addressed. As a result, MCOs are not likely to pursue
programs for high-risk seniors until they have some successful financial and
operational experience with their Medicare + Choice risk plan. Outside
factors that can affect basic performance, such as rapid growth or decline in
enrollment, competition from new insurance products and plans, and
mandates for new programs or services, will demand management attention
and can divert attention for new innovations. As a result, uncertainty in the
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financial and regulatory environment can lead MCOs to address new
approaches for high-risk seniors in an incremental, piecemeal fashion.

B Reducing expectations of improvements in care combined with cost
savings. There is substantial evidence that it is very difficult to both
improve care for high-rise seniors while saving money at the same time.
While the experience of the case-study MCOs suggests that marginal
improvements are possible in the current Medicare + Choice program, more
substantial improvements may require more money.

B Risk-adjusted capitation payments. One way to ensure that there is
sufficient funding for programs targeted to high-risk seniors is to implement
a payment system that would explicitly recognize the higher costs incurred by
such seniors.

B Better cost-effectiveness analysis for mandated setrvices. Medicare +
Choice regulations have mandated that plans provide several services
intended to help high-risk seniors. Yet the analytic support for whether the
capitation payments are sufficient to support provision of these services
remains unclear. The fact that the case-study MCOs fielded many of these
services before they were mandated, suggests that at least those organizations
believed such services were effective within the capitation system of the mid-
to late-1990s. Without stronger research support for the cost-effectiveness
of these services within the current capitation system, however, it will be
difficult to convince MCOs to embrace the mandates and to find additional
ways to improve care for high-risk seniors.

It is ironic, but perhaps fortuitous, that our study is raising these issues today at a time
when the Medicare + Choice program is under substantial stress, with plans withdrawing,
enrollment dropping, and policymakers debating the importance of stabilizing the program.
Among options discussed to stabilize the program, payment levels and regulatory
requirements factor heavily in the debate. Our study’s contribution to the debate on these
issues arguably is to highlight how Medicare beneficiaries may be affected by the outcome of
the resolution of this debate. We show that Medicare + Choice has the potential to enhance
care for frail elders, an opportunity that might be lost if the program erodes. Assuming the
Medicare + Choice program remains, the key challenge for policymakers will be to decide
how to provide incentives for more broad-scale adoption of the innovations that managed
care makes possible without adding to the regulatory requirements and instability that
threaten the program. One promising step currently underway at the Centers for Medicare
and Medicaid Services involves efforts to improve performance measurement (via HEDIS
and CAHPS) so that it focuses more heavily on MCO performance for frail elders and then
using performance information to inform beneficiary choice. Performance measures specific
to high-risk seniors could also be used in to revise the payment system both through
enhanced payment and a more adequate risk adjustor that compensates plans that seek to
invest in care for the most vulnerable of Medicare beneficiaries.
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Finally, the Medicare program itself can constrain the ability to coordinate all the medical
and other services high-risk seniors may require to maintain their functioning and
independence. Funding for such services comes from many sources in addition to Medicare
and the full range of providers extends well beyond those who deliver medical care.
Furthermore, the seniors, along with their families and friends, will continue to provide
substantial care.  Full integration and coordination of these services will require
corresponding efforts to coordinate funding and to look beyond the Medicare program.

The experiences of the case-study MCOs suggest that future efforts to improve care for
seniors with disabilities and chronic illnesses will have to take many forms. Each MCO will
have to develop and adapt procedures to fit its own structure and processes. Furthermore,
experience at the case-study organizations suggests that innovations are likely to be initiated
and nurtured by highly motivated people with a special interest in care for high-risk seniors.
These people must champion the new programs and approaches, and push their
organizations to improve care. It will remain a challenge to identify and support such
champions, particularly in the absence of mandated change. The examples provided by the
case-study organizations can help guide the future, but rigorous evidence will also be needed
on best practices and effective methods for disseminating new methods.
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CHAPTER 1

THE IMPORTANCE OF MANAGING
CARE FOR HIGH-RISK SENIORS

lthough the future of Medicare managed care has become uncertain, there is no

doubt that effective ways must be found for managing the delivery of care for

elderly Medicare beneficiaries with disabilities and chronic illnesses. This is

illustrated by the case of a senior who, in a surprisingly lighthearted manner,
related his case:

I had a bypass in 1984, a four-way. And then in 1989, I had a six-way. And I had a broken
hip. They set it wrong and I had to have another break. And I had knee surgery. I was
getting along fine, but infection set in. So they had to take the prosthesis out. After knee
surgery, they put a rod in my leg at the last surgery. Then I had a stroke.

Like many other seniors, this man requires organizationally complex care. That is, he has
multiple chronic conditions that demand ongoing care, and he may also develop occasional
acute illnesses. In addition, he receives care from many providers in several different
settings, including physicians’ offices, skilled nursing facilities, hospitals, and his home. He
may also eventually need long-term custodial care or hospice care.

This care will be expensive. Seniors with functional limitations and chronic conditions,
particularly those whose treatment involves multiple hospitalizations, account for a
disproportionate share of medical costs. Even if we exclude those beneficiaries who reside
in nursing homes, the personal health care expenditures for community-resident
beneficiaries with a limitation in at least one activity of daily living (ADL) are more than four
times greater than for those with no limitation (Centers for Medicare & Medicaid Services
2001). Correspondingly, beneficiaries with functional limitations account for a
disproportionate share of expenditures. In 1996, beneficiaries with limitations in ADLs
accounted for 20 percent of all Medicare beneficiaries and almost 40 percent of all personal
health care expenditures. Overall, health care for beneficiaries with limitations cost
approximately $94 billion in 1996.



The man’s care may also be risky, since seniors with disabilities and chronic illnesses
often face serious health risks when needed care is inappropriate, delayed, deficient, or
uncoordinated. Problems may arise because one provider’s efforts to treat a condition
weaken the effectiveness of treatments for other conditions. Medications prescribed by
different physicians could interact adversely. Insufficient attention might be paid to
preventive care that could help stave off future illnesses or to rehabilitation that would
improve the ability to live independently. Seniors may not understand their chronic
conditions well enough to engage in appropriate self-care.

The high costs and potential problems of delivering organizationally complex care mean
that better methods for managing care delivery must be developed. The Medicare program,
providers, managed care plans, and seniors are all interested in finding ways to deliver care in
ways that reduce costs and improve outcomes. This interest can be seen in funding by the
Centers for Medicare & Medicaid Services (CMS)' of the PACE and Social Health
Maintenance Otrganization (S/HMO) programs that seek to promote better care for frail
elderly beneficiaries, in funding for demonstrations to improve care coordination and
integrated service delivery for chronically ill seniors (Schore et al. 1999; Chen et al. 2000; and
Brown et al. 2001), in the Medicare regulations that require managed care plans to screen
new members to identify those at high risk for hospitalization and adverse health outcomes
(Health Care Financing Administration 1999), and in the efforts of advocates to make care
more responsive to consumer needs.

Medicare, including the Medicare + Choice program, will play a central role in meeting
this challenge. Virtually all of the growing number of seniors will be eligible for Medicare,
and many will enroll in Medicare + Choice plans despite the recent decline in managed care
enrollments. Many of those seniors who enroll in managed care will have chronic illnesses
or functional limitations that put them at high risk for adverse health outcomes. Thus, the
Medicare + Choice program will serve a substantial number of high-risk seniors and must
find effective ways to care for these seniors. In 1998, there were more than 1.6 million
Medicare beneficiaries who needed help with at least one basic activity of daily living (ADL)
(such as bathing or eating) enrolled in Medicare + Choice risk plans (Health Care Financing
Administration 2001).

This participation in managed care offers an opportunity to address the challenge of
delivering organizationally complex care. It also raises some potential risks. Managed care
has financial incentives to increase the delivery of preventive care and to coordinate care
delivered by several providers. It also offers the promise of cost savings that could be
shared between seniors, Medicare, and the health plans. At the same time, there are financial
incentives and operational barriers that may limit the extent to which Medicare managed care
achieves its full potential. For example, plans have incentives to focus on preventive care
that can improve outcomes or create savings quickly than on preventive programs, such as
smoking cessation, whose benefits are not realized until much later. The balancing of these

' CMS was formerly known as the Health Care Financing Administration (HCFA).
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competing incentives is particularly important to seniors with disabilities and chronic
illnesses (Gold et al. 1998).

The challenge of delivering organizationally complex care will become even greater as
the population ages. In the next 20 years, the overall number of people with chronic
conditions is expected to increase by 28 percent, and their direct medical costs are likely to
increase by 36 percent (Institute for Health and Aging 1996). Technological developments
will continue to change the way care is delivered and will present new and complex choices
to seniors. Hospital stays may become even shorter, with more care delivered in skilled
nursing facilities and in seniors’ homes. Medical tests will be more complex, and more drugs
will be available for treating chronic illnesses. Also, providers such as advanced practice
nurses, therapists, nutritionists, and care managers will play an increasingly large role in
helping seniors live healthier lives.

To help the Medicare program meet this challenge, the Office of the Assistant Secretary
for Planning and Evaluation in the U.S. Department of Health and Human Services funded
this study, which examines a selected group of beneficiaries with disabilities and chronic
illnesses in four managed care organizations (MCOs). The study includes interviews with a
broad mix of those beneficiaries, as well as reviews of the systems and methods the MCOs
have established for serving them. These organizations do not represent all Medicare +
Choice plans, but their experiences and those of their enrollees provide a sense of the
challenges inherent in serving high-risk seniors in Medicare, and suggest some of the ways
MCOs can meet those challenges.

We focus on elderly Medicare beneficiaries with disabilities or chronic illnesses, whom
we will call high-risk seniors. This group is important to policymakers because of their
vulnerability to adverse outcomes, their generally high medical costs, and the expectation
that this group will grow markedly over the next 30 years. There has been a particular
concern over vulnerable populations within managed care systems, as evidenced by Medicare
regulations that require Medicare managed care plans to screen new members and identify
those at high risk for adverse outcomes. High-risk seniors also serve as a sentinel population
that is particularly sensitive to the ways in which care is organized and delivered (Patterson et
al. 1998). While many seniors face risks, we have focused on those who already have
chronic conditions or disabilities and on those who are most likely to experience additional
illnesses, impairments, hospitalizations, or loss of functioning and independence. While
important, the study of people who face milder risk is quite difficult, because measurable
outcomes occur less frequently, and the risk levels are often hard to influence.

In our site visits, focus groups, and surveys, we found considerable evidence of the
extensive care needs of high-risk seniors and the organizationally complex care they receive.
We also found innovation, attention to preventive care, and cost-consciousness among the
four MCOs. These MCOs used the flexibility provided by capitation to add new services,
including screening and other programs to identify high-risk seniors; care management and
disease management; network credentialing; occasional provision of off-policy benefits; and
better coordination and flexibility in the delivery of inpatient, subacute, and home health
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services. Yet their innovations were constrained by the Medicare + Choice contracts and the
lack of clear evidence about the cost-saving potential of many services. The MCOs’
contracts focus on the primarily medical services covered by Medicare and do not obligate
(or pay) the MCOs to address seniors’ needs for long-term support services, housing,
transportation to routine care, or the myriad other types of non-medical assistance, high-risk
seniors may need to maintain their functioning and independence. Also, it remains unclear
whether these non-medical services, even the services the MCOs did provide, will generate
sufficient savings to cover their extra costs. Thus, while their innovations appear to improve
care and did produce high levels of satisfaction among high-risk seniors, some unmet needs
remain. Development of more comprehensive or intensive methods to address the full
spectrum of needs will require more expansive contracts, new payment strategies, and better
evidence of cost-effective service delivery.

In presenting these findings, we start with an overview of the policies that are shaping
Medicare managed care and an analytical framework for thinking about that program and
how it serves beneficiaries with disabilities or chronic illnesses. We then describe our data
and methods. In Chapter III, we examine the special features of high-risk seniors that will
challenge care systems that seek to serve them. In Chapter IV, we review the processes and
structures the four MCOs have developed for serving high-risk seniors. Chapter V provides
more details about the experiences of a sample of high-risk seniors in three of the case-study
MCOs, specifically, their satisfaction with their providers and plans and their perceptions of
care management. Chapter VI looks at a particularly vulnerable group, elderly beneficiaries
with a recent hip fracture or stroke. Finally, Chapter VII lays out some recommendations
that emerge from this case study.

A. PoLIicYy CONTEXT

Over the next 30 years, the Medicare program is expected almost to double in size,
covering 38 million more people than it does today. At the same time, the future of the
Medicare + Choice program has become uncertain. During the eatly 1990s, enrollment in
Medicare + Choice plans grew rapidly. Spurred by the attractive additional benefits many
risk plans offered—such as coverage of prescription drugs and competitive premiums
relative to those for traditional Medicare-supplemental coverage—enrollment tripled
between 1993 and 1997 (Lamphere et al. 1997; and Nelson et al. 1996). Enrollment peaked
in 1999 at 6.3 million beneficiaries (out of a total of almost 40 million beneficiaries overall).
Enrollment is now in decline, as some plans withdrew from the Medicare managed care
market or reduced their service areas.

Nevertheless, managed care remains an important option for many high-risk Medicare
beneficiaries. In October 2001, approximately 15 percent of Medicare beneficiaries were
enrolled in a Medicare + Choice plan. Of those, statistics from eatlier beneficiary surveys
suggest that more than 25 percent need help with basic ADLs, such as bathing (Health Care
Financing Administration 2001). Furthermore, Medicare managed care is a source of ideas
and methods for improving the delivery of care to groups at high risk for hospitalization or
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adverse health outcomes (Boult et al. 2000; Fox et al. 1998; Christianson 1998; and Chen et
al. 2000).

Regardless of participation in Medicare + Choice plans, high-risk seniors tend to have
greater-than-average difficulties obtaining adequate care (Nelson et al. 1996; and Manton et
al. 1993). As Wagner et al. (1996) note, “usual medical care, regardless of organizational and
financial arrangements, confronts chronically ill patients and their providers with a set of
formidable obstacles to achieving effective clinical care and self-management.” These
obstacles often lead to unmet needs. For instance, approximately one-third of all disabled
elderly people now have an unmet need for assistance with at least one ADL (Institute for
Health and Aging 1996). These unmet needs can lead to adverse consequences such as falls,
difficulty with toileting, inability to have prescriptions filled, missed medical appointments,
and preventable institutionalization (Allen and Mor 1997; and Stone et al. 1987). In addition,
the Medicare benefit package focuses on medical care, to the general exclusion of long-term
nursing home care, personal assistance and other services oriented toward promoting
functional independence (Moon 1996). High-risk beneficiaries must therefore look to
Medicaid and other programs outside Medicare to meet those types of needs, as well as to
obtain help with their often substantial costs for medications. This fragmentation of
financing complicates efforts to coordinate medical care with social and custodial supports.

At the same time, it is not clear whether high-risk seniors in Medicare + Choice plans
fare better or worse than those in fee-for-service. Although the structure of managed care
offers theoretical advantages over the fee-for-service system, empirical studies provide mixed
evidence about the different care processes and outcomes of the two systems (see, for
example, Retchin et al. 1997; Miller and Luft 1997; Kramer 1996; Ware et al. 1996;
Greenfield et al. 1995; Brown et al. 1993; and Retchin et al. 1992).

The most comprehensive comparison of Medicare fee-for-service and capitated managed
care systems concluded that Medicare risk-contracting HMOs provide care comparable to
that delivered by fee-for-service providers but use fewer health care resources (Brown et al.
1993). HMOs shortened the average hospital stay by 16.8 percent relative to the Medicare
fee-for-service sector. They also increased the use of some services by beneficiaries whose
health was poorest, while reducing the intensity of services more for this group than for
other groups. For example, people in HMOs had a higher probability of hospitalization, but
they also had the largest average reduction in hospital days and home health wvisits.
Furthermore, the evaluation suggested that the reductions were more likely a result of better
care delivery and the elimination of unnecessary services than of restricted access to health
care.

Other studies suggest that care for high-risk seniors and others with chronic illness or
disability may be worse in managed care than it is in the fee-for-service system. Ware et al.
(1996) found that, over a four-year period, elderly patients in HMOs were almost twice as
likely as their counterparts to experience a decline in physical health in a fee-for-service
system. Shaugnessy et al. (1995 and 1994) provided data suggesting that lower use of home
health care among HMO members may contribute to worse health outcomes.
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The heterogeneity among managed care plans further complicates analysis of the effects
of managed care. Each plan responds differently to its competition, its regulators, the general
practice patterns in its service area, and its own experiences and existing systems. Although
competition among plans can lead them to offer products with similar features, it seems
likely that substantial diversity will remain with respect to specialized efforts targeted to high-
risk seniors or other population subgroups. Thus, efforts to assess how well Medicare
managed care serves high-risk seniors must explicitly recognize this diversity and avoid
broad generalizations about the effects of managed care.

The future role of Medicare + Choice plans will be shaped by the availability of evidence
about whether specific services such as care management will lower overall costs or improve
care quality for high-risk seniors. A substantial body of literature has evolved over the past
15 years on the cost-effectiveness of alternative approaches to caring for high-risk seniors.
In many cases, no evidence of cost savings has been found (Kemper 1988; Weinberger et al.
1996; Fitzgerald et al. 1994; and Schore et al. 1999), and additional research is needed to
form a consensus about many approaches that have not been evaluated (Boult et al. 2000).
The future role of Medicare + Choice plans could also be shaped by altering the Medicare
benefit package, regulations, or payment system to encourage plans to develop new
programs for high-risk seniors.

In addition to efforts by Medicare + Choice plans, a number of demonstration programs
have evaluated the effectiveness of new models of financing care for high-risk seniors.
These demonstrations have been sponsored by CMS and have included (1) the Program for
All-Inclusive Care (PACE), which offers a comprehensive array of acute and long term care
services for high-risk senior Medicare beneficiaties; (2) the Social HMO (S/HMO), which is
a hybrid of a Medicare risk plan and a modest long term care community insurance plan; (3)
EverCare, a demonstration program that pairs physicians and geriatric nurse practitioners to
manage the care of nursing home residents more effectively; and (4) several state programs,
such as Minnesota’s Senior Health Options program, which integrates care and financing for
dual eligibles, people simultaneously enrolled in Medicare and Medicaid (Wooldridge et al.
1999; and ASPE’s Disabilities and Managed Care Web site 2000).

Although none of these kinds of MCOs are included among those we analyze for this
report, they have changed the mix of services available to high-risk seniors. For example,
PACE, which was found to reduce hospitalizations and nursing home entry, has recently
become a program under Medicare + Choice and currently operates in 25 sites nationally
(Burstein et al. 1996; and Wooldridge et al. 2000). The S/HMOs screen and assess seniors
to determine those that could benefit from expanded community care services to help them
avold nursing home admissions and reduce the risk of complications from their chronic
conditions. However, there is no consistent evidence that S/HMOs improve beneficiary
outcomes relative to Medicare risk plans that do not receive the extra payments (Wooldridge
et al. 2001).
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B. CONCEPTUAL FRAMEWORK

To guide our data collection and analysis, we developed a framework for organizing
information about the characteristics of high-risk seniors and the key elements of care
systems that try to serve them. We also developed a framework for considering the overall
system within which Medicare + Choice plans operate.

1. Key Characteristics of High-Risk Seniors and the MCOs That Serve Them

Our study of high-risk seniors is organized around concepts identified by the acronyms
VIP and I-CAN (Figure I.1). VIP stands for three key population characteristics that will
challenge any system that tries to serve high-risk seniors:

m  Variability. High-risk seniors often differ substantially from one another,
and their conditions and symptoms often vary over time. Not only do they
have varying mixes of conditions and impairments, but their attitudes and
their capacities for self-care differ widely. As a result, individualized care
plans (rather than standard protocols) often must be developed to fit each
person’s profile.

m Impairments. Most high-risk seniors have impairments that make them
more difficult to serve than the general senior population. In particular,
physical and cognitive impairments can make it hard for these seniors to
access the care system effectively and, in some cases, to care for themselves.
People often have multiple conditions that require organizationally complex
care and place them at high risk for developing additional conditions or
impairments. Finally, impairments are likely to worsen over time, and the
impairments of some seniors will be sufficiently severe that they find it
difficult to care for themselves or to live independently.

m  Providers. High-risk seniors tend to have numerous providers and receive
services in many settings, including physicians’ offices, hospitals, nursing
homes, and their own homes. This diversity of provider types and settings
also leads to organizationally complex care.

I-CAN stands for care system features that MCOs can use to respond effectively to the
needs of high-risk seniors:
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FIGURE 1.1

THE “VIP” NEEDS OF HIGH-RISK SENIORS AND “I-CAN” RESPONSES

Characteristics of High-Risk Seniors: MCOs Can Respond with:
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m Identification. No targeted services are possible without initial
identification of those seniors who are at high risk. This can be done
through screening that uses surveys or administrative data, by providers in
the course of delivering care, by monitoring hospital admissions to find
people who have developed serious illness with substantial sequelae, and
through general outreach activities designed to encourage self-identification
by high-risk seniors. Identification systems also need to include some sort of
general assessment system in order to refer identified people to the
appropriate services, including more detailed assessment.

m Care Management. This type of service strives to make organizationally
complex care more efficient and more manageable for the seniors and
providers. It begins typically with a detailed assessment of people’s needs and
then helps to coordinate care delivery among multiple providers and
facilitates referral to and follow-up with appropriate social service providers.
It can also educate patients about monitoring their conditions and about
improving their self-care and lifestyles.

m  Assistance Programs. These programs are aimed at seniors with specific
needs who generally do not require the intensive efforts of care management.
Because of the variability among seniors, a wide array of assistance programs
exists. These include many types of disease management to address
difficulties adhering to treatment regimens for specific diseases (like diabetes
or heart failure), pharmacy programs that look for possible drug interactions
or more efficient drug combinations, general health promotion and disease
prevention programs, behavioral health screening and referral, and volunteer
programs that address social isolation.

®m Networks. MCOs can also promote better care for high-risk seniors by the
way they build and run their networks. This includes recruiting geriatricians
or other providers with specialized knowledge and skills for treating seniors.
MCOs can also selectively contract with skilled nursing homes or other
providers in order to ensure quality and to promote better coordination of
care. Finally, MCOs can try to influence care delivery by compensating
providers in particular ways, or by developing systems to foster information
sharing among providers.

2. Major Elements in Managed Care Systems

In addition to the VIP and I-CAN characteristics of high-risk seniors and the MCOs that
serve them, it is important to pay attention to the fragmented system of care that shapes the
health, functioning, and quality of life of a growing number of high-risk seniors (Gold et al.
1998). Although a Medicare + Choice plan can control delivery of most of the health care
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its members receive, the plan remains only one element in this system. Most social services
and custodial care that high-risk seniors need are delivered either by providers who are
independent of a plan’s provider network or by the seniors and their families. Furthermore,
accountability for the mix of services high-risk seniors receive is divided among numerous
stakeholders who often have differing priorities and authority. Finally, plans’ competition
for enrollees, providers, and capital creates incentives and constraints with respect to the
strategies they use to improve care for the portion of the market represented by high-risk
seniofs.

Our view of managed care systems for high-risk seniors in Medicare begins with the
elderly beneficiaries and ends with the key outcomes the system is intended to affect: health
status, functioning, quality of life, and costs (Figure 1.2). Outcomes are shaped generally by
people’s lifestyles, attitudes, and physical makeup, as well as by the care they receive. That
care is shaped, in turn, by the actions of the managed care plan, which is responsible for
delivering or arranging for Medicare-covered medical care. The actions of the plan are
shaped by two broad external forces: the Medicare program and market forces. Medicare,
which is administered by CMS, contracts with health plans to deliver its benefit package to
those beneficiaries who choose to enroll. CMS thereby sets the requirements for and
expectations about what a plan must deliver to its members, as well as furnishes
established capitation payments. A plan’s actions also are shaped by the characteristics of
the markets in which it operates, particularly the level of competition from other insurers,
the policies of state regulators and accreditation bodies, the infrastructure of local care,
historical practice patterns, and demands by the plan’s shareholders (or, in the case of
nonprofit plans, by sponsors).

FIGURE 1.2
SYSTEMS FRAMEWORK FOR MANAGED CARE ORGANIZATIONS

Frail Elderly Medicare Ben€ficiaries
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Care is delivered to high-risk seniors by a fragmented system. Most medical care is
covered by Medicare and is delivered by the plan’s provider network. The remaining
medical care (such as medications), along with services such as long-term nursing home care,
personal assistance, nutrition services, housing, and transportation, are provided by a mix of
providers who operate largely outside the Medicare system. Finally, a substantial amount of
care is provided by unpaid caregivers, such as family members, friends, and neighbors, and
by the high-risk seniors themselves. Although the managed care plan may influence these
other sources of care through education and coordination, and may even decide to fund
some of these services, it remains contractually obligated only for Medicare-covered care.
Because the boundaries between the different types and sources of care are not well defined,
there often are alternative sources for specific services. Thus, the care delivered by one
group can interact with that delivered by others.

Although the elements in this structure can interact in myriad ways, three relationships
are particularly important for our study of Medicare managed care for high-risk seniors: (1)
the interrelationship between elderly Medicare beneficiaries and the plan, (2) the contract
linking Medicare and the plans, and (3) the fragmented nature of care delivery for high-risk

seniors.

When beneficiaries enroll in a managed care plan, they tie receipt of Medicare benefits to
a contractual entity (the “Medicare + Choice plan”). The plan is then obligated to provide or
arrange for all Medicare benefits, as well as any other benefits it has added to its package.
Most Medicare risk plans restrict beneficiary choice to a specific provider network.” In
exchange, plans offer savings to most beneficiaries willing to accept these restrictions. For
example, many plans do not have deductibles or charge members a premium, although
members still must pay the Medicare Part B premiums. Many plans also offer coverage for
prescription drugs or for hearing aids and glasses. During the late 1990s, beneficiaries in
these plans often could save $1,000 or more per year in out-of-pocket expenses, compared
with the fee-for-service system.” A key issue facing beneficiaries who consider enrolling in
managed care is whether the savings are sufficient compensation for letting the plan restrict
their choice of providers.

The relationship between Medicare and a plan centers on the contract, which obligates
the plan to provide the Medicare benefit package, along with any additional services the plan
has added to its benefit package, to enrolled beneficiaries in return for a specific capitation

*This testriction may be less than absolute for some Medicare managed care products. For example,
point-of-setvice options (when they exist) provide some funding for providers not in the network but do
impose higher cost sharing on such use.

*For example, CMS estimated that the expected value of the deductibles and copayments paid by
beneficiaties in the fee-for-service system is approximately $77 per month (or about $924 per year). Also, the
average 1999 costs for the widely available AARP Medigap H policy, which includes a prescription drug
benefit, ranged from about $100 per month to more than $200 ($1,200 to $2,400 per year), depending on the
person’s state of residence.

L. The Importance of Managing Care for High Risk Seniors
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payment rate. The contract stipulates such features as mandated 24-hour coverage, provider
access standards, quality assurance systems, data-reporting requirements, and grievance and
appeals mechanisms. The contract enables Medicare to shift the financial risk for delivering
Medicare benefits from the government to the plan. It establishes specific expectations
about plan performance yet gives the plan considerable flexibility in deciding how to meet
them.

To fulfill their contractual responsibilities, plans establish administrative and clinical
systems through which they and their associated provider networks deliver care to the
enrolled population. Of particular relevance to high-risk seniors, some plans establish care
management systems that seek to identify and assess members who are likely to require
extensive care, then manage the care delivered to those people. The exact structure of these
internal subsystems varies among, and sometimes within, plans. Furthermore, for their
Medicare populations, plans may establish structures, such as screening protocols or case
management systems, that differ from those for other enrolled populations.

In Medicare managed care, as in Medicare fee-for-service, high-risk seniors draw on a
wide array of services that are provided through a fragmented system of overlapping
providers and funding sources (Bringewatt 1995; and Weiner and Skaggs 1995). These
services include medical care, assistance from both paid and unpaid caregivers, and a variety
of long term care and other services that lie outside the Medicare benefit package. High-risk
seniors also engage in various self-management activities, including monitoring their physical
and emotional status; engaging in health-promotion activities; and adhering to any
recommended diet, exercise, medication, and treatment protocols.

Managed care plans have the structure and incentives to coordinate delivery of covered
medical care; they also have considerable flexibility in determining the specific mix of
providers and kinds of expertise reflected in the plan. Medicare + Care regulations also
require that plans take some steps to reduce fragmentation, but the regulations provide only
vague guidance about expectations in this area.

3. Implications for This Study of High-Risk Seniors in Medicare Managed Care

An implication of our conceptual framework is that seniors’ outcomes are shaped by a
wide array of factors, only some of which are under the control of their managed care plan.
These factors may vary from community to community and from person to person. The
effects of any systematic effort an MCO makes to affect the delivery of care can be masked
by the variation among high-risk seniors in the extent to which they can draw, or wish to
draw, on family, friends, social service providers, and themselves to meet their needs. The
effects of MCO efforts can also be masked by differences in the local availability of senior-
related community services (such as home-delivered meals and financial aid for purchasing
needed medications) that influence outcomes, particularly the extent of unmet needs for help
with ADLs.

L. The Importance of Managing Care for High Risk Seniors
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This difficulty in identifying the specific effect of an MCO means that our case study of
only four MCOs will not be able to come to definitive conclusions about links between
MCO structure and beneficiary outcomes. Nevertheless, we feel that it is possible to identify
some suggestive patterns in the information we collected about MCO structure and in the
experiences high-risk seniors report in our surveys. The combination of detailed operational
information gathered from site visits to all four MCOs and consumer survey information
gathered from beneficiaries in three of those MCOs gives us a strong base for examining
ways in which MCO features may affect outcomes. In looking among these MCOs, we have
seen that different MCO approaches are associated with differences in beneficiary
perceptions about the MCO services. These patterns suggest challenges that all MCOs will
face in serving high-risk seniors and offer some suggestions about useful ways to address
those challenges.

The conceptual framework also highlights the potential importance of care management
for coordinating the organizationally complex mix of services and providers. The set of
services included in “care” can be very large for high-risk seniors. As a group, they are likely
to have more providers, paid and unpaid, than other beneficiaries. They are likely to need
medications and social support services that are not covered by Medicare and are delivered
by providers who are not contractually linked to the MCOs. They and their families will
often have to play a major role in monitoring the dynamic nature of their chronic conditions
and complying with multi-part treatment regimens. Interest in making this fragmented
system work effectively and efficiently leads naturally to interest in care management. Thus,
it was not surprising that care management plays a key role in how the case study MCOs
arrange care for high-risk seniors.

While interest in care management is high, we expect that MCOs will be cautious in their
use of this service. Care management is not a covered Medicare benefit, and there is little
clear evidence that it can generate net savings. Therefore, MCOs would be expected to
undertake fairly limited care management programs until they develop a better sense of the
ways in which such programs are affecting their net revenues and the health outcomes of
their beneficiaries. In addition, we would expect that MCOs would deliver care management
that focused on assessment and coordination of medical care. We would expect them to
refer high-risk seniors to local social service providers for services that lie outside the
Medicare benefit package (such as home-delivered meals or respite care for unpaid
caregivers).

We also expect that MCOs organized as group or staff models will have more control
over their providers than will Individual Provider Associations (IPAs) or network MCOs.
The close relationship between MCOs and providers in group models gives these MCOs an
internal source of ideas for making care more efficient and cost-effective, as well as a more
direct ability to influence how care is delivered. In addition, group or staff MCOs would be
expected to attract physicians and providers who are more comfortable with prepaid
medicine. In contrast, network or IPA models tend to include providers that contract with
several other MCOs as well as treat patients who have fee-for-service coverage (Collins et al.
1997). Thus, providers in these networks face multiple sets of financial incentives and, in

L. The Importance of Managing Care for High Risk Seniors
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some cases, multiple suggested care protocols and monitoring procedures. Any one IPA or
network plan will therefore have only a limited ability to shape the care delivered by
providers.

L. The Importance of Managing Care for High Risk Seniors



CHAPTER I1

STUDY POPULATIONS
AND METHODS

he goal of our case studies has been to understand the perspective and
experiences of elderly Medicare beneficiaries who have enrolled in innovative
managed care organizations (MCOs) and who are known to those
organizations as having high risks for hospitalization and adverse health
outcomes. We focused on this group to get an idea of the ways in which managed care
could help high-risk seniors. High-risk seniors who had not been identified by their plans
clearly require attention, but studying those people would not allow us to observe any
proactive services. In addition, high-risk groups of seniors provide an important sentinel
group for studying the performance of managed care organizations (Patterson et al. 1998).

We began our case studies by selecting four innovative MCOs: three managed care plans
with capitated Medicare + Choice contracts and one large provider group with a history of
accepting capitation to care for elderly Medicare beneficiaries.

We selected the four MCOs after developing a list of organizations that had innovative
programs for seniors with multiple chronic conditions or disabilities. We developed the list
using reports in the literature, suggestions from the project’s Technical Advisory Group, and
the authors’ knowledge of the industry. In selecting the four to study, we looked for a mix
of organizations in terms of plan type, Medicare + Choice payment level, profit/nonprofit
tax status, and geographic location. All organizations also had to have more than 10,000
elderly Medicare beneficiaries and several years’ experience with special programs for
seniors.

Once we selected the MCOs, we identified three groups of seniors who had severe
limitations or multiple chronic conditions and who had been identified as high risk by their
MCO. These groups include eldetly beneficiaries being served by an MCO’s care
management program, those who had attained advanced age (more than 84 years old), and
those who had experienced a recent hip fracture or stroke. While these three groups do not
constitute or represent all high-risk seniors, they provide a convenient way of illustrating the
experiences of seniors whose high-risk status is known to their MCO.
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We conducted the case study site visits from December 1997 through October 1998,
and surveys from March 1999 through December 1999, with a second round of interviewing

for the subsample of seniors with hip fracture or stroke conducted from October 1999
through July 2000.

A. PARTICIPATING MANAGED CARE ORGANIZATIONS
The four MCOs that participated in this study are:

B  Keystone Health Plan East (referred to herein as Keystone East): an IPA-
model plan that, at the time of our case study, contracted directly with
individual physicians to care for about 80 percent of its Medicare enrollees
and had capitated contracts with large provider organizations to care for the
other 20 percent.

B Regence HMO Oregon (referred to herein as HMO Oregon): an IPA-
model plan that relied on capitated contracts with large provider
organizations to care for a substantial proportion of its Medicare
beneficiaries.

B Kaiser Permanente—Colorado (referred to herein as Kaiser Colorado): a
group model HMO in which the HMO (the Kaiser Foundation Health Plan)
contracts for physician services with the Colorado Permanente Medical
Group, which has about 450 physicians who serve Kaiser Colorado members
exclusively and who participate in all aspects of health plan management.'

B Aspen Medical Group (referred to herein as Aspen): a large nonprofit
multispecialty medical group in the St. Paul/Minneapolis area, which serves
13,000 Medicare + Choice beneficiaries who enrolled in Medica Health
Plan and then selected Aspen as their primary care clinic. At the time of our
visit, about 60 percent of the Medicare beneficiaries seen at Aspen were
enrolled in managed care.

These four organizations represent a diverse mix in terms of their size, recent growth,
geographic location, and other characteristics (Table I1.1). In our case study, the major
distinction among the four MCOs is the group nature of Kaiser Colorado and Aspen
compated with the IPA/network organization at Keystone East and HMO Oregon. It is
also important to note the much larger scale and recent growth rate for Keystone East and
the very low growth rates at Aspen and HMO Oregon. Differential growth sets up different
dynamics and opportunities in these organizations. For example, at the time of our site visit
to Keystone East, the MCO was devoting substantial energies, including staff hiring and
updating their data systems, in order to integrate almost 200,000 new members. The longer

1Although referred to in the text as Kaiser Colorado, the programs described refer to both the health plan
and the Permanente Medical Group.

II. Study Populations and Methods
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TABILI: 111

MANAGED CARE ORGANIZATIONS STUDIED

Aspen Medical
Group/Medica
Health Plan

Kaiser Health Plan
of Colorado

Keystone Health
Plan East

Regence HMO
Oregon

ITcadquarters Location
Date of Site Visit

Ozganization 'l'ype

‘l'otal Enrollment at the Iime of
Our Visit

Capitated Medicare linrollment at
the Time of Our Visit

Growth in Mecdicare Enrollments
During the Year Prior to Our
Visit

For-Profit Status

Medicare Risk Plan Established

Organization listablished

St. Paul, MN
October 1998

Capitated Medical
Group

90,000

13,000

Close to zero

Nonprofit

19762

1974

Denver, CO

January 1998

Group

339,000

38,400

9.8 percent
Nonprofit
1986

1980

Philadclphia, PA
October 1997
IPA/Network

(with 20 percent

of enrollees in

groups)

800,000

102,400

23 percent
For-profit
1993

1987

Portland, OR
December 1997
IPA/Network
(with 75 percent

of enrollees in
groups)

440,000

17,600

0.4 percent
Nonprofit
1994

1976

NOTE:

All MCO data were collected from the MCOs.

*Aspen began its Medicare risk plan under a demonstration that predated the 1982 enactment of the legislation authorizing
Medicare managed care, the Tax liquity and I'iscal Responsibility Act (TEHIFRA) of 1982.

I1. Study Populations and Methods
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experience with Medicare managed care at the two group models, Aspen and Kaiser
Colorado, is also an important difference among the four case-study MCOs.

The four MCOs operated in market areas with differing characteristics (Table I1.2). The
major distinction is between the area in and around Philadelphia (served by Keystone East)
and the areas served by the other organizations. The Philadelphia area is notable for its high
provider supply and utilization patterns and its higher Medicare + Choice payment rates.
The number of inpatient days per 1,000 residents in Philadelphia is at least twice that for the
other areas and almost three times the rate for the Portland area. The Medicare payment
level for 1998 was $718 for the city of Philadelphia, which is 40 to 70 percent more than the
highest rate for the other catchment areas.

The other major distinction is the managed care penetration rate: the percentage of
people who are enrolled in managed care. Among our four organizations, HMO Oregon
operates in the area with the greatest managed care penetration, almost half the population
and half the Medicare beneficiaries were enrolled in managed care. (Because many people
do not have insurance, the penetration rate among all zzsured people is much higher than 50
percent)) Kaiser and Aspen also operate in areas with high managed care penetration.
Keystone’s market has the lowest managed care penetration among Medicare beneficiaries,
although managed care was growing quickly there during the late 1990s and was well above
the average rate for the nation as a whole.

It is important to note that the four case-study MCOs implemented several services for
high-risk seniors before those services were mandated by the Centers for Medicare &
Medicaid Services (CMS; formerly known as the Health Care Financing Administration).
For example, all four screened new members before it was mandated. In addition, they were
identifying and assessing high-risk seniors before the regulation requiring Medicare + Choice
plans to identify each person with a serious or complex medical condition, assess the
condition, and develop a treatment plan that allows direct access to specialists.” That
regulation also requires that plans have in place programs for coordination of plan services
with community and social services. The regulations do not, however, outline the
responsibility of MCOs to address the non-acute care needs of the enrolled beneficiaries, nor
do they define “serious and complex medical conditions.”

