
1 
 

                   1/7/16 Version 
 

    Wisconsin Long Term Care Coalition Response to DHS LTC Decision Items 
 

A. Decision Items re Core Values  
 

68. Determine ongoing communication strategy for stakeholders  
 
Guidance issued by the Centers for Medicare and Medicaid Services (CMS) makes the following 
recommendations: “States must engage in a thoughtful and deliberative planning process that permits 
enough time to outline a clear vision for the program; solicit and consider stakeholder input; educate 
program participants; assess readiness; and develop safeguards and oversight mechanisms to ensure a 
smooth transition to, and effective ongoing implementation of, Managed Long-term Services and 
Supports.”  
 

First and foremost, DHS should educate program participants, community organizations and long-term 
care providers on the changes to the system. Develop a communications plan  to notify members  how 
and when programs may change before any planning takes place, and clearly state how members can 
provide feedback on changes before they are made. DHS should alert current Family Care and IRIS 
participants of the proposed changes to their programs and the timeline for implementing these 
changes. Stakeholders, including program participants, should be notified by DHS when the proposed 
concept paper is released and when the draft waiver is released. These DHS communications should 
include clear instructions on how to provide input on the concept paper and draft waiver and explain 
the next steps in the redesign process.  
 

After the concept paper is released, DHS should hold additional public hearings throughout the state to 
solicit stakeholder input. DHS should summarize the feedback they receive on the concept paper and 
make the comments publicly available. Stakeholder comments on the concept paper should be 
incorporated into the draft waiver. Once the draft waiver is released, additional public hearings should 
be held by DHS to receive input on the waiver.  
 
70. Federal requirements for communications  
 
CMS expects states to have a formal process for the ongoing education of stakeholders prior to, during, 
and after implementation, and states must require their contractors to do the same. According to CMS 
guidance: “Consumers must be offered supports to facilitate their participation, such as transportation 
assistance, interpreters, personal care assistants and other reasonable accommodations, including 
compensation, as appropriate. Each state’s proposal to CMS should describe the state’s advisory group 
and how stakeholder input has and will inform the MLTSS program design.” 
 
CMS guidance also states: “CMS expects states to publicly post its concept paper or related descriptive 
material prior to submission to CMS, as well as any updated or modified materials that follow. These 
documents should include clear statements of which LTSS populations are included in the MLTSS 
program and how their coverage and access to services will change when the MLTSS program is 
implemented. In its proposal to CMS, each state should provide a summary of comments received and 
any changes made to the proposal as a result of the comments. The state website should be updated as 
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the proposal is modified. States must adhere to the Tribal Consultation Requirements as described in 
their existing authorities.” 
 
Current federal rulemaking regarding Medicaid Managed Care requires states to create a long-term care 
stakeholder group “so that opinions of beneficiaries, providers, and other stakeholders are solicited and 
addressed during the design, implementation, and oversight of the MLTSS  program.” In addition, this 
proposed federal rule requires each MCO to establish “a regular process to solicit direct input on the 
enrollees’ experiences.” CMS specifically proposes that each MCO “establish and maintain a member 
advisory committee.” These MCO advisory groups should include a reasonable representative sample of 
the populations covered by the long-term care program.  
 
71. Managing public input  
 
Each state must implement and report to CMS about its stakeholder engagement strategy through 
which it involves the public in the design of its managed long-term care program. DHS should also 
summarize its stakeholder engagement efforts to the Legislature. DHS should summarize the public 
comments it receives after each opportunity for public input. These comments should be made publicly 
available, and DHS should describe which comments they plan to incorporate into the new program. If 
they choose to not include public comments, DHS must describe why not.  
 
72. Should there be a committee to seek input from or do this through existing committees and public 
input? 
155. Do we need a separate advisory committee? 
 
CMS clearly states in their “Guidance to States using 1115 Demonstrations or 1915(b) Waivers for 
Managed Long Term Services and Supports Programs that “each state will be expected to establish a 
formal MLTSS stakeholder advisory group that includes cross-disability representatives of the LTSS 
stakeholder community such as participants (and their families or caregivers, where appropriate) in 
LTSS, LTSS providers, and community-based organizations involved in the support of those using LTSS.”  
 
Per CMS guidance, DHS should create a formal long-term care redesign committee that includes cross-
disability representatives of the long-term care community, such as participants, their family members 
and caregivers, providers, advocates, community-based organizations involved in long-term care, 
counties and other stakeholders. Ensure that committee members reflect diverse perspectives and 
represent a variety of racial, ethnic, socio-economic backgrounds.  Although over 50% of Wisconsinites 
receiving long-term care services have mental health and/or substance use needs, mental health and 
substance use stakeholders have generally had minimal involvement in Advisory Councils and other 
forums for providing input regarding the long term care system.  Moving forward, DHS should develop a 
structure to ensure the substantive engagement of behavioral health consumers, providers, advocates, 
and family members with policymakers and providers in the long term care system, and require IHAs to 
include such representation in their governing boards.   
 
This formal long-term care redesign committee should be involved in making key decisions throughout 
and work collaboratively with DHS staff to craft the waiver for Family Care and IRIS 2.0. This redesign 
committee should continue to meet with DHS staff during implementation of Family Care and IRIS 