*An Tnterim Final Regulation for the Medicare + Choice Program was published on June 26, 1998,
requiring plans to engage in these activities; it was derived from a recommendation contained in the Consumers
Bill of Rights and Responsibilities that called for allowing persons with serious and complex illnesses to have
direct access to specialists. A final regulation was issued on June 29, 2000.

I1. Study Populations and Methods
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B. DATA COLLECTION
Our case studies draw on two primary sources of data:

B Site visits and focus groups conducted at the four plans from October 1997
through January 1998

B Surveys of selected samples of beneficiaries known to be at high risk for
adverse outcomes in three of the four MCOs. The surveys included 1,657
beneficiaries and were conducted from March 1999 through July 2000.

1. Site Visits and Focus Groups

We used site visits and focus groups to collect information about the structures and
processes the MCOs used to care for high-risk seniors. Most of this information was
collected during three-day site visits conducted by three of the authors of this report (Drs.
Fox, Retchin, and Thornton). Prior to each visit, we reviewed information on the health
plan, including benefit packages, market area, Medicare enrollment growth, and any
documents the organization could provide that described their special programs for high-risk
seniors. During each visit, we spoke with the director of Medicare programs, the medical
director, and the director of care management. We also spoke with the care management
supervisors and staff from any special programs for elderly Medicare beneficiaries with
chronic illnesses or disabilities.  Site visits included four separate focus groups with
physicians, care managers, seniors enrolled in the organization’s care management program,
and seniors with a recent hip fracture or stroke. We also spoke with managers at skilled
nursing facilities and home health agencies that served large numbers of the organization’s
patients. Finally, we spoke with the director of the local Area Agency on Aging in order to
get an overview of the services available locally. We held follow-up telephone interviews
with several of these people to obtain supplementary information. Overall, we talked to
more than 150 people in conducting the case studies.

I1. Study Populations and Methods
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TABLIL 11.2

CITARACTERISTICS OF AREA ITEALTTI CARE MARKETS AND PRACTICE PATTERNS

Denvera Philadclphiab Portlande Minncapolis-

(Kaiscr (Keystone IIMO St. Pauld United
Colorado) East) Ozegon) (Aspen) States

Demographics
Population, 1996¢ 2,125,212 3,723,835 1,375,518 2,509,572 265,284,000
Medicare Beneficiaries, 1996f 236,005 598,730 175,894 286,722 37,164,000
Percentage of Population Age 65 and

over, 1996f 9.2% 14.5% 11.9% 9.7% 12.8%
Managed Care
Overall IIMO Penctration Rate, 199682 36.0% 37.0% 48.7% 44.2% 20.3%
Medicare Risk Plan Penetration Rate,

1997¢ 40.0% 29.4% 48.7% 32.9% 12.9%
Medicare Payment 1.evel, 1998f $408-$514 $522-$718 $383-$412 $367-$431 $472i
Physicians and Hospitals
I'amily and General Practitioners per 25 18 17 36 22

100,000, 1996eh
Specialists per 100,000, 1996 &h 168 191 148 133 136
ITospital Beds per 1,000, 199501 2.3 4.2 2.1 2.4 33
Admissions per 1,000, 19950 91 163 94 105 117
Inpatient Days per 1,000, 1995h4 470 1,127 404 572 753
Average length of Stay, 1995h 5.1 6.9 4.3 5.4 6.5

aT'he Denver arca refers to the counties in the Denver and the Boulder-Longmont Primary Metropolitan Statistical Arcas:
Adams, Arapahoe, Boulder, Denver, Douglas, and Jefferson.

bUnless otherwise noted, the Philadelphia area refers to the five counties in Keystone liast’s service area: Bucks, Chester,
Delaware, Montgomery, and Philadelphia countics.

¢Unless otherwise noted, the Portland arca refers to the four counties in IIMO Oregon’s service arca: Clackamas,
Columbia, Multnomah, and Washington counties.

dUnless otherwise noted, the Minncapolis-St. Paul arca refers to Anoka, Dakota, [lennepin, Ramsey, Scott, Washington,
and Wright countics.

¢[J.S. Census Bureau 1997.
f Health Care ['inancing Administration 1997.
gInterstudy 1997.

hl'or some market areas, the statistic is for the plan’s approximate service area; data were not always available for the exact
area.

‘American TTospital Association 1996/1997. U.S. average payment level.
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In preparing to analyze the site-visit information, we first developed reports on each of
our site visits. Those reports were reviewed by staff at the participating organizations, to
ensure that we reported facts about the organization accurately. Similarly, this report has
been reviewed by key staff at the four organizations as well as by our Technical Advisory
Panel. The authors, of course, remain responsible for any remaining errors and for the
interpretation of the information provided.

2. Survey of Selected High-Risk Beneficiaries in Three MCOs

We conducted surveys to gather information about the characteristics, experiences, and
perceptions of high-risk seniors in three of the case-study MCOs: Aspen, Kaiser Colorado,
and Keystone Fast.’” These surveys focused on the three groups of elderly high-risk
Medicare beneficiaries we are studying: (1) those whom the MCO’s enrolled in care
management programs, (2) those with advanced age, and (3) those with a recent hip fracture
or stroke. A total of 1,657 beneficiaries were interviewed by telephone between March and
December 1999. We also reinterviewed 301 of the beneficiaries in the hip fracture and
stroke subsample approximately seven months after their initial interview.

We conducted the survey using computer-assisted telephone interviewing (CATI).
Surveys were administered to three types of respondents. Whenever possible, we spoke
directly to the sample members. When that was not possible, we spoke to a proxy or
representative proxy respondent. The proxy respondents were interviewed for sample
members who made their own medical decisions but could not complete the interview at the
time of the survey. The representative proxies were interviewed when they were the ones
who made health care decisions for sample members who were unable to do so. The survey
included questions and options that the interviewers could use to switch respondent type
during an interview if it became clear that the respondent could not complete the interview
or when the sample member became available to complete an interview that we had started
with a proxy.

We did not interview proxy respondents for sample members who had died. Thus, our
results reflect the characteristics of people who survived from the time they were selected for
the survey until the interview. For the care management group, the elapsed time between
selection and interview ranged from 1 to 20 months. For the advanced age sample, the
elapsed time ranged from 6 to 15 months. Beneficiaries included in the hip fracture and
stroke samples were interviewed approximately 3 months and 10 months after their “event.”

The overall response rate for the wave 1 survey, which includes all three subgroups, was
76 percent. The response rate for the wave 2 survey of hip fracture and stroke patients was

3Sralpulonis et al. (2001) provide details about the survey. In calculating the response rate, we excluded
two groups of ineligible respondents: (1) those who were deceased, and (2) those sample members from Kaiser
Colorado who we were precluded from interviewing because they returned a postcard asking to be excluded
from the study.

I1. Study Populations and Methods
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89 percent. The response rates varied among the MCOs. For wave 1 the rates were 79
percent for Aspen, 74 percent for Keystone East, and 69 for Kaiser Colorado. Response
rates for wave 2 were 88 percent for Aspen, 90 percent for Keystone East, and 85 for Kaiser
Colorado. The low rates for wave 1 at Kaiser Colorado were caused by a requirement
imposed by their institutional review board that we give all sample members a prepaid
postcard that they could use to opt out of the survey (Stapulonis et al. 2001). If we exclude
the postcard refusals in calculating response rates, the rate would be 77 percent. Thus, the
survey performance among individuals we had a chance to contact and interview by
telephone was very similar among the three MCOs. The survey data were weighted to
reflect the probability of selection and to correct for survey nonresponse. The correction for
nonresponse was based only on gender and age, which were the only two relevant variables
available on the lists of names provided by the MCOs.

The beneficiaries included in the survey were sampled from lists provided by three of the
case study MCOs. The sample selection was conducted in an effort to be representative of
the three high-risk groups in these MCOs. Specifically,

B Care Management Subsample. The three MCOs provided lists of their
members who had been enrolled in care management. For Kaiser Colorado
and Keystone East, the lists included seniors who had been in care
management between January and August 1998. For Aspen, whose care
management program had started more recently, the list contained seniors
enrolled in care management from September 1998 through January 1999.
We selected people at random from each list. The number of people selected
from each MCO was determined to give us approximately equal confidence
intervals for MCO-specific estimates.

B Advanced Age Subsample. The MCOs provided lists of all their members
who had attained age 85 by October 1998. We selected a random subset of
them for the survey. Again, the sample size for each MCO was determined
to give us approximately equal confidence intervals for MCO-specific
estimates.

B  Hip Fracture and Stroke Subsample. The MCOs provided lists of elderly
beneficiaries who had been hospitalized for hip fracture or stroke from
November 1998 through August 1999.* The lists were updated on a monthly
basis so that we could interview these patients 3 months after their event (hip
fracture or stroke) and then again 10 months after the event. Since the flow
of cases was fairly small, we attempted to interview every hip fracture or
stroke case that we could.

In a few months during this 10-month period, data were obtained from only one or two of the three
case-study MCOs (Stapulonis et al. 2001). However, we have no evidence of seasonality in the treatment of hip
fracture or stroke and believe that the resulting samples provide a good indication of the experiences of people
with hip fracture or stroke in the three case study MCOs.

I1. Study Populations and Methods
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The final samples for each of the MCOs and subsamples are given in Table II.3. This
sample is quite large for a case study and gives us a good indication of the experiences of the
selected groups of high-risk seniors at each of the three MCOs. Nevertheless, estimates for
subgroups, particularly for the hip fracture and stroke groups, are imprecise and give us a
basis for detecting only very large differences between subgroups.

The lists from which the subsamples were selected were not mutually exclusive. For
example, some of the beneficiaries on the lists of people in care management were more
than 85 years old and therefore were also included on the lists of people with advanced age.
The figures in Table I1.3 include each beneficiary in the subsample from which he or she was
selected. In the analysis, we weighted the sample data to reflect the actual probability of
selection (Stapulonis et al. 2001).

The timing of the two waves of interviewing for hip fracture and stroke patients reflects
several factors. We wanted to describe two phases in the treatment these people will receive.
Immediately following the event, it will be mostly medical care. Later, it will shift to be
mostly ongoing monitoring or, in some cases, long-term custodial support. The two waves
of interviewing were designed to capture this change in the nature of care.” In addition, the
second interview, conducted 10 months after the event, should capture the full extent of
recovery for most seniors (Magaziner et al. 1990; and Jorgensen et al. 1995).

TABLE I1.3

NUMBER OF HIGH-RISK SENIORS INTERVIEWED

Kaiser Keystone

Survey Sample Total Aspen Colorado Hast
Wave 1

Care management 718 192 153 373

Advanced age 552 158 190 204

Hip fracture 136 20 27 89

Stroke 251 37 25 189

Total 1,657 407 395 885
Wave 11

Hip fracture 104 15 18 71

Stroke 197 28 22 147

Total 301 43 40 218

5 . . - .
We would have preferred to conduct the first interview within a month or two of the event. However, it
proved to be impossible to obtain and process the sample lists from the MCOs that fast.

I1. Study Populations and Methods
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C. CHARACTERISTICS OF OUR SAMPLE OF HIGH-RISK SENIORS

The characteristics of our sample indicate some traits that distinguish our sampled high-
risk seniors from the overall Medicare population. The composition of our sample reflects
two types of selection. First, our focus on people with advanced age and a previous stroke
or hip fracture implies that our sample will be older than the average elderly Medicare
beneficiary.  Furthermore, members of any of our three sample subgroups (care
management, advanced age, previous hip fracture or stroke) are more likely to have poorer-
than-average self-assessed health status and possess multidimensional needs resulting from
multiple functional limitations and chronic conditions.

To describe our sample of high-risk seniors, we present means of variables related to
the demographic characteristics and the health and functioning of beneficiaries in our
sample. Means from our survey are weighted to adjust for nonresponse and the probability
of selection into a given survey sample,® and allow us to make generalizations about the
relevant populations of the three MCOs at the population level. Furthermore, to give a
general sense of how our sample compares to the population of elderly Medicare
beneficiaries, means derived from the 1997 Medicare Current Beneficiary Survey (MCBS)
(Health Care Financing Administration 1999) are also included. Standard errors were not
available for the means we derived from published data from the MCBS, but even those
published for smaller subgroups were consistently less then one percent. Therefore, the
following standard will be used to give an idea of whether the means are statistically
significant: if the mean of our sample is more than 2 X (standard error) away from that of the
MCBS, then it will be considered significantly different.

1. Demographic Characteristics

The high-risk seniors in our sample are more likely than the average Medicare beneficiary
to be of advanced age, female, and white. Chronic conditions, disability, and frailty are all
more common among those of advanced age (Health Care Financing Administration 1999),
so it is not surprising that Table 11.4 indicates that our sample of high-risk seniors is older
than the average Medicare beneficiary. While the high percentage of seniors of advanced age
(70 percent) is due primarily to our sample selection process, 17 percent are age 85 and older
even among our subsample of seniors in care management, or seniors with a recent hip
fracture or stroke. The fact that this disproportionately aged sample is predominately female
is likely due to females’ longer life expectancy. White non-Hispanics constitute 76 percent
of our sample, significantly lower than the 85 percent of all Medicare beneficiaries. While
this may be surprising because of the large proportion of white non-Hispanics in Denver
and Minneapolis-St. Paul, 72 percent of the weighted sample consists of seniors in Keystone

“The sample weights for our survey cause the sample to sum to the population of 15,086 beneficiaries
included on the lists submitted by the three MCOs. This population was obtained as follows: 72 percent are
from Keystone East, 7 percent from Aspen, and 21 percent from Kaiser Colorado. The survey subsamples
contain beneficiaries in care management, of advanced age, and with a recent hip fracture or stroke.
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East, which reflects the larger-than-average proportion of black non-Hispanics in
Philadelphia.

Our sample is also characterized by relatively low education and income levels compared
with the general elderly Medicare population. Table II1.4 indicates that nearly half (46
percent) of the seniors in our sample did not complete high school, and this is significantly
higher than the 37 percent for Medicare beneficiaries. Low educational attainment, to the
extent that it is associated with low levels of literacy, may impede seniors’ ability to
understand written instructions and thus complicate the provider’s job of communicating
treatment protocols. A larger proportion of seniors in our sample, 35 percent compared to
30 percent for the Medicare population (as indicated in Table 11.4), have annual incomes
below $10,000. A disproportionately low-income population may face additional challenges
to obtaining effective care as a result of their severely limited ability to purchase services not
covered by Medicare.

The high-risk seniors in our sample live in a mix of residential settings. Most of them,
83 percent, lived in the community, but 17 percent lived in nursing homes at the time we
interviewed them. This rate of institutionalization is higher than among all Medicare
seniors, although it is not surprising, since our sample has a greater incidence of functional
limitations and multiple chronic conditions. Among community-resident seniors, those who
live alone face higher risks because there is no one else in the household to provide
assistance with ADLs or IADLs should such assistance be necessary. In the absence of a
resident caregiver, the responsibility of arranging and paying for these services typically rests
with the senior or other nonresident family members.

2. Health and Functioning

Not surprisingly, beneficiaries in our sample have inferior health status and are more
functionally limited than the average Medicare-covered senior (Table IL.5). Just over 30
percent of high-risk seniors in our sample consider themselves in excellent or very good
health compared with 44 percent of all Medicare-covered seniors.

The presence of one or multiple functional limitations and chronic conditions is likely to
be a contributing factor to the inferior self-assessed health status of our sample of high-risk
seniors. These seniors are more likely to be functionally limited than the average Medicare
senior, and results in Table IL5 support this in showing that 42 percent of survey
respondents do not have any limitations in ADLs or IADLs; much lower than the 63
percent average for elderly Medicare beneficiaries. In fact, every category of functional
limitations suggests that the high-risk seniors in our sample are significantly more likely to
have functional limitations. In addition, half the seniors in our sample possess three or more
chronic conditions, and 15 percent have five or more.
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TABLE I1.4

DEMOGRAPHIC CHARACTERISTICS
(Percentages and Their Standard Errors)

Survey Sample All Medicare Seniors
Age at Time of Interview
65 to 74 15.8" 52.5
(0.6)
75 to 84 14.2" 34.9
(0.6)
85 or older 70.0" 12.7
0.2)
Gender
Female 66.4" 58.2
(1.6)
Male 33.6" 41.8
(1.6)
Race/Ethnicity
White (non-Hispanic) 75.6" 84.5
(1.5)
Black (non-Hispanic) 114" 7.5
(1.1)
Hispanic 3.6" 5.8
0.6)
Other 9.4" 2.2
(1.0)
Education
Did not complete high school 46.0" 36.8
(1.7)
High school graduate 33.9 325
(1.6)
At least some college 2017 30.8
(1.2)
Total Household Income
Less than $10,000 35.3H467 30.2
(1.9)
$10,000 to less than $20,000 40. 1647 29.5
(1.9)
$20,000 or more 246%™ 40.3
(1.5)
Lives Alone 41.5" 29.5
(1.7)
Residential Situation
Lives in community 82.8" 94.1
(1.3)
Lives in a Nursing Home 17.2 5.9

SOURCL:  Telephone survey of 1,657 high-risk seniors from three managed care organizations, conducted
between March and December 1999 by MPR.

NOTE: Values are percentages, with standard errors in parentheses.
aData from 1997 Medicare Current Beneficiary Survey (MCBS) for Medicare beneficiaries age 65 and over.

“Significantly different from MCBS mean. Standard errors not available for MCBS means, so survey sample
means considered significantly different from MCBS if difference is greater than 2 X (standard error) of the
survey sample mear.

*Item had over 20 percent nontesponse. No other variables in this table had more than 5 percent
nonrespomnse.
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TABLE I1.5

HEALTH AND FUNCTIONING
(Petcentages and Their Standard Errors)

Survey Sample  All Medicare Seniors?

Health Assessment

Excellent or very good 30.27° 43.8
(1.6)

Good 32.7 30.7
(1.6)

Fair 25.7" 18.3
(1.5)

Poor 11.47 7.2

(1.1)

Functional LimitationsP

None 42.4" 62.8
(1.8)

IADLs only 30.27 17.5
(1.7)

1to 2 ADLs 18.47 12.7
(1.4

3to 5 ADLs 8.9 7.1
(1.0

Numbet of Chronic Conditions®

None 9.0
(1.1)

One ot two 40.8
(1.7)

Three or four 35.6
(1.6)

Five or more 14.6

(1.1)

SOURCE:  Telephone survey of 1,657 high-risk seniors from three managed care organizations, conducted
between March and December 1999 by MPR.

NOTE: Values are percentages, with standard errors in parentheses. None of the variables in this table had
more than 5 percent nonresponse.

aData from 1997 Medicare Current Beneficiary Survey (MCBS) for Medicare beneficiaries age 65 and over.

PFunctional limitations involve needing help or supervision with (1) activities of daily living (ADLs) that include
bathing, eating, dressing, transferring, and toileting; or (2) with Instrumental Activities of Daily Living
(IADLs) that include preparing meals, doing light housework, managing money, or using the telephone.
These questions asked only of the 1,399 community residents in our sample.

People were asked whether they had been diagnosed with any of the following 12 chronic conditions:
arteriosclerosis, hypertension, heart attack, other heart disease, previous stroke, depression, cancer, diabetes,
arthritis, asthma, previous hip fracture, and Alzheimer’s or other dementia. Figures for all Medicare seniors
are not presented, because the MCBS does not ask about the same conditions, so the data are not comparable.

“Significantly different from MCBS mean. Exact standard errors not available for MCBS means, so survey
sample means considered significantly different from MCBS if difference is greater than 2 X (standard error)
of the survey sample mean.
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One result that both enhances and reflects the ability of high-risk seniors to overcome
the challenges they face is their high level of activity. Previous research has shown that
exercise for seniors of advanced age has the effect of minimizing the debilitating effect of
their health conditions and functional impairments (Morey et al. 1989). In our sample of
seniors in the care management and advanced age subgroups, 65 percent reported that they
exercised for 20 minutes or more at least three times during the week before their interview

(not tabled).

While seniors in our sample are, on average, more impaired than the general Medicare
senior population and are likely to face above-average risks for adverse outcomes, many
report currently being in fairly good health. Almost a third report being in excellent or very
good health, 42 percent report no functional limitations, and most report having substantial
physical activity. Thus, while our sample faces the high risks associated with advanced age, a
recent hip fracture or stroke, or other factors that led to their being selected by their MCO’s
care management program, they are not frail. For these seniors, a major objective of their
care will be to maintain their health and functioning.

D. ANALYSIS METHODS

The analysis of case study information was based on the site visit reports and follow-up
discussions with key staff at the four MCOs. Using the VIP and I-CAN frameworks, we
looked for ways in which these organizations had attempted to meet the diverse and often
extensive needs of high-risk seniors. In particular, we compared methods used to identify
high-risk seniors and to then coordinate and manage their care.

Much of the survey data analysis is based on descriptive statistics (averages and cross-
tabulations). In general, we present weighted means in order to provide as close a measure
as possible for the target populations being described. When comparing the three
organizations whose members were surveyed, we use regression analysis to control for the
underlying differences in the characteristics of the beneficiaries enrolled in the three MCOs.
These regressions are not weighted but do control for factors that reflect the probability of
selection into the survey and survey nonresponse. In particular, the following control
variables were used for most regressions:

B Plan (Kaiser Colorado, Aspen, Keystone East)

B Survey Subgroup (care management, advanced age, hip, stroke)
B Respondent Type (sample member, proxy, representative proxy)
B Gender (male, female)

B Age (age 65-74, age 75-84, age>84)

B Race (white, black, other)
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B Hducation (no high school diploma, high school graduate, at least some
college)

B Income (less than $10,000, $10 to $20,000, more than $20,000)

B Sclf-Reported Health Status (excellent, good, fair, poor)

B Medicaid (whether sample member reported having Medicaid coverage)
B Marital Status (whether married)

B Residential Status (whether sample member lives alone)

B Chronic Conditions (2 or fewer conditions, 3 or 4 conditions, 5 or more
conditions)

B Dementia (whether the sample member has Alzheimer’s disease or other
dementia)

B  ADL Limitations (no limitations, limited in 1 or 2 activities, limited in 3 or
more activities)

Means for these control variables, and their variation among the three MCOs included in
the survey, are presented in Table I1.6. The race categories used in the regressions (Table
I1.6) differ from those presented in Table I1.4, because we were unable to control for
ethnicity as a result of the small number of Hispanics. Ethnicity is therefore ignored as a
control variable, and Hispanics are classified into their corresponding race category.
Similarly, the regressions use only 3 categories to describe the number of chronic conditions.
We combined seniors who reported no chronic conditions with those who reported fewer
than two such conditions, because the group with no conditions was fairly small. Finally, we
control for the presence of dementia, because we believe that that controlling for the
number of chronic conditions alone will not capture the effect of relatively high rates of
dementia in the Aspen and Kaiser samples, and the absence of an explicit control for this
measure could lead to omitted variables bias. In the analysis of the hip fracture and stroke
sample (see Chapter VI), the sample was too small to permit us to control for all the
variables included in this list. We therefore developed a slightly smaller set of control
variables that are listed in Appendix Table A.1.

When one of these control variables was missing for a sample member, we imputed the
mean for the full sample. In addition, when a variable was missing for more than five
percent of a sample, we added an extra control variable that indicated whether or not we had
imputed for each sample member. This extra control variable enables us to control for any
characteristics that are systematically related to whether the variable was missing for a sample
member. We never imputed values for any of the variables used as outcomes in the
regression analysis.
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TABLE IL.6

VARIABILITY OF SAMPLE CHARACTERISTICS ACROSS MCOs
(Percentage and Their Standard Errors)

MCO
Kaiser Keystone
Total Aspen Colorado Fast
Sample Indicators?
Care management 30.9 21.3 9.5 38.1
(0.1) (0.0) (0.1) (0.1)
Advanced age 68.8 74.2 91.5 61.6
(0.1) (0.1) (0.1) (0.1)
Hip fracture 1.6 21 1.7 1.5
(0.0) (0.0) (0.1) (0.0)
Stroke 4.4 3.8 1.0 5.5
(0.0 (0.1) (0.0 (0.0
Plan
Aspen 6.8 100.0 0.0 0.0
(0.0) (0.0 (0.0) (0.0
Kaiser Colorado 21.1 0.0 100.0 0.0
(0.1) (0.0) (0.0 (0.0
Keystone East 721 0.0 0.0 100.0
(0.1) (0.0 (0.0 (0.0
Respondent Type
Sample member 64.0 58.0 66.9 63.7
(1.6) (2.6) (3.0 2.1
Proxy 22.5 24.7 22.9 22.2
(1.5) (2.3 2.7 (1.8)
Representative proxy 13.5 17.2 10.2 141
(1.2) (2.0 (1.9) (1.6)
Age at Time of Interview
65 to 74 15.8 4.5 2.8 20.7
(0.6) 0.2) (0.3) (0.9)
75 to 84 14.2 13.9 5.7 16.7
(0.6) (0.3 (0.3 (0.9)
85 or older 70.0 81.6 91.8 62.5
0.2 (0.2) (0.1) (0.3
Gender
Male 33.6 26.3 27.5 36.1
(1.6) (2.2) (2.8) (2.0
Female 66.4 73.7 72.5 63.9
(1.6) (2.2) (2.8) (2.0
RaceP
White 83.8 95.7 92.8 80.1
(1.3 (1.1) (1.6) (1.7)
Black 12.1 1.7 1.6 16.1
(1.1) 0.7) (0.8) (1.6)
Other 4.2 2.6 5.7 4.9
(0.7) (0.9) (1.5) (2.2)
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TABLE 11.6 (continued)

MCO
Kaiser Keystone
Total Aspen Colorado Fast
Education
Did not complete high school 46.0 417 37.8 489
a.7) 2.6) (3.0) 2.2)
High school graduate 33.9 32.6 27.2 36.1
(1.6) 24 (2.8) 2.1
At least some college 20.1 25.7 34.9 15.0
(1.2) (2.3 (3.0) (1.5)
Total Household Incomet
Less than $10,000 35.3¢% 35,5 31.7%* 36.4%*
(1.9) (2.9 (3.3) 24
$10,000 to less than $20,000 40.1%* 39,974k 31.3%* 42.8%0F
(1.9) (2.9 (3.3) 24
$20,000 or more 24.6%* 24.6%* 37.0%* 20.8%*
(1.5) 24 (3.4) (1.9)
Health Assessment
Excellent 30.2 24.6 31.7 30.3
(1.6) (2.3 (3.0) (2.0
Good 32.7 37.3 30.6 32.9
(1.5) (2.2) 2.7 (1.8)
Fair 25.7 261 25.9 25.6
(1.5) (2.3 (2.8) (1.9)
Poor 114 11.9 11.8 11.2
(1.1) (1.6) 2.0) (1.4)
Has Medicaide 19.6* 27.9* 18.2* 19.2*
(1.4) 2.4) 2.5) (1.8)
Married 30.3 21.8 25.2 325
(1.4) (1.9) @.7) (1.8)
Lives Alone 41.5 59.8 58.6 35.1
(1.7 (2.8) (3.2) (2.2)
ADL Limitations©
Two or fewet 91.1 92.5 90.4 91.1
(1.0) (1.6) 2.0) (1.2)
Three to five 8.9 7.5 9.6 8.9
(1.0 (1.6) (2.0) (1.2)
Number of Chronic Conditionsd
Two or fewet 49.8 48.8 42.5 52.1
(1.7) 2.6) (3.1) @.1)
Thtee or four 35.6 34.4 41.1 34.0
(1.6) 2.4) 3.1) 2.0)
Five or more 14.6 16.7 16.4 13.9
(1.1) (1.9) (2.3 (1.4
Alzheimer’s or Other Dementia 9.9 16.8 12.5 8.5
(1.0) 2.1 (2.1) (1.2)

I1. Study Populations and Methods



32

TABLE 11.6 (continued)

SOURCE:  Telephone survey of 1,657 high-risk seniors from three managed care organizations, conducted
between March and December 1999 by MPR.

NOTE: Values are percentages, with standard errors in parentheses.
aPercentages will sum to mote than 100, because some seniors are in multiple sample frames.

PRace categoties are different from those in Table I1.4, because we were unable to control for ethnicity as a
result of the small number of Hispanics. Ethnicity is therefore ignored as a control variable, and Hispanics are
classified into their corresponding race category.

cADL limitations involve the need of help or supervision with the five activities of daily living: bathing, eating,
dressing, transferring, and toileting. These questions were asked of the 1,399 community residents only.

dPeople were asked whether they had been diagnosed with any of the following chronic conditions:
arteriosclerosis, hypertension, heart attack, other heart disease, previous stroke, depression, cancer, diabetes,
arthritis, asthma, previous hip fracture, or Alzheimer’s or other dementia.

“Nonresponse was high for the income question. In general, fewer than 80 percent of respondents answered
these questions. Nonresponse was also something of a problem for the Medicaid question, where between 95
and 80 percent of respondents answered it.

*5 to 20 percent nonresponse.
#Over 20 percent nonresponse.
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CHAPTER III

CARE NEEDS OF HIGH-RISK
SENIORS

are systems for elderly Medicare beneficiaries with disabilities and chronic
illnesses must be able to address a variety of special needs and characteristics. In
Chapter I, we used the acronym VIP—rvariability, impairments, and providers—
to organize these needs and characteristics into three broad categories.

We use descriptive information from our site visits, focus groups, and survey to illustrate
the VIP characteristics for a special sample of high-risk seniors. In particular, our selection
process means that we focused on a subset of high-risk seniors enrolled in well-regarded and
innovative managed care plans. Furthermore, the high risks of these seniors are, in general,
known to their managed care organization (MCO) because they were selected from three
types of lists that the MCOs generated: (1) lists of seniors in the MCO’s care management
program; (2) lists of organization members who have attained an advanced age (85 or older);
and (3) lists of seniors who have experienced a recent hip fracture or stroke. Thus, we
suspect that our sample of high-risk seniors is likely to have more favorable experiences than
other such seniors in Medicare + Choice plans or in Medicare fee-for-service. Furthermore,
our survey sample was heavily weighted toward the largest of our case-study sites, Keystone
East. Overall, 72 percent of our survey sample comes from that organization, so our
tabulations disproportionately reflect the experiences of the Philadelphia-area high-risk
seniors enrolled in Keystone East.

There are two important caveats to keep in mind with respect to the characteristics
presented in this report. First, while we focus on high-risk seniors in managed care, most of
the special characteristics we identify also pertain to high-risk seniors in the Medicare fee-
for-service sector. We hope that our findings will help all organizations that seek to serve
high-risk seniors, not just MCOs. Second, while we often focus on challenges high-risk
seniors face, this should not mask the great capacity, courage, and resiliency seniors generally
exhibit when dealing with health and functioning problems.
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A. VARIABILITY

Variability among high-risk seniors is important because of the ways in which it can
complicate their care. First, the risks faced by this group stem from many different
combinations of chronic illnesses and functional limitations. Careful assessment is required
to assess the full range of an individual’s health and functioning needs and the appropriate
medical care, therapies, and assistance with daily living. Second, the symptoms of chronic
illnesses can vary substantially over time and so need to be monitored carefully. Treatments
for a chronic illness depend on its course, so providers must know whether its symptoms
have recently been worsening or improving before they can make appropriate treatment
decisions. Finally, seniors differ in their attitudes and abilities. These differences affect how
they negotiate the care system, follow treatment regimens, and respond to changes in their
health or functioning.

Variability is also important because of the need to ensure that all groups have
appropriate access to care. In particular, there are some groups of high-risk seniors for
whom adequate care will probably require special efforts. Among the general Medicare
population who are healthy or have only occasional acute illnesses, the consequences of
delays in care may not be particularly problematic. However, among high-risk seniors, delays
can lead to serious complications in their conditions and complicate care delivery (Stone et
al. 1987). Thus, organizations that want to serve high-risk seniors will have to pay special
attention to early identification and assessment.

1. Variability Complicates Identification of High-Risk Seniors

Predicting the occurrence of adverse outcomes is difficult enough in homogeneous
groups, but the substantial variability among high-risk seniors renders this task even more
challenging. In particular, systematic identification is difficult because of the wide range of
causes, the gradual onset of many cases of frailty, the tendency of many symptoms to
fluctuate over time, and the diversity in seniors’ reactions to increasing impairment (Soldo
and Manton 1985).

The challenge of identifying frailty was raised in our focus groups. Several physicians
mentioned that they struggled to identify high-risk elderly patients and that this difficulty
limited their ability to direct care management and home care to frail elders. One physician
lamented that his group had thus far been less than successful in their attempts to identify
those seniors most at risk for frailty and prevent unfavorable outcomes such as
institutionalization:

We’re trying to sort out ahead of time people at risk. It seems that we end up choosing
people after they’ve had the ER visits or the fractured hip or whatever and then scrambling
for placement like everybody else.

Physicians might have benefited from the new-member screening and assessment efforts
conducted by all four MCOs, but that screening information did not appear to be
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disseminated effectively.1 In fact, some physicians were unaware of these data, such as the
primary care physician who reported,

I was shocked by how much information the plan collected about my patients. The
assessments they brought to us raised some very important medical issues.

At the two IPA-model MCOs, network physicians reported that they often were
overwhelmed by screening data provided by the several managed care plans whose members
they treated. Many indicated that they participated in as many as seven plans and received
member-screening information from most of those plans. They indicated that the resulting
“reams” of paper, all with different formats, made it so difficult to use the screening data
that the reports were essentially useless.

Physicians seemed confident that they could identify high-risk seniors better during
office visits than through other methods. Even here, though, there were challenges. One
physician noted that many issues cannot be identified effectively during an office visit, and
that being able to have a nurse make a home visit (even if the patient is not homebound) is
important for identifying frailty or risk levels:

Probably one of the more common things that I will ask our home care people to do is a
visit to evaluate home safety and patients’ functioning in their home setting. From just an
office visit I don’t know what’s going on in that house, and I want somebody to go in and
check it out.

Several focus group physicians indicated that part of the difficulty in identifying high-risk
seniors is that many seniors’ functioning during an office visit is not indicative of their
general level of functioning. That is, some high-risk seniors tended to visit their physician's
office when they felt strong enough to make the visits, and would postpone a visit if their
functioning was particularly limited. Thus, functioning during office visits provided a biased
view of the seniors’ overall functioning level. Also, some seniors who functioned well,
nevertheless had substantial hazards in their homes. In one case, a patient who exhibited
only minor mobility limitations in the office was found to be at risk for a setrious fall because
her only shower facilities were in her basement down a steep open staircase.

2. Diverse Characteristics of High-Risk Seniors

The general characteristics and variability of high-risk seniors has been well documented
(Levkoff et al. 1988; Pope and Taslov 1991; Fox and Fama 1996; and Stone et al. 1987).
These characteristics are also seen in our sample of high-risk seniors, particularly the high
levels of chronic illness and functional limitation summarized in the prior chapter
(Table I1.5). A sizable minority are limited in their ability to engage in three or more ADLs,

'In Aspen’s case, the screening is done by the Medica Health Plan rather than by the medical group.
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with a few limited in all five.> Most high-risk seniors in our sample have 2 or more chronic
conditions, and some reported more than 10. In addition, there are several important types
of variation that mirror the variation in the overall Medicare population. In particular,
variation in education, income, and living arrangements (Tables 11.4 and 11.5) have important
implications for access to care.

From the perspective of MCOs that want to serve high-risk seniors, it is particularly
important to note the variation with respect to the mix of conditions and functional
limitations. Individuals with multiple chronic conditions or impairments need a more
comprehensive care management program rather than focused disease management
programs. The care management programs must be able to address many different
combinations of chronic illnesses and limitations with respect to ADLs and IADLs. For
example, Table III.1 shows that seven percent of our sample of high-risk seniors who live in
the community report three or more chronic conditions and limitations in three or more
ADLs (questions about limitations in ADLs were not asked of seniors living in nursing
homes). Further analysis of this particularly high-risk group indicates that more than half
these seniors have less than a high-school education, and almost half report annual incomes
of less than $10,000 (Table III.2, last column).

While the exact figures will differ for other samples of high-risk seniors, the need to
accommodate people with diverse mixes of conditions, functional limitations, education, and
income will characterize all groups of high-risk seniors.

High-risk seniors generally must take an active role in their own health care to maximize
their health and functional independence. The variation in their attitudes and capacities,
which could affect their actions in this regard, should thus be taken into account when
customizing their treatment protocols. For example, in our sample 29 percent of seniors
with three or more chronic conditions and one or two ADL limitations (Table II1.3, second
column) reported that they would do just about anything to avoid seeing a doctor. If this
means that they ignore the early signs of an illness, for example, then this attitude could be
an obstacle to effective care. Attitudes such as this introduce yet another variable that
MCOs encounter in the process of caring for high-risk seniors.

B. IMPAIRMENTS

Physical and mental impairments can make it difficult for seniors to communicate
effectively with their providers, travel to and from medical appointments, and cope with
major life changes. Organizations that want to serve high-risk seniors must take steps to
address the complications these impairments introduce into the process of delivering care.

*The five basic areas of daily living are: bathing, eating, dressing, transferring from bed to a chair, and
toileting.
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TABLEIII.1

DISTRIBUTION OF CHRONIC CONDITIONS AND FUNCTIONAL LIMITATIONS
IN OUR SAMPLE OF HIGH-RISK SENIORS

(Percentages)

Number of Chronic Conditions?

Number of ADL LimitationsP 0 1-2 3-12 Total Number of Observations
0 9 34 30 73 962
1-2 1 6 12 18 273
3-5 0 2 7 9 164
Total Sample 10 42 49 100 1,399
Numbet of Observations 107 515 777 1,399

SOURCE: Sample of 1,399 community residents taken from telephone survey of 1,657 high-risk seniors from
three managed care organizations, conducted between March and December 1999 by MPR.

NOTE: Values are percentages and are weighted to represent the population and correct for nonresponse.

aPeople were asked whether they had been diagnosed with any of the following chronic conditions:

arteriosclerosis, hypertension, heart attack, other heart disease, previous stroke, depression, cancer, diabetes,
arthritis, asthma, previous hip fracture, and Alzheimer’s or other dementia. Totals for this variable will not
match those in Table 11.4, because this sample is restricted to the 83 percent of our sample who lived in the
community.

PLimitations in activities of daily living involve the need for help ot supervision with the following: bathing,
eating, dressing, transferring, and toileting.
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TABLE IIL.2

FACTORS COMPLICATING CARE FOR SENIORS
REPORTING 3 TO 12 CHRONIC CONDITIONS
(Percentages and Their Standard Errors)

Characteristics of High-Risk Seniors
with 3 to 12 Chronic Conditions?

0 ADL 1-2 ADL 3-5 ADL
LimitationsP Limitations LimitationsP

Advanced Age 59.2 69.4 64.0
(>=85) (2.4) (3.7) (5.3)
Low Education 40.8 54.0 55.6
(No High School) (3.2) (5.2) (6.5)
Low Income 253 411 45.7
(<$10,000) (3.3) (5.6) (7.0
All of the Above 5.8 17.3 16.7

1.7 (3.9) (6.0)
None of the Above 25.4 16.0 15.6

(1.4) (2.1) (2.7)
Numbet of Observations 460 188 129

SOURCE:  Sample of 777 community residents with 3 to 12 chronic conditions taken from a telephone
survey of 1,657 high-risk seniors from three managed care organizations, conducted between
March and December 1999 by MPR.

NOTE: Values are percentages and are weighted to represent the population and correct for nonresponse.
Standard errors are in parentheses.

aPeople were asked whether they had been diagnosed with any of the following 12 chronic conditions:
arteriosclerosis, hypertension, heart attack, other heart disease, previous stroke, depression, cancer, diabetes,

arthritis, asthma, previous hip fracture, and Alzheimer’s or other dementia.

PLimitations in activities of daily living involve the need for help or supervision with the following: bathing,
eating, dressing, transferring, and toileting.
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TABLE IIL.3

ATTITUDINAL FACTORS AFFECTING CARE FOR SENIORS
WITH MULTIPLE CHRONIC CONDITIONS
(Percentages and Their Standard Errors)

Characteristics of High-Risk Seniors
With 3 to 12 Chronic Conditions? in Addition to:

0 ADL 1-2 ADL 3-5 ADL
Limitations Limitations Limitations

Worries About Health 20.3 211 38.4

(2.6) (4.0 (8.7)
Would Do Anything to Avoid Doctor 221 28.8 15.7

2.7) (5.1 (5.9)
When Sick, I Keep to Myself 332 34.4 29.5

(3.0) (5.3) (7.1)
Numbet of Observations 437 161 77

SOURCE: Sample of 675 community residents with 3 to 12 chronic conditions taken from telephone survey of
1,657 high-risk seniors from three managed care organizations, conducted between March and
December 1999 by MPR. Number of observations differs from those in Table II1.2, because
respondents defined as representative proxies were excluded for these questions.

NOTE:  Values are percentages and are weighted to represent the population and correct for nonresponse.
Standard errors are in parentheses.

aPeople were asked whether they had been diagnosed with any of the following 12 chronic conditions:
arteriosclerosis, hypertension, heart attack, other heart disease, previous stroke, depression, cancer, diabetes,

arthritis, asthma, previous hip fracture, and Alzheimer’s or other dementia.

PLimitations in activities of daily living involve the need for help or supervision with the following: bathing,
eating, dressing, transferring, and toileting.
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1. Types of High-Risk Seniors with Multiple Impairments

Different impairments have different implications for care delivery. TFor example,
physical impairments can often make it difficult for a senior to travel to receive care. Mental
impairments can limit the extent to which a senior can engage in self-monitoring or self-care.
To assess how impairments affected care for the high-risk seniors in our sample, we used the
survey data to define three overlapping groups of seniors:’

B Seniors with Physical Impairments. We considered a sample member to
have a physical impairment if he or she has at least one of the following: any
ADL limitation, hardening of the arteries, a previous heart attack, other heart
disease, a previous stroke or hip fracture, cancer, diabetes, arthritis, asthma or
other respiratory disease, or 0steoporosis.

B Seniors with Mental Impairments. We considered as having a mental
impairment any sample member who reported depression, Alzheimer’s
disease or other dementia, or a prior stroke.

B Seniors with Chronic Conditions. We considered as having a chronic
condition any sample member who reported having at least one of the
following 11 illnesses that we asked about in the survey: hardening of the
arteries, hypertension, a previous heart attack, other heart disease, depression,
cancer, diabetes, arthritis, asthma or other respiratory disease, or Alzheimer’s
disease or other dementia.

While there is considerable variation among each of these groups, they highlight three
different types of challenges for MCOs. Table I11.4 illustrates the distribution of these three
impairment groups and a fourth group that includes those people who report no
impairments or chronic conditions. Among our interview sample, 87 percent report some
sort of physical impairment, and about the same percentage report having a chronic
condition. Just over a quarter of the community-resident seniors in our sample reported a
mental impairment. Looking at the overlap among these groups, we note that approximately
a quarter (26.5 percent) of the sample reported having both a physical and a mental
impairment, as well as a chronic condition; only 9 percent of the sample reported no
impairment or chronic condition.

’The classification of people with a prior stroke was particularly problematic in developing these groups.
We included these seniors in both the group with physical impairments and the one with mental impairments,
even though we did not know the precise nature of any limitations resulting from their strokes. At the same
time, we excluded them, and those with a previous hip fracture, from the group of seniors with chronic
conditions.
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TABLE IIL.4

IMPAIRMENTS AND CHRONIC CONDITIONS AMONG OUR SAMPLE OF
HIGH-RISK SENIORS?
(Percentages and Their Standard Errors)

Survey Sample

Impairment Groups

Seniors with physical impairments 87.0
(1.3
Seniors with mental impairments 283
(1.6)
Seniors with chronic conditions 88.5
(1.3
Seniors without impairments or chronic conditions 8.7

(1.1)

Impairment Combinations

Seniors with physical and mental impairments 27.5
(1.6)
Seniors with physical impairments and chronic conditions 84.3
(1.4)
Seniors with mental impairments and chronic conditions 27.2
(1.6)
Seniors with physical and mental impairments and chronic conditions 26.5
(1.5)
Number of Observations 1,399
SOURCE:  Sample of 1,399 community residents take from telephone survey of 1,657 high-risk seniors from

three managed care organizations, conducted between March and December 1999 by MPR.

NOTE: Values are percentages and are weighted to represent the population and correct for nonresponse.
Standard errors are in parentheses. Nomne of the variables used in this table had more than a 5
percent response rate.

2A person with at least one of the following is defined as physically impaired: any ADL limitation, hardening of
the arteries, a previous heart attack, other heart disease, previous stroke, depression, cancer, diabetes, arthritis,
asthma, previous hip fracture, or osteoporosis. A mental impairment involves the presence of one or more of
the following: a previous stroke, depression, or Alzheimer’s or other dementia. A person with at least one of the
following is defined as having a chronic condition: hardening of the arteries, hypertension, a previous heart
attack, other heart disease, depression, cancer, diabetes, arthritis, asthma or other respiratory disease, ot
Alzheimer’s or other dementia.
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2. Difficulty Communicating Symptoms and Needs

Impairments can make it difficult for seniors to communicate with their providers, and
these difficulties can compromise the delivery of effective care. In addition, many
beneficiaries in our sample have low levels of education (Table I1.4), which could impede
their ability to understand written instructions. These characteristics must be addressed by
organizations that want to serve high-risk seniors.

The focus-group and survey data suggest that seniors and physicians may view
communication issues differently. Physicians in our focus groups saw the issue in terms of
whether they had enough time to spend with patients who had complex and multiple needs.
The seniors in the survey generally reported being satisfied with their ability to communicate
with their providers, but those in our focus groups did report some problems.

Focus-group physicians, particularly those in the group model organizations, tended to
report communication problems due to short length of office visit appointments, which are
generally scheduled every 15 minutes. One internist stated:

There’s pressure to see more and more and more people, which makes it increasingly
difficult to do what you need to do for the elderly. When I joined this organization, all our
appointments were 20-minute appointments. We now have 10-minute appointments. And
it’s not unusual to have those double-booked.

This message was underscored by another primary care physician in the same practice:

You cannot, cannot, deal with an eighty-year-old person with six or seven major medical
issues and psychological issues and five to seven drugs in a 15-minute appointment.

Despite the fact that many reported several chronic illnesses and impairments, most
seniors in our survey reported being pleased with their ability to communicate with
providers. Overall, only 3 percent reported being unsatisfied with how physicians explained
test results, medications, and other treatments. At the same time, seniors who participated in
the more open-ended discussions of the focus groups reported that they had forgotten to
ask questions or discuss symptoms during the office visits. Others reported that they were
often timid or confused during an office visit and as a result failed to ask questions or report
symptoms that they had wanted to discuss with their physician. There was a sense that
communication problems resulted in their having inadequate knowledge about medications
and treatment regimens. As one senior mentioned:

We were rushed and we were never allowed enough time [with the doctor]. . . . We’d find
ourselves on the way home thinking, oh my God, we never had a chance to ask him this or
ask him that. . . . You don’t have enough time to reflect and say what you wanted to say.
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The seniors expressed particular concern about communication problems with new
doctors or specialists they saw in the hospital or on a short-term basis.

You’re just not comfortable with [hospital-based doctors], because your primary care doctor
knows to ask the questions they have to ask.

You get strange doctors. My wife was in the hospital, she had 14 doctors. It’s not the same
care.

Both seniors and physicians expressed frustration with automated attendant telephone
systems. Some seniors had difficulty following telephone instructions; others complained
about having to wait a long time on the phone, being put on hold, and being given incorrect
information. During one focus group discussion, a participant pointed out that he always
foiled the automated attendant by pressing zero to get the operator. This strategy was
eagerly embraced by the others in the group.

Finally, educating high-risk seniors and other vulnerable subgroups of Medicare
beneficiaries often requires targeted strategies and one-on-one interventions (Gold and
Stevens 2001). Such efforts are particularly important for the 44 percent of seniors over age
05 who score at the lowest levels of literacy (Kirsch et al. 1993).

3. Travel to Care Providers Is Often Difficult

Losing one’s ability to travel independently not only inhibits access to care, but
represents a major life change that can cause emotional distress. Independent travel,
particulatly driving, is an essential element in seniors’ autonomy. Also, a large fraction of
seniors’ trips outside the home are related to medical care and other essential services. For
example, Retchin (1998) found that among seniors 80 to 84 years old, approximately 17
percent of all trips outside the home are for medical reasons. Since frail elders are
particularly likely to experience health problems if they miss medical treatments and
appointments, the loss of driving ability can create serious problems, particularly for seniors
who live where alternatives to personal vehicles are limited.

Physicians in our focus groups noted that it was often difficult to get seniors to stop
driving. Not only was it hard to tell seniors the bad news that their impairments make
driving unsafe, but there was the concern that a request to stop driving will limit the senior’s
subsequent access to care. One physician discussed the quandary that loss of driving
privileges can present for doctor appointments for his patients, and the influence on
physician selection:

You see a lot of couples that seem to do pretty well while one or the other is driving, and
then you get to that point where neither one really can safely drive, and suddenly they’ve
become landlocked and it’s a huge problem. I don’t know that there are resources really that
are very reasonable “cost-wise” to get most of their patients back and forth to their doctors’
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appointments. They tend to choose providers based on geography more and more, and
their ability to get back and forth is very tough.

Physicians and staff with the Area Agencies on Aging also reported that a lack of
transportation deters some frail elders from seeking needed care. This issue was reported
most frequently during our site visits to the two group model MCOs (Aspen and Kaiser
Colorado), where primary care (and much specialty care) was delivered at a small number of
clinics. In contrast, this issue arose seldom during our visits to the two IPA organizations
(HMO Oregon and Keystone East), which delivered care through a dispersed network of
physician offices. Overall, we got the sense that the clinic-based delivery approach of the
group models may be a disadvantage for seniors whose driving abilities have become
impaired. Kaiser Colorado has taken specific steps to address this issue by including a
transportation benefit in its Medicare + Choice plan.

Transportation assistance tended to be available in cities and nearby suburbs for all four
case study communities. However, the people we interviewed generally agreed that seniors
who lived on the edges of the metropolitan areas had few, if any, options for obtaining
transportation assistance.

Even those seniors who could obtain a ride service noted that they still have trouble
obtaining care. These problems arise because of the frequent inflexibility of transportation
schedules combined with delays in medical appointments. One senior found that physicians’
tight schedules, combined with time constraints due to scheduled transportation pickup
times, could make it difficult to obtain care:

If you’re more than 15 minutes late, a lot of doctors will not see you, and you may not be
able to get another doctor’s appointment for like . . . another four to five weeks.

In an extreme case, a senior reported returning home without seeing a physician, because her
scheduled ride home came before her physician was available to see her.

Problems can also arise for those frail elders who need assistance getting from their
homes to the vans, because many transportation services provide only curb-to-curb service.
This means seniors must be able to get from their home to the curbside, something several
seniors found difficult to do without assistance.

4. Major Life Changes by Many Seniors Complicate Care Delivery

On top of all the other challenges, caring for frail elders is complicated by the fact that
many are experiencing major life changes, including functional declines, a loss of
independence, major illnesses, and the death of a spouse. For example, one elderly focus
group participant spoke of these life changes and how they can make it harder for people to
accept care recommendations:
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My husband worked all his life, and now that he’s no longer working, he looks like he’s
falling apart. Everything is wrong with him. He needs a hip replacement. He won’t do it.
He’s a diabetic. He has several problems.

In other cases, focus group participants spoke of wanting to ensure that they had tried
every means to save the life of a dying spouse or parent. This desire often led to conflicts
with the MCOs about the types of care and referrals that should be provided to people with
end-stage illnesses. One man spoke passionately about how he had wanted to obtain
additional specialist referrals for his wife who had recently died, even though he now
recognized that no efforts would have saved her. This man’s experience suggests that
MCOs may want to pay special attention to end-of-life care delivery. Seniors and their
providers face many very difficult decisions at such a time, and MCO decision-making
processes that seem acceptable at other times of life seem harsh when seniors and their
families face death. Referral to counseling services or even special care to review and discuss
treatment options may be useful in helping seniors and their families face this time of life
and judge the value of alternative courses of treatment. Not only would such attention and
discussions help seniors make critical end-of-life decisions, they might improve relationships
between families and the MCOs. Nevertheless, efforts of this type may be difficult to fund
in the current system because, as one focus-group physician mentioned, “Unfortunately,
there is no CPT billing code for compassion.”

C. PROVIDERS

Many high-risk seniors, as a result of their multiple chronic conditions and functional
limitations, face the challenge of coordinating care from multiple providers. If care is not
properly coordinated, then the potential of seniors having unmet personal care needs is
greater. Other challenges arise from the Medicare benefit package, which excludes coverage
for most medications, personal support services, and long-term custodial care. Some of
these services can be obtained through community agencies, but even then there are often
waiting lists. Moreover, the rapid technical change of health care delivery may have caused
the expectations of high-risk seniors to diverge from current practice patterns, which could
create misunderstandings between beneficiaries and providers.

1. Multiple Conditions of High-Risk Seniors Require Organizationally Complex
Care

The organizationally complex care of high-risk seniors is illustrated in Table IIL.5, by the
large portion, 29 percent of our sample, who have seen two or more specialists in the past
six months. These specialists are just the tip of the iceberg. The seniors also receive care
from their primary care physician and the nurses and other staff who work for them. There
may also be an occasional visit to a backup primary care physician when the regular
physician is unavailable. The set of care providers also includes the family and friends who
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TABLE IIL.5

COMPLEXITY OF CARE FOR HIGH-RISK SENIORS
(Percentages and Their Standard Errors)

Survey Sample

Number of Specialists Seen in Past Six Months

None 395
(1.7)
One 31.7
(1.6)
Two 19.9
(1.4)
Three or more 9.0
(0.9)
Number of Presctiptions Taken Daily
None 14.2
(1.3
One to three 44.3
(1.8)
Four or five 23.2
(1.5)
Mote than five 18.3
(1.3)
Number of People Assisting with Daily Living Activities
None 55.8*
(1.7
One 254
(1.5)
Two or more 18.8*
(1.4)
Numbet of Assistive Devices Used
None 54.8
(1.7
One 22.5
(1.5)
Two or more 22.7
(1.4)

SOURCL:  Telephone survey of 1,657 high-risk seniors from three managed care organizations, conducted
between March and December 1999 by MPR.

NOTE: Values are percentages and are weighted to represent the population and correct for nonresponse.
Standard errors are in parentheses.

*5 to 20 percent nonresponse. No variables in this table had more than 20 percent nonresponse.
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provide unpaid assistance with ADLs or IADLs. In addition, there are further complications
related to polypharmacy and use of assistive devices.

Effective care requires that all this care be coordinated. For example, one senior said,

I require a number of specialists, including a urologist and a heart doctor. I've had a double
bypass. I felt I should see a heart doctor occasionally. And I’ve had a half-dozen skin
cancers, and the primary care doctor can’t cover everything.

Effective care coordination is particularly important with regard to prescription drugs
because of the risk of adverse events due to polypharmacy. This issue is especially pertinent

for the 18 percent of our sample taking more than 5 prescriptions daily (Thornton et al.
1991).

Continuity of care is especially important and challenging when frail elders receive care
from many providers, because problems with any single provider may compromise all the
care. The challenge, therefore, is to ensure that all the providers work together. Some
examples of coordination problems reported in our focus groups include an instance when a
discharge planner wanted a patient to leave the hospital before the case manager was able to
establish appropriate living arrangements. Several participants shared stories in which there
was a lack of communication among doctors and specialists in the delivery of care. One
senior, who was the primary caregiver for his wife, spoke about the difficulty of getting
information from one setting to another:

When my wife went back to the clinic, her doctor didn’t have any notes from the doctor that
saw her at the hospital. And obviously they hadn’t communicated because her [primary care|
doctor had no idea what had transpired at all. I would have expected some kind of
communication.

Another senior who was caring for her husband noted similarly that:

When my husband left the nursing home, there should have been better communication
with his doctors. The nursing home told me that they were communicating with the clinic
doctors. But apparently not, because my husband’s medication should have automatically
been switched when he came home. I shouldn’t have to be calling back and explaining this,
that, and the other thing. There’s a pharmacist that calls, but he should be in touch with the
primary care physician so that when I want to get [the prescription] refilled I don’t have to
explain all this.

A physician noted that coordination among specialty providers can also be problematic:

We need more collaboration, as opposed to actions by individual departments such as a
mental health department, neurology, and internal medicine. We need to see the patient as a
whole, as opposed to having pockets of funding that come out of each of the departments.
I have seen these problems in other systems as well.
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The physicians in our focus groups also pointed out that comorbidities make it difficult
to address all a patient’s problems fully in one office visit, because time is limited or because
treating too many problems at once may confuse many seniors. Physicians try to prioritize
problems and make sure they address the most important ones during office visits.
Sometimes the treatment priorities of patients differ from those of physicians, which can
interfere with effective care delivery.

2. High-Risk Seniors Require Care from Providers Not Covered by Medicare

Medicare plays a primary role in addressing medical conditions and impairments but a
smaller role in dealing with limitations in functioning and disability. Therefore, it does not
address the full range of needs of high-risk seniors. In both fee-for-service and managed
care systems, Medicare covers medical treatments, limited preventive care, and interventions
to address impairments. It also covers some services to maintain improve functioning,
although those are generally limited to services deemed “medically necessary.” This
limitation creates problems for many high-risk seniors who may require care to maintain
their functioning or quality of life or to prevent additional complications. Furthermore,
many services used by high-risk seniors are intended to address nonmedical issues associated
with helping them maintain independence and functioning. These services may fail to meet
strict medical-necessity criteria, particularly given the lack of evidence of the effectiveness of
many interventions aimed at prevention and functional support.

Results in Table III.6 show that many high-risk seniors in the three surveyed MCOs
receive home- and community-based services beyond those included in the Medicare fee-
for-service home health benefit. For example, 10 percent of our sample receive home-
delivered meals, and 12 percent receive transportation to medical appointments. In addition,
29 percent of the high-risk seniors in our sample receive home health services, but our
survey does not indicate whether these services are covered by Medicare or by the MCO.

3. Waiting Lists for Many Community Services

Seniors, care managers, and Area Agency on Aging directors all mentioned waiting lists
as a challenge to delivering support services. Case managers frequently reported waiting lists
for community-based social services such as home-delivered meals and chore assistance.
Another problem was that different communities within an MCO’s service area differ in the
level of services available, depending in part on government funding at the local level.
Keeping track of services that were available was a challenge. Both governmental and
private nonprofit agencies varied in their eligibility requirements, the application process, and
staff attitudes and responsiveness, including whether phone calls were returned promptly. In
one county, the funding allocation to the agency was depleted before the end of the fiscal
year, and services were curtailed.
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TABLE IIL.6

HOME- AND COMMUNITY-BASED SERVICES USED BY HIGH-RISK SENIORS
(Percentages and Their Standard Errors)

Survey Sample

Home- and Community-Based Services Received in Past Year

Home-delivered meals 9.5
(1.0
Transportation to medical appointments 12.1
(1.1)
Senior center 29.4
(1.0)
Home health 29.4
(1.6)

SOURCL:  Telephone survey of 1,657 high-risk seniors from three managed care organizations, conducted
between March and December 1999 by MPR.

NOTE: Values are percentages and are weighted to represent the population and correct for nonresponse.
Standard errors are in parentheses. Nomne of the variables used in this table had more than a 5
percent nonresponse.

4. Technical Change and Patient Expectations

Several seniors in the focus groups expressed difficulty dealing with some of the recent
advances in medicine. In particular, it appeared that many had difficulty adjusting to new
regimens that enable some complex medical conditions to be treated outside a hospital.
These methods have induced insurance plans (including Medicare) to create incentives to
shorten the length of hospital stays and to encourage treatment in the least-expensive
feasible environment. Thus, patients are discharged from hospitals quicker, with some going
to nursing homes and others going home. In many cases, the seniors do not feel ready for
the move. Many also have expectations based in times when long hospital stays were much
more common. As a result, seniors reported finding themselves in situations where a
physician’s or MCO’s judgment about what was medically necessary differed from what the
patients felt they were ready to handle:

I think it’s awful when they send people home that are so sick. They don’t care if they live
or die. And then they took him out and they put him in the nursing home when he was so
sick. I think this is terrible.

My husband was very ill and sent to St. John’s Hospital. I thought he was going to die. He
looked just terrible. So they called me up and said, he’s ready to be released. Here he had
pneumonia and had a high fever and I had to take him back. And it wasn’t long after that
that he was right back again. So all this money of transporting them and all this, I just don’t
get 1t.
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D. UNMET NEEDS OF HIGH-RISK SENIORS

Despite the complexity of health care for high-risk seniors, very few report not receiving
needed help with ADLs or IADLs. Table II1.7 indicates that, while 2.5 and 2.7 percent
reported not receiving needed help bathing and transferring, less than 2 percent reported
unmet needs for the remainder of the ADLs. Unmet needs were slightly more common for
IADLs than for ADLs. This differential may reflect the greater availability of services to
deal with the more serious ADL limitations.

Looking at unmet needs alone provides little cause for concern, but adverse outcomes
suggest that there is room for improvement. For example, among high-risk seniors who
needed help changing their clothes, approximately 15 percent said they could not do so as
frequently as they wished because of a lack of assistance. Approximately 14 percent of those
who felt they needed help with bathing reported that they could not bathe as often as they
would have liked because they lacked needed help. Furthermore, five to six percent of the
seniors in our sample reported that they went hungry because they did not receive needed
help preparing a meal or eating.

While the presence of adverse outcomes due to unmet need among high-risk seniors is
cause for concern, there are several important points to consider when examining these
outcomes. First, as stated eatlier, Medicare + Choice plans with risk contracts are required
to provide only the benefits specified in their risk contract, which generally focus on those
services that are “medically necessary.” Assistance with ADLs or IADLs is often not
categorized as such and so would not be covered (Ireys et al. 1999). Second, there is
evidence of widespread unmet need among the general eldetly population, including those in
the Medicare fee-for-service sector (Allen and Mor 1997; and Institute for Health and Aging
1996). Thus, the levels found for our sample of high-risk seniors are not substantially out of
the ordinary.

We now turn to the ways in which our case-study managed care organizations tried to

address the variability, impairments, and organizationally complex set of providers that
characterize high-risk seniors.
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TABLE IIL.7

UNMET NEEDS OF HIGH-RISK SENIORS

(Percentages and Their Standard Errors)

Survey Sample

Needs Human Help but Does Not Receive Help with:2

ADL
Bathing 25
06)
Eating 1.1
03)
Dressing 1.6
0.5)
Transferring 2.7
0.6)
Toileting 0.9
0.4)
IADL
Preparing meals 2.6
0.6)
Doing light housework or making bed 5.8
09)
Managing money 2.8
0.7)
Using telephone to call physician 1.8
03)
Getting around inside home 2.4
0.5)
Adverse Outcomes Among Those Who Needed Help with Activity,
Regardless of Whether They Got Help?
lixperienced discomfort because unable to eat when hungry and did not have 5.8
needed hep preparing nreal (1.6)
Unable to call physician because did not have needed help using the telephone 3.7
(10)
Unable to bathe as often as liked because did not have needed help bathing 14.4
(1.9)
Unable to change clothes as often as liked because did not have needed help 14.8
changing clothes (3.3)
Unable to cat when hungry because did not have needed belp eating 5.4
(2.6)
Unable to get out of bed or chairs because did not have needed help transferring 14.3
2.7

Sourct:  ‘l'dephone survey of 1,657 high-risk seniors from three managed care organizations, conducted between March
and December 1999 by MPR.

NOTE: Values are percentages and are weighted to represent the population and correct for nonresponse.  Standard
crrors are in parentheses. Nomne of the variables in this table had more than a 5 percent nonresponse.

aSample consists of 1,399 community residents only.

bSample consists of beneficiaries who reported needing help with a given activity.
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CHAPTER IV

KEY ELEMENTS IN MANAGING CARE
FOR HIGH-RISK SENIORS

aced with the need to serve high-risk seniors who are characterized by their

variability, impairments, and use of multiple providers managed care organizations

(MCOs) can draw on several approaches. As noted in Chapter I, we have

organized these approaches under the I-CAN acronym: Identification, Care
Management, Assistance programs, Networks.

This chapter examines how our case study MCOs used these four approaches to
improve care for high-risk seniors. In particular, we examine the innovations these
organizations made, relative to the care systems typically found in the Medicare fee-for-
service sector. These innovations suggest ways in which Medicare + Choice can improve
care for high-risk seniors. They do not, however, represent the general performance of
Medicare + Choice plans, as we deliberately selected the four case study organizations
because they had innovative programs. In addition, activities at the four case study
organizations show only what is possible within the current Medicare + Choice system.
Options such as Social Health Maintenance Organizations and the Program of All Inclusive
Care for the Elderly (PACE) offer wider potential because of their more generous funding
and benefit packages (Medicare Payment Advisory Commission 1999).

A. IDENTIFYING HIGH-RISK SENIORS

Identification underlies effective care systems for high-risk seniors. It is impossible to
deliver effective treatments without first identifying who is likely to be at risk of adverse
outcomes. In addition, it is essential to act on the results of identification efforts. People
identified as facing high risks for adverse health outcomes need to be referred to the
appropriate follow-up services, which could include more detailed assessments.

The variability among high-risk seniors makes the use of multiple approaches essential to
effective identification. Symptoms and impairments can vary among individuals and over
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time, so any single method is likely to miss some high-risk seniors. In addition, multiple
approaches are required to respond to the variation among seniors in their attitudes toward
health and seeking care. All of the case-study MCOs had developed multiple identification
methods.

Traditionally, in the fee-for-service and managed care sectors, high-risk seniors are
identified as they enter the hospital or otherwise obtain care after the occurrence of a serious
illness. In addition, physicians have long identified high-risk seniors over the course of
regular office visits. Managed care has brought additional identification methods, including
screening surveys and analysis of claims/encounter data. In addition, advocate groups have
encouraged proactive identification that would promote self-referrals from high-risk seniors
and referrals from their families and the community service organizations that provide
assistance to seniors (Gold et al. 1998; Medicaid Working Group 1995; and Consortium for
Citizens with Disabilities 1993).

Assessments are usually made by primary care physicians in the context of regular office
visits. In fact, assessment and diagnosis are the basic elements of primary care practice.
Specialized geriatric assessment clinics and home health visits are also used to assess care
needs. MCOs that identify high-risk seniors through surveys or reviews of administrative
data face the issue of how to use that screening data to determine appropriate follow-up.
The screening data at our case study sites were generally intended to be used to identify
people who should visit a physician as soon as possible, although this goal was not always
met. We found virtually no evidence that information collected in screening surveys was
used to develop clinical plans.

1. Identification Approaches

At the time of our site visits, three of the four case study organizations (Aspen, Keystone
East, and Kaiser Colorado) screened all new members through self-administered
questionnaires provided as part of the new-member enrollment process. Keystone East
used a 79-question form that focused on diagnoses, functional status, and self-perceived
health and well-being. It included the SF-36, the Probability of Repeat Admission (PRA)
instrument, a nutritional screen, and questions regarding health habits (for example, exercise
and smoking) and receipt of preventive services (for example, mammography and prostate
screening).'

"The SF-36 is an instrument widely used to obtain information on functional status and other patient
characteristics (Wate et al. 1994). For a discussion of the PRA, see Boult et al. (1994); and Pacala et al. (1997).
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At the time of the site visit, Kaiser Colorado had a formal screening program at only
two clinics that are part of a pilot (out of 14 clinics in its delivery system).”> The two clinics
serve a total of 11,000 seniors. Kaiser Colorado used a 47-question form that includes the
PRA. In 1998, the Kaiser Colorado screening program was expanded to become planwide.

At Aspen, new-member screening was done by the Medicare + Choice Plan, Medica.
However, Medica did not share any of the screening information it collected with Aspen, so
this new-member screening did not influence care delivery directly.

At the time of our visit, screening at HMO Oregon differed according to whether a new
member chose to have his or her care managed by a capitated medical group. HMO Oregon
had undertaken risk screening on a pilot basis for those enrollees who did not elect to
receive care from a capitated medical group. For those enrollees who elected to receive care
from a capitated practice, the practice was responsible for any screening. Whether the
process will be continued will depend on the results of the pilot. The questionnaire used by
HMO Otregon included the PRA, along with additional questions relating to presctiption
drug use, smoking and alcohol consumption, and socioeconomic status.

Response rates for new-member screening varied among the organizations. The rates
were approximately 66 percent for HMO Oregon, 70 percent for Keystone East, and 88
percent for Kaiser Colorado. All these response rates are very high for mail surveys, thanks
to the intensive follow-up efforts the organizations made to obtain information from seniors
who did not respond to the original mail questionnaire. The rates may also reflect the
organizations’ efforts to make the screening part of the new-member enrollment process.
Some seniors at Kaiser Colorado are given the survey when they enter an outpatient clinic,
which may explain the particularly high response rate at this site.

The four organizations we studied were atypical in their use of long new-member
questionnaires that solicit information for both screening and assessment. In the industry as
a whole, brief screening instruments have been much more common (HMO Workgroup on
Care Management 1996). The longer instruments provide more information for assessing the
overall health and care needs of new members. In particular, the longer instruments provide
a basis for assessing the risk for poor health outcomes, as well as the risk for hospitalization
or high costs which can be predicted using fairly short instruments (HMO Workgroup on
Care Management 2000; and Pacala et al. 1995). The longer instruments also appear to
reflect the greater-than-average research orientation of the innovative MCOs included in our
case study. The longer instruments used by the case study organizations appear not to have
led to low response rates.

2 . - . .

To test the value added of screening, Kaiser Colorado also conducted screening at two other sites. In
these sites, the screening information was entered into the members’ medical records, but no special steps were
taken to encourage use of that information.
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We found that the case study organizations generally made little use of the screening
data. The major exception was that Keystone East used the data to help target new enrollees
for their care management program. At the other extreme, Medica did not share any of the
screening information with Aspen (which was responsible for delivering care to the Medica
members who selected it as their primary care provider). At none of the sites did we find
that the screening data were used for clinical purposes. Often the screening data were not
sent to physicians or other staff involved in providing care. Keystone East made an attempt
to share its screening data with its care managers, but the system was not effectively
communicating the data at the time of our visit. Even when screening data were included in
patients’ medical records, it appears that physicians paid it little attention. Instead, the
physicians in our focus groups responded that they preferred to rely on their own
examinations and discussions with patients. Care managers also seem to have conducted
their own assessments of seniors referred to them. Thus, to the extent the new-member
survey screening information was used, it was used by the MCOs to identify new members
who should be encouraged to have a physician visit soon. The physicians and other
providers would then be responsible for clinical assessments and any treatments.

Our case study MCOs used a variety of methods other than screening surveys to identify
most of the high-risk seniors they referred to care management or disease management.
Aspen and Kaiser Colorado identified high-risk seniors mostly through referrals by primary
care physicians. HMO Oregon and Keystone East used a mixture of methods with the
largest group of high-risk patients identified following an inpatient admission.

All organizations encourage physician referrals. Kaiser Colorado does so by meeting
periodically with primary care physicians about when to make referrals, and it has distributed
a one-page set of criteria for referrals. Kaiser’s general guidance to physicians is that, if in
doubt, refer patients to care management. Aspen and Kaiser Colorado promote physician
referrals by locating care management staff in the clinics so that they can interact with
primary care physicians on a regular basis. Keystone East provides information in provider
bulletins highlighting its care management program. Although it is not widely read, there is
also a section on the topic in the provider manual. Finally, Keystone encourages self-
referrals through its new-member “welcome call” program.

Focus-group physicians and care managers also reported that risk status often is
identified in conjunction with treating specific, acute conditions. For example, one care
manager described performing a presurgical screening for a patient facing a total hip
replacement and determining that the patient had congestive heart failure as well. Another
care manager told of identifying a woman with multiple chronic conditions, including a
severe herniated disk, although the woman had initially contacted the care manager in search
of help caring for her disabled husband. This woman had intentionally avoided secking
medical care because she was afraid she would be hospitalized and therefore be unable to
care for her husband.

The combinations of methods used by these organizations tended to identify two to five
percent of their elderly members as facing risks sufficiently high to warrant enrollment in
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care management. The two group-practice organizations, Aspen and Kaiser Colorado,
identified two to three percent of their members as sufficiently high-risk to require care
management. Keystone Fast used broader criteria for referral to care management, and
correspondingly identified a higher fraction of its members as high-risk, approximately five
percent.

The MCOs also tried to identify seniors who could benefit from disease management
and other specialized programs. Again, they relied on a mixture of identification methods
combined with a fairly simple assessment process that determined which programs might be
appropriate. HMO Oregon analyzes its claims/encounter data to identify members with
congestive heart failure. Kaiser Colorado had developed a registry for members with
diabetes. All the MCOs also rely on physician referrals.

Each organization seems to have used an identification method that drew on its
strengths. The two group-practice organizations relied on their clinic-based primary care
physicians to refer high-risk seniors to co-located case managers. The close ties between
physicians and organizations facilitated communication about the availability of care
management and the types of seniors who should be referred. In contrast, Keystone East
and HMO Oregon, which are IPA model organizations, had a less direct connection with
their participating physicians, most of whom participated in several other managed care
plans and accepted fee-for-service patients. Thus, it was more difficult for these
organizations to get physicians to identify and refer high-risk patients. To overcome this
difficulty, they drew on their administrative data systems and their new-member screening
surveys to identify high-risk cases.

2. Assessments

Assessments are the key step in linking identification efforts to the delivery of effective
care. Furthermore, assessments address the variability among high-risk seniors so that
MCOs and providers can tailor interventions to meet each person’s specific needs. In
general, MCOs will combine a quick general assessment with their identification efforts.
This general assessment uses the screening information to determine if someone is likely to
need the intense and comprehensive services of a care manager, the focused interventions of
disease management, or other services. If a thorough assessment is required, it is done as
part of the care management process.

To a large extent, the MCOs relied on the primary care physicians to do much of the
assessment. These assessments were generally done in the course of routine office visits and
were based on the physicians’ judgments about individuals’ conditions and appropriate
treatments. However, when high-risk seniors were identified through screening and other
identification efforts, the MCOs arranged for additional assessments. In addition, when
physicians felt that a senior required substantial community support or other non-medical
care, they could refer that person to a care manager or other professional who could assess
those types of needs and help arrange for care. For those seniors identified through MCO
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high-risk identification processes, the first step was to identify those individuals who have a
specific high-risk condition but who were in fairly good shape, with no mental or physical
impairments.  Assessments for these people emphasized ongoing monitoring so that
subsequent impairments or symptoms could be detected and addressed quickly. A more
complex situation involved those people who, to maintain functioning, required social
support services outside the Medicare benefit package. The MCOs tended to address these
needs by identifying the appropriate community agencies and referring people to them. The
most difficult cases were those involving high-risk seniors with several chronic conditions
and impairments. These cases were first identified in a quick review of the screening or
other identification information and then referred to the organization’s care management
program for a more thorough assessment. Care management staff evaluated the high-risk
seniors’ medical and psychosocial needs, which are often intertwined. They also assessed the
seniors’ home and informal support situation in terms of the availability of competent
caregivers, the degree of physical safety, and evidence of abuse. The care managers then
developed a care plan, worked to ensure that it was implemented, and monitored the people
for changes in their health or functioning.

The four case study organizations rarely arranged for formal geriatric assessment clinics.
This is generally true in Medicare managed care, because of the high costs and lack of clear
evidence about the cost-effectiveness of such assessments. Among the four case study
organizations, we observed no efforts to establish geriatric assessment programs such as
specialized clinics or inpatient units. Two organizations, however, appeared to emphasize
special geriatric training as part of their staff composition. For example, a high proportion
of physicians at both Aspen and Kaiser Colorado had an additional qualification in geriatric
medicine. These physicians were more likely to use assessment tools and approaches similar
to formal assessment, even though there were no specially designed assessment programs.

B. CARE MANAGEMENT

Care management lies at the heart of an organization’s efforts to promote good care for
high-risk seniors. In general, it is a collaborative process that assesses needs, develops care
plans, and then implements and monitors those plans in order to promote high-quality, cost-
effective care (Case Management Association of America 1995). For high-risk seniors, care
management can promote communication and coordination between the numerous
providers who work with a specific person. It can ensure delivery of tertiary preventive
care—care intended to help people who have already developed chronic conditions, serious
impairments, or frailty to maintain or recover their health and functioning. Such preventive
care can help mitigate the consequences of chronic disease and frailty, as well as help control
costs by reducing the likelihood that these seniors will require expensive treatments.

Care management is distinct from utilization review programs. Aliotta (1996) points out
that care management and utilization management have different focuses. Ultilization
management systems seek to control costs, ensure medical necessity, and help plans identify
trends in care delivery. Ultilization management tends to be reactive, focusing on acute care
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episodes, with emphasis on reducing the length of hospital stays and planning discharges
effectively. Utilization management also focuses on providing low-intensity services to a
large number of people. In contrast, care management takes a more proactive approach in
shaping care for individuals. Care management focuses on assessing risk, intervening eatly,
and promoting consistency and continuity among the wide array of services a person may
need. In addition, care management tends to provide intensive services to specific groups of
plan members, most often identified through rigorous targeting efforts.

Attempts to promote care management among MCOs are hindered by the lack of clear
evidence that it is a cost-effective means for improving care, or even for promoting an
MCO’s image in the community. A recent study of best practices in care coordination
reviewed evidence for 157 different programs and found some evidence that care
management can work, in the sense that it can reduce hospitalization rates for carefully
targeted groups (Chen et al. 2000). That study found very little information about the
specific program characteristics that make a care management program work and even less
on what it takes to generate cost savings. What little evidence they found suggests that
successful care management programs tend to follow a general approach that starts with an
assessment of each person in order to develop a care plan, followed by structured efforts to
implement the plan, monitor the patient and care plan, and adjust the care plan as necessary
(Chen et al. 2000). Nonetheless, these programs are expensive and thus require careful
targeting of high-risk enrollees or those with specific chronic illnesses, to ensure
cost-effectiveness (Mukamel et al. 1997).

1. Care Management Processes

At all four case study organizations, care managers had a core set of duties. In general,
their job was to coordinate access to medical care and community support services by
working with patients who were at risk of hospitalization, or who had been hospitalized, to
ensure timely access to services such as home health and both primary and specialty
physician care.

The four case study organizations limited their care management efforts in various ways.
Kaiser Colorado and HMO Oregon had programs that generally limited intensive care
management services to a 4- to 6-week period. Keystone East limited most care
management contact to the telephone. In addition, the relatively high caseloads assigned to
care managers at Keystone East had the effect of limiting the average amount of attention
provided to high-risk seniors. In general, the four organizations tried to focus their care
management efforts on assessment, care planning, and referral to support-service providers
in the community. They placed less emphasis on long-term patient education, ongoing
advocacy, and long-term monitoring. While they recognize the potential value of long term
care management services, they generally referred seniors to community organizations to
obtain that care. In addition, they tended to rely on primary care physicians to identify new
problems or on the seniors themselves to recontact the care management program.
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These limitations appear to reflect an effort to spread available resources in a way that
helps the most people with needs. Care management is not a covered Medicare service, and
thus the MCOs are not directly compensated for providing it. Based on our discussions with
staff at the four organizations, it seems that the organizations have designed their care
management efforts to focus on resolving medical or social crises with an emphasis on
short-term efforts that would stabilize a person rather than on long-term monitoring and
advocacy. This approach let the MCOs use a relatively small team of care managers to
address problems for many seniors. The approach appears to be based on a sense that once
a person’s situation has been stabilized, it is better to spend the available resources stabilizing
another person than to continue to deliver long-term monitoring services to the first person.

Financial constraints were especially clear at Aspen, where staff felt that Medica’s recent
decision to pay Aspen on a fee-for-service basis rather than through capitation would not
provide enough resources to operate the program without the additional funding Medica
provided specifically for care management.

To some extent it appears that the organizations felt that the limited duration of the care
management was consistent with the ongoing responsibility of the primary care physicians to
monitor patients. The high-risk seniors targeted by the care management programs tend to
have frequent physician visits. Thus, the physicians are in a position to monitor their
patients’ progress and to re-refer patients to care management if necessary.

Care managers also coordinated access to community-based social services, although the
MCOs rarely paid for these services. Instead, the organizations ensured that the care
managers were familiar with local resources, and the care managers either made referrals or
set up arrangements with local programs. These programs included congregate or home-
delivered meals, opportunities to socialize at senior centers, exercise programs geared to
elderly or disabled people, transportation services, Medicaid home and community services,
and opportunities to volunteer or be contacted by volunteers. These services address
problems such as social isolation, failure to thrive, depression, and limitations on basic
activities of life in the expectation of reducing the need for inpatient or other high-cost
services.

All four case study MCOs dealt with local Area Agencies on Aging, which are funded
under the federal Older Americans Act and either are based in local government agencies or
operate as private nonprofits. Keystone East, for example, has a close relationship with the
Philadelphia Corporation on Aging (PCA), which provides in-home services, has support
groups, and maintains a friendly visiting program for the homebound. These services are
paid for by the enrollee or supported by the community rather than the health plan. One
problem in accessing PCA and other social service agencies is that many of them have
waiting lists for services.
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2. The Structure of Care Management

The lack of a dominant care management model that has been shown to save money is
reflected in the diverse approaches used by the four case study organizations. While all four
have such programs, they differ along a number of dimensions. The most important
differences appear to be the scale of the programs, whether care managers interact with
patients face-to-face or only by telephone, the location of care management staff in
proximity to primary care physicians, the staffing structures, and the duration of active care
management services.

Scale. At the time of our visit, only Keystone East had a care management program
that was available to all seniors, including those enrolled with capitated provider units. Care
management activities at HMO Oregon reflected the overall division of risk at that plan.
The medical groups capitated by HMO Oregon had responsibility for care management for
their patients, while HMO Oregon provided care management to enrollees whose primary
care physicians were not part of capitated practices. Kaiser Colorado had formal care
management only at the two clinics participating in its pilot program. After completing an
internal evaluation of this pilot, which suggested that care management could save money,
Kaiser Colorado decided to expand the care management to all its clinics. Aspen’s care
management program, which received a substantial part of its funding from Medica Health
Plan, served only those patients enrolled with Medica.

Location. Aspen and Kaiser Colorado located care managers in their clinics, so that the
care managers could have face-to-face contact with patients and primary care physicians.
Keystone East centralized its care managers, who then conducted all patient contact over the
telephone. Each care manager was given a specific geographic region in order to promote
communication with the set of physicians who also served that area. HMO Oregon used
both approaches (co-location and separate location), which reflects its delegation of risk and
care responsibility to capitated provider groups. At all four organizations, home health staff
were used to conduct home evaluations, and there were special programs to help manage
care for people in nursing homes.

Mode of Contact with Patients. As noted, in Keystone East’s care management
program, patient contact was done exclusively over the telephone. If a face-to-face
communication with the patient or family member was required, it was made by staff from a
contracted home health agency. Care managers were assigned to all physicians who admit at
a particular hospital. This approach is intended to ensure that the care manager is
knowledgeable about local social service resources, and to promote good relations with
primary care physicians. However, the physicians who participated in our focus group
reported having little contact with care managers, which indicates that assignment to a
limited number of physicians does not guarantee effective communications.

HMO Oregon relied heavily on telephone contact, but care managers did occasionally

meet with patients or family members. Care managers also performed home visits, although
more commonly the contracted home health agency performed this task.
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The two care managers at Kaiser Colorado routinely met with patients in the clinics, as
did the care managers at Aspen. This was convenient for them, as they were located in the
clinic, a situation that also enhanced relations with the primary care physicians. In both
organizations, case managers used home health nurses to conduct home visits, although
Aspen had its care managers make the home visits for patients who did not meet the
Medicare fee-for-service eligibility criteria for home visits. Kaiser Colorado and Aspen also
use telephone monitoring.

Caseloads. The four organizations also differed with respect to care manager caseloads.
Keystone East planned for care manager caseloads that averaged 130 seniors. At HMO
Oregon, caseloads were about 90 seniors per care manager for those seniors who received
care management directly from HMO Oregon (that is, other than those enrolled in capitated
provider groups). Kaiser Colorado had caseloads between 40 and 50. Aspen care managers
tended to have caseloads of approximately 70 seniors, although they were working to reduce
caseloads. The differences in these caseloads reflect the structure of the care management
programs, as well as such factors as the level of intensity of care management, mostly related
to the frequency with which the patient is contacted; whether staff perform other functions
such as patient education; and the extent to which care managers are assisted by other staff
or rely on home health agency staff.

Aspen’s care management structure was notable because it integrated the efforts of
several specialized staff. In particular, there were four programs within the overall care
management system:

1. Acute care coordinators who were based in hospitals and who focused on
utilization management and discharge planning. These staff work with the
hospital in order to increase efficiency as well as to manage specific patients.

2. Disease management nurses who provided care management for specific
conditions, including frailty as well as chronic obstructive pulmonary
disorder, congestive heart failure, and diabetes.

3. Subacute and long-term care management teams that were led by nurse
practitioners and that visited nursing homes regularly to monitor enrollees’
health status and care needs.

4. Home care staff who provide most of the Medicare-covered home health
services to Aspen’s members.

In addition to these staff, there were Integrated Services nurses who were responsible for

coordinating the four types of services listed above and for ensuring continuity of care. In
particular, Integrated Services nurses worked to ensure smooth handoffs when patients
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moved from one system to another, or when patients’ needs lay outside the scope of the
other programs.

The Legacy Health System “Resource Specialist” Pilot Project. The Legacy Health
System, a major provider unit for HMO Oregon, is testing an innovative program at two
capitated medical groups (Health First and Adventist) and two independent physician
practices. Care management in this program is performed by “resource specialists,” who are
not medically trained; rather, they have AB degrees and between 5 and 17 years of social
service experience (for example, with Area Agencies on Aging, mental retardation or
developmental disability programs, or senior centers). Legacy uses 3.5 full-time-equivalent
resource specialists to handle a caseload of 400. About 25 percent of enrollees at the
participating clinics are assigned a care manager, a higher ratio than is typical for health
plans, and the program includes a focus on people with functional deficits of a milder nature
than most health plans would regard as warranting care management.

The resource specialists see patients face-to-face at least quarterly (but often monthly).
In addition to coordinating medical care, they emphasize access to social services, family
dynamics, and the physical home environment. Importantly, the capitated medical groups
have agreed to pay for any off-policy benefits the resource specialist might authorize.
Resource specialists work closely with the primary care physicians of enrollees to make sure
that the physicians are informed of the enrollees’ situation and of efforts to ameliorate it.
No effort is made to discharge patients from care management. The program is being
evaluated under a grant from the Robert Wood Johnson Foundation and will be expanded if
the research results are favorable.

3. Off-Policy Benefits

The organizations differed in their reliance on “off-policy” benefits, those which are not
explicitly linked in the MCO’s Medicare + Choice Contract. Such benefits are commonly
initiated by the care management staff. Plans that will authorize off-policy benefits do so
selectively. Examples of off-policy benefits at our four case study organizations include:

B Providing services in the home in situations where the patient is not
homebound. This might be done in lieu of placing a malnourished or
dehydrated patient in a hospital or nursing home. Home visits were also
used to assess seniors in care management, even when the senior was not
homebound.

B Paying for transportation to the physician’s office for a low-income enrollee
if there is concern that deterioration will result from lack of medical care
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B Providing durable medical equipment not covered by Medicare, such as rails
in showers, repairing stairs to prevent falls, and glucometers for persons with
diabetes who are not insulin-dependent.

B Providing home intravenous antibiotics rather than placing the patient in a
hospital or nursing home

The four organizations differed in their procedures for authorizing off-policy benefits
and in the extent to which they went beyond the Medicare coverage guidelines. The
organizations sought to balance their interest in helping care-managed seniors with their
concern that beneficiaries who do not receive additional benefits will complain or bring a
formal grievance, arguing unequal treatment.’

All four provided care management services that cleatly go beyond the Medicare benefit
package. As for other off-policy benefits, HMO Oregon seemed to offer care managers the
greatest latitude. These case managers can preauthorize any home health care service or
durable medical equipment purchase, and they also make occasional use of off-policy
benefits. They are guided by written procedures but still enjoy some latitude to use their
best judgment. On a day-to-day basis, the HMO Oregon medical directors perform a largely
consultative role and do not review most decisions of care managers. The major criterion in
deciding whether to authorize off-policy benefits is whether such benefits have the potential
to prevent emergency room or inpatient use.

Keystone East allows for off-policy benefits but requires approval by the medical
director or the patient’s primary care physician. For example, all in-home services
recommended by care managers had to be approved by the primary care physician. Care
managers can request an exception to the Medicare fee-for-service rules in order to meet a
specific need for a senior in care management. A care manager in our focus group, however,
indicated that such requests are seldom made and that, by and large, the Medicare coverage
rules are rarely exceeded.

Aspen follows the coverage rules established by Medica, the health care plan in which
beneficiaries have enrolled prior to selecting Aspen as their primary care clinic. Medica hews
closely to the Medicare coverage rules and therefore does not permit Aspen much latitude
with respect to off-policy benefits." Although care managers can authorize home health
visits for beneficiaries who do not meet the Medicare fee-for-service criteria for such care,
most other care must be provided through referrals to community agencies.

¥This reason arose at all four case study organizations and from a number of plans that are not part of the
study.

*One indication of Medica’s adherence to Medicare fee for-service rules is its decision not to waive the
requirement that patients have a three-day hospital stay prior to receiving coverage for skilled nursing home
care. Nationwide, most Medicare managed care plans waive this rule in order to facilitate moving patients to
the least-costly setting where their conditions can be treated adequately.
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Kaiser Colorado care managers can provide some off-policy benefits with approval from
their supervisor. For the most part, such benefits are limited to covering home health nurse
visits for evaluating patients and assessing their home situation. Otherwise, use of off-policy
benefits is rare.

Managed care plans are under contractual obligation to provide only the Medicare
benefit package plus any extra benefits included in their contracts. Some may go beyond
that package in response to the requirements of the Medicare payment system. In general,
plans will provide additional coverage or services only if they think it is to their (1) financial
advantage, in terms of reducing the overall cost of care; or (2) marketing advantage, because
of favorable word-of-mouth advertising. Furthermore, it is often very difficult to decide
whether a possible innovation might meet these criteria, because there is little evidence about
cost-effectiveness of such services.

In the focus groups, several physicians noted that the flexibility provided by managed
care increased their ability to treat their patients effectively. A physician in a capitated
medical group (in this case, not Aspen) noted that the capitation payments allowed him to
arrange for durable medical equipment that could greatly improve treatment. To illustrate
his point, he discussed his frustration with the restrictions typically imposed in the Medicare
tee-for-service section:

I had a [fee-for-service| patient in a nursing home with a decubitus ulcer that didn’t meet the
guidelines for getting an air bed. He had a Grade I ulcer, which went to Grade II and is
headed to Grade III. He absolutely needed an air bed, but he didn’t meet guidelines. So he
landed in the hospital to get a skin flap. Even then I had trouble getting him the air bed he
needed. The guidelines require that he has to stay in the hospital for at least three days
before he could get into a skilled nursing facility and get an air bed. But he did not need to
be in the hospital that long. I actually called the regional director of Medicare in San
Francisco and was told that I cannot admit somebody to a skilled nursing bed until they’ve
been in the hospital for three days. That’s a Medicare guideline.

Physicians also complained about the inability to order home visits to evaluate seniors
who might face substantial risks but who are ineligible for home care under the Medicare
fee-for-service rules. These physicians indicated that they could arrange for such visits under
managed care, and one physician went so far as to say that because of the Medicare
restrictions he “felt sorry for his fee-for-service patients.”

4. Perspective of Seniors in Care Management

Many of the seniors who were enrolled in care management programs and participated in
our focus groups seemed unaware of care management. (Similarly, in Chapter V we present
survey evidence which suggests that many high-risk seniors are unaware of available care
management services even when enrolled in care programs.) This does not mean that the
programs fail to coordinate care, although it does suggest that many participants will not
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identify care management programs as a source of information for dealing with their
symptoms and illnesses or difficulties accessing care. Participants in the programs that
placed greater emphasis on face-to-face meetings were more aware of care management.

At Keystone East and HMO Oregon, the care-managed seniors in our focus group often
remembered telephone calls from nurses but did not seem to understand that they were in a
care management program whose mission included helping them get the care they needed.
Similarly, at Aspen, the seniors recalled assistance they received from nurses but did not
express an understanding of the care management program. Only at the Kaiser Colorado
focus group did the care-managed seniors seem to understand care management. At that
site, many of the seniors even referred to their care manager by name:

Bonnie just bends over backwards to understand what you want and goes out of her way
to try to get it. I found that on several occasions she’s better to call than your doctor.

This difference reflects Kaiser Colorado’s care management program, where caseloads
are small and care managers meet with seniors during clinic visits, as well as over the
telephone. Care managers at Keystone East and HMO Oregon contacted seniors almost
exclusively over the telephone and used staff from contracted home health agencies to make
any in-home contact or assessments. Aspen had a clinic-based care management system
similar to Kaiser Colorado’s, so it was surprising that the care-managed seniors did not
understand the care management program better. This may have reflected the newness of
the Aspen care management program (which was only a few months old at the time of our
visit) or the fact that Aspen’s team approach to care management can divide patient contact
among several staff.

5. Perspective of Care Managers

Care managers at the four MCOs talked about the differences in the goals they saw for
care management, how they interacted with physicians, how they measured success, and the
barriers and frustrations they encountered when trying to manage care for high-risk seniors.

Goals of Care Managers. Care managers described their role as coordinating care and
advocating for patients who are sick or have functional deficits. Doing so entails
coordination of both community-based social services and medical services and requires the
efforts of physicians, hospital staff, emergency rooms, home health agencies, and nursing
facilities. Several care managers emphasized that their function was not traditional utilization
management, although they were aware that their support within the organization depended
on reducing the need for expensive medical services, particularly inpatient care:
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We are not gatekeepers but coordinators of care. In the event of an ER wisit or
hospitalization, I might visit and try to find out why that is happening and help identify
resources so that the problem does not happen again.

I don’t know if we’d say that our goal was to reduce inpatient use. Rather, it is to get
people to a maximum level of functioning and medical stability, which has a long-term
effect on inpatient use. So our philosophy is a little bit different from utilization
management. Our focus is on doing the right thing and making sure that the best care is
provided because that’s more preventive and correct than worrying about cutting hospital
days as a goal in its own.

Care managers also stressed their role in maximizing functional status of patients and
fostering independence. However, for patients who were no longer able to live in their
home, they would advise on whether an assisted-living facility or nursing home was
appropriate.

Educating patients and physicians was also stated as a goal. The care managers in our
focus groups indicated that patients often benefited from instruction on how to gain access
to medical services and specific community-based social services that the care manager
might help arrange. Patients being empowered to care for themselves to prevent future
medical crises was also expressed as a goal. Patient empowerment entails both prevention
and knowing how to make appropriate use of the health care system.

Care managers felt that the role they played was not understood by many doctors. In
one of the case study organizations, they talked about needing to educate the health plan’s
medical directors. In two of the organizations, care managers felt that their goals for care
management were more long-term than those of the administrators:

We have a more personal piece to our job than many people in administration. They don’t
have a relationship with the family and the patient and the day-to-day happenings that go
on in our job, and I think that it is a different perspective.

Relationship of Care Managers with Primary Care Physicians. Care managers
regarded the relationship with physicians, notably primary care physicians, as good but
uneven, with most being supportive but others hesitant:

We get good response from most doctors. For those who are hesitant, I think the problem
is that they haven’t seen that we’re really worth our salaries.

Several care managers felt that a substantial proportion of primary care physicians did
not understand care management or use it appropriately. Other care managers reported
difficulty getting to know the doctors, who they say often assume that the care manager will
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become an additional burden on their time. Good followup and rapport with the physician
were important and helped generate referrals, although one care manager said that she
received too many referrals. Another care manager felt that the key to getting physician buy-
in was to have success with at least one patient of a given physician. Finally, care managers
at Kaiser Colorado and Aspen thought that care management was needed, in part, to address
discontinuities that can arise in the approaches these organizations used to deliver physician
services to people in the hospital. These two organizations use hospital-based physicians to
deliver inpatient care, so patients generally receive inpatient care from a physician different
from their primary care physician. The additional physician involved in treating seniors
required further efforts to obtain information and coordinate care.

Measures of Success. Care managers found it difficult to quantify and measure
successful care management, because so much of the process is based on professional
judgment. In general, they viewed success in terms of patient and family satisfaction,
willingness of patients to allow the care manager to help them, belief that they had improved
care coordination, and helping seniors to maximize their functional abilities. They also
mentioned identifying bad health habits and getting patients into primary care promptly
before they deteriorated to the point where they required extensive or emergency services.

As stated eatlier, the case study organizations differed in whether the care manager made
home visits or otherwise met with the patient, instead of performing care management
entirely by telephone. Those who did make home visits felt that they were able to identify
and solve problems that many traditional home health nurses might miss, such as a bare
pantry, potentially signaling nutrition problems; a physically dangerous home environment;
ot evidence of alcoholism or abuse of eldetly people.

Barriers and Frustrations. Care managers saw themselves as mediating between
patients and families on one hand and providers and community-based social services
agencies on the other. There was a recognition that all parties had to be brought together to
ensure successful care management. With regard to providers, obtaining buy-in from
resistant doctors was mentioned previously. Another problem is discharge planners who
want the patient to leave the hospital before the care manager has been able to arrange
alternative living arrangements, such as placement in a nursing home or, less frequently, a
rehabilitation hospital. Arranging for admission to a nursing home for long-stay patients is
difficult in some communities; one care manager reported having to call 15 nursing homes
that day to find an available bed. Also, the care manager may be more cognizant than the
discharge planner that the home environment is hazardous or that a patient’s dementia will
require the manager to spend an extra day coordinating resources.

Care managers identified problems that arise because of the difficulty in communicating
with all the other decision makers who influence a seniot’s care. For example, one care
manager noted that utilization review staff may terminate home health services because the
patient no longer meets the coverage criteria of being homebound or in need of skilled care.
Such decisions were often made without input from the care manager or without even
informing the care manager in a timely manner.
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Care managers in our focus groups also raised a series of organizational and
administrative frustrations that can arise, including:

B Caseloads that were too large, which made it hard to be proactive with
patients

B The volume of written documentation that is required (although care
managers hastened to add that documentation was a necessary part of their

jobs)

B Inadequate secretarial or clerical support, resulting in too much paperwork
for the care managers

B The necessity of staying abreast of new technologies introduced within the
managed care organization, such as computer developments and internal
system changes

B The need on occasion to interpret complex Medicare coverage rules that
often seem overly restrictive, such as those that do not cover both
wheelchairs and walkers for the same patient, even though patients in
transition might benefit from having both; and the need occasionally to
contradict what enrollees report being told by marketing staff

6. Conclusions About Care Management Processes and Structures

Care management was a key element in the efforts all four MCOs made to address the
needs of high-risk seniors. Yet the care management programs they implemented were
generally more limited than those for which Chen et al. (2000) found some evidence of
effectiveness. The case-study organizations developed care management that was typically
time limited and focused on assessment, coordination of medical care, and referral to
community organizations for social support services. They placed less emphasis on ongoing
activities such as monitoring and adjusting the initial care plan. Their choices appear to
reflect a view of care management as supplementing the efforts of primary care physicians.
In particular, the role of long-term monitoring and re-referral to care management was
usually left to the primary care physicians at all four organizations. Their choices also reflect
the fact that at the time of our site visits care management is not part of the Medicare benefit
package and therefore not something they are directly paid to provide or required to provide.
Finally, their choices reflect the general lack of empirical evidence about what it takes for a
care management program to generate net savings.

The limited nature of the care management efforts fielded by the case study
organizations was often reflected in the perceptions of the directors of the local Area Agency
on Aging. In most cases, the directors knew little about the specific care management
programs fielded by the MCOs. Instead, the agency directors were unhappy with the general
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level of care management that managed care plans provided. In particular, they felt that the
plans often left a lot of the work for the agency. This perception was correct in the sense
that the MCOs focused on coordinating Medicare-covered medical services and referred
members to the Area Agencies and other community organizations for help with many
support services, including transportation assistance and respite care for caregivers. In
essence, the MCOs took the initiative to identify high-risk seniors who would benefit from
social support services, to refer those seniors to appropriate community agencies, and to
follow-up to ensure that the referrals resulted in services. This effort appears to have helped
the seniors, but may have also increased the overall demand for services from the
community organizations. Such increases in demand could be expected to be met with
lukewarm enthusiasm from the Area Agencies who were often struggling to keep up with
requests for assistance.

The four case study organizations made different decisions about caseloads and the
extent to which their care managers could provide individual attention. Care managers at
Keystone Hast had high caseloads and contacted patients only by telephone, which avoided
the need for care manager travel. Keystone East and Aspen also pursued efficiency by using
specialized staff. At Keystone East, in-home assessments were conducted by home care
nurses. At Aspen, a patient might see one care manager in the hospital, someone else while
receiving home care, and a third person when they were home after the home care ended.
The efforts of the specialized staff were then coordinated by an Integrated Services
Coordinator. HMO Oregon concentrated its care management efforts on the seniors who
had not selected a capitated practice for their primary care. It also relied on care
management efforts developed by some of the health systems with which it contracted.

A common element in all the care management programs was that many seniors enrolled
in care management did not seem to be aware of their enrollment. We saw this in our focus
group discussions with seniors who the organizations had indicated were in care
management (we saw the same result in our survey data which are discussed in the next
chapter). The level of awareness varied among the four organizations, with care-managed
seniors at Kaiser Colorado having the clearest connection with their care managers. Not
only did most know the name of their care manager, but they seemed to view care
management as a means for helping them get the care they required, rather than a series of
unconnected events in the care delivery process. Care-managed seniors who participated in
focus groups at the other organizations tended to remember receiving care and monitoring
telephone calls, but saw these services more as isolated events than as part of a care
management process. This is not to say that care for seniors at the other sites went
uncoordinated, merely that the care coordination and information provision roles of care
managers went largely unnoticed by seniors at these sites.

The differences in seniors’ perceptions seem to be related to different choices the MCOs
have made about the structure of care management. Keystone East’s use of telephonic care
management and high caseloads may have made it hard for patients to understand care
management or to distinguish it from many other MCO or provider interactions. The use of
specialized care management staff at Aspen may also have inhibited patients’ awareness of
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care management. In particular, the coordination provided by Aspen’s Integrated Services
Department may not have been visible to the seniors. This pursuit of efficiency at both
Keystone East and Aspen seems to have reduced the sense that seniors had of care
management as a source of ongoing advocacy, information, and care coordination. In
contrast, care-managed seniors in our focus group at Kaiser Colorado reported more direct
contact with between care managers. Seniors understood care management better as a result
of this interaction and the fact that each senior dealt with only one care manager rather than
a team. However, even at Kaiser Colorado, there seemed to be variation among seniors who
were managed by different care managers. This implies that the personality and individual
styles of care managers can affect seniors’ perceptions.

Primary care physicians seemed to have the best understanding of care management at
Kaiser Colorado and Aspen. At these sites, physicians who participated in our focus groups
tended to know about the ways in which care management could help their patients and how
to refer patients to it. At Keystone Fast, the physicians who participated in our focus group
were generally unaware of the plan’s care management program. Physicians serving seniors
at HMO Oregon showed a pattern that is consistent with this plan’s use of both the group
and IPA models. In particular, physicians in capitated practices at HMO Oregon knew
about the care management of their own practice, while individual physicians did not appear
to know much about the care management provided by HMO Oregon. It seems likely that
the differences in perceptions are due to clinic-based provision of primary care at Kaiser
Colorado, Aspen, and in some practices in HMO Oregon. The clinics enabled these
organizations to place care managers in close working proximity to the primary care
physicians. They thereby helped to identify high-risk seniors and to manage care for such
seniors. This approach was more efficient at the IPA model health plans because there are
so many independent practices. Keystone Fast tried to address this issue by assigning care
managers to specific sets of physicians, but the lack of direct contact with physicians seems
to have reduced the effectiveness of this approach.

C. DISEASE MANAGEMENT AND OTHER ASSISTANCE PROGRAMS

Disease management programs typically assist people who have a single or dominant
condition, generally chronic, and entail processes for identifying patients, educating them or
their doctors on the management of the condition, and using ongoing monitoring. In many
ways, disease management programs vary along the same dimensions as care management
programs. Thus, the programs differ primarily in terms of how comorbidities are handled,
whether there are face-to-face interactions with the patient, the relationship to the primary
care physician, and the extent of the focus on medication compliance. Addressing
medication issues is easier if the plan covers prescription drugs and thus has access to a
database that describes the medications received by each patient. Such a database can help
the organization assure that medications are used effectively.

All the disease management programs at our case study organizations were created
internally, although such programs can be purchased from a pharmaceutical company or a
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freestanding company. The MCOs did not make age distinctions (for example, eldetly or
nonelderly) in determining eligibility for disease management, although some conditions
(such as congestive heart failure) are particularly prevalent among elderly people. The case
study organizations had programs relating to heart disease, diabetes, depression, and joint
replacement, among others. What is described below are only examples; many of the
programs were of recent origin at the time of our visit and were still evolving.

1. Cardiac Care

Keystone East, HMO Oregon, and Aspen have programs for congestive heart failure
(CHF). At Keystone East, practice guidelines have been developed for its management. In
addition, each CHF patient undergoes an assessment that includes obtaining information on
the family or other support systems and on problems the patient might have in accessing
community-based resources. Also, specialized nurses, employed by a home health agency,
perform home assessments, and patients undergo educational training on such topics as
nutrition and the need to monitor weight and take medication as prescribed. Patients also
receive printed materials—for example, on fluid intake, weight, and medication issues.
Several home visits by nurses are typical, with the enrollee being monitored thereafter by
telephone. The CHF program was reported to have reduced inpatient admissions by 50
percent. Most of the patients in the program have significant comorbidities, which the staff
has been trained to address.

The program at HMO Oregon emphasizes the use of ACE inhibitors for treating CHF.
Primary care physicians are sent lists of members based on analyses of claims indicating the
presence of CHF and asking whether the patients are on ACE inhibitors. The guidelines for
treatment of CHF issued by the Agency for Health Care Policy and Research are also
distributed. Finally, nurse care managers call CHF patients to discuss weight and other
health issues. The frequency of the calls can vary from weekly (typical for patients when
they first enter the program ) to once every few weeks.

Kaiser Colorado has a program for patients admitted to the hospital with ischemic heart
events. It includes both one-on-one counseling and group classes that focus on cholesterol
levels, beta blocker therapy, aspirin therapy, smoking cessation, exercise, and diet. Also,
Kaiser Colorado initiated a Clinical Pharmacy Anticoagulation Service several years ago to
decrease the morbidity associated with anticoagulation, principally with heparin and
coumadin. The most frequent conditions requiring these agents are atrial fibrillation, deep
venous thrombosis, and valvular heart disease. The service has a caseload of about 3,700
patients. Staffed by seven pharmacists (three PharmD’s and four with BS degrees) and two
technicians, it assumes responsibility for dosing, monitoring, and redosing patients who
receive anticoagulants. One of the seven pharmacists takes calls 24 hours a day, on a
rotating basis, by carrying a cell phone and laptop, thus allowing providers to contact the
service at any time to obtain a consult regarding the patient’s therapy. To reduce the need
for inpatient care, the service collaborates with the local visiting nurses association to arrange
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for home monitoring of patients with deep vein thrombosis who are being treated with low
molecular weight heparin as outpatients.

2. Diabetes Management

At the time of our visit, Kaiser Colorado had undertaken a pilot that was being evaluated
for planwide implementation. It was staffed by two nurses who devoted neatly full time to
the pilot. A diabetes registry has been developed, and a risk stratification process has been
implemented to identify enrollees who need special attention, including one-on-one
counseling. Risk factors that are tracked through the registry include (1) high hemoglobin
Alc test results, (2) no evidence that tests were conducted, (3) repeated emergency room and
inpatient use, (4) no evidence of an LDL (cholesterol) test in the previous two years, and (5)
no diabetes-related visit within the previous year.

These two nurses provide patient education and proactively call on members at high risk.
Reflecting Kaiser Colorado’s objective to improve medical practice quality, outcomes are
tabulated for each primary care physician and are shared within the clinic, with the names
being listed, thereby letting each physician know how he or she compares with colleagues.
Measures include hemoglobin Alc test results, percentage of patients with eye exams, LDL
levels, and urine protein levels. Empirical results of the pilot, based on both a comparison
with nonparticipating clinics and analysis of performance before and after the pilot, reveal
significant improvements in a number of measures, including better hemoglobin Alc
control, more foot care, and higher member satisfaction. The health plan intends to expand
the program to other sites.

The program at HMO Oregon entails less direct contact with the patient. PCPs receive
mailings listing patients for whom there is no record of hemoglobin Alc tests, and patients
are surveyed to inquire if they have had foot exams. Also, a pamphlet on self-care is sent to
diabetics, along with a wallet card that provides a checklist of medical tests that should be
performed. A diabetes registry is being developed. A sample of 800 members who were
surveyed before and after the intervention experienced significant increases in the number of
members reporting having had their eyes examined during the year, self-performing foot
exams, performing blood glucose testing, and correctly identifying the purpose of the
hemoglobin Alc test.

3. Depression

HMO Oregon has a program that entails raising primary care physicians’ awareness of
depression. The program, which disseminates instruments to measure depression and issues
practice guidelines, was initiated because there is extensive evidence in the literature that
primary care physicians often overlook subclinical depression and frequently have difficulty
with appropriate pharmacologic management of the condition. For enrollees with
prescription drug coverage, physicians are provided lists of patients on their respective
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panels for whom claims for antidepression drugs have been received. Such lists are
particularly helpful for ensuring that a senior’s primary care physician is aware of any
medications prescribed by other physicians.

4. Replacement

At Keystone East, once an enrollee has been identified as requiring joint replacement, a
nurse care manager who specializes in orthopedics telephones the patient prior to surgery,
and assesses his or her condition, asks about the layout of the house, and gauges the pain
and discomfort level. This is followed by two separate home visits. The first is by a nurse
who reviews the patient’s physical and social needs, evaluates the safety of the home, and
provides education about the surgery, such as instruction on postsurgery breathing
techniques. The second is by a physical therapist who evaluates gait and postsurgery needs
for durable medical equipment. The physical therapist may also provide instruction on
presurgical strengthening exercises and on how to use the equipment. Once the patient is
discharged from the hospital, a care manager and physical therapist follow the patient as
needed.

5. Other Programs for Seniors

The four case study organizations all had special programs for seniors generally, to help
seniors maintain their health and avoid the need for medical care. They included patient
education and medication review programs. There were also programs to promote better
mental health either through formal treatment or through having volunteers call potentially
isolated seniors to give them someone with whom to talk. This section summarizes a few
examples of the programs we saw during our site visits.

Health Education and Disease Prevention. Keystone Fast and Kaiser Colorado had
health education and prevention programs, mostly for elderly members who did not have
significant illness. At Keystone East, enrollees classified as being at moderate or high risk
for adverse health outcomes were given the brochure “Eating Right” to promote healthful
nutrition. Keystone Fast also had the following programs oriented toward Medicare
members:

B Fach quarter, enrollees receive an attractive, multicolored magazine devoted
to wellness topics for seniors as well as to plan procedures. For example, the
September 1997 issue included information on nutrition, mental alertness,
exercises to enhance flexibility, calcium intake, periodic screening,
sleeplessness, and hypothermia. It also contained information on selecting a
primary care physician, when to access the emergency room,
financial/retitement planning, the plan’s goal that physicians see patients
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within 30 minutes of the appointment time, and the availability of discount
golf passes.

B Around their birth dates, women enrollees are sent reminders to obtain
mammography screens.

B The Ato ZZZZZs: Easy Steps to Help You Sleep, a booklet designed to promote
good sleeping habits, is offered at no charge to enrollees, along with an audio
cassette tape that contains sleep information and muscle relaxation exercises.

Both Keystone East and Kaiser Colorado conducted campaigns to promote influenza
and pneumococcal inoculation. Keystone East sends out annual mailings to Medicare
members to encourage receipt of influenza inoculation. In the winter prior to our visit, 80
percent of Kaiser Colorado senior members received flu shots through the health plan; some
unknown proportion of the others may have received vaccinations in community settings.
To achieve such a high rate, the plan mailed postcards to members and held flu shot clinics.
In addition, volunteers telephoned members who had joined the health plan recently to
encourage them to be inoculated. Plan records also indicate that at least two-thirds of
seniors have had pneumococcal inoculations.

Kaiser Colorado employs six health educators. Only recently, however, has there been a
focus on the senior population. Meetings for members who are caregivers, called “When
Your Parents Need You,” were initiated in March 1997. Between 30 and 40 members attend
each session. More recently, classes entitled “Care for Caregivers,” “Wellness as We Age,”
and “Yoga for the Great Years” have been held. Members who attend pay nothing or a
small fee, depending on whether they have enrolled in the basic or the high option. More
recently, intergenerational sessions have been held that deal with stress management, heart
problems, arthritis (in conjunction with the local chapter of the Arthritis Foundation), and
diabetes. Some of the classes are open to nonmembers.

Pharmacy. Many health plans serving the elderly have “tote bag” or “brown bag”
programs that entail members’ collecting all their medications, prescription and
nonprescription, and having them reviewed by a health professional. Keystone East
encourages new Medicare members to review all their medications with their primary care
physicians.

Kaiser Colorado has undertaken several pharmacy-related initiatives, some of which are
discussed in the “Disease Management” section. In addition, several of its clinics have
doctorate-level pharmacists, and there are approximately 15 such people throughout the
Kaiser Colorado system. Most of these 15 pharmacists are board certified in
pharmacotherapy,” and some have specialized training in oncology and infectious diseases.

SOnly 1,200 PharmID’s are board certified in pharmacotherapy nationally.
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The plan is rapidly adopting mechanisms to allow professionals at both BS and PharmD
levels greater opportunities to deliver clinical services directly.

The clinical pharmacy service of Kaiser Colorado has focused on a number of areas that
are relevant to the frail elderly, including the prescription of benzodiazepines, which are
sedative-hypnotic medications that have been associated with falls and hip fractures. The
pharmacy service screens enrollees for whom these medications have been prescribed and
encourages physicians to consider alternatives or shorter-acting benzodiazepines (for
example, Lorazepam). Also, the formulary has been restricted for some of these drugs that
pose the greatest risks of side effects (such as Dalmane) to minimize their use. Finally, the
service has also sought to identify seniors with the diagnosis of depression, to ensure that the
appropriate antidepressant has been prescribed.

Behavioral Health. All of the case-study organizations allow enrollees to self-refer for
behavioral health services. HMO Oregon and Keystone East, as for many other health
plans, “carve out” behavioral health services and contract with a managed behavioral health
organization on a capitated basis. Kaiser Colorado has a separate mental health service,
which is treated like any other specialty department. Also, at Kaiser Colorado, a pilot project
was initiated in September 1996 that entails placing a psychologist at one of the larger
primary care clinics, both to see patients and to consult with physicians. One reason for the
on-site presence is to overcome resistance of some patients receiving mental health services.
None of the plans visited has made a special effort in geropsychiatry.

Volunteers. Some plans have volunteer programs. Kaiser Colorado, at one of its 14
clinics in the Denver-Boulder area, has initiated a friendly telephoning program on a pilot
basis known as “Caring Callers.” Three volunteers—all of whom are more than 70 years
old and one of whom is over 80—meet at the clinic every Monday morning and, between
them, call a panel of some 20 members who are chronically ill and socially isolated. Many of
these members have been identified as depressed or lonely, through the assessment process
described above. Each call takes between 20 and 30 minutes. A “Caring Caller” volunteer
training manual has been prepared, which includes information on protocols and guidelines
for making calls, as well as phone tips and a script for answering some frequently asked
questions. Volunteers receive a half-day of training. The program may be expanded to
other clinics.

D. NETWORKS

The case study organizations illustrated ways in which the development, organization,
compensation, and monitoring of provider networks can promote better care for high-risk
seniors. The organizations established quality criteria for skilled nursing facilities and home
health agencies in their networks. They developed ways to promote more intensive
monitoring of facility-resident patients than would typically occur in the fee-for-service
sector. They found ways to introduce more flexibility into the care process and so ended up
covering some activities that rarely would be paid for under Medicare fee-for-service
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policies. Finally, the group model organizations, Aspen and Kaiser Colorado, promoted a
culture of experimentation where their physicians felt comfortable proposing and testing
new ways of improving the care delivered to high-risk seniors.

1. Skilled Nursing Facility and Rehabilitation Hospital Services

All the case study organizations made extensive use of skilled nursing facilities. They
used them to substitute for hospital-based care for those patients who no longer required
intensive services. In fact, three of the four organizations admitted patients directly to
skilled nursing facilities, in contrast to the standard Medicare program, which requires a
minimum three-day prior hospitalization as a condition for receiving skilled nursing facility
benefits. Only Aspen did not waive this requirement, which is stipulated in their contract
with the Medica health plan.(’ Conditions that lend themselves to a direct admission to a
skilled nursing facility include new stroke, wound infection, pneumonia, falls, urinary tract
infection, dehydration, nutritional deficiencies, and need for intravenous antibiotics.

To ensure adequate treatment of people admitted to skilled nursing facilities, the
organizations imposed special requirements on the facilities in their networks. These
requirements go beyond those imposed by Medicare. For example, Keystone East requires
that the facility be accredited as a subacute unit by the Joint Commission on Accreditation of
Healthcare Organizations (JCAHO), be able to administer antibiotics intravenously, and
have heart-monitoring capacity. For all the nursing homes with which Kaiser Colorado
contracts, the health plan examines performance on state surveys and requires that the home
be accredited by JCAHO as a subacute unit or that it demonstrate that it meets the
requirements. It also examines enrollee satisfaction surveys in deciding whether to renew a
contract. Aspen requires that skilled-care facilities in its network be able to admit patients 24
hours a day (including weekends) and that they offer rehabilitation services at least six days a
week. Aspen also imposes staffing requirements: skilled nursing facilities must have their
clinical functions provided by permanent staff rather than outsourced, and they must be
staffed primarily with registered nurses rather than licensed practical nurses.

Aspen and Kaiser Colorado went beyond these special requirements to limit their
network of skilled nursing facilities. Aspen used only four skilled facilities, while Kaiser
Colorado used just five. In contrast, HMO Oregon and Keystone East contracted with any
facility that met their standards. At Kaiser Colorado, we were told that cost was not a
significant factor in selecting its limited network of facilities. Instead, Kaiser Colorado
looked for nursing facilities that wanted to establish a long-term partnership in which Kaiser
Colorado would participate in the facility’s continuous quality improvement process. Aspen

*Medica’s decision to not waive the 3-day rule appears to have led Aspen physicians to keep some seniors
i the hospital longer than the physicians would have preferred. Aspen staff indicated that their physicians
wanted to ensure that beneficiaries would have their skilled nursing stays covered by Medica which might not
have been the case if the physicians had acted aggressively to move patients from the hospital to a skilled
nursing facility in fewer than three days.
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and Kaiser Colorado also felt that limiting their network of facilities gave them more
leverage with the facilities with regard to the shaping of care. It also enabled these two
organizations to use a small dedicated medical staff to care for patients in nursing facilities.
For example, Kaiser Colorado used only five physicians (4.5 FTEs) and a nurse practitioner
to monitor care for its members in skilled-care facilities, custodial nursing homes, and
rehabilitation hospitals. Each of these Kaiser Colorado physicians typically follows 35
skilled-level and 150 custodial-level patients. The physician, physical therapist, nurse, and
social worker hold weekly meetings to review the status of patients. Some 35 patients might
be reviewed during an hour-and-a-half meeting.

For Aspen and Kaiser Colorado, the concentration of subacute care in a few facilities
and reliance on a small number of physicians dedicated to nursing home patients permits a
high level of patient care (including daily rounds) that would not be reimbursed
conventionally through traditional fee-for-service Medicare Part B payments. The daily visits
also enable physicians to monitor patients who receive long-term custodial care at the
facilities that provide the skilled nursing care. Finally, the frequent contact between facilities
and physicians fosters a working relationship that can enhance flexibility in care delivery.
For example, the facility directors with whom we talked noted that their staff have
considerable discretion regarding length of stay. They can use this flexibility to provide a
slightly extended stay if that will facilitate teaching a family how to help care for a family
member who is being discharged. Aspen physicians promote the use of nursing homes as a
substitute for some hospital care by talking to patients before their hospital stay and
explaining that a nursing home stay will be part of their overall plan of treatment.

2. Care for Custodial-Level Nursing Home Patients

For custodial-level nursing home patients who are health plan members, the plan is not
liable for routine nursing home charges. Rather, these are typically paid by the patient or
Medicaid. However, the health plan is responsible for the full range of Medicare benefits,
including hospital care; physician services; durable medical equipment; and speech, physical,
and occupational therapy. Also, the enrollee, not the health plan, selects the nursing home.
As a result, the residents are distributed throughout the service area, which poses a challenge
to the health plan in the delivery of services. For example, Kaiser Colorado has 500
enrollees spread over 35 nursing homes, and Aspen served 1,600 patients in 72 facilities.

Kaiser Colorado, Keystone East, and Aspen have made a special effort to provide
primary care to long-term (custodial) nursing home patients. At Kaiser Colorado, the five
physicians who serve patients at subacute or skilled nursing facility levels of care also have
responsibility for the care of custodial-level nursing home patients. A physician or nurse
practitioner routinely visits each patient roughly once every six weeks. This level of
interaction is greater than typically provided under the Medicare fee-for-service rules which
require a minimum of a physician visit every three months. Also, the physicians telephone
family members of nursing facility patients, whether at skilled or custodial levels of care, to
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make themselves available. Typically, more time is spent with families of subacute/skilled
patients than with custodial patients.

Keystone East has identified primary care physicians who have a special interest in
monitoring and treating long-term nursing facility patients. The plan encourages its
members who reside in nursing homes to enlist on the panel of one of these physicians. The
physician receives a capitation payment of $40 a month, higher than the $24 paid on average
for Medicare beneficiaries in the community (an amount that varies, based on enrollee age
and sex). The $40 amount is intended to approximate the fee-for-service payment for a
monthly visit, a level of frequency that Medicare carriers would often question in the
standard Medicare program. These physicians are required to visit the patient at least
monthly but may use nurse practitioners to perform some of the visits. A physician who
manages the care of patients admitted to a hospital or skilled nursing facility receives an
additional payment of $350 per admission.

Aspen uses the Evercare program to manage care for about 800 custodial-level patients.
It receives a capitation payment for these seniors and is responsible for their medical care.
Aspen’s program relies heavily on nurse practitioners who focus on treating facility-resident
seniors. When they enter the program, patients receive a thorough assessment of their
medical, functional, and mental status. The nurse practitioner also meets with the family to
discuss what the family should expect as the patient ages. After the initial evaluation, the
nurse practitioners see patients routinely, with the supervising physician accompanying the
nurse practitioner on the visits once every four months. The nurse practitioners visit each
nursing home at least weekly and are on call 24 hours a day. They also attend care
conferences held by nursing home staff each quarter. Aspen administrators felt that this
process produced a close relationship between the nurse practitioners and the nursing home
staff and helped to promote the health of the participating seniors.

3. Rehabilitation Hospitals

While all the case study organizations expanded the types of uses for skilled nursing
facilities, they differ in their use of rehabilitation hospitals. Keystone East and Kaiser
Colorado make little use of rehabilitation hospitals, relying instead on skilled nursing
facilities able to handle subacute patients. Keystone East uses rehabilitation hospitals mostly
for patients with brain injuries, those with multiple traumas, and those requiring weaning
from breathing aids, such as respirators. Kaiser Colorado uses them principally for enrollees
with head trauma, spinal cord injury, and complex strokes. In contrast, HMO Oregon
makes considerable use of rehabilitation hospitals, applying the standard Medicare coverage
rules—for example, that the enrollee show potential for functional improvement and be able
to tolerate three or more hours a day of therapy.

INV. Key Elements in Managing Care for High-Risk Seniors



80

4. Home Health Setvices

The four organizations used different approaches to the delivery of home health care.
Aspen and Kaiser Colorado were similar, in the sense of concentrating delivery of home
health care to their members in a single agency. Aspen used its agency to deliver home care
services, with the exception of some specialized care such as occupational therapy and IV
therapy. Kaiser Colorado relied exclusively on the Visiting Nurse Corporation of Colorado,
for which Kaiser represents 40 percent of patient volume. The concentration of
responsibility with one agency at Aspen and Kaiser Colorado appears consistent with their
general philosophy of fostering close working relationships with a limited number of
providers and facilities. For example, Kaiser Colorado and the Visiting Nurses Corporation
were jointly developing a new home health referral form, to ease the paperwork burden and
ensure the transmission of all relevant information about patients. They were also
developing a computerized home health information system that will link with the Kaiser
Colorado data system. In contrast, Keystone East contracted with more than 150 agencies,
including the agency owned by its parent company, to deliver home care in its five-county
service area. This approach gives Keystone East physicians and members more choice, but
it does not permit much close planning between the agencies and the MCO.

The case study organizations generally did not exceed Medicare home health coverage
guidelines, the major exceptions being for home IV therapy and, in the case of Kaiser
Colorado, blood transfusions for patients who did not meet the Medicare homebound
requirements. The organizations also arranged for home health nurses to assess the living
environment in terms of personal safety and caregiver availability for people who did not
meet the homebound requirement. Finally, Kaiser Colorado patients who were discharged
from a skilled nursing facility routinely received at least one home visit regardless of this
homebound status.

5. Physician Networks

The four organizations also illustrate different ways that physician networks can
influence care for high-risk seniors. In particular, the two group models, Aspen and Kaiser
Colorado, recruited physicians comfortable with the philosophy of managed care and the
flexibility and constraints it brings. Both the Aspen and the Kaiser Colorado physicians in
our focus groups indicated that they and their colleagues were committed to finding ways to
improve the delivery and quality of care. In Aspen’s case, the acquisition of another medical
practice failed because its culture clashed with that of the Aspen physicians.

One example of the innovation produced in these physician networks is the cooperative
health care clinic program developed by physicians at Kaiser Colorado. These clinics have
received national attention and represent a new paradigm for delivering primary care to
people with chronic illnesses. The clinics schedule a group visit for persons who have
chronic illnesses but who are still capable of traveling to a Kaiser Colorado clinic. Groups
have 15 to 20 members who all see a particular primary care physician. The groups meet
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each month for two and a half hours for an education presentation, a group discussion, a
question-and-answer session, and time to check vital signs and provide flu shots or other
brief appropriate preventive interventions. Group participants also have an opportunity to
meet briefly with their primary care physician, typically for five minutes or less. If more
physician time is required, a follow-up visit is scheduled. These clinics appear to increase
primary care costs, decrease total costs, and lead to higher levels of satisfaction among
participants and physicians (Beck et al. 1997). Particularly relevant to high-risk seniors, the
clinics seem to enhance participants’ sense of self-efficacy and increase their willingness to
ask questions of physicians.

The cooperative health clinics came about because Kaiser Colorado physicians were
looking for more efficient ways to treat chronically ill patients who often scheduled monthly
office visits. It also came about because Kaiser Colorado was receptive to new ideas and
gave the physicians the opportunity to experiment with new service delivery methods.

It would be more challenging for an IPA or mixed model like Keystone East or HMO
Oregon to encourage this type of innovation. First, they typically cover only a small or
modest fraction of their network physician’s patients. As a result, their policies are likely to
have a smaller effect on the overall practice patterns on the physicians. Second, the clinic-
based systems of the group models mean that they often have the critical number of
chronically ill or high-risk patients required to support special targeted programs. Individual
physicians may have only a few such patients, not enough to support development of a
program aimed at those patients’ specific needs. We will return to this structural difference
between the group and IPA models when we look at the experiences of high-risk seniors in
the next two chapters.

E. SUMMARY

The case study MCOs went beyond the Medicare fee-for-service benefits in all the I-
CAN areas: identification, care management, assistance programs, and networks. They
clearly used the flexibility provided by capitation to implement efforts that they thought
would improve care and generate savings. These efforts tended to be fairly focused,
however. For example, their care management programs emphasized assessments, feedback
to primary care physicians, and referral to appropriate community-based social service
providers. They did not include the long-term monitoring, patient education, and advocacy
that have been part of many other care management efforts that have received major policy
attention, such as the National Long Term Care Demonstration (Carcagno and Kemper
1988). In the next chapter, we will see how our sample of high-risk seniors enrolled with
these organizations viewed the net effect of these innovations.
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CHAPTER V

HIGH-RISK SENIORS?> PERCEPTIONS
OF THEIR MANAGED CARE
EXPERIENCES

he high-risk seniors included in our study generally held very favorable opinions

of their managed care organizations (MCOs). More than 90 percent indicated that

they would recommend their MCO to another person with similar health

conditions.  This figure is much higher than the overall satisfaction level
previously reported for a national sample of high-risk groups in Medicare + Choice plans
(Nelson et al. 1996). In fact, it is approximately equal to the level reported by the largely
unimpaired general Medicare population in Medicare + Choice plans. This high satisfaction
level is testimony for the potential of managed care to serve high-risk populations well.

We found that the perceptions of high-risk seniors in care management programs
generally reflected the structure of the programs that the case study organizations fielded.
These organizations tended to provide care management that focused on short-term
interventions. As a result, many of the seniors who had been enrolled in care management
did not remember being enrolled when we interviewed them. When they did remember,
they tended to report being satisfied, although very few would have turned to their care
manager to resolve a problem with care or coverage.

This chapter reviews the survey data we collected about the satisfaction levels and care
management experiences of our sample of high-risk seniors in the three case-study MCOs
where we conducted surveys (Aspen, Kaiser Colorado, and Keystone East). For the sample
members at Aspen, we asked separate questions about their satisfaction with their Medicare
+ Choice plan (Medica) and with care at Aspen. When discussing characteristics of Medica,
rather than those that pertain only to Aspen, we will use the term Medica/Aspen.

We begin with a review of the reasons that our sample of high-risk seniors gave for
enrolling in a Medicare + Choice plan. We also investigated whether these seniors felt that
they had enough information to make a good choice of MCO. This information provides
useful insight into the context in which people enroll. Also, their expectations about
managed care are likely to influence their satisfaction levels. For example, an eatly study of
Medicare managed care found that enrollees saw many disadvantages of being in managed
care but also felt that the savings they received by enrolling outweighed those disadvantages
(Brown et al. 1993).
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The chapter then turns to the estimated satisfaction levels, including satisfaction with the
MCO overall, as well as with specific aspects of care delivery. We then present the findings,
including an analysis of the generally high levels of satisfaction among subgroups of the
seniors and among all three MCOs.

Finally, the chapter turns to seniors’ care management experiences. That analysis begins
with the subsample of seniors who we know were enrolled in care management (although
not all were still actively involved with care management at the time of the survey). Data
from this sample highlight the fact that care management is often not salient to many of the
seniors who receive such services. These data also illustrate how the three MCOs differed
with respect to the people they enrolled in care management. Moving from that specific care
management sample, the chapter proceeds to examine the experiences of all sample
members who reported receiving care management. While this sample undoubtedly
excludes those seniors for whom care management was not salient, their experiences and
perceptions illustrate the successes and challenges facing the highly focused types of care
management implemented by the three case-study MCOs.

A. POTENTIAL SAVINGS AND MCO REPUTATION WERE PRIMARY REASONS THAT
HIGH-RISK SENIORS IN OUR SAMPLE ENROLLED IN MANAGED CARE

The seniors in our sample gave a diverse mix of reasons for enrolling in their Medicare +
Choice plan, but the potential for savings and the reputation of the plan were the most
frequently cited (Table V.1). About 55 percent of our sample named one of them as the
most important factor in their enrollment decision. The other reasons varied. About five
percent of the sample reported enrolling because their physician or a desired hospital was in
the plan’s network. In addition, a few seniors had been enrolled in the plan before they
became eligible for Medicare, and decided to stay with their plan. Others gave a variety of
responses, including that they joined because their spouse was already a member. Finally, a
substantial number gave no specific reason for enrolling.

Among the three MCOs, the most noteworthy difference is between Keystone East and
the two other MCOs in the fraction of members who said that they enrolled to save money.
Whereas about 18 percent of Kaiser Colorado and Medica/Aspen members reported that
saving money was the most important reason for enrolling, 41 percent of Keystone East’s
members gave that reason. Based on discussions during our site visits, this difference
appears to reflect differences in the Medicare payment rates and the resulting differences in
the managed care prices and benefit package. Medicare rates are substantially higher in the
Philadelphia area served by Keystone East than in the areas served by the other two MCOs
(Table 11.2). As a result, Keystone East can offer a more generous benefit package and
lower premiums than other two organizations. In contrast, staff at Medica/Aspen indicated
that Medicare supplemental policies could be purchased in the Minneapolis-St. Paul area for
approximately the same premiums charged by the managed care plans. Thus, the Medica
plan could not offer any savings relative to the Medicare fee-for-service sector, and
correspondingly, seniors had to enroll for reasons other than a desire to save money.

V. High-Risk Seniors’ Perceptions Of Their Managed Care Experiences
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TABLEV.1

HIGH-RISK SENIORS MOST IMPORTANT REASON FOR ENROLLING IN THEIR MCO

(Percentages)

Most Important Reason for Enrolling in Medicare + Choice Plan

Potential for Plan’s Network Pre-Medicare Other Specific  No Specific
Sample Group Savings Reputation  Characteristics  linrollment in Plan Reason Reason Given
Total Sample 35 22 5 2 28 9
Managed Care
Organization
Medica/Aspen 14 14 4 3 39 26
Kaiser Colorado 16 27 6 3 40 8
Keystone East 42 21 5 2 23 7
SOURCIL: MPR telephone survey of 1,657 selected high-risk seniors in three managed care organizations.
NOTE: In some cases, the percentages for the individual reasons sum to more than 100 percent because of rounding.
Data arc weighted to reflect the relevant populations in cach MCO, including corrections for survey
nonresponse.

The vast majority of our sample of high-risk seniors (85 percent) thought that they had
had enough information to select the MCO that would serve them best (Table V.2). There
were no important differences among the three organizations on this measure.

TABLEV.2

HIGH-RISK SENIORS WHO GENERALLY REPORT BEING INFORMED FOR SELECTING THEIR MCO

(Percentages)

ITad Enough Information About All

Sample Group Available Plans to Pick the Best One
Total Sample 85
Managed Care Organization

Medica/Aspen 81

Kaiser Colorado 85

Keystone liast 87

Source: MPR telephone survey of 1,657 sclected high-risk seniors in three managed care organizations.

Norte:  Data are weighted to reflect the relevant populations in each MCO, including corrections for survey
nonresponse.

Nevertheless, policymakers might be concerned about the 15 percent of the sample who
felt that they had not had enough information to select the best plan. It is particularly
troubling that in our sample, the seniors who reported having poor health were more likely
to report not having had enough information, although they may not have been in poor

V. High-Risk Seniors’ Perceptions Of Their Managed Care Experiences
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health at the time they made their enrollment decision (Appendix Exhibit A.2)." Those who
had a representative proxy complete the survey (an indication that they were not managing
their own medical affairs) or a recent stroke were /ess likely to say they lacked sufficient
information. This finding may reflect the active role a representative proxy plays in
arranging the care for the sample member. While these results pertain specifically only to
our case study MCOs, they suggest that it may be worthwhile for policymakers to pay special
attention to ensuring that information is provided to people with poor health. Other studies
(Gold and Stevens 2001) suggest that special efforts should target seniors with low
education, although we found no independent effect of low education per se on whether a
senior reported not having enough information.

B. THE CASE-STUDY MCOS PRODUCED HIGH SATISFACTION AMONG HIGH-RISK
SENIORS

The high levels of satisfaction reported by our sample of high-risk seniors are particularly
noteworthy since high-risk seniors generally report relatively low satisfaction with managed
care. For example, Nelson et al. (1996) found that:

B While 91 percent of Medicare beneficiaries enrolled in Medicare risk plans
said that they would recommend their plan to their families and friends, only
74 percent said they would recommend their plan to someone with a serious
or chronic health problem.

B The fraction recommending their plan to someone with a serious or chronic
health problem was slightly lower among the high-risk groups identified in
that study (70 percent, compared with 74 percent for the full sample). These
risk groups includes seniors with advanced age, those with functional
limitations, and those who reported their health as only fair or poor (as
opposed to good, very good, or excellent).

In addition, Nelson et al. found differences in satisfaction among seniors in different types
of MCOs. Specifically, they found that enrollees in plans where the predominant model was
group or staff were more likely to recommend their plan to someone else who had serious
our chronic health problems (80 percent for group/staff, 71 percent for network, and 74
percent for IPA).

"The characteristics that predict whether a person lacks sufficient information were identified using a
regression analysis that estimated the relationship between all the characteristics shown in Table I1.6 and the
probability that a person reported not having enough information to choose the best plan. This analysis
enabled us to look at the effect of each characteristic while holding all others constant. The regression analysis
included only those seniors who live in the community. Seniors who were in nursing homes at the time of the
survey were asked a shorter set of questions and thus cannot be included.

V. High-Risk Seniors’ Perceptions Of Their Managed Care Experiences
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Given these prior findings, we were particularly interested in whether the case study
MCOs could generate high satisfaction among high-risk seniors. We wanted to know
whether it was feasible for these seniors to receive care under a Medicare + Choice plan in a
way that yielded satisfaction levels comparable to the generally high levels observed among
Medicare + Choice enrollees. While such a finding says little about the overall performance
of managed care for high-risk seniors, it does give policymakers a sense of what is possible.

As noted, our findings suggest that an MCO can indeed generate high satisfaction
among a sample of seniors with disabilities and chronic conditions. While there are pockets
of dissatisfaction, we found that almost all the high-risk seniors in our sample would
recommend their MCO to someone with similar conditions. This finding holds among
subsamples defined by their risk-group or impairments, and for all three MCOs.

1. Satisfaction Measures Developed for the Case Studies

Members’ reports of their satisfaction with the managed care plan are increasingly used
to assess plan quality (National Committee for Quality Assurance 1999; Cleary and McNeil
1988; and Donabedian 1985). While there are other important measures, satisfaction is
useful because it captures a person’s assessment of the net benefits and costs of the plan. It
can also be measured straightforwardly in surveys and does not require collection of clinical
information.

We measured overall satisfaction by asking seniors whether they would recommend their
MCO to another person with the same conditions (Table V.3). We also measured key
components of satisfaction with the MCO network and policies. In particular, we asked
about satisfaction with the choice of provider, as the lack of provider choice may be
problematic for seniors who have chronic conditions or disabilities that require specialized
care. We also included measures of the seniors’ confidence that the MCO would provide
needed services, as well as of their satisfaction with out-of-pocket costs for medical care.

We also looked at satisfaction with health care providers, including questions about
access and the perceived quality of physician care. We included measures of access to the
primary care physician, specialist physicians, as well as therapists, because high-risk seniors
are likely to see a multitude of providers. Asking only about access to a primary care
physician might miss important information about high-risk seniors’ experience accessing
care. Our measures of perceived quality of physician care include frequency of receiving
needed tests and treatments. We also include physician-patient communication, such as
satisfaction that the physician explained tests results, treatments, and medications.
Physician-patient communication is an important measure of perceived quality for high-risk
seniors, as many have chronic problems that require self-treatment regimens and numerous
medications. For example, better communication would help ensure that patients and
caregivers are sufficiently educated and mindful of the contraindications of their
prescriptions.

V. High-Risk Seniors’ Perceptions Of Their Managed Care Experiences
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TABLE V.3

SATISFACTION MEASURES

OVERALL SATTISFACTTON
Would Recommend the MCO to Another Person with Similar Health Condition
SATISFACTTION WITH COSTS

Amount of Out-of-Pocket Costs for Medical Care
Very satisfied
Somewhat satisfied
Somewhat dissatisfied
Very dissatisfied

Plan Will Pay for Needed Health Care
Very satisfied
Somewhat satisfied
Somewhat dissatisfied
Very dissatisfied

SATISFACTTION WITH PROVIDERS
Satisfied with Location of Physician’s Office

Level of Satisfaction That Can See Primary Care Physician When Wants to
Very satisfied
Somewhat satisfied
Somewhat dissatisfied
Very dissatisfied

Amount of Choice with Health Care Providers
Very satisfied
Somewhat satisfied
Somewhat dissatisfied
Very dissatisfied

Had Difficulty Seeing Specialist When Wanted to See One
Had Difficulty Seeing Therapist

Frequency Primary Care Physicians Spent Enough Time with Plan Member
Never
Sometimes
Usually
Always

Frequency Member Thought Got Needed Tests or Treatments
Never
Sometimes
Usually
Always

Frequency Member Involved as Much as Wanted in Care Decision
Never
Sometimes
Usually
Always

Frequency Satisfied with Explanations of Test Results, Medications, and Other Treatments
Never
Sometimes
Usually
Always

MCO = managed care organization.

V. High-Risk Seniors’ Perceptions Of Their Managed Care Experiences
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In addition to questions about satisfaction, we asked the seniors an open-ended question
about what they would do if they were dissatisfied with medical care or a service coverage
decision. In particular, we identify those high-risk seniors who do not give any concrete
action they would take in these instances. Such seniors are of concern because they may be
unable to advocate effectively for themselves if they believe their care to be inadequate. As
with the seniors who reported not having sufficient information to choose the plan best
suited for them, those seniors who do not know how to make their complaints heard
represent a potential target for policymakers and plan administrators interested in making
managed care work better.

When analyzing differences in member satisfaction among the three MCOs, we control
for differences in the characteristics of the seniors enrolled in each organization (Table 11.4).
We could not control, however, for differences in the practice patterns either in the three
sites or in the benefit packages offered by the MCOs. Thus, the satisfaction differences
among MCOs may not be due solely to differences in their operations.

2. Satisfaction with Their MCOs Was High Among Our Sample of High-Risk
Seniors

Overall Satisfaction with the MCO. Our sample of high-risk seniors seemed quite
happy with their MCO. Overall, 93 percent reported that they would recommend their MCO
to another person with a similar health condition (Table V.4). While there was some
variation among the three risk groups (care management, advanced age, and recent hip
fracture or stroke) and among the three MCOs, those differences are generally small. The
result is not surprising, given that we sought to include in the study only MCOs with good
reputations for care delivery.

In addition to asking about whether the seniors would recommend their MCOs, we
asked about other MCO features that we expected might be important for high-risk seniors
(Table V.5). These include:

B  Whether they were satistied that their MCO would pay for needed health

care
B Their satisfaction with their level of out-of-pocket medical expenditures
B Their satisfaction with the choice of providers offered by their MCO

B Their perception of the difficulty involved in changing primary care
physicians if they wanted to make a change

V. High-Risk Seniors’ Perceptions Of Their Managed Care Experiences
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TABLEV .4

PERCENT REPORTING WOULD RECOMMEND THE MCO TO ANOTHER PERSON WITH A
SIMILARHEALTH CONDITION

Sample Percentage
All High-Risk Seniors 93
Risk Group

Advanced age 92

Care management 95

Hip fracture/stroke 87
Managed Care Organization

Kaiser Colorado 93

Keystone East 91

Medica aspen 90
SOURCE: MPR Telephone Survey of 1,657 high-tisk seniors in three managed care otganizations.
NOTE: The percentages reported by risk group are weighted to reflect the underlying populations.

The percentages reported by MCO are adjusted for differences in case mix.

Almost all our sample of high-risk seniors expressed confidence that their MCO would
pay for care that they might need. Among the full sample, 73 percent said they were very
satisfied, and another 20 percent said that they were somewhat satisfied. Similarly, our
sample of high-risk seniors expressed high levels of satisfaction about the amount of money
they had to spend out of pocket for health care. On both measures, seniors in the hip
fracture and stroke sample were slightly more likely to express dissatisfaction than the
seniors in care management or those with advanced age, but the differences were not large.

We found larger differences among the MCOs with respect to satisfaction with out-of-
pocket medical costs (Table V.6). Our sample from Kaiser Colorado had the highest
satisfaction with this dimension, with the sample from Keystone East expressing less
satisfaction and the sample from Medica/Aspen expressing substantally less. It is
impossible to determine the exact reason for this pattern of reported satisfaction with out-
of-pocket costs. Our site visits, however, identified a few possible factors. One is the
difference in coverage for medications. Kaiser Colorado offered the most comprehensive
coverage and Medica/Aspen the least. While the specific benefits differed in many
dimensions, a key difference was that Kaiser Colorado’s enhanced benefit option offered
unlimited coverage for medications (with a small copayment) for a premium of $39 per
month (all benefit descriptions correspond to the time of our site visits). In contrast, Medica
covered medications only on its most expensive option, which has a premium of $212 per
month and which few of its members purchased. Keystone East was in the middle, covering
up to $1,500 a year in medication costs with a $5 to $10 copayment (Keystone’s coverage
closely resembled that provided by Kaiser’s basic option). Thus, it seems likely that seniors
at Kaiser actually had lower out-of-pocket expenditures for medications and possibly lower
out-of-pocket expenditures overall. The differences in coverage reflect the low Medicare
payment rates for Medica, as well as the decisions Kaiser Colorado and Keystone East made
about the structure of their benefit plans.

V. High-Risk Seniors’ Perceptions Of Their Managed Care Experiences
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TABLE V.5

COMPONENTS OF SATISFACTION WITH THE MCOs, BY RISK GROUPS

All High- Seniors of Seniors in Care Seniors with Hip
Satisfaction Measures Risk Seniors Advanced Age Management Fracture/Stroke
MCO Will Pay for
Needed Health Care
Verty satisfied 73.0 72.52 74.2¢ 67.5
Somewhat satisfied 19.8 20.2 19.5 21.7
Somewhat dissatisfied 35 3.7 2.5 41
Very dissatisfied 3.7 3.6 3.8 6.7
Amount of Out-of-
Pocket Costs for
Medical Care
Very satisfied 67.6 70.92 63.1P 62.2
Somewhat satisfied 19.0 16.8 22.7 221
Somewhat dissatisfied 7.5 6.8 8.4 7.7
Very dissatisfied 5.8 5.4 5.8 8.1
Amount of Choice with
Health Care Providers
Very satisfied 72.4 72.3 74.6 67.2
Somewhat satisfied 19.5 19.9 171 22.6
Somewhat dissatisfied 5.2 4.7 6.2 6.1
Very dissatisfied 29 3.1 21 4.1
Level of Difficulty
Changing Doctors
Very easy 42.6 42.7 42.5 49.4
Somewhat easy 19.1 20.2 16.8 259
Somewhat difficult 171 15.7 19.8 5.9
Very difficult 21.2 21.4 20.8 18.7

SOURCL: MPR Telephone Sutvey of 1,657 high-risk seniots from three managed care plans.
NOTE: Figures in the table are percentages weighted to reflect the underlying populations.

“Based on a X2 tests, the distribution for seniors of advanced age is significantly different from that of seniors
in care management and with hip fracture/stroke at the .01 level.

PBased on a 2 test, the distribution for seniots in care management is significantly different from that of
seniots with hip fracture/stroke at the .10 level.

“Based on a X2 test, the distribution for seniors in care management is significantly different from that of
seniots with hip fracture/stroke at the .01 level.
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We also noted an interesting difference between the IPA and group model MCOs with
respect to sample members’ satisfaction with their choice of health providers and with the
ease of changing physicians (Table V.6). The sample from Keystone East reported the
highest level of satisfaction with overall choice of providers but then expressed substantially
lower satisfaction with their ability to change physicians easily.” While there are many
possible factors that might underlie this finding, our site visits suggested that the differences
may stem from variations in the IPA and group models used at the three MCOs. Keystone
East offered the largest network, with more than 2,600 primary care physicians and 10,000
specialists. At the same time, many of its primary care physicians practiced alone or with
only one other physician. In contrast, the Kaiser Colorado and Aspen MCOs had a limited
number of clinics where primary care could be obtained. However, the two group models
made it fairly easy to switch among physicians within a clinic. While this explanation fits the
general pattern of results, it was hard to understand why sample members at Medica/Aspen
reported lower levels of satisfaction with provider choice, since Medica offers a very large
provider network in addition to Aspen. We suspect that the sample members at
Medica/Aspen may have answered the question of choice only in reference to the Aspen
group rather than for the entire Medica system.

TABLE V.6

SATISFACTION WITH COSTS, BY MCO

(Percentages)
Satisfaction Measures Kaiser Colorado Keystone Fast Medica/Aspen
Very Satisfied Plan Will Pay for Needed
Health Care 71.3 71.7 67.4
Very Satisfied with Amount of Out-of-
Pocket Costs for Medical Care 74.4 64.8 48.9
Very Easy to Change Doctors 66.1 34.7 55.2
Very Satisfied with the Amount of
Choice with Health Care Providers 67.1 72.3 64.2

SOURCE:  MPR Telephone Sutrvey of 1,657 high-risk seniors in three managed care organizations.

NOTE: The petrcentages reported by risk group are weighted to reflect the underlying populations. The
percentages reported by MCO are adjusted for differences in case mix.

*While the fraction who were very satisfied with provider choice varied among the MCOs, we found
virtually no difference in the percentage of our sample who reported dissatisfaction with choice. Thus, the
differences among MCOs pertain to the distinction between being very satisfied and somewhat satisfied.
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3. Satisfaction with Providers Was High Among Our Sample of High-Risk Seniors

Satisfaction Among the Full High-Risk Sample. Virtually all (95 percent) our
sample of high-risk seniors reported having a primary care physician. While the case study
MCOs assigned all their members to a primary care physician, some seniors may not
remember their physician. Also, at any one time, a few seniors are probably in the process
of changing physicians. The rates observed for our sample of seniors are slightly higher than
for all Medicare beneficiaries. For example, while 95 percent of our sample reports having a
primary care physician, only 91 percent of community-resident Medicare beneficiaries in
1998 reported that they had a usual source other than an emergency room or hospital
outpatient department, and 92 percent of those in poor health had such a source of usual
care (Health Care Financing Administration 2001; Tables 5.1 and 5.10). Results for our
high-risk sample are just below those found for all Medicare beneficiaries in risk plans during
1998, when almost 97 percent of all beneficiaries in risk plans reported having a usual source
of care other than an emergency room or hospital outpatient department (Health Care
Financing Administration 2001; Table 5.13).

We asked those sample members who reported having a primary care physician a series
of questions about their ability to obtain care from that physician and about aspects of the
quality of the care provided. In general, only a few high-risk seniors in our sample reported
difficulty accessing their primary care physician (Table V.7). Ninety-six percent of them
were satisfied with the location of their physician’s office. Similarly, 96 percent reported
being very or somewhat satisfied that they can see their primary care physician when they
want. Only one percent report being very dissatisfied in that area.

The satisfaction rate among our sample of high-risk seniors compares very favorably
with estimates for the broader Medicare population, even though slight differences in
question wording make comparisons imprecise. For example, 95 percent of community-
resident Medicare beneficiaries surveyed in the 1998 Medicare Current Beneficiary Survey
reported being satisfied with the ease of access to their physician’s office (Health Care
Financing Administration 2001). This figure is approximately equal to the 96.4 percent of
our high-risk sample who reported satisfaction with the location of their primary care
physician’s office.

Satisfaction with access to specialists and therapists was also high, although there was
more dissatisfaction in this area than there was with primary care physicians. We assessed
access to specialists by comparing the number of sample members who said they had
difficulty seeing a specialist with the number who had either actually seen a specialist or
indicated that they wanted to see one but could not. Access to therapists was measured
similarly. Overall, we found that about 61 percent of the full sample either saw or wanted to
see a specialist in the six months prior to the interview (for seniors in the hip fracture and
stroke sample, we asked about the time since they left the hospital). Of those, six percent
reported having difficulty seeing a specialist. There was less use of therapists in our sample,
but about the same level of reported access difficulties (23 percent of the sample saw a
therapist, and of those, 11 percent reported difficulty).
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TABLIL V.7

MEMBER SATISFACTTION WITTI PROVIDERS AMONG ALL SENIORS AND BY RISK GROUP

All High- Seniors of Seniors in Care Seniors with
Satisfaction Measures Risk Seniors Advanced Age Management Hip I'racture/Stroke
Satisticd with Location of Primary Carc
Physician’s Office 96.4 96.8 95.7 Not Asked
1evel of Satisfaction That Can
See Primary Care Physician
When Wants to
Very satistied 82.7 80.6 87.9 77.6
Somewhat satisfied 13.1 14.9 9.0 14.7
Somewhat dissatistied 32 3.6 2.2 4.6
Very dissatistied 1.0 0.9 0.8 3.1
Fraction Reporting Problems Among
Those Who Wanted a Specialista 5.9 55 6.0 9.1
I'raction Reporting Problems Among
‘Those Who Wanted a Therapist? 11.0 11.9 9.7 10.0

SOURCE: MPR Telephone Survey, of 1,657 high-risk seniors from three managed care plans.

Note:  Fgures in the table are percentages weighted to reflect the underlying populations. Some subgroup percentages
do not sum to 100 percent because of rounding. A total of 31.0 percent of all high-risk seniors have a physician
who is a geratrician or specializes in treating seniors.  All physician satisfaction measurces are defined only for
cnrollees who have a physician.

“The percentage wanting to see a specialist is defined as those who actually saw a specialist plus those who did not report

seeing a specialist but did report a problem sccing one. ‘The percent wanting to sce a therapist was computed similarly.

In addition to general access questions, we asked about the sample members’ satisfaction
with their primary care physicians and other health care professionals (Table V.8). We asked
about the frequency with which:

B  Health professionals spent enough time with the sample member during
appointments

B The sample member received tests or treatments he or she thought necessary

B The sample member was adequately involved in care-planning decisions

B Health professionals fully explained test results, medications, and treatments

Approximately 80 percent of the high-risk seniors in our sample reported that their
physicians and other health professionals met these criteria always or usually. At the same
time, there is some dissatisfaction: for each of the measures, 5 to 15 percent of our sample

reported that their physician zever met that criterion. This dissatisfaction is mirrored in the
findings from our focus groups with primary care providers. Most providers spoke of the
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TABLE V.8
SATISFACTION WITH PROVIDER INTERACTIONS, BY RISK GROUP?
(Percentages)
All High-Risk Seniots of Seniors in Care Seniors with Hip
Satisfaction Measures Seniots Advanced Age Management Fracture/Stroke
Frequency Physicians Spent Enough
Time with Plan Member***
Always 60.6 58.3 64.7 61.3
Usually 19.3 20.3 16.8 20.2
Sometimes 12.0 12.4 11.8 12.8
Never 8.2 9.0 6.8 5.7
Frequency Member Thought Got
Needed Tests or Treatments™*
Always 66.5 64.1 72.7 58.8
Usually 15.5 16.2 13.0 19.0
Sometimes 8.0 8.5 6.3 12.7
Never 10.0 11.2 7.9 9.6
Frequency Member Involved as
Much as Wanted in Care
Decision™**
Always 54.7 51.4 60.8 57.2
Usually 15.1 15.5 14.0 16.3
Sometimes 15.9 17.7 11.9 17.8
Never 14.4 15.3 13.3 8.7
Frequency Satisfied with
Explanations of Test Results,
Medications, and Other
Treatments***
Always 66.3 64.0 71.0 62.6
Usually 19.3 20.3 17.7 18.5
Sometimes 9.5 10.5 6.7 15.3
Never 4.9 5.2 4.5 3.6

SOURCE: MPR Telephone Survey of 1,657 high-risk seniors from three managed cate plans.

NOTE: Subtotals do not sum to totals because of rounding. Data are weighted to reflect the relevant
populations in each MCO, including corrections for survey nonresponse.

“These satisfaction measures pertain only to the 95 petcent of sample members who teported having a primary
care provider.

A %2 test indicates that the differences among risk groups are statistically significant at the .05 level.

XA %2 test indicates that differences among risk groups are statistically significant at the .01 level.
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need to have extra time for dealing with some high-risk seniors, particularly those with
multiple chronic conditions or communication difficulties, and having trouble always finding
that extra time.

The problem a few seniors have in getting information from their providers is also
illustrated in data from the 1998 Medicare Current Beneficiary Survey (Health Care
Financing Administration 2001; Table 5.2). The survey found that approximately 5 percent
of beneficiaries were dissatisfied with the information their physicians gave them about their
illnesses and conditions. This is generally consistent with our data that show 5 percent of
the high-risk seniors in our sample report never being satisfied with their physician’s
explanations of test results, medications, and other treatments. While the proportion of
seniors reporting problems is relatively small, the lack of accurate and complete information
could have serious consequences, particularly for the high-risk seniors.

Satisfaction Patterns Among the Risk Groups. Our sample of seniors with a recent
hip fracture or stroke reported lower overall satisfaction with their MCO than did the
advanced age or care management sample (Table V.4). Correspondingly, they tended to
have lower reported satisfaction on other measures. For example, they tended to be less
satisfied that theit MCO would pay for needed medical care and with their out-of-pocket
medical expenses (Table V.5). They also seemed less confident that they could see a
physician when they wanted to and reported a higher level of problems seeing a specialist
(Table V.7). However, the differences are generally not large, and all the measures record at
least 75 percent either somewhat or very satisfied. Our focus group discussions suggest that
part of the explanation for this pattern is that these seniors receive a lot of care from many
providers. This organizational complexity presents more situations where problems may
arise. Several of our focus group participants with hip fractures or strokes reported that
their care was so complex that they needed to have an advocate or adviser to help them
obtain the care they needed. Another part of the explanation is that all the seniors in the hip
fracture and stroke sample had experienced a recent and severe illness, while many of the
advanced-age sample members and some of the care management sample members had
required relatively little care recently. Finally, that seniors who had hip fracture or stroke are
less satisfied than seniors of advanced age is one indication that high-risk seniors can
experience more difficulty than other seniors accessing care, owing a to greater need and
urgency for appointments among multiple providers (primary care physicians, specialists, and
therapists).

Satisfaction Differences Among the MCOs. MCO differences in satisfaction with
care providers suggest that the experience of high-risk seniors in managed care depends on
the structure of benefits, care delivery, and other MCO idiosyncrasies. Members in the three
MCOs differed on some measures of satisfaction with provider access (Table V.9). There
were no MCO differences in satisfaction with physician location or with difficulty seeing a
specialist. The largest difference between MCOs in provider access was in the proportion of
members who reported being very satisfied that they could see the physician when they
wanted to. The proportion of Aspen members and Keystone East members reporting being
very satisfied with their ability to see their physician when they wanted substantially exceeded
the proportion of Kaiser Colorado members who reported such satisfaction (80 percent for
the Aspen sample, 85 percent for Keystone East, and only 65 percent for Kaiser Colorado).
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TABLE V.9

SATISFACTION WITH PROVIDERS AMONG SENIORS WHO REPORTED HAVING A PRIMARY

CARE PHYSICIAN
Kaiser Colorado Keystone Fast Medica/Aspen

Satisfaction Measures (Percent) (Percent) (Percent)
Satisfied with Location of Primary Care
Physician’s Office 96.8 95.8 95.4
Very Satisfied that Can See Primary Care
Physician When Wanted 64.9 85.1 80.4
Had Difficulty Seeing Specialist When
Wanted to See One 7.8 7.1 6.1
Had Difficulty Seeing Therapist When
Wanted to See One 8.5 11.1 5.5

SOURCE: MPR Telephone Survey of 1,657 high-risk seniors from three managed care plans.

NOTE:  All measures have been adjusted for case mix.

“These satisfaction measures pertain only to the 95 percent of sample members who reported having a primary
care provider.

It is possible that the difference in members’ confidence that they could see their
physician reflects Kaiser Colorado members’ difficulty using an automated telephone
appointment system. Virtually all the seniors who participated in our focus group at Kaiser
Colorado expressed strong dissatisfaction with this system.’

Despite the difference in satisfaction with getting appointments, there were essentially
no differences among the MCOs with respect to sample members’ satisfaction with the
quality of care they received (Table V.10). More than half of the high-risk seniors we
interviewed at all three MCOs reported the highest level of satisfaction with respect to
appointment length; getting needed tests; involvement in care decisions; and explanation of
tests, medications, and treatments. Interestingly, sample members from Kaiser Colorado
were often the least likely to report the lowest level of satisfaction (these estimates are not
shown in the tables). For example, only 16 percent of Kaiser Colorado members thought
their physician spent too little time with them, a figure that was as much as six percentage
points higher for the other two MCOs. Similarly, the proportion of Kaiser Colorado
members who reported never getting needed tests or treatments was only 3 percent, in
comparison to 10 percent for Keystone FEast and 8 percent for Aspen.

The automated system was designed to get members the first available appointment, even if that
appointment was not with the member’s regular primary care physician. Furthermore, the system was
understaffed early in its operation, which resulted in longer wait times for a response. Since our site visits,
Kaiser Colorado has changed the system to give members a choice of the first available appointment or the
first appointment with their physician.
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TABLE V.10

SATISFACTION WITH PROVIDER INTERACTIONS, BY MCO?

(Percentages)
Kaiser Colorado Keystone Fast Medica/Aspen

Satisfaction Measures (Percentage) (Percentage) (Percentage)
Physicians Always Spent Enough Time with
Plan Member 60.9 59.8 59.5
Always Thought Got Needed Tests or
Treatments 64.7 64.7 64.8
Always Involved as Much as Wanted in Care
Decision 54.5 55.7 57.5
Always Satisfied with Explanations of Test
Results, Medications, and Other Treatments 60.7 66.0 62.3

Sourcr: MPR Telephone Survey of 1,657 high-risk seniors from three managed care plans.

NOTE:  Data are weighted to reflect the relevant populations in each MCO, including corrections for survey
nonresponse.

“These satisfaction measures pertain only to the 95 percent of sample members who reported having a primary
care provider.

In general, the lack of large systematic differences among the MCOs with respect to
seniors’ satisfaction with physicians reflects the absence of any difference in their satisfaction
with their plans in general. Our overall sense was that the case study MCOs managed to
arrange for care in a way that produced satisfaction levels at least equal to those observed in
the entire Medicare population. There were a few differences among the case study MCOs,
but nothing that would indicate that one model provided care that was systematically
different from that provided by the others.

4. A Substantial Fraction of Our Sample of High-Risk Seniors Seemed Unsure of
How to Resolve Problems with Care

If they had been dissatisfied with their care, many high-risk seniors in our sample did not
know what recourse they would take (Table V.11). When asked an open-ended question
about what they would do if dissatisfied with medical care or service coverage decisions,
more than one in five sample members said they did not know. In addition, a sizable
number gave fatalistic or vague courses of action, including one fellow who said that if his
medical care was bad, he would “just get sick and die.” Combining these two types of
responses, 33 percent could not state a concrete course of action if they were dissatisfied
with medical care, and 46 percent did not site a concrete action to take if they were unhappy
with service coverage decisions. Among the seniors who had a plan, most would complain
to their physician or directly to the MCO. Only a few (six percent) would change MCOs
over dissatisfaction with medical care, and nearly no one would change MCOs over
dissatisfaction with service decisions.
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TABLE V.11

SENIORS’ REPORTED ACTIONS TO ADDRESS DISSATISFACTION:
OVERALL AND BY RISK GROUP

All High- Seniors with Seniors in Care Seniors with Hip
Action Measures Risk Seniors Advanced Age Management Fracture/Stroke
If Dissatisfied with Medical
Care, Most Common Action
Would Take
Contact physician 11.8 11.3 13.2 11.0
Complain to plan 18.7 19.0 16.5 26.6
Change plan 6.1 6.0 6.8 29
Other vague actions 9.4 9.7 9.0 8.7
Does not know 23.1 25.7 19.4 14.6
If Dissatisfied with Setvice
Coverage Decision, Most
Common Action Would
Take
Contact physician 4.1 42 4.0 2.7
Complain to plan 242 235 241 32.0
Change plan 02 0.0 0.7 0.3
Other vague actions 15.9 16.1 14.9 14.5
Does not know 29.9 32.9 25.9 18.0

SOURCE: MPR telephone survey of 1,657 selected high-1isk seniors in three managed care organizations.

NOTE:  Because of rounding, subtotals do not sum to totals. Data are weighted to reflect the relevant
populations in each MCO, including corrections for survey nonresponse.

There are, however, noteworthy differences by risk group in actions in response to
dissatisfaction with medical care and service coverage decisions. Beneficiaries with hip
fracture or stroke were more likely to contact their plan if dissatisfied and less likely to say
they did not know what to do than were seniors in our other sample groups. For example,
whereas 26 percent of the seniors in our advanced-age group did not know what to do if
dissatisfied with medical coverage, only 15 percent of seniors with hip fracture reported that
they did not know. There was a similar pattern of differences with respect to not knowing
how to respond to dissatisfaction with coverage decisions.

Based on our site visits, we identified two possible reasons for this difference in knowing
concrete steps for addressing dissatisfaction. First, seniors who had a hip fracture or stroke
may have more interactions with physicians and other care providers, which might give them
more experience with complaint processes. Second, many seniors in the other groups had
relatively few contacts with providers, and most expressed great satisfaction with their care.
As a result, they may have had no experience with complaints and had never bothered to
identify effective complaint methods.
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There are some differences across MCOs in the actions that members would take over
dissatisfaction with medical care and coverage decisions (Table V.12). Kaiser Colorado
members were the least likely to contact the physician and the most likely to contact their
plan if dissatistied with medical care. This may reflect the Kaiser members’ perception of
health providers as an extension of the MCO. Only six percent of Kaiser Colorado’s
members would contact their physician—six to eight percentage points lower than the
proportion of members in Keystone Fast and Aspen. The same general pattern holds for
responding to dissatisfaction with service coverage decisions.

TABLE V.12

SENIORS’ REPORTED ACTIONS TO ADDRESS DISSATISFACTION, BY MCO

Kaiser Keystone Medica/Aspen
Action (Percentage) (Percentage) (Percentage)
If Dissatisfied with Medical Care,
Most Common Action Would Take
Contact physician 5.94 13.79 12.12
Complain to plan 23.57 19.28 17.59
Change plan 4.54 6.57 2.10
Does not know 2211 20.30 24.48
If Dissatisfied with Service Coverage
Decision, Most Common Action
Would Take
Contact physician 1.66 4.11 5.79
Complain to plan 2278 27.11 20.51
Change plan 0.01 0.69 0.01
Does not know 30.51 25.49 29.34

SOURCE: MPR telephone survey of 1,657 selected high-risk seniors in three managed care organizations.

NOTE:  Because of rounding, subtotals do not sum to totals. Data are weighted to reflect the relevant
populations in each MCO, including corrections for survey nonresponse.

Very few members of any MCO would change MCOs over dissatisfaction with medical
care, and virtually no one would change MCOs over dissatisfaction with service coverage
decisions. At seven percent, Keystone East members are the most likely to report they
would change MCOs. Fewer members from Kaiser Colorado (five percent) and Aspen (two
percent) report that they would change MCOs over dissatisfaction with service coverage
decisions. This pattern may reflect the fact that changing MCOs would mean changing
physicians for all Kaiser members and many Aspen members. Such an action would be
unexpected for high-risk seniors, who generally value continuity of care. The pattern also
seems likely to reflect the availability of alternative MCOs that offer similar benefit packages
and premiums in the Philadelphia market served by Keystone East. Thus, Keystone
members could, in many cases, change plans while keeping their physician and maintaining
their benefits.
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There are no MCO differences in the proportion of members who report not knowing
how to handle dissatisfaction with medical care or service coverage decisions. Despite
differences in the structure of care delivery and benefit packages, more than one in five high-
risk seniors report not knowing what they would do. This suggests a problem that is
common among high-risk seniors and not related to specific types of plan features, at least
for our small set of well-regarded MCOs.

We found that seniors who were more than 85 years old were substantially less likely to
give a concrete plan for addressing dissatisfaction with medical care (Appendix Table A.2).
In contrast, those with some college education and those for whom a representative proxy
answered our survey were more likely to have such plans. (These findings are based on a
regression analysis that looks at the effect of each characteristic while controlling for any
effects of the variables listed in Table I1.6.) This suggests that special efforts may be
required to help enable seniors with advanced age. The representative proxies appear to
help address information needs, since they were also less likely to report having insufficient
information for selecting the best managed care plan.

C. SENIORS’ PERCEPTION OF CARE MANAGEMENT

Care management was the most noteworthy innovation fielded by the case study MCOs.
In general, the MCOs used their care management programs to assess the needs and
capabilities of seniors with high risks for adverse health and functioning outcomes. The
assessments, which often included home assessments, were followed by efforts to coordinate
care delivered by the MCO network. The care managers also referred seniors to community-
based social service agencies when they needed assistance and services beyond what was
covered in the MCO’s Medicare benefit package. In making referrals, the care managers
typically followed up to see that seniors had met with the service agencies and that efforts to
meet their needs were under way.

While there were many similarities, there were also some important differences among
the MCOs’ care management programs. In particular, care management at Kaiser Colorado
and Aspen took advantage of their clinic-based approach to primary care. Care managers at
these organizations were located in the clinics, where they could interact with physicians and
patients on a face-to-face basis as well as by telephone. In contrast, Keystone East’s care
managers used the telephone exclusively to contact seniors, although they could order home
health visits to assess seniors” home situations and deliver some medical social work services.

These care management efforts went beyond the basic Medicare benefit package, but
they were also more limited than some of the models put forth to assist high-risk seniors.
They included some efforts at patient education and advocacy, but those efforts were limited
by the general short-term nature of the programs. Kaiser Colorado usually completed its
case management episodes within 6 weeks, and Aspen generally completed its in 12.
Keystone seemed to take longer but delivered care management only over the telephone,
and its care managers had higher caseloads than those of the other two organizations. In
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contrast, many prior care management demonstrations and literature include longer-term
advocacy and monitoring as part of their service package (Chen et al. 2000).

In assessing the care management experiences of our sample of high-risk seniors, we first
noted that the three MCOs where we conducted the survey differed in the fraction of eldetly
Medicare beneficiaries they enrolled in care management. Also, the characteristics of the
care-managed seniors differed substantially among those MCOs. Second, we noted that
many of the seniors whom we knew to have been enrolled in care management did not
know that they had a care manager at the time of our survey. This appears to reflect both a
lack of salience of care management and the fact that some seniors may have received their
major care management services months before we interviewed them. Third, we found that
those seniors who knew they had a care manager were generally quite satisfied with the
assistance the manager provided. However, almost none of them would contact their care
manager for help resolving problems with medical care or coverage decisions. Finally, we
asked the seniors who did not know they had a care manager whether they would want one
and if so, whether they would be willing to pay for such a service. These questions revealed
a substantial demand for care management. Thus, from the perspective of the high-risk
seniors in care management, the help provided by their MCO generates some benefits but
also leaves some demands unfilled.

1. The Case-Study MCOs Differed in the People They Enrolled in Care
Management

The populations enrolled in care management differ systematically between Keystone
East and the other two organizations, Aspen and Kaiser Colorado. Based on an analysis of
the characteristics of the seniors included in our care management sample (who were
identified from care management enrollment lists provided by the MCOs), we found
different rates of enrollment among the organizations.  Keystone FEast enrolled
approximately five percent of its Medicare enrollees into its care management program,
while the other two organizations enrolled less than three percent (Table V.13). This
differential targeting is seen in the characteristics, health, and functioning levels of the
seniors enrolled in care management at the three organizations. In particular, we noted the
following substantial differences:

B Seniors in care management at Keystone East are, on average, younger, more
likely to be a racial/ethnic minority, less educated, and less likely to live alone
than the seniors in care management at the other organizations.

B Seniors in care management at Kaiser Colorado were more likely to have
functional limitations than care-managed seniors at the other organizations.

B Among the Kaiser Colorado care management sample, 20 percent had
dementia or related impairments. This is more than twice the fraction in the
care management samples at the other organizations.
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TABLE V.13

ENROLLMENT IN CARE MANAGEMENT AT THE CASE-STUDY MCOs

Aspen Medical Kaiser Health Plan Keystone East
Group of Colorado Health Plan

Medicare + Choice Population 13,000 38,400 102,000
Beneficiaries for Whom Care
Management Was Available? 13,000 11,000 102,000
Beneficiaries Enrolled in Care
Management® 272 360 5,070
Fraction of Beneficiaries Enrolled
i Care Management 21 33 5.0
SOURCE! Information collected during the site visits and from the lists of members in care management

supplied by the three MCOs (Stapulonis et al. 2001).
2At the time of our site visit, Kaiser Colorado provided care management in only two clinics.

PThe figures shown are the number of seniors included on the lists of seniors in care management that were
supplied by each MCO. Some of the seniors on the list may no longer have been receiving active care
management services. Stapulonis et al. (2001) provide details of the specific time periods covered by the care
management lists.

Because of these differences, we make comparisons only among the three MCOs on the
basis of regression-adjusted means. This is the same method used throughout this report for
comparing MCOs. It provides estimates that describe the care management programs as if
all MCOs served seniors with the same characteristics (see Table 1.6 for a list of the
characteristics for which the regression controls).

2. Many Seniors Were Unaware That They Had Been Enrolled in Care
Management

Many people in our care management sample seemed to be unaware that they were in
care management. Even though this sample of seniors was selected from MCO-provided
lists of members in care management, only 21 percent knew that they had a care manager
from their MCO (Table V.14). This fraction varied from 19 percent at Keystone East to
about 40 percent at Aspen and Kaiser.
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TABLE V.14

PERCENTAGE OF SAMPLE MEMBERS IN CARE MANAGEMENT
WHO KNEW THEY HAD A CARE MANAGER

MCO
Measure of Whether Sample Members Knew Kaiser Keystone
They Had a Care Manager All MCOs Aspen Colorado East
Reported Having a Care Manager from Their Plan 214 40.1 36.3 19.3
Reported Having a Care Manager from Outside Their
Plan 9.7 11.6 7.3 9.8
Reported Any Care Manager 28.1 45.5 40.1 26.3

SOURCE: Telephone survey of 740 seniors selected from MCO-provided lists of members in care
management. The interviews were conducted between March and December 1999 by MPR.

NOTE: Values are percentages, with standard errors in parentheses.

Because there may have been confusion about whether the care manager worked for the
MCO, we also asked if sample members had a care manager from outside their plan. This
was particularly important for sample members from Aspen, where the care managers were
part of the medical group, not the Medica plan. An additional 10 percent of the sample
members reported such a care manager. When responses to both questions are combined,
they indicate that only 28 percent of the seniors in the care management sample knew that
they had a care manager.

The fact that many seniors were unaware that they were in care management reflects, in
part, the timing of the survey. In particular, the care management samples for Kaiser
Colorado and Keystone East were drawn from a list of seniors who had been in care
management at some time during the first three quarters of 1998. The Aspen program had
been initiated more recently, so the sample included seniors who had received care
management services from November 1998 through February 1999. The interviews were
conducted from March to December of the following year. Because of this timing, many of
the seniors may have received the bulk of their care management services well before they
were interviewed. With the amount of care these seniors receive, it is not surprising that
they did not remember the eatlier care management services.

The organizationally complex care may also make it difficult for care managers to stand
out from all the other providers who work with high-risk seniors. These seniors receive care
from their primary care physician, specialists, therapists, nurses, community-agency staff, and
the office staffs of these providers. Each care manager at the case-study MCOs was a nurse
and may have appeared to the seniors as just another nurse who was working with their
physician. This suggests that it can be hard to make care management salient among high-
risk seniors unless the care managers have the time to build a personal relationship with their
patients. In our focus groups with seniors in care management, many of the seniors
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remembered getting help from a nurse and often associated that nurse with the MCO. They
did not, however, think of that nurse as someone who could provide ongoing help or
someone to call if they had a problem with care coordination or access. However, this does
not mean that care management was never salient to the seniors. Many of the seniors in our
care management focus group at Kaiser Colorado spoke in very positive terms about their
care manager, whom they knew by name and cited as the answer to most of the access or
coordination problems that might arise.

The differences in the MCOs’ care management programs probably accounts for some
of the differences among MCOs in the fraction of seniors who knew they were in care
management. After our site visits and focus groups, we felt that the clinic-based care
management programs operated by Aspen and Kaiser Colorado were more likely to promote
a close relationship between care manager and senior. This is borne out by the data: seniors
in our care management sample were about twice as likely to know they were in care
management at these two MCOs as they were at Keystone Fast.

Also, the lower recognition rate at Keystone East may reflect the higher caseloads at that
site (Table V.15). In addition, Keystone East care managers only contacted seniors by
telephone; different nurses from a home care agency made any home visits. Thus, seniors at
this MCO would have had less direct contact with their care manager and, correspondingly,
would be expected to have less of a sense of being in active care management.

TABLE V.15

CARE MANAGEMENT CASELOADS AT THE CASE-STUDY MCOs

Aspen Medical Kaiser Health Plan Keystone Health
Group of Colorado Plan
Approximated Care Manager
Caseload 70 50 130
SOURCE Information collected during the site visits to the three MCOs

Finally, there are a few general reasons why care managers may not be salient to seniors
in care management. These include:

B At group models, the care managers and primary care physicians are more
likely to think of each other as a team. This may promote the perception
among seniors that the nurse care manager is only an extension of the
primary care physician rather than someone who can provide direct
assistance on a wide array of issues

B In contrast, at IPAs the MCO may have to avoid creating an impression that

they are interfering with the care provided by network physicians. Therefore,
the MCO’s care managers may actively seek to remain in the background.
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B In some IPAs the primary care physicians may be contractually required to
managed care for patients. If the MCO feels that those physicians are not
doing as well as they could, they may not want to embarrass them by having
highly visible care managers working with patients.

Nevertheless, some care management programs can produce salience, even with a time-
limited care management intervention. Some programs have achieved nearly 100 percent
familiarity with care managers’ names among the seniors served by the program, even when
the average length of stay was under 75 days (Aliotta 2001). Those programs feel that a key
factor in promoting salience is the extent to which the program makes it a priority to have
care managers develop a close relationship with the seniors.

3. General Perceptions of Care Management

Among those seniors who knew they had a care manager from their plan, most were
satisfied with the help they received and generally agreed that their care manager knew
enough about them to plan care effectively (Table V.16). At the same time, less than half
these seniors knew the name of their care manager, a measure we used to capture the
closeness of the relationship between a senior and care manager. Furthermore, only four
percent would contact their care manager if dissatisfied with medical care or with the plan’s
coverage decisions.

While seniors in all three risk groups had the same general pattern of results, the group
with a recent hip fracture or stroke differed in a couple of noteworthy ways. First, they were
more likely to know their care manager’s name. With the high level of care this group
receives, this greater familiarity may reflect a higher level of interaction with their care
manager for this group (care management satisfaction questions for the hip fracture and
stroke sample pertained only to the time since the fracture or stroke). Also, seniors in this
group who did not know they had a care manager were substantially more likely to say that
they wanted one. This is likely to reflect the organizationally complex care received by
seniors with hip fractures or strokes. In our focus groups with these seniors, several
mentioned the value of having an advocate who could help them obtain all the required care
and to perform all the self-care required for a good recovery. In most cases, these focus
group participants said family members had filled this role, but it was easy to see how a care
manager would make the process easier for the seniors and their families.

V. High-Risk Seniors’ Perceptions Of Their Managed Care Experiences
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SATISFACTION WITH CARE MANAGEMENT AMONG SENIORS WHO REPORT HAVING A

CARE MANAGER: ALL SENIORS AND BY RISK GROUP

All High Risk

Sentors with

Sentors in Care

Seniors with Hip

Satisfaction Measures Seniots Advanced Age Management Fracture/Stroke

Gets Enough Help from Plan

Care Manager 91.7 90.8 90.9 Not Asked

Agrees Plan Manager Knows

Enough About Personal Situation

to Plan Care Effectively
Strongly agree 64.8 63.9 67.0 66.8
Somewhat agree 22.9 22.0 23.5 241
Somewhat disagree 6.0 6.2 6.5 6.2
Strongly disagree 6.3 7.8 3.0 3.0

Knows Plan Care Managet’s

Name 55.4 58.0 49.3 63.3

Would Contact Care Managed if

Dissatisfied with Medical Care 2.1 1.9 24 2.2

Would Contact Care Manager if

Dissatisfied with Service

Coverage Decision 1.7 1.2 2.6 2.3

Would Like to Have Care

Manager, Among Those Lacking

a Care Manager 23.8 22.3 24.0 39.5

SOURCL: MPR Telephone Survey of 158 high-risk seniors who reported having a care manager from their plan.

NOTE: Figures in the table are percentages weighted to reflect selection probabilities and survey nonresponse.
A total of 22.0 percent of all high-risk seniors have a plan care manager, and 8.1 percent have a care

manager outside the plan.

There was no significant pattern of differences among MCOs with respect to satisfaction
with care management (Table V.17) Thus, while care management may have been more
salient among the seniors at Aspen and Kaiser Colorado, all three MCOs produced
equivalent levels of satisfaction among those seniors who realized they had a care manager.
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TABLE V.17

SATISFACTION WITH CARE MANAGEMENT, BY MCO

Kaiser Colorado Keystone Fast Aspen
Satisfaction Measures? (Percentage) (Percentage) (Percentage)
Gets Enough Help from Plan Care Manager 87.57 92.59 96.03
Strongly Agtrees Plan Manager Knows Enough
About Personal Situation to Effectively Plan
Care 67.17 062.12 58.02
Knows Plan Care Manager’s Name 57.49 54.79 61.39
Would Contact Care Manager if Dissatisfied
with Medical Care 1.82 2.48 1.68
Would Contact Care Manager if Dissatisfied
with Service Coverage Decision 1.91 2.04 1.71
Would Like to Have Care Manager, Among
Those Lacking a Care Manager 35.21 29.06 3141

SOURCE:  MPR Telephone Sutvey of 1,657 high-risk seniors from three managed cate plans.
NOTE: All measures have been adjusted for case mix.

aUnless stated otherwise, all care manager satisfaction measures are defined only for enrollees who have a plan
care managet.

D. SUMMARY

Opverall, we found that the case study MCOs produced very high levels of satisfaction
among a group of high-risk seniors. This is consistent with our efforts to study MCOs with
strong reputations. It also contrasts sharply with prior findings for the Medicare + Choice
program, where these seniors have traditionally reported lower-than-average satisfaction.
Thus, the case study shows that MCOs can produce strong results for this group.

In looking at some of the factors that influence overall satisfaction, we noted instances
where the benefit package and the structure of an MCO’s physician network made a
difference in plan members’ experience. Many high-risk seniors in our sample, like many
managed care enrollees in general, enrolled to save money. Savings arise because the MCOs’
Medicare contracts often covers things for which the beneficiary would have to pay in the
fee-for-service sector, including co-payments for hospital care and in some cases
prescription medications. In our sample, we saw somewhat lower satisfaction with out-of-
pocket medical expenses among the seniors at Aspen. The Aspen sample was enrolled in
the Medica Health Plan, which received lower Medicare + Choice rates than Keystone East
or Kaiser Colorado. As a result, the benefit and premium package Medica offered was not
substantially different from that available to seniors who had fee-for-service Medicare and a
supplemental policy. We also found evidence that seniors were more satisfied with their
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choice of providers in Keystone East, an IPA with a very large network, than in the two
group models.

While the seniors in our sample seemed happy with their choice of plans, sizable
minorities had no concrete plan for addressing dissatisfaction with medical care or coverage
decisions. Some of the lack of information may be a product of their generally high
satisfaction levels. Seniors who are happy with their care and coverage may not bother to
find out how to file a complaint effectively. Nevertheless, to the extent that these groups
represent a broader population in all Medicare + Choice program, policymakers should
consider way to promote their access to information and their ability to act on that
information.

We also noted that the care management offered by the case study MCOs was often not
salient to seniors. This does not mean that the care management was ineffective in
coordinating care, but it does imply that the care management program will not be a major
ongoing source of information, monitoring, and advocacy for the seniors. Less than half the
seniors who were identified on MCO-provided lists as having been enrolled in care
management said that they knew they were in care management. This lack of salience
probably reflects the focus of the MCOs’ care management programs, which emphasized
short-term assessment, care coordination, and referral to community-based service agencies.
Given this structure, it is not surprising that many of the seniors did not remember their
prior care management at the time we interviewed them. The lack of salience also reflects
the difficulty in getting the care manager to stand out from the mix of other nurses and
providers who care for the high-risk seniors.

In general, the levels of satisfaction were high among all three of our risk groups, seniors
with advanced age, seniors in care management programs, and seniors with a recent hip
fracture or stroke. However, seniors with a recent hip fracture or stroke tended to be
somewhat less satisfied on some measures, although most of those differences were not
statistically significant. In the next chapter, we examine the experiences of this group and
the ways in which the MCOs attempted to meet their organizationally complex care needs.

V. High-Risk Seniors’ Perceptions Of Their Managed Care Experiences






CHAPTER VI

MANAGED CARE EXPERIENCES OF
SENIORS WITH RECENT HIP
FRACTURE OR STROKE

mong high-risk seniors, those with a recent cerebrovascular accident (CVA, or
stroke) or hip fracture represent a particularly relevant group in the study of
organizationally complex care. Both conditions trigger a cascade of events that
can lead to multiple transitions between home, hospital, and institutional settings
and involve treatments from many providers. While both conditions are precipitated by
acute events, they often lead to long-term disabilities. In addition, the nature of their
treatment shifts over time, beginning with an emphasis on acute medical care because of a
sudden, catastrophic event, and shifting to an emphasis on chronic therapy, rehabilitation,
and in some cases, long-term custodial support. Managed care organizations (MCOs) appear
to offer opportunities to reduce the medical costs of this care while still producing outcomes
comparable to those observed in the Medicare fee-for-service sector (Retchin et al. 1997; and
Kramer 1996). They may also be able to foster access to community-based social services
that can promote functioning and independence for seniors with one of these conditions.

CVAs are common, life-threatening events among elderly people, and they can lead to
chronic disabling consequences (Alter et al. 1986). With disability and loss of health status
following the acute event, patients with CVAs often lose their functional independence and
require institutionalization. Thus, the postacute rehabilitation of patients with CVAs, and
the subsequent optimization of functional status, is of paramount importance to these
patients. While the urgency of hospitalization arises from the need for diagnostic specificity,
stroke patients frequently require expensive resources for post-hospital care. There is also
some evidence that post-hospital services have been performed less often, or less intensively,
for some MCO patients with strokes (Retchin et al. 1994). This has led to concern that this
type of decline in service, or other restraints on clinical care that may result from financial
disincentives, could lead to reduced functional recovery for beneficiaries with CVAs
(Webster and Feinglass 1997).
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Hip fractures are associated with the highest and most well-defined rates of morbidity
and mortality among all fractures related to osteoporosis and falls. Not only are they costly
to treat, but the overall burden of illness due to these fractures could grow as a result of the
increasing prevalence of osteoporosis and the rising incidence of falls among seniors. The
lifetime risk of a hip fracture is 16 to 18 percent among white women and 5 to 6 percent
among white men. At the age of 80 years, approximately 20 percent of women have
suffered a hip fracture (Kannus et al. 1996). The burden of illness for those with hip
fractures is large. Many have prolonged rehabilitative stays, on average greater than two
months in specialized units (Schurch et al. 1996). Mortality is high, with one-year mortality
estimated at approximately 24 percent. Only 50 percent of patients with hip fractures regain
the mobility and independence they enjoyed 12 months earlier. Costs are also high,
especially during the first year (Johnell 1997). The largest costs are attributable to
hospitalizations, nursing home stays, and rehabilitation services (Brainsky et al. 1997). Total
U.S. health care expenditures attributable to osteoporotic fractures in 1995 were estimated at
$13.8 billion, of which approximately 63 percent were attributable to hip fractures (Ray et al.
1997), and these costs are likely to continue to rise. Within 50 years, the cost of hip fractures
alone in the United States has been estimated to exceed $240 billion (Lindsay 1995).

As in many other areas, we found that our case studies of the four MCOs revealed a
number of innovations used by patients with a stroke or hip fracture. However, those
innovations generally were not designed specifically for seniors with these two conditions,
nor did they substantially alter the overall approach to treating hip fractures and strokes.
The innovations generally reflected the organizations’ efforts to deliver some types of care in
skilled nursing facilities rather than in hospitals. They also reflected the organizations’ use of
care management services to foster referrals to community-based social service agencies.

Our site visits also found that the innovations of the group model organizations (Aspen
and Kaiser Colorado) were different from those of the IPA model organizations (Keystone
East and HMO Oregon). In particular, the group model organizations made a greater effort
to arrange for postacute care to be delivered by a small set of selected skilled nursing
facilities. This included requiring these facilities to meet certain quality and service
standards, such as being able to provide therapy six days a week. The two group models in
our study also used a hospitalist-type approach for delivering physician services in the
hospital. In contrast, the IPA models appeared to make less use of network restrictions.
Keystone FEast, however, tried to promote continuity of care by providing financial
incentives for a senior’s primary care physician to manage any hospitalizations.

V1. Managed Care Experiences of Seniors with Recent HIP Fractures and Strokes
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As noted in Chapter II, we collected data from site visits, focus groups with seniors and
providers, and a survey. Our analysis of how seniors with hip fracture or stroke fared in our
case study MCOs draws on all these sources. In particular, it uses information collected
during focus groups with seniors (or their spouses) who had experienced a hip fracture or
stroke, and with primary care physicians in the MCOs’ networks. Further, Chapter V
reports on levels of satisfaction and dissatisfaction among patients with hip fracture or
stroke. These quantitative data from the surveys are particularly worth noting in the context
of the findings that follow from the focus groups of patients with hip fracture or stroke.

A. Focus GROUPS OF BENEFICIARIES WITH HIP FRACTURE OR STROKE

The focus groups of seniors who experienced hip fracture or stroke reported having
intensive interactions with the MCOs and readily provided opinions on the nature of the
services received. While the participants in the hip fracture and stroke focus groups were
generally satisfied with their care, their discussion concentrated on the costs of care and on
whether the level of care was appropriate. In addition, they raised many issues that reflect
broad trends in the health care system rather than unique features of the case study MCOs.

For example, many of the focus group participants complained about the length of their
hospital stay and the timing of their hospital discharge:

I just want to know why, when you’re in the hospital, they can’t continue your physical
therapy there. They told me the insurance doesn’t allow it, and the only reason I stayed
longer in the hospital—which was a blessing to me—was that I was keeping a low-grade
temperature so they wouldn’t release me.

They wouldn’t keep her in the hospital for observation. Now, to me, an 87-year-old lady that
has blood in her bladder and has brain damage and has to be put on medication to control
seizures has no right going home at three in the morning with somebody like me who is not
a medical person.

Is there a limit that they can keep you in the hospital for something other than being close to
death? . . . I was in the hospital for four days. And then they moved me over into a rest
home or whatever, a care center. And I was having trouble at that time because of my heel. .

. I mean, it doesn’t make any difference to me. But it seemed to me that they seemed to be
in some sort of hurry to get you out of the hospital.

These concerns about hospital length of stay show how the general trend toward shorter
hospital stays can create anxiety among seniors with serious health problems. Efforts to
shorten hospital stays have been common in the Medicare fee-for-service and managed care
sectors for years. Yet for many of the seniors in our focus group, the discharges seemed too
quick for the patients and their caregivers. Some of this concern may reflect the seniors’
expectations for hospital lengths of stay. These expectations may be based on personal
experiences from prior decades and may therefore be unrealistic for current practice.
Concern may also stem from anxiety that a senior’s spouse might have about their ability to
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provide any required home care for someone discharged from the hospital with a serious
illness. Even when adequate home-health care is available, many spouses will be asked to
help with patient monitoring and provide some assistance with activities of daily living. Such
care may be difficult and quite anxiety provoking for many seniors. Discussions with the
focus group participants also suggested that the discharges occurred at a time when the
seniors and their families were confused about their conditions, expectations for recovery,
and treatment plans. They were adjusting to a major, potentially life-altering injury, and that
made it hard for them to understand the options. As the wife of a man who was still
recovering from his stroke at the time of our focus group put it:

I think maybe he could have stayed [in the hospital| longer. I think one of us should have
sald no way. But you see, we don’t know. This is a new experience. Nobody tells you
anything. You have to go by-guess-and-by-golly. Once he was out, we did have a therapist.
They were very good about sending a therapist in. She first came two days a week, and now
she’s coming three days a week.

These comments highlight a concern of many focus group participants that they did not
understand their course of treatment, particularly when they were being transferred from one
treatment setting to another. Their uncertainty may reflect the fact that many seniors,
particulatly those over 85 years old, have difficulty understanding medical care options and
may require individually tailored explanations (Gold and Stevens 2001). This uncertainty
seemed to raise anxiety among the seniors and may have also reduced the effectiveness of
some treatments.

For the most part, participants in the hip fracture and stroke focus groups appeared to
be pleased with the frequency and quality of the rehabilitative therapy they received in the
MCOs. This therapy was received largely in nursing homes, not rehabilitative hospitals, a
situation that previous studies have shown is common among MCOs (Retchin et al. 1994).
The paucity of complaints about the rehabilitative experience of our focus group participants
suggests that the MCOs were successful in their efforts to screen nursing homes for their
ability to deliver appropriate rehabilitative care (Kramer 1996).

In addition to the comments on hospital and short-term nursing home stays, home care
services drew some favorable comments. One man who was helping his wife recover from a
hip fracture said:

We were very pleased going into this, because we made phone calls to the plan, and they set
up the date and got the referrals and everything. Everything was in order. They sent a nurse
beforehand to take blood, temperature, blood pressure. They sent another therapist. She
came and looked around. We live on all one story, but then we have a basement. . .. She
came to see the setup of the house and everything. We thought this was really wonderful.

Many participants in focus groups for hip fractures and strokes also commented on the
ability to secure durable medical equipment. These are especially germane to the care of
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these patients, because of their needs for adaptive devices to ensure that the home
environment is safe. For some, the ability to get these items was selective:

When we were in what they call the occupational therapy in the hospital, they showed you
how to get in and out of the tub with a bench that you had to buy. [The plan] did not pay
for that, so I had to get a bench. They ordered the commode because of getting up and
down on the toilet, and of course you had your walker and a cane, which were provided for
by the plan.

Clearly, many participants in the focus groups felt that one of the major benefits of the
MCOs was the reduction in costs. Since many stroke patients require multiple medications,
usually to control hypertension and other cardiac comorbidities, this appeared to be a special
attraction enjoyed by stroke patients in the MCOs that provided prescription benefits.
Furthermore, because of the many expensive resources used by these patients, the absence
of a deductible was also appealing:

Well, I wasn’t too keen on going into [the MCO], because of the having to get a referral all
the time, but now I like it. And looking back over some of my records, I remember when
you would get your “this is not a bill” from Medicare, where it would say you have met so
much of your deductible.

We’ve been very pleased with the fact that we’ve gotten prescriptions, and that has been
wonderful. Now I’ve been talking to my neighbor. She pays $70 for a prescription, and I
said, “Marie, you’ve got to get into this [MCO].” I’m very thankful for that, very thankful.

B. CHARACTERISTICS OF THE SURVEY SAMPLE OF SENIORS WITH HIP FRACTURE OR
STROKE

We also used information collected in the survey of 301 seniors, 104 of whom had a
recent hip fracture and 201 of whom had experienced a recent stroke (4 respondents had
both a hip fracture and a stroke). These seniors are a representative sample of all the hip
fracture and stroke cases at the MCOs during the months in 1999 when we selected the
sample. Thus, our samples provide a good indication of the experiences of hip fracture and
stroke cases at these MCOs, despite the fact that the overall samples are small.'

This survey had two waves, one 3 to 4 months after the event and the other 10 months
after (see Appendix Exhibits A.3 through and A.G). This length of follow-up should be
sufficient to capture the recovery period for the vast majority of hip fracture and stroke
patients. While a proportion of hip fracture patients do not regain pre-fracture activity levels
by this time, most recovery in ability to walk and to perform activities of daily living occurs
by six months (Magaziner et al. 1990). Similatly, studies suggest that the best functional

'We were able to interview between 33 and 61 percent of all hip fracture and stroke cases during our
sample selection period.
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recovery is achieved within 8.5 weeks of a mild stroke, within 13 weeks of a moderate stroke,

within 17 weeks of a severe stroke, and within 20 weeks of a very severe stroke (Jorgensen et
al. 1995).

For analytic purposes, we compared the survey responses from the two group MCOs
(Aspen and Kaiser Colorado) with those from the IPA model MCO (Keystone East). This
analytical grouping reflects the fact that we observed structural differences between these
two types of MCOs, as well as the fact that the small sample sizes available for the two
group MCOs make it difficult to analyze them separately. The structural differences were
described in Chapter IV. We found that the group models appeared to foster a higher level
of mutual purpose and vision between the health plan and physicians than did the IPA
model, which contracts with independent physicians and group practices. At the same time,
the group MCOs appeared to be more restricted in their networks and delivery capacity,
while the IPA model MCOs had a bigger network and offered members more choice. (In
this discussion, we focus only on Aspen Medical Group and not on the broader network
provided by Medica. As noted in Chapter V, our sample of high-risk seniors from Aspen
appeared to think of choice in terms of what the medical group could provide rather than
what Medica could provide).

Our samples of seniors with hip fracture or stroke differed substantially between the
group and IPA MCOs (Table VI.1), although those differences generally reflect differences
in the overall populations at the MCOs and the populations in their service areas. For
example, seniors in our sample from the IPA model MCO (Keystone East) were more likely
to be nonwhite, reflecting the population differences between Philadelphia (where Keystone
East is based) and the other two sites. Similarly, the hip fracture and stroke samples from
the group models tended to be slightly older than those from the IPA model. This reflects
the high average age among all enrollees at Aspen and Kaiser Colorado (Table I1.6).

It is particularly interesting to note that a substantial fraction of our sample of seniors
report having had a hip fracture or stroke prior to the one that led to their inclusion in our
survey. Among the group MCOs, about a quarter of the sample had a prior stroke, and
almost as many had a prior hip fracture. The sample from Keystone East was slightly more
likely than the sample from the two group MCOs to have had a prior stroke and about half
as likely to have had a prior hip fracture. This differential experience should be kept in mind
when comparing the experience of our samples from the two types of MCOs.
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TABLE VI.1

CHARACTERISTICS OF MEMBERS WITH HIP FRACTURE OR STROKE THREE MONTHS PRIOR
TO THEIR EVENT, BY TYPE OF MCO

(Percentages)
Group or Delegated Model IPA Model MCO
MCO (n=109) (n=278)

Age

65 to 84 71.4 81.1

85 or older 27.4 18.9
Race White 85.4 76.5
Education High School or Less 58.5 81.2
Reports Having Medicaid Coverage 27.6 15.7
Income Less than $20,000/year 58.5 72.0
Married 51.0 47.0
Lives Alone 31.7 20.7
Previous Stroke 271 321
History of Hip Fractures 213 11.0
History of Dementia 11.7 14.0

We also find substantial evidence of the organizational complexity of the care received
by seniors who have had a stroke or hip fracture (Table VI.2). As would be expected, most
of these sample members have seen a specialist and a therapist in the four months since their
event.

TABLE VI.2

ORGANIZATIONALLY COMPLEX CARE AMONG SAMPLE MEMBERS WITH HIP FRACTURE OR
STROKE IN THE THREE MONTHS FOLLOWING THEIR EVENT, BY TYPE OF MCO MODEL

(percentages)
Members with Hip Fracture ot Stroke
(n=395)
Group or Delegated IPA Model HMO
Model HMO (n=112) (n=283)

Four or More Prescription Medications 59.0 58.7
Uses More than One Assistive Device 59.4 58.6
Has One or More Caregivers 24.9 30.7
Received Transportation to Medical Appointments in

Past 12 Months 13.5 9.9
Received Home Health Services in Past 12 Months 59.8 71.0
Recetved Home-Delivered Meals in Past 12 Months 9.6 5.3
Seen by One or More Specialists Since Event 65.7 75.4
Seen by One or More Therapists Since Event? 73.7 76.5

a“Therapists” includes physical therapists, occupational therapists, and speech therapists.
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We noted that a fair number of seniors (13 to 14 percent) in our hip fracture and stroke
sample reported instances where a lack of assistance led to a problem , such as being unable
to bathe as often as they wanted (Table VI.3). In general, the pattern of problems was
similar for the two types of MCOs, although sample members from the group MCOs were
more likely to have reported lacking assistance with transferring. This difference may be due
to chance, because we saw nothing in our site visits or focus groups that would explain why
there should be more transfer-related problems at the group models. The estimates in Table
VIL.3 were regression adjusted to ensure that the differences in unmet need among MCOs
were not due to underlying differences in the characteristics of the sample members.

TABLE VI3

UNMET NEEDS OF MEMBERS WITH HIP FRACTURE OR STROKE, THREE MONTHS AFTER
THEIR EVENT, BY MCO TYPE

Members with Hip I'racture or Stroke

(n=395)
Group or Delegated IPA Model MCO
Model MCOs (n=112) (n=283)

Identified Inadequate Assistance with One or More ADLs 14.8 13.1
Unable to Bathe Duc to Inadequate Assistance 20.4 235
Unable to ‘I'ranster Appropriately Due to Inadequate Assistance 30.2 12.7
Unable to Take Recommended Dose of Medication Because of

I'inancial Reasons in Past 12 Months 8.7 9.4
Unable to Afford Prescription Medication in Past 12 Months 4.9 4.0

NOTE:  Estimates have been regression adjusted to control for case mix differences among the different
types of MCOs. The control vatiables are listed in Appendix Table A.1.

We also found that many of the seniors in our sample would have been willing to pay an
additional premium to obtain additional services, particularly for help traveling to medical
appointments (Table VI.4). Between 20 and 25 percent of the seniors would have paid an
extra $5 a month for transportation assistance, and 9 to 14 percent would have paid $20 a
month extra. At the same time, the survey data imply that most of the seniors in our sample
would not be willing to pay extra for these services, despite dealing with their recovery from
a recent hip fracture or stroke. None of the small differences between the group and IPA
model were statistically significant.
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TABLE V1.4

WILLINGNESS TO PAY OUT-OF-POCKET EXPENSES FOR ADDITIONAL SERVICES AMONG
MEMBERS WITH HIP FRACTURE OR STROKE, COMPARING GROUP OR DELEGATED MODEL
HMO WITH IPA MODEL HMO

Members with Hip
Fracture or Stroke
(n=395)
Group ot IPA Model
Delegated HMO
Model HMO (n=283)
Service and Price Options n=112)
Proportion of Members Willing to Pay Additional Fee for Health
Professionals to Assist with Treatment Compliance
Willing to pay $5 a month 7.2 12.2
Willing to pay $20 a month 4.5 7.5
Proportion of Members Willing to Pay Fee for Regular Exercise Program
Willing to pay $5 a month 15.9 19.0
Willing to pay $20 a month 5.8 6.6
Proportion of Members Willing to Pay Additional Fee for Transportation
Service to Medical Appointments
Willing to pay $5 a month 24.8 20.0
Willing to pay $20 a month 13.8 9.4
Proportion of Members Not Enrolled in Care Management Who Would
Pay Additional Fee for Similar Services
Willing to pay $5 per month 17.3 15.7
Willing to pay $20 per month 8.8 8.5

NOTE: Estimates have been regression adjusted to control for case mix differences among the different types
of MCOs. The control variables are listed in Table 1.6

C. THE CASE STUDY MCOSs DID NOT ESTABLISH DISEASE-SPECIFIC PROGRAMS FOR
PEOPLE WITH STROKES AND HIP FRACTURES

As noted previously, many health plans are implementing disease management services
to target specific chronic illnesses common among high-risk seniors, such as congestive
heart failure and diabetes. Disease management techniques use practice guidelines and
feedback to manage these conditions (Ellrodt et al. 1997). They are often focused on
preventive care that will lower the chances of future hospital admissions. These programs
have been widely adopted in and out of managed care (Chen et al. 2000).

However, we did not observe any management programs that were designed specifically
to help patients recover from a stroke or hip fracture. This situation may reflect the opinion
of physicians in our focus groups that many high-risk seniors need help dealing with a wide
range of issues, not a specific disease. As a result, many of the physicians expressed
concerns about the specificity of disease management programs, as reflected in the statement
of one primary care physician:
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I’'m skeptical about the disease-specific projects. . .. With elderly people, all the literature is
pretty clear that function is the thing to be addressed and not really specific disease states.
It’s almost seductive to separate it out, diabetes or heart failure, things that are common
diagnoses for people who end up in the ER or however you want to set the marker. ... I
don’t know that the outcomes necessarily justify the kind of disease-specific model.

While specific disease management programs were not found for these two chronic
conditions, other disease management approaches might have assisted in the care of these
patients. For example, the Kaiser MCO had established a very innovative program to
manage patients receiving anticoagulation therapy.  Many stroke patients receive
anticoagulation therapy, and the management of these patients can be very difficult.
Antithrombotic therapy can prevent strokes in carefully selected elderly patients who have
chronic nonvalvular atrial fibrillation (Gage et al. 2000). The underuse of antithrombotic
therapy in Medicare beneficiaries who have nonvalvular atrial fibrillation is well documented,
as are iatrogenic events due to overuse of anticoagulation, and both are associated with
serious long-term adverse outcomes. Disease management programs that could have
influenced the care of these patients were not limited to the Group MCOs. At Keystone,
there were disease management programs for diabetics and congestive heart failure, both of
which could be applicable to the postacute care of stroke patients. One physician was
particularly enthusiastic about the home visits offered at Keystone East for his high-risk
senior patients:

I’'ve come to be able to use the HMO to my advantage by having visiting nurses go the
patients” houses and make house calls. Let the HMO pay for the service. Rather than have a
doctor go out, you have a nurse visit the patient. They do provide that service. Keystone
provides congestive heart failure programs, diabetic programs, physical therapy at the home,
and visiting nurses at the home, and we utilize as much of that as possible.

There were also instances where the MCOs had programs that might be useful for
treating hip fracture or stroke patients, but those programs did not appear to be widely used.
For example, all the MCOs had the opportunity to waive the Medicare requirement for a
three-day hospitalization prior to admission to skilled care nursing facilities, and three of the
four case study MCOs did this. With stroke patients, this could have been a particularly
useful strategy by using the case managers that were co-located in physician’s offices to
coordinate the diagnostic evaluation of stroke patients, as well as the admission and followup
to skilled nursing facilities. However, we did not find that the MCOs in our case studies
frequently took advantage of this alternative approach to the management of stroke patients.
In fact, very few patients appeared to be admitted directly to nursing homes, regardless of
the case management approach.

Despite the applicability of the broader care management programs to patients with hip
fractures and strokes, and of disease management programs representing comorbid illnesses
or therapies (such as anticoagulation service), enough of these patients may require extensive
resources to warrant more explicit focus. We believe that there may be opportunities to
desigh more specific programs targeted to the chronic management of hip fracture and
stroke patients. For example, the rapid, pre-hospital diagnostic evaluation of incident
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strokes could more efficiently triage these patients (for example, hemorrhagic versus embolic
etiologies) into specific protocols that could both reduce costs and improve effectiveness of
care. Further, these patients could also be more effectively assigned to rehabilitative
interventions based on severity and likelthood of benefit (Bates and Stineman 2000).
Disease management programs for hip fracture patients could also ensure that recurrences
are potentially mitigated through evidence-based interventions such as home care evaluations
for risk of falls (Gill et al. 1999; Close et al. 1999), geriatric assessments (Boult et al. 2001,
Ruben et al. 1999), and osteoporosis treatments for reductions of fracture thresholds
(Villareal et al. 2001; Neer et al. 2001).

D. STRUCTURAL FEATURES OF MCOS THAT MAY AFFECT CARE FOR SENIORS WITH
Hir FRACTURE OR STROKE

In the overall structure of the MCOs we studied, one of the benefits that is germane to
the care of patients with hip fractures and strokes was that all the MCOs paid specific
attention to evaluating the quality of care delivered in skilled nursing facilities. This is often
overlooked as a beneficial aspect to the imposition of a formal, coordinating structure to the
care of high-risk senior beneficiaries in the Medicare program, and is especially vital to the
transitional care needs of patients with hip fractures and strokes. For both these conditions,
there is a critical juncture following the evaluative and interventional phase of acute care,
marked by a transition to a rehabilitative setting. In conventional Medicare, the transfer to
rehabilitative settings can be poorly coordinated (Rosenberg and Popelka 2000), and the
choice of facility is often left to the physician and family, although a caseworker may assist in
the informed choice. In contrast, the case study MCOs established specific quality criteria
for the skilled nursing homes in their network. This attention to quality was particularly
important because the MCOs relied heavily on skilled nursing facilities as alternative, less
expensive options for the postacute care of both patients with hip fractures and those with
strokes.

The two group-model MCOs also tried to promote quality in their network by using a
set of specialized physicians and nurse practitioners to coordinate care in the hospitals and
skilled nursing facilities. The physicians who specialize in the delivery of hospital care, the
“hospitalists,” have the potential to improve care by developing specialized medical expertise
as well as valuable institutional knowledge of the hospital staff and facilities (Auerbach et al.
2001). Similatly, the use of a small core of physicians and advance practice nurses to manage
all the MCO’s patients who require care in skilled nursing facilities offered several
advantages. At both Aspen and Kaiser Colorado, the physicians assigned to work
exclusively with the nursing homes provided a high level of patient contact and worked with
facility staff to develop more effective and efficient procedures.

At the same time, the use of facility-based specialized staff had the potential to fragment
care. Most hip fracture and stroke patients moved from the community to the hospital to a
skilled nursing facility and then back to the community. At each stage of this process there
was a corresponding hand-off from one physician to another. While the group model
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MCOs made an effort to ensure that a patient’s medical record was moved with them, the
physicians and patients in our focus groups noted some instances where the patients arrived
in a facility before the records. Furthermore, the facility-specific physicians may not have
enough interaction with a patient to determine the best way to communicate with them or
their abilities to follow through on alternative treatment regimens. Thus, the advantages of
specialized staff such as hospitalists must be balance against any loss in the continuity of
care.

Keystone East used a different method to promote quality of care in skilled nursing
facilities. It provided incentives for primary care physicians to follow institutionalized
beneficiaries. In addition to furnishing supplemental payment arrangements for this patient
population, they also expedited the referral process:

[The MCO] has decided that if a patient is in a nursing home where I conduct rounds, I can
issue referrals for any of the specialists I want, even though that patient is not capitated to
me. Thatis a very positive view.”

E. CONCLUSION

The lack of management programs specifically designed to assist seniors with a recent
hip fracture or stroke appears to reflect several structural limitations at the case-study MCOs.
First, the two IPA model MCOs were still fairly new at the time of our visits: one had
operated its Medicare risk program for only three years and another for only four, even
though they had both served commercial populations for more than a decade. It may take
organizations longer than this to develop the expertise, data, and financing required before
they are likely to develop new programs for treating conditions such as hip fracture or
stroke. In fact, at one of the MCOs, an executive administrator lamented (at the time of our
visit) that it was only recently that the senior management had recognized that the revenues
and costs associated with their Medicare risk program were disproportionate to the size of
enrollment. Previously, senior management had not focused often on their Medicare
products, because the commercial population in this MCO dwarfed their Medicare risk
enrollment. Difficulty in getting senior management attention can limit the ability of an
organization to obtain the resources required to design and implement innovations, such as
specific disease management programs for the care of Medicare beneficiaries with strokes or
hip fractures.

Management programs targeted specifically to seniors with a hip fracture or stroke seem
particularly promising because it is easy to identify an inception point. Both of these events
can are well defined and the affected patients can typically be identified in hospital
emergency rooms. While an ideal MCO would take steps to reduce the probability of these
events in the first place, such efforts are unlikely to prevent them all. Thus, there will
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continue to be a need for managing the delivery of services and assisting patients and their
families following a hip fracture or stroke. A care management program could rely on the
existing MCO hospital admission and discharge systems to identify these cases and start
planning for their recovery. The critical issue for these patients would be followup to ensure
continuity in the postacute settings and support for the patients and their families to deal
with any long-term consequences of their event.

The care transitions inherent in the treatment of hip fracture or stroke also make these
conditions good candidates for targeted care management. Each time a patient moves
between the community, hospital, or nursing facility there is the potential for problems.
Complete medical records may not be available to a physician. A facility-based physician
may not have sufficient time to develop a full understanding of a seniors capabilities and
attitudes. Hand-offs between providers may be inadequate leaving patients confused, or in
the worst cases, without required services. For example, a senior might be sent home
without sufficient training for them and their spouse to perform the required monitoring and
care. Care management could address many of these problems by providing more continuity
to the care, education to patients and caregivers, and help to monitor patients’ health and
ability to comply with treatment recommendations.

Cleatly, our sample of MCOs, particularly the group models, sought to substitute skilled
nursing care for the more recuperative aspects of hospital care, by discharging patients early.
To ensure quality, they were meticulous to include in their networks skilled nursing facilities
that were capable of delivering the required care. Moreover, since it is difficult for
physicians, hospitals, or patients to assess the quality of nursing homes, the MCOs supplied
a vital missing element in the fee-for-service environment. Therefore, the facility screening
and quality monitoring of skilled nursing facilities by the MCOs appears to offer tangible
advantages over an unmanaged system. Last, several of the MCOs organized dedicated
groups of providers that were assigned exclusively to skilled nursing facilities in the networks
constructed by the health plans. Again, this appeared to be a special innovation that may
have helped in the difficult coordination of care of these vulnerable subgroups across the
transition from hospital-to-rehabilitative settings.
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CHAPTER VII

CONSTRAINED INNOVATION
IN MANAGED CARE FOR
HIGH-RISK SENIORS

he four case study managed care organizations (MCOs) all exhibited the innovation,

attention to preventive care, and cost-consciousness we expected, given their

reputations. They have gone beyond Medicare fee-for-service in an effort to improve
care for high-risk seniors. Their new services included screening and other programs to
identify these seniors; care management and disease management; network credentialing; and
better coordination and more flexible use of inpatient, skilled nursing facility, and home
health services. At the same time, their flexibility and willingness to go beyond basic
Medicare coverage are limited. The medical focus of the Medicare contract and the lack of
clear evidence about the cost-saving potential of many services appears to have led these
organizations to proceed cautiously. While their innovations appear to improve care and
produce high levels of satisfaction among high-risk seniors, some important needs remain
unmet. The experiences of these four organizations thus highlight many ways to enhance
care delivery for high-risk seniors. Substantial developments to meet the full spectrum of
needs will require more expansive contracts, risk-adjusted payment system, and strong
evidence of cost-effectiveness.

The presence of both innovations and unmet needs led us to adopt the concept of
“constrained innovation” to describe what was going on in the case study MCOs. We saw
many instances where the organizations took advantage of the flexibility provided by
capitation to improve coordination of care for high-risk seniors. At the same time, we saw
how the Medicare contracts, current practice patterns, and market pressures limited the
organizations’ innovations. We also recognize that we selected a small set of well-regarded
MCOs whose experience may not be indicative of the actions of all Medicare + Choice
plans. Thus, we saw not only how managed care could improve care for a group that has
often expressed low levels of satisfaction with managed care, but also how these
improvements can still leave some important needs unmet.
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Opverall, we noted a considerable amount of ferment, experimentation, and change
among the four case study organizations. Each had developed and implemented a number
of innovative programs to facilitate care for high-risk seniors, with care management being a
noteworthy example. They also encountered numerous operational difficulties, and they
continually refined their programs. There was no single dominant approach; rather, there
were many efforts to use the flexibility provided by capitation to improve care within the
organizational context of the MCOs’ structure and the basic Medicare benefit package.

We also noted several instances where the structure of the group model organizations
facilitated the implementation of new service delivery and coordination methods. In
particular, these MCOs drew on their clinic-centered primary care delivery systems to field
care management and other efforts designed to improve care and to facilitate
communication between physicians and care managers. The group models also developed
relatively small networks of hospitals and skilled nursing facilities that met higher quality
standards than required in the fee-for-service system. They then sought to make further
improvements and efficiencies in care by having a dedicated set of physicians and nurse
practitioners manage all care delivered to MCO patients in those facilities. In contrast, the
IPA models had less direct interaction with physicians in their networks. While they
established quality standards for hospitals and nursing facilities, they developed much larger
networks than the group model MCOs and did not use a hospitalist approach to managing
care in those settings. Thus, the IPA model MCOs appeared to offer their members with
more choices of providers and more locations from which to obtain care. For policymakers,
these organizational differences create a potential choice: whether to encourage the service
integration and innovation of the group models or to promote greater beneficiary choice by
ensuring their access to care through an IPA’s larger method of physicians, hospitals, and
skilled nursing facilities.

A. GROUP MODEL ORGANIZATIONS HAD ADVANTAGES FOR IMPLEMENTING
INNOVATIONS

The four MCOs we studied represent a mix of managed care models, payment strategies,
and marketplaces. Each organization approached the task of delivering care to Medicare
beneficiaries differently, building on the unique strengths of their organizations. In
particular, the structural characteristics of the four organizations appeared to be very
influential in several critical areas that affect the efficiency and effectiveness of care for high-
risk seniors. While it is difficult to draw generalizations from our sample of four, the study
team was persuaded that several characteristics of the individual plans were significant
catalysts in, or sometimes impediments to, the construction of innovative approaches to
high-risk seniors. Among the structural factors that differentiated the four sites studied,
whether an MCO was organized as a group or IPA model appeared to be the most potent
variable in creating an environment conducive to developing and implementing innovative
programs for high-risk seniors.

V1. Constrained Innovation in Managed Care for High Risk Seniors



127

The varied structures of Medicare MCOs and the diverse contractual arrangements of
physicians and hospitals led to the creation of different relationships that can foster or
hinder initiatives to improve care for high-risk seniors. Specifically, we noted that the group
model organizations in our case study (Aspen and Kaiser Colorado) found it easier to
develop innovative care methods for high-risk seniors than did the IPA case study
organization (Keystone East and HMO Oregon). The noteworthy advantages of the group
models included the following:

B By their nature, the two group models seemed to foster a higher level of
interaction among primary care physicians and administrators. This led to a
cooperative approach to thinking about care for high-risk seniors, an
approach that focused on developing efficient, effective care.

B The group models tended to attract a mix of physicians who are comfortable
within managed care. The group model physicians to whom we spoke
seemed more likely to look for ways to exploit the flexibility of capitated care
in order to deliver better care. In one case, a physician said that he “felt sorry
for his fee-for-service patients” because he had less flexibility in providing
covered care to them.

B The group models delivered primary care through clinics where primary care
physicians and care managers could be located together. This co-location
seems to promote communication. In comparison to approaches without
co-location, the two group models seemed to generate more physician
referrals to care management and more subsequent interaction between
physicians and care managers. Co-location also facilitated care managers’
efforts to meet face to face with patients.

B The group models in our study contracted with a small set of nursing homes
to deliver subacute care. These nursing homes were selected primarily
because of their commitment to quality and to developing better-integrated,
long-term relationships with the MCOs. The small skilled nursing home
network enabled the group model organizations to monitor their members
more closely, using a few physicians and nurse practitioners.

The IPA models also introduced a number of innovations, including care management
programs. However, they were hampered by their less direct relations with physicians and
other providers. For most physicians, the IPA accounted for a modest fraction of their
patients and revenue. Also, the physicians often participate in multiple IPAs and maintain a
fee-for-service practice. Thus, it is harder for any specific IPA to engage the physicians in
care coordination activities or other programs targeted to high-risk seniors.
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B. CARE MANAGEMENT WAS A MAJOR INNOVATION FOR TREATING HIGH-RISK
SENIOR IN ALL CASE-STUDY ORGANIZATIONS

All four MCOs in our study developed some form of care management among their
various innovations. For high-risk seniors, care management appears to be a critical
component for coordinating organizationally complex care that involves multiple providers,
services, and facilities. For MCOs, care management provides a way to pursue two
objectives simultaneously: improving care to high-risk seniors and reducing the need for
high-cost services.

The four organizations used different methods to channel between two and five percent
of their Medicare seniors into care management. In fact, our discussions with physicians and
care managers at all four organizations emphasized that no single method will identify all
high-risk seniors, so organizations must use multiple methods, including both physician
referral and review of inpatient admissions.

The group model organizations relied predominantly on primary care physicians to
identify high-risk seniors. This reflects the inherently close relationship with these
organizations and the primary care physicians. It also reflects their decision to locate care
management staff in the clinics. This co-location promoted frequent communication among
care managers and primary care physicians, which in turn helped produce a shared sense of
mission for care management. Care managers at these organizations saw their ongoing
interactions with physicians as essential to getting referrals to care management. In
particular, they saw it as a way of persuading physicians to start making referrals. Once the
care managers had achieved success with a few of a physician’s patients, the physician was
much more likely to refer additional cases and to participate more actively in the care
management process.

In contrast, the IPA model organizations used inpatient admissions as the predominant
method for identifying enrollees at high risk for intensive resource utilization. This
approach reflects the challenges faced by IPA model organizations with large, loosely
integrated physician networks, networks that were much larger than those used by the group
model organizations. Thus, it was infeasible to place care managers in office practices or
clinics, where there were enough high-risk seniors to warrant such an investment.

While all four case study organizations used surveys to screen their new members, none
of them appear to have used that information for clinical purposes. At the extreme, one
plan did not share information collected in new-member screening surveys with the primary
care providers. In other cases, the screening information was entered into patients’ medical
records or otherwise made available to physicians or care managers. However, in these
cases, the providers preferred to make their own assessments and did not appear to use the
screening data.

Therefore, the value of the new-member screening surveys appears to lie in their ability
to help MCOs target people who should be encouraged to see their primary care physician as
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soon as possible. One case study organization also used them as part of its effort to identify
members who would benefit from special programs such as care management or disease
management. At the same time, there seemed to be little interest among our case study
MCOs in using screening surveys to assess existing members. MCO staff indicated such
surveys yield a high rate of false positives and are not a cost-effective way of identifying
high-risk members. Instead, the MCOs preferred to rely on physician-referral or on using
their existing data systems. There is evidence that screening based on claims/encounter data
is more efficient than that based on surveys (Coleman et al. 1998).

Another feature that distinguished care management at the group and IPA model
organizations was the mode of contact between care managers and the seniors. Both Kaiser
Colorado and Aspen located care managers in their clinics, where they could have face-to-
face contact with patients. This approach appears to have given patients a much greater
awareness of the care management programs than in the programs where care managers
used only the telephone to communicate with patients.

The decision to have face-to-face contact between care managers and patients also
seemed to promote better understanding among seniors about the full role of care
management, although the evidence on this point comes primarily from the focus groups.
All the care management programs seemed to coordinate care among the various providers
who might be treating a patient. The programs with face-to-face contact, however, seemed
to foster a stronger sense among the seniors that care management was an ongoing source of
information and advocacy. In particular, care-managed seniors at all the organizations often
were aware of receiving nursing services and assistance, but generally they did not see care
management as an ongoing source of help. Only at the Kaiser Colorado focus group did we
hear seniors describe their care managers as people to whom they would turn if they needed
information or help arranging for care. While there could be several reasons for this, it
seems likely that the distinguishing factors at Kaiser Colorado were its combination of face-
to-face contact with seniors and its assignment of seniors to a single care manager rather
than to a care management team. The survey data tend to support this conclusion. The care
management samples at Aspen and Kaiser Colorado were more likely than Keystone East’s
to report being in care management.

The salience of care management at Kaiser Colorado and Aspen was also fostered by
their smaller caseloads: care managers at Aspen and Kaiser Colorado tended to be
responsible for 50 to 70 patients at a time, while managers are Keystone East generally had
caseloads of 130. Discussions in our focus groups suggest that the smaller caseloads resulted
in greater time spent on each case by the managers, and likely also meant higher costs per
case and a shorter duration of active care management.

It is noteworthy that the structure of the IPA model type did not necessarily inhibit
experimentation. In addition to care management and disease management programs, we
also noted other IPA innovations, such as the instance where a capitated provider group in
HMO Oregon’s network has initiated an experimental program using resource specialists. In
that program, staff without nursing backgrounds provide care management for people with
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functional deficits of a milder nature than most health plans would regard as warranting care
management.

One innovation we saw at all case study organizations was care manager referrals to
community services, including home-delivered meals, senior centers, transportation
assistance programs, personal assistance, subsidized housing, and custodial-level nursing
homes. In the fee-for-service sector, community agencies, such as the local Area Agency on
Aging, would provide this information, as well as referral assistance, to those seniors who
contacted the agency. The case study organizations used their organizational infrastructure
to channel high-risk beneficiaries to community services that they may not otherwise have
sought. The MCOs do not pay for these services, which are excluded from their contracts
with Medicare. However, their efforts can improve access to these services. The care
managers’ knowledge of the various community programs can help ensure that seniors get
access more effectively than if they tried to obtain those services on their own. In the best
cases, the care managers not only provided referrals, but also monitored seniors to determine
that services were provided.

C. MCOsS FIELDED A WIDE MIX OF INITIATIVES IN ADDITION TO CARE
MANAGEMENT

All four MCOs went beyond the basic Medicare benefit package. They all implemented
disease management programs, although they differed with respect to the disease they
targeted. The two most common disease management programs were for congestive heart
failure and diabetes. Although some aspects of the organizations’ programs were similar, the
procedures and pathways used varied in different ways. All the programs were developed by
the MCO rather than purchased from external vendors. The programs also emphasized the
importance of local physician opinion leaders. Of the disease management programs we
reviewed, Kaiser Colorado’s were the most extensive. Among the more innovative and
pragmatic disease management programs, Kaiser Colorado had developed an anticoagulation
service that directly managed the constantly fluctuating anticoagulant dosage requirements of
patients taking these medications. This program, with a caseload of about 3,700 patients,
utilized seven pharmacy staff, who carried laptops connected to their laboratory information
system. Because of Kaiser Colorado’s group model structure, pharmacists in the program
found it easy to communicate consistently with primary care physicians regarding medication
changes. Kaiser Colorado had also developed a diabetes registry through their laboratory
information system to identify diabetics with special needs and to ensure coordinated care
for this group of enrollees.

Keystone East also developed a noteworthy program for treating patients who needed
joint replacements. To help ensure that the program would be accepted throughout its
physician network, Keystone East organized a team of respected specialists from its market
area to develop its program. The program includes presurgery home visits by a nurse to
assess patients’ readiness for surgery and to prepare patients and their homes for their
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subsequent return. The program also includes home visits after surgery to help seniors with
their recovery.

It was evident that home health visits were used extensively to conduct home evaluations
and interventions beyond those covered by the basic Medicare benefit package.
Beneficiaries and their families appeared to be pleased with these services. Even physicians
who were not fully familiar with the care management program extolled the virtues of the
home evaluations, particularly as a method for evaluating home safety and functional status.

The organization of services for institutionalized enrollees also was a noteworthy
innovation in the delivery of care for high-risk seniors. For example, three of the four
HMOs admitted patients directly to skilled nursing facilities, waiving traditional Medicare
guidelines requiring a three-day hospital stay. Moreover, all four MCOs used their
contracting process as an opportunity to review the quality of care at different nursing
homes, and to impose supplementary standards for participation beyond those required by
Medicare. These included having accreditation for delivering subacute care, the ability to
administer antibiotics intravenously, and the capacity to perform heart monitoring. They
also included operational criteria such as being able to admit patients 24 hours a day
(including weekends), offering rehabilitation services at least six days a week, having clinical
functions provided by permanent staff rather than outsourced, and being staffed primarily
with registered nurses rather than licensed practical nurses.

Furthermore, the two group model organizations limited their network to only a few
facilities. The small network of skilled nursing facilities made it easier to secure dedicated
beds to facilitate transitions from inpatient care, and reduced the burden on discharge
planners and care managers for this purpose. Moreover, at the group model organizations,
the physicians who cared for patients at skilled nursing facilities were organized into a special
subcomponent of the group practice. This facilitated familiarity between the nursing home
staffs and physicians and promoted more availability of providers for families, residents, and
staff at the facilities. Again, the group model organizations offered the opportunity for this
type of physician specialization to foster facility-specific skills and other efficiencies similar
to those gained from hospitalist approaches. Although the group model organizations
appeared to take particular advantage of their narrower physician network for organizing
special programs to help manage care for people in nursing homes, one of the IPA model
organizations, Keystone East, also fostered long-term care services by providers through
special payment arrangements. This latter effort encouraged physicians with special interests
in the nursing home population by giving them increases in their monthly capitation
payments.

The two group model organizations used versions of the hospitalist model for inpatient
care. These organizations took advantage of the higher degree of organization with their
group practices and allowed their physicians to structure the inpatient care in a more
concentrated manner. Although this allowed for greater efficiency in delivering inpatient,
acute service, it also led to issues regarding continuity of care. For example, some care
managers lamented that this often led to difficulties in communicating issues in the transition
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between outpatient and inpatient settings. The seniors in our focus groups also expressed
concern that this type of approach might reduce the continuity of their care.

All organizations took advantage of the flexibility provided by capitation to offer some
off-policy benefits. This flexibility, while not routinely exploited, was utilized in special
situations. On occasion, physicians were particularly enthusiastic about the opportunities for
using this flexibility for specific patients, and some deplored the limitations of the
conventional Medicare fee-for-service guidelines. The most commonly provided off-policy
benefits were home visits to evaluate seniors who did not meet the Medicare fee-for-setvice
criteria for home health care. Other off-policy benefits included the provision of durable
medical equipment beyond Medicare guidelines or home modifications and help with
nutritional issues. Use of these other benefits was generally quite limited, and their use was
controlled by the organizations.

At the time of our site visit, Kaiser Colorado was completing its electronic medical
record system. This system appears to offer substantial opportunities for improving the
delivery of care for high-risk seniors. Since Kaiser Colorado already has a centralized
information system, albeit not a paperless medical record, they have had ample experience
using this common data source for reducing duplicative tests and medications that can lead
to untoward iatrogenic complications. The centralized record also facilitates communication
among the many providers who deliver care for high-risk seniors. Kaiser Colorado’s
electronic medical record illustrates another advantage of the group model HMO. It is hard
to imagine how an IPA would finance and implement such a system, because the IPA
typically would cover only a minority of the patients seen by any of the physicians in their
network.

D. FOSTERING FURTHER INNOVATION

The basic finding from this case study is that MCOs in the Medicare + Choice risk
program who invest in programs for frail elders can produce high levels of satisfaction
among their elderly high-risk members. More than 90 percent of the high-risk seniors in our
set of innovative MCOs said that they would recommend their plan to someone with a
similar level of health. This satisfaction level is comparable to that found for the general
population of Medicare beneficiaries in managed care, and substantially above the
approximately 75 percent level previously found for a national sample of beneficiaries with
disabilities or advanced age (Nelson et al. 1990).

This high level of satisfaction is evidence of the potential of managed care to serve high-
risk populations well. It also establishes a goal for the Medicare + Choice system as a whole
to produce equally high levels of satisfaction among beneficiaries with both high- and low-
risk for adverse health outcomes. If the general level of satisfaction among high-risk seniors
could be raised from approximately 75 percent to the 93 percent level observed in our study,
it would generate substantial benefits to a particularly vulnerable group of Medicare
beneficiaries. Such a change seems feasible because the MCOs included in our study
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represent a fairly broad mix of organizations. There are group and IPA models; some
operate with relatively high Medicare + Choice payments, others get low payments; some are
fairly new to managed care for Medicare beneficiaries, others have been doing it for decades.
Thus, their success suggests that similar results could be obtained by other MCOs. While it
may take other MCOs awhile to achieve the success of these case-study organizations, it
seems reasonable to expect them to take steps in that direction.

Although the case study suggests that it is possible to produce high levels of satisfaction,
it does not indicate specific steps to achieve that level. FEach of the case study MCOs
developed its own programs, designing them in ways that worked for the plan. Each of the
efforts shared common elements, particularly the core elements of the I-CAN approach:
Identification and assessment, Care management, Assistance programs, and Network
credentialing and support. These core elements enable the MCOs to identify high-risk
seniors and to then deliver and coordinate necessary medical care and social supports. At
the same time, each MCO developed programs that took advantage of opportunities
provided by it structure and community. For example, the group model MCOs built on
their clinic-based primary care deliver system to foster communication between care
managers, physicians, and the care-managed seniors. The IPA models used their data
systems to identify high-risk seniors. This enabled them to provide targeted services ranging
from care management to pre-admission home visits to assess and education seniors
scheduled for joint replacement surgery. The IPA models also offered seniors a relatively
large network.

Our case study identified several factors that may have promoted innovation at the four
MCOs:

B Innovation was fostered by a culture of experimentation (Peters and
Waterman 1982). All of the case study MCOs exhibited an interest in trying
new approaches to coordinating and delivering care. Care management,
group clinics, disease management, and other programs were fielded and
monitored. Operations were then modified and, possibly, expanded if the
pilot seemed to produce favorable results. Not every idea worked, but that
did not seem to stop the MCOs from continuing to try new things and
assessing how those new approaches might improve care and help control
costs.

B Innovation was supported by senior officials in the MCOs. In all cases, there
were senior officials in the MCO who encouraged innovation and who often
were instrumental in the development and implementation of new
approaches.

B The MCOs found ways to draw on community resources. All the case-study

MCOs were in areas that had a wide array of community support services
available. The MCOs referred high-risk seniors to these service providers in
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order to meet their needs for services that were outside the MCOs’ Medicare
+ Choice contracts. While there were some waiting lists, directors of the
Area Agencies on Aging in these communities indicate that services generally
were available for seniors who could pay for them and were often available
for seniors who needed subsidized care. It seems plausible that these
community supports, assisted by the referral efforts of the MCOs, may have
been partly responsible for the satisfaction levels we observed. It cannot be
determined from our case study whether similar satisfaction levels could be
produced in areas that lacked community support services.

B Innovation was facilitated by having a critical number of high-risk seniors.
The challenge is having enough high-risk seniors with similar needs to
support a special intervention. ~ While the overall number of high-risk
seniors is growing, they are likely to continue to represent a fairly small part
of an MCO’s overall business (including both Medicare + Choice and
commercial products). Furthermore, high-risk seniors are heterogeneous and
will often require individualized education and intervention. These aspects
of the population mean that it will often be difficult to identify a sufficient
number of people whose needs can be addressed efficiently within a
specialized program. Innovation therefore requires the ability to identify
seniors with similar needs and to find ways to meet those needs through
programs that operate at an efficient scale.

In addition, it appeared that the group models offer several advantages. In particular,
the clinic-based approach these types of MCOs use to delivery primary care meant they
could assemble a sufficient number of high-risk seniors to support targeted programs. In
the IPAs, the MCO typically did not have enough high-risk seniors in one physician’s
practice to support targeted on-site programs. In addition, it appeared that physicians
associated with the group model organizations had a stronger commitment to pre-paid care,
which made them more likely to develop and support new care delivery and coordination
approaches for high-risk seniors. The challenge facing the IPAs, with respect to innovation,
appeared to be the relative difficulty in building physician loyalty and making their programs
salient to their network providers. Often, an IPA’s, members constitute a small fraction of
the practice of most network physicians, who must deal with multiple plans having differing
administrative and care management requirements. Nevertheless, the IPAs made a number
of innovations regarding care management, disease management, pre-surgery home visits to
help patients and their families plan for recovery, as well as development and dissemination
of best-practice guidelines.

Although the findings from the Medicare + Choice plans we studied generally were
positive, there is still room for improvement. For example, the level of unmet need appears
lower than would be found in the general fee-for-service (Allen and Mor 1997), but several
seniors in our sample, still experienced problems due to the unmet needs for assistance.
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In addition, the innovation we saw was often constrained, in the sense that it did not
address the full range of care issues facing high-risk seniors. For example, the care
management delivered by the MCOs tended to emphasize short-term interventions and
generally did not include longer-term efforts to educate and monitor patients beyond what
was done by the primary care physicians. The constraints stem from many sources. One is
the lack of clear evidence that many, more ambitious interventions would be cost-effective.
Without such evidence, MCOs are likely to be hesitant before making a substantial
investment in new services or approaches. Another constraint came from the Medicare +
Choice contract, which focuses primarily on medical care and excludes most personal
assistance, nutrition, housing, and long-term nursing home care, as well as supports for
families and other unpaid caregivers. It does not require or pay for MCO’s to address needs
for these non-Medicare services. Lastly, the MCOs had to find the resources for targeted
programs within the Medicare + Choice capitation payments. There are many demands on
the portion of those payments that does not go to care delivery. These include marketing,
internal data and financial systems, monitoring compliance with Medicare regulations, and
any special efforts to provide extra services to high-risk seniors. This internal competition
for resources constrains the special efforts, particularly in the absence of evidence that they
generate savings.

While the case study MCOs show that it is feasible to achieve high satisfaction levels,
how likely is it that this can be replicated in a broader set of plans? The findings from our
study provide both encouragement and some cautions. The fact that the plans we studied
were diverse suggests that improve performance can be achieved by a broad range of plans.
But, we found, translating potential into action also requires corporate commitment, the
active involvement of physicians, and a culture of experimentation that may not exist in all
plans.

Our discussions with MCOs, physicians, and seniors, identified several factors that might
encourage plans to invest more heavily in the kinds of programs we studied. They stressed
four key factors:

1) Stabilizing the financial and regulatory environment faced by
Medicare + Choice plans. We came away from our visits with a sense that
a MCO’s senior management will focus first on the overall performance of
the organization and will focus on new care approaches for high-risk seniors
only once the financial stability of the organization has been addressed. As a
result, MCOs are not likely to pursue programs for high-risk seniors until
they have some successful financial and operational experience with their
Medicare + Choice risk plan. Outside factors that can affect basic
performance, such as rapid growth or decline in enrollment, competition
from new insurance products and plans, and mandates for new programs or
services, will demand management attention and can divert attention for new
innovations. ~ As a result, uncertainty in the financial and regulatory
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(Gold 2001).

2)

3)

)

It is ironic, but perhaps fortuitous, that our study is raising these issues today, at a time
when the Medicare + Choice program is under substantial stress, with plans withdrawing,
enrollment dropping, and policymakers debating the importance of stabilizing the program
Among options discussed to stabilize the program, payment levels and
regulatory requirements factor heavily in the debate. Our study’s contribution to the debate
on these issues arguably is to highlight how Medicare beneficiaries may be affected by the
outcome or resolution of this debate. We show that Medicare + Choice has the potential to
enhance care for frail elders, an opportunity that might be lost if the program erodes.
Assuming that the Medicare + Choice program remains, the key challenge for policymakers
will be to decide how to provide incentives for a more broad-scale adoption of the

environment can lead MCOs to address new approaches for high-risk seniors
are likely to proceed piecemeal in an incremental fashion.

Reducing expectations of improvements in care combined with cost
savings. There is substantial evidence that it may not be possible to
improve care for high-rise seniors while saving money at the same time (for
example, Kemper 1988). While the experience of the case-study MCOs
suggests that marginal improvements are possible in the current Medicare +
Choice program, more substantial improvements may require more money.

Risk-adjusted capitation payments. One way to ensure sufficient funding
for programs targeted to high-risk seniors is to implement a payment system
that would explicitly recognize the higher costs incurred by such seniors.
CMS has already taken some steps in this direction. A possible further step
could be use of the individualized, annual screening and risk adjustment
payment process used in the second-generation Social Health Maintenance
Organizations (S/HMO). That payment system appeats to be operationally
feasible and to offer a potential model for tailoring payments to the actual
risk levels of an MCO’s members (Wooldridge et al. 2001). However, only
one plan has agreed to be paid under this system; so its wider applicability
remains uncertain.

Better cost-effectiveness analysis for mandated services. Medicare +
Choice regulations have mandated that plans provide several services
intended to help high-risk seniors. These services include new member
screening, assessments, and care coordination. Yet the analytic support for
whether the capitation payments are sufficient to support provision of these
services remains unclear. The fact that the case-study MCOs fielded many of
these services before they were mandated, suggests that at least those
organizations believed such services were effective within the capitation
system of the mid- to late-1990s. Without stronger research support for the
cost-effectiveness of these services within the current capitation system,
however, it will be difficult to convince MCOs to embrace the mandates and
to find additional ways to improve care for high-risk seniors.
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innovations managed care makes possible, without adding to the regulatory requirements
and instability that threaten the program. One promising step currently underway at CMS
involves efforts to improve performance measurement (via HEDIS and CAHPS) so that it
focuses more heavily on MCO performance for frail elders, then using performance
information to inform beneficiary choice. Performance measures specific to high-risk
seniors could also be used to revise the payment system, both through enhanced payment
and a more adequate risk adjuster that compensates plans seeking to invest in care for the
most vulnerable Medicare beneficiaries.

Finally, the Medicare program itself can constrain the ability to coordinate all the medical
and other services high-risk seniors may require in order to maintain their functioning and
independence. Funding for such services comes from many sources in addition to Medicare
and the full range of providers extends well beyond those who deliver medical care.
Furthermore, the seniors, along with their families and friends, will continue to provide
substantial care.  Full integration and coordination of these services will require
corresponding efforts to coordinate funding and to look beyond the Medicare program.

V11, Constrained Innovation in Managed Care for High Risk Seniors






REFERENCES

Alliotta, Sherri. Personal communication, June 15, 2001.

Aliotta, SI.. “Components of a Successful Case Management Program.” Managed Care
Quarterly, vol. 4, no. 2, 1996, pp. 38-45.

Allen, Susan M., and Vincent Mor. “The Prevalence and Consequences of Unmet Need:
Contrasts Between Older and Younger Adults with Disability.” Medical Care, vol. 35, no.
11, 1997, pp. 1132-1148.

Allen, Susan, and Vincent Mor. “The Prevalence and Consequences of Unmet Need:
Contrasts Between Older and Younger Adults with Disability.” Medical Care, vol. 35,
no. 11, 1997, pp. 1132-1148.

Alter, M., Z.X. Zhang, E. Sobel, M. Fisher, Z. Davanipour, and G. Friday. “Standardized
Incidence Ratios of Stroke: A Worldwide Review.”  Newuroepidemiology, vol. 5, 1986,
pp. 148-158.

ASPE’s Disabilities and Managed Care Website, http://aspe.os.dhhs.gov/daltcp/home.htm.
2000.

Aubert, R.E., W.H. Herman, J. Waters, W. Moore, D. Sutton, B.L. Peterson, C.M. Bailey,
and J.P. Koplan. “Nurse Case Management to Improve Glycemic Control in Diabetic

Patients in a Health Maintenance Organization: A Randomized, Controlled Trial.”
Annals of Internal Medicine, vol. 129, 1998, pp. 605-612.

Auerbach, A.D., R.B. Davis, and R.S. Phillips. “Physician Views on Caring for Hospitalized
Patients and the Hospitalist Model of Inpatient Care.” Journal of General Internal Medicine,
vol. 16, no. 2, 2001, pp. 116-119.

Bates, B.E., and M.G. Stineman. “Outcome Indicators for Stroke: Application of an
Algorithm Treatment Across the Continuum of Postacute Rehabilitation Services.”
Archives of Physical Medicine and Rehabilitation, vol. 81, no. 11, 2000, pp. 1468-1478.



140

Beck, Arne, John Scott et al. “A Randomized Trial of Group Outpatient Visits for
Chronically IIl Older Members: The Cooperative Health Care Clinics.”  Journal of the
American Geriatrics Society, vol. 45, no. 5, May 1997, pp. 543-549.

Boult, C., L.B. Boult, L. Morishita, B. Dowd, R.L. Kane, and C.F. Urdangarin. “A
Randomized Clinical Trial of Outpatient Geriatric Evaluation and Management.” Journal
of the American Geriatrics Society, vol. 49, 2001, pp. 351-359.

Boult, Chad, Robert Kane, and Randall Brown. “Managed Care of Chronically Il Older
People: The American Experience.” British Medical Journal, vol. 321, 2000, pp. 1011-
1014.

Boult, L., C. Boult, P. Pirie, and J.T. Pacala. “Test-Retest Reliability of a Questionnaire that
Identifies Elders at Risk for Hospital Admission.” Journal of the American Geriatrics Society,
vol. 42, no. 7, 1994, pp. 707-711.

Brainsky, A., H. Glick, E. Lydick, et al. “The Economic Cost of Hip Fractures in
Community-Dwelling Older Adults: A Prospective Study.”  Journal of the American
Geriatrics Society, vol. 45, 1997, pp. 281-287.

Brown, I, R. Renwick, and D. Raphael. “Frailty: Constructing a Common Meaning,
Definition, and Conceptual Framework.” International Journal of Rehabilitation Research,
vol. 18, 1995, pp. 93-102.

Brown, Randall, Jeanette W. Bergeron, Dolores Gurnick Clement, Jerrold W. Hill, and
Sheldon Retchin. “The Medicare Risk Program for HMOs—Final Summary Report on
Findings from the Evaluation.” Princeton, NJ: Mathematica Policy Research, Inc.,
February 1993.

Buchner, D., and E. Wagner. “Preventing Frail Health.”  Health Promotion and Disease
Prevention, vol. 8, no. 1, 1992, pp. 1-17.

Burnstein, Nancy R., Alan J. White, and David Kidder. “Evaluation of ALI Inclusive Care
for the Elderly (PACE) Demonstration: Impact of PACE on Outcomes.”  Report
submitted to the Health Care Financing Administration. Cambridge, MA: Abt
Associates, November 1996.

Carcagno, George J., and Peter Kemper. ”The Evaluation of the National Long-Term Care
Demonstration: An Overview of the Channeling Demonstration and Its Evaluation.”

Health Services Research, vol. 23, no. 1, April 1988, pp. 1-22.

Case Management Association of America. Standard of Practice for Case Management. Little
Rock, AR: CMAA, 1995.

References



141

Chen, Arnold, Randall Brown, Nancy Archibald, Sherry Aliotta, and Peter D. Fox. “Best
Practices in Coordinated Care.” Princeton, NJ: Mathematica Policy Research, Inc.,
February 2000.

Christensen, Sandra. “Medicare + Choice Provisions in the Balanced Budget Act of 1977.”
Health Affairs, vol. 17, July/August 1998, pp. 224-231.

Cleary, P.D., and S. Edgman-Levitan. “Health Care Quality: Incorporating Consumer
Perspectives.” Journal of the American Medical Association, vol. 278, 1997, pp. 1608-1662.

Cleary, Paul D., and Barbara J. McNeil. “Patient Satisfaction as an Indicator of Quality
Care.” Inquiry, vol. 25, spring 1988, pp. 25-36.

Clement, D.G., S.M. Retchin, R.S. Brown, and M.H. Stegall. “Access and Outcomes of
Elderly Patients Enrolled in Managed Care.”  Journal of the American Medical Association,
vol. 271, 1994, pp. 1487-1492.

Close, J., M. Ellis, R. Hooper, E. Glucksman, S. Jackson, and C. Swift. “Prevention of Falls
in the Elderly Trial (PROFET): A Randomised Controlled Trial.” Lancet, vol. 353, 1999,
pp. 93-97.

Coleman, Eric A., Edward H. Wagner, Louis C. Grothaus, Julia Hecht, James Savarino, and
David M. Buchner. “Predicting Hospitalization and Functional Decline in Older Health
Plan Enrollees: Are Administrative Data as Accurate as Self-Reports?”  Journal of the
American Geriatrics Society, vol. 46, no. 4, 1998, pp. 419-425.

Collins, Karen Scott, Cathy Schoen, and David R. Sandman. The Commonwealth Fund

Survey of Physician Experiences with Managed Care. New York: The Commonwealth
Fund, March 1997.

Consortium for Citizens with Disabilities. “Principles for Health Care Reform from a
Disability Perspective.” Testimony to the Ways and Means Committee of the U.S.
House of Representatives, 1991 (updated February 1993).

Criscione, T., T.A. Kastner, D. O’Brien, and R. Nathanson. Replication of a Managed
Health Care Initiative for People with Mental Retardation Living in the Community.
Mental Retardation, vol. 32, no. 1, 1994, pp. 43-52.

Donabedian, Avedis. The Methods and Findings of Quality Assessment and Monitoring:  An
Lilustrated Analysis. Ann Arbor, MI: Health Administration Press, 1985.

Ellrodt, G., D.J. Cook, J. Lee, M. Cho, D. Hunt, and S. Weingarten. “Evidence-Based
Disease Management.” Journal of the American Medical Association, vol. 278, 1997, pp. 1687-
1692.

References



142

Federal Register, vol. 64, no. 31, February 17, 1999, p. 7981.

Fernandez, A., K. Grumbach, L. Goitein, K. Vranizan, D.H. Osmond, and A.B. Bindman.
“Friend or Foe? How Primary Care Physicians Perceive Hospitalists.” Archives of Internal
Medicine, vol. 160, no. 19, 2000, pp. 2902-2908.

Gabel, . “Ten Ways HMOs Have Changed During the 1990s.” Health Affairs, vol. 16, 1997,
pp. 134-145.

Gage, B.IF., M. Boechler, A.LL. Doggette, G. Fortune, G.C. Flaker, M.W. Rich, and M.].
Radford. “Adverse Outcomes and Predictors of Underuse of Antithrombotic Therapy
in Medicare Beneficiaries with Chronic Atrial Fibrillation.” S#oke, vol. 31, no. 4, 2000,
pp. 822-827.

Gazmararian, J.A., D.W. Baker, M.V. Williams, R.M. Parker, T.L. Scott, D.C. Green, S.N.
Fehrenbach, J. Ren, and J.P. Koplan. “Health Literacy Among Medicare Enrollees in a
Managed Care Organization.” Journal of the American Medical Association, vol. 281, no. 0,
1999, pp. 545-551.

Gill, T.M., C.S. Williams, ].T. Robison, and M.E. Tinetti. “A Population-Based Study of
Environmental Hazards in the Homes of Older Persons.” American Journal of Public
Health, vol. 89, 1999, pp. 553-556.

Gill, T.M., CS. Williams, E.D. Richardson, and M.E. Tinetti. “Impairments in Physical
Performance and Cognitive Status as Predisposing Factors for Functional Dependence
Among Nondisabled Older Persons.”  Journal of Gerontology, vol. 51, 1996, pp.
M283-M288.

Gold, Marsha. “Medicare + Choice: An Interim Report Card.” Health Affairs, vol.20, no.4,
July-August 2001, pp. 120-138.

Gold, Marsha, and Beth Stevens. “Informed Health Plan Choice for Vulnerable Subgroups
of Medicare Beneficiaries.” Monitoring Medicare + Choice: Operational Insights No. 5.

Washington, DC: Mathematica Policy Research, Inc., September 2001.

Gold, Marsha, and Natalie Justh. “Forced Exit: Beneficiaries in Plans Terminating in 2000.”
In Fast Facts. Princeton, NJ: Mathematica Policy Research, Inc., September 2000.

Gold, Marsha, Craig Thornton, Peter Fox, and Sheldon Retchin. “Serving Frail Elders in
Medicare Managed Care.” Princeton, NJ: Mathematica Policy Research, Inc., 1998.

Hamerman, D. “Toward an Understanding of Frailty.” _Annals of Internal Medicine, vol. 130,
1999, pp. 945-950.

References



143

Health Care Financing Administration. Medicare Managed Care Contract (MMCC) Plans--

Monthly Summary Report. Accessed at http://www.hcfa.gov/stats/mmcc.htm on
November 2, 2001a.

Health Care Financing Administration. Operational Policy Letter #59, Department of
Health and Human Services, HCFA, Center for Health Plans and Providers, Medicare
Managed Care, December 11, 1997.

Health Care Financing Administration. The Characteristics and Perceptions of the Medicare
Population: Data from the 1997 Medicare Current Beneficiary Survey. Baltimore: HCFA, Office
of Strategic Planning, Information and Methods Group, September 1999.

Health Care Financing Administration. The Characteristics and Perceptions of the Medicare
Population (1998). Accessed at http://www.hcfa.gov/surveys/mcbs/PubCNP98. htm
on November 2, 2001.

HMO Workgroup on Care Management. “Identifying High-Risk Medicare HMO Members:
A Report from the HMO Workgroup on Care Management.” Washington, DC: Group
Health Foundation, April 1996.

HMO Workgroup on Care Management. “Risk Screening Medicare Members Revisited: A
Report from the HMO Workgroup on Care Management.” Washington, DC: AAHP
Foundation, February 2000.

Institute for Health and Aging, University of California, San Francisco. Chronic Care in
America. Princeton, NJ: Robert Wood Johnson Foundation, August 1996.

Ireys, Henry T., Elizabeth Wehr, and Robert E. Cooke. Defining Medical Necessity: Strategies for
Promoting Access to Quality Care for Persons with Developmental Disabilities, Mental Retardation,
and Other Special Health Care Needs. Arlington, VA: National Center for Education in
Maternal and Child Health, 1999.

Johnell, O. “The Socioeconomic Burden of Fractures: Today and in the 21st Century.”
Journal of the American Medical Association, vol. 103, 1997, pp. 20S-258S.

Jorgensen, H.S., N. Hirofumi, O. Hans, ]J. Raaschou, M.S. Vive-Larsen, and T.S. Olsen.
“Outcome and Time Course of Recovery in Stroke. Part II: Time Course of Recovery.
The Copenhagan Stroke Study.” _Archives of Physical Medicine and Rebabilitation, vol. 76,
1995, pp. 406-412.

Kannus, P., J. Parkkari, H. Sievanen, et al. “Epidemiology of Hip Fractures.” Bone, vol. 18,
1996, pp. 57S-638S.

References



144

Kemper, Peter. “The Evaluation of the National Long Term Care Demonstration:
Overview of the Findings.” Health Services Research, vol. 23, no. 1, April 1988, pp. 161-
174.

Kenzora. “Predictors of Functional Recovery One Year Following Hospital Discharge for
Hip Fracture: A Prospective Study.” Journal of Gerontology, vol. 45, no. 3, 1990, pp.
M101-M107.

Kirsch, Irwin S., Ann Jungeblut, Lynn Jenkins, and Andrew Kolstad. A First Look at the
Findings of the National Adult Literacy Survey. Washington, DC: National Center for
Education Statistics, 1993.

Kramer, Andrew M. “Outcomes for Stroke and Hip Fracture Patients in HMO and Fee-For-
Service Systems: Study Summary.” Paper presented at the conference “Beyond the
Water’s Edge: Charting the Course of Managed Care for People with Disabilities.” St.
Michaels, MD, November 20-22, 19906.

Kramer, Andrew M., John F. Steiner, Robert E. Schlenker, Theresa B. Filertsen, Carol A.
Hrincevich, Daryl A. Tropea, Laura A. Ahmad, and Donald G. Eckhoff. “Outcomes and

Costs After Hip Fracture and Stroke: A Comparison of Rehabilitation Settings.” Journal
of the American Medical Society, vol. 277, no. 5, 1997, pp. 396-404.

Lamphere, J., P. Neuman, K. Langwell, and D. Shermen. “The Surge in Medicare Managed
Care: An Update.” Human Affairs, vol. 16, 1997, pp. 127-133.

Lindsay, R. “The Burden of Osteoporosis: Cost.””  Journal of the American Medical Association,
vol. 98, no. 2A, 1995, pp. 9S-118.

Magaziner, J., M. Eleanor, T. Simonsick, J. Michael Kashner, R. Hebel, and J.E. Kenzora.
“Predictors of Functional Recovery One Year Following Hospital Discharge for Hip
Fracture: A Prospective Study.” Journal of Gerontology, vol. 45, 1990, pp. M101-M107.

Manton, Kenneth, Robert Newcomer, Gene Lowrimore, et al. “Social/Health Maintenance
Organization and Fee-for-Service Health Outcomes over Time.” Health Care Financing
Review, vol. 15, no. 2, winter 1993, pp. 173-199.

Medicaid Working Group. “Principles of Managed Care Delivery Systems for People with
Disabilities.” Paper presented at the Conference on Serving People with Disabilities in
Managed Care:  State Experiences with Program Design and Implementation,
Washington, DC, 1995.

Medicare Payment Advisory Commission. Report to the Congress:  Medicare Payment Policy.
Washington, DC: MedPAC, March 1999.

References



145

Medicare Payment Advisory Commission. Report to the Congress:  Selected Medicare Issues.
Washington, DC: MedPAC, June 1999.

Moon, Marilyn. Medicare Now and in the Future. Second edition. Washington, DC: Urban
Institute Press, 1996.

Morey, M.C., P.A. Cowper, J.R. Feussner, et al. “Evaluation of a Supervised Exercise
Program in a Geriatric Population.” Journal of the American Geriatrics Society, vol. 37, 1989,
p. 348.

Mukamel, D.B., C.C. Chou, J.G. Zimmer, and B.M. Rothbenberg. “The Effect of Accurate
Patient Screening on the Cost-Effectiveness of Case Management Programs.”
Gerontologist, vol. 37, 1997, pp. 777-784.

National Chronic Care Consortium. “Conceptualizing, Implementing, and Evaluating
Extended Care Pathways.” Bloomington, MN: NCCC, 1995.

National Chronic Care Consortium. “Risk Identification: Exploring a Conceptual
Framework and Identifying Implementation Issues.” Bloomington, MN: NCCC, 1995.

National Committee for Quality Assurance. HEDIS 2000. Washington, DC: NCQA,
1999.

Neer, RM., C.D. Arnaud, J.R. Zanchetta, R. Prince, G.A. Gaich, J.Y. Reginster, A.B.
Hodsman, E.F. Eriksen, S. Ish-Shalom, H.K. Genant, O. Wang, and B.H. Mitlak.
“Effect of Parathyroid Hormone (1-34) on Fractures and Bone Mineral Density in

Postmenopausal Women with Osteoporosis.” New England Journal of Medicine, vol. 344,
2001, pp. 1434-1441.

Nelson, Lyle, Marsha Gold, Randall Brown, Anne B. Ciemnecki, Anna Aizer, and Karen A.
CyBulski. “Access to Care in Medicare Managed Care: Results from a 1996 Survey of

Enrollees and Disenrollees.” Washington, DC: Mathematica Policy Research, Inc.,
November 1996.

Pacala, James T., Chad Boult, and L.B. Boult. “Predictive Validity of a Questionnaire that
Identifies Elders at Risk for Hospital Admission.” Journal of the American Geriatrics Society,
vol. 43, 1995, pp. 374-377.

Peters, Thomas J. and Robert H. Waterman, Jr. In Search of Excellence: Lessons from America’s
Best-Run Companies. New York, NY: Harper & Row, Inc. 1982.

Ray, N.FF,, J.K. Chan, M. Thamer, and L.J. Melton. “Medical Expenditures for the
Treatment of Osteoporotic Fractures in the United States in 1995: Report from the

National Osteoporosis Foundation.”  Journal of Bone and Mineral Research, vol. 12, 1997,
pp. 24-35.

References



146

Retchin, S.M. “The Heterogeneity of Health Maintenance Organizations and Quality of
Care.” Journal of the National Cancer Institute, vol. 89, no. 22, 1997, pp. 1654-1655.

Retchin, S.M., and B. Brown. “Quality of Ambulatory Care in Medicare Health Maintenance
Organizations.” _American Journal of Public Health, vol. 80, 1990, pp. 411-415.

Retchin, S.M., D.G. Clement, and R.S. Brown. “Care of Patients Hospitalized with Strokes
Under the Medicare Risk Program.” In MCOs and the Elderly, edited by H.S. Luft. Ann
Arbor, MI: Health Administration Press, 1994, pp. 167-194.

Retchin, Sheldon M. “The Older Driver.” In Principles and Practice of Geriatric Medicine, third
edition, edited by M.S.J. Pathy. Sussex, England: John Wiley & Sons, Ltd., 1998, pp.
153-165.

Retchin, Sheldon M., Randall S. Brown, Shu-Chuan Jennifer Yeh, Dexter Chu, and Lorenzo
Moreno. “Outcomes of Stroke Patients in Medicare Fee for Service and Managed Care.”
Journal of the American Medical Society, vol. 278, no. 2, 1997, pp. 119-124.

Reuben, D.B., J.C. Frank, S.H. Hirsch, K.A. McGuigan, and R.C. Maly. “A Randomized
Clinical Trial of Outpatient Comprehensive Geriatric Assessment Coupled with an
Intervention to Increase Adherence to Recommendations.” Journal of the American
Geriatrics Society, vol. 47, 1999, pp. 269-276.

Robinson, J.C., and L.P. Casalino. “Vertical Integration and Organizational Networks in
Health Care.” Health Affairs, vol. 15, 1996, pp. 7-22.

Rosenberg, C.H., and G.M. Popelka. “Post-stroke Rehabilitation: A Review of the
Guidelines for Patient Management.” Gerzatrics, vol. 55, no. 9, 2000, pp. 75-81.

Sandy, L., and R. Gibson. “Managed Care and Chronic Care: Challenges and
Opporttunities.”  In Managed Care and Chronic lliness, edited by P. Fox and T. Fama.
Baltimore: Aspen Publishers, 1996.

Schore, Jennifer, Randall Brown, and Valerie Cheh. “Case Management for High-Cost
Medicare Beneficiaries.” Health Care Financing Review, vol. 20, no. 4, summer 1999, pp.
87-102.

Schurch, M.A., R. Rizzoli, B. Mermillod, et al. “A Prospective Study on Socioeconomic
Aspects of Fracture of the Proximal Femur.” Journal of Bone and Mineral Research, vol. 11,
1996, pp. 1935-1942.

Shaugnessy, P., R.E. Schlenker, and D.F. Hittle. “Home Health Care Outcomes under

Capitated and Fee-For-Service Payment.” Health Care Financing Review, vol. 16, 1994, pp.
187-222.

References



147

Shaugnessy, P.W., R.E. Schlenker, and D.F. Hittle. “Case Mix of Home Health Patients
Under Capitated and Fee-for-Service Payment.” Health Services Research, vol. 30, no. 1,
1995, pp. 79-113.

Shortell, S.M., R.R. Gillies, D.A. Anderson, K.M. Erickson, and J.B. Mitchell. Remaking
Health Care in America: Building Organized Delivery Systems. San Francisco: Jossey-Bass,
1996.

Simon-Rusinowitz, Lori, Kevin J. Mahoney, Sharon M. Desmond, Dawn M. Shoop, Marie
R. Squillace, and Robert A. Fay. “Determining Consumer Preferences for a Cash
Option: Arkansas Survey Results.” Health Care Financing Review, vol. 19, no. 2, 1997, pp.
73-96.

Smith, G., and J. Ashbaugh. Managed Care for People with Developmental Disabilities: A Guidebook.
Alexandria, VA: National Association of State Directors of Developmental Disabilities
Services, Inc., 1995.

Sofaer, S. “Aging and Primary Care: An Overview of Organizational and Behavioral Issues
in the Delivery of Healthcare Services to Older Americans.” Health Services Research, vol.
33, no. 2, 1998, pp. 298-321.

Stoier, Tom, and S. Olsen. “Outcome and Time Course of Recovery in Stroke. Part II:
Time Course of Recovery. The Copenhagan Stroke Study.” _Archives of Physical Medicine
and Rehabilitation, vol. 76, no. 5, May 1995, pp. 406-412.

Stone, R., G. L. Caffferata, and J. Sangel. “Caregivers of the Frail Elderly: A National
Profile.” Gerontologist, vol. 27, 1987, p. 620.

Tinetti, M.E., and C.S. Williams. “Falls, Injuries Due to Falls, and the Risk of Admission to
a Nursing Home.” New England Journal of Medicine, vol. 337, 1997, pp. 1279-1284.

U. S. Department of Education. Literacy of Older Adults in American: Results from the National
Adult Literacy Survey. Washington, DC: USDE, National Center for Education Statistics,
1996.

Villareal, D.T., E.F. Binder, D.B. Williams, K.B. Schechtman, K.E. Yarasheski, and W.M.
Kohrt. Bone Mineral Density Response to Estrogen Replacement in Frail Elderly
Women: A Randomized Controlled Trial.”” Journal of the American Medical Society, vol. 2806,
2001, pp. 815-820.

Ware, John E., M. Kosinski, and S.D. Keller. SF-36 Physical and Mental Summary Scales: A
User’s Manual. Boston: Health Institute, 1994.

References



148

Wasson, J.H., A.E. Sauvigne, R.P. Mogielnicki, W.G. Frey, C.H. Sox, C. Gaudette, and A.
Rockwell. “Continuity of Outpatient Medical Care in Elderly Men: A Randomized
Trial.” Journal of the American Medical Association, vol. 252, no. 17, 1984, pp. 2413-2417.

Webster, James R., and Joseph Feinglass. “Stroke Patients, ‘Managed Care,” and Distributive
Justice.” Journal of the American Medical Society, vol. 278, no. 2, July 9, 1997, pp. 161-162.

Williams, Mark V., Ruth M. Parker, David W. Baker, Nina S. Parikh, Kathryn Pitkin,
Wendy C. Coates, and Joanne R. Nurss. 1995. “Inadequate Functional Health Literacy
Among Patients at Two Public Hospitals.”  Journal of the American Medical Association, vol.
278, 1995, pp. 1677-1682.

Wooldridge et al. “Social Health Maintenance Organizations: Transition into Medicare +
Choice.” Princeton, NJ: Mathematica Policy Research, Inc., January 2001.

Wooldridge, Judith, Randall Brown, Leslie Foster, Sheila Hoag, Carol Irvin, Robert L. Kane,
Robert Newcomer, Barbara Schneider, and Kenneth D. Smith. “Transition of the Social
HMO into the Medicare + Choice Program.” Princeton, NJ: Mathematica Policy
Research, January 2001.

References



APPENDIX A

SUPPLEMENTAL EXHIBITS






EXHIBIT A1

CONTROL VARIABLE MEANS FOR HIP AND STROKE SUBSAMPLES

PLLAN=
Total Aspen/Kaiser Keystone
Plan
Aspen and Kaiser Colorado 16.2 100.0 0.0
0.2) (0.0) (0.0)
Keystone Hast 83.8 0.0 100.0
0.2) (0.0) (0.0)
Sample Indicators®
Hip fracture 26.7 51.0 21.9
0.2) (0.8) 0.2)
Stroke 74.4 49.0 79.3
0.2) (0.8) 0.2)
Respondent Type:
Sample member 55.4 63.0 54
21 (2.3) (2.4
Proxy 23.4 20.7 23.9
(1.8) (1.8) (2.2)
Representative proxy 21.2 16.3 22.2
.7 (1.9) 2.0)
Age
Under 85 79.0 69.8 80.8
(0.9) (1.1) (1.0)
85 or older 20.8 29.1 19.2
0.9 (1.0) (1.0)
Gender
Male 44.7 35.9 46.4
21 (2.4 (2.5
Female 55.3 64.1 53.6
@.1) (2.4) 2.5)
Races
White 82.0 95.1 79.4
(1.7) (1.0) 21
Black 16.4 2.2 19.2
(1.7) (0.4) (2.0)
Other 1.6 2.7 14
(0.5) 0.9) (0.6)
Education
Did not complete high school 36.9 24.1 39.5%*
21 (22 (2.4
High school graduate or above 63.1 75.9 60.5*
@1 2.2) 2.4)
Total Household Income
Less than $10,000 26.9 ** 23.5 27.7 **
(2.2) (2.4 (2.6)
$10,000 or over 73.1 76.5 72.3 %%
22 (2.4) 2.6)
Health Assessment
Excellent or good 68.0 70.7 67.5
(1.8) (2.5) (2.2)
Fair or poor 32.0 29.3 32.5
(1.8) (2.5) 22
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EXHIBIT A1 (continued)

PILLAN=
Total Aspen/Kaiser Keystone
Lives Alone 22.1 32.1 20.2
(1.8) 2.7 (2.0
ADI. Limitationsd
Two or fewer 71.5 84.8 76.2
2.0) 2.2 2.3)
Three to five 22.5 15.2 23.8
(2.0) 2.2 (2.3)
Number of Chronic Conditions¢
Two or fewer 35.7 36.5 35.6
2.0) 2.6) 2.3)
Three or four 40.2 40.6 40.1
21 (2.6) (2.4
Five or more 24.1 22.9 24.3
(1.8) (2.4 21
Alzheimer’s or Other Dementia 14.0 13.2 141
(1.5) (1.5) 1.7

SOURCE: Sample of 387 respondents in the hip fracture or stroke subsamples taken from a telephone survey of 1,657 high-risk seniors
from three managed care organizations, conducted between March and December 1999 by MPR.

NOTE: Values are percentages, with standard errors in parentheses.
* Aspen and Kaiser Colorado are combined for the hip and stroke subsamples because of their small sample sizes.
bPercentages will sum to more than 100 because some seniors are in multiple sample frames.

¢Race categories are different from those in Table 11.4 because we were unable to control for ethnicity, as a result of the small number of
Hispanics. Ethnicity is therefore ignored as a control variable, and Hispanics are classified into their corresponding race category.

dADL limitations involve the need for help or supervision with the five activities of daily living: bathing, cating, dressing, transferring, and
toileting. These questions were asked of the 1,399 community residents only.

¢People were asked whether they had been diagnosed with any of the following chronic conditions: arteriosclerosis, hypertension, heart
attack, other heart disease, previous stroke, depression, cancer, diabetes, arthritis, asthma, previous hip fracture, or Alzheimer’s or other

dementia.

*5 to 20 percent nonresponse.
**Over 20 percent nonresponse.
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EXHIBIT A.2

MARGINAL EFFECT OF SELECTED CHARACTERISTICS ON THE PROBABILITY OF REPORTING
INADEQUATE INFORMATION FOR PLAN SELECTION, DISSATISFACTION, OR
UNCERTAINTY ABOUT ADDRESSING COMPLAINTS

(Percentage Point Change)

Whether a Senior

Reports Having Whether a Senior Whether a Senior
Inadequate Would Not Has No Concrete
Information for Recommend Their Plan for Addressing
Selecting the Best MCO to a Senior Dissatisfaction with
Individual Characteristics MCO with Similar Health Medical Care
Aspen Member 3.4 41 53
Keystone Member 0.2 2.7 -0.6
Survey Completed by a Proxy Respondent 2.9 5.1%* -0.2
Survey Completed by a Representative Proxy - 7Tk 6.3 - 15. 4%
Female -21 -- 31
Self-Reported Good Health 25 0.8 -39
Self-Reported Fair Health 2.6 5.7 -19
Self-Reported Poor Health 8.3% 4.7 -
Age 75 to 84 Years Old 4.2 4.0 2.9
Age 85 Years or Older 6.8 -1.6 15.4%#%
Race: Black 2.5 1.7 1.8
Race: Other Nonwhite -20 3.6 21
Annual Income: $10,000 to $20,000 -3.2 - 44 -2.7
Annual Income: More than $20,000 -1.6 -3.7 -4.6
Annual Income Variable Missing -- -1.9 4.4
Medicaid Coverage -1.8 -1.5 2.9
Medicaid Variable Missing 8.7% -2.8 8.2%
Married 0.7 -1.8 6.9%
Living Alone 52 1.6 03
Living Arrangements Missing -1.9 -1.9 -6.2
3 to 4 Chronic Conditions 0.2 -1.8 -13
5 or More Chronic Conditions 25 1.8 -6.7*
Educational Attainment: High School 0.4 1.8 -44
Educational Attainment: at Least Some College 3.2 2.3 - 6.0*
Limited in 3 to 5 Activities of Daily Living 2.9 7.8%* -0.4
Activity of Daily Living Measure Missing 6.5 10.2%* 5.8
Selected in the Advanced Age Risk Group -4.2 4.6 -6.0
Selected in the Hip Fracture Risk Group - 10.7%x¢ 1.3 - 9.7%k
Selected in the Stroke Risk Group -4.2 3.4 -49
Alzheimer’s Disease or Other Dementia -3.8 -0.8 -22
Constant -28.1 -29.3 20.7

SOURCE: MPR telephone sutvey of 1657 selected high-risk seniors in three managed care organizations.

NOTE: The marginal effects shown in the

table indicate the percentage point change in a dependent variable that

would result from changing each of the independent variables from 0 to 1. For example, in the first column,
the coefficient on the variable Aspen shows that a person who was a member of Aspen rather than Kaiser

Colorado (the excluded category) w

ould be 3.4 percentage points more likely to report having had inadequate

information for selecting the best MCO. Given the way the dependent variables are defined, a negative sign

on a marginal effect would reflect a

~ Value 1s less than 0.5 percent.

more desirable situation.

*Significantly different from zero at the .10 level, two-tailed [or one-tailed] test
**Significantly different from zero at the .05 level, two-tailed [or one-tailed] test.
¥ Significantly different from zero at the .01 level, two-tailed [or one-tailed] test.
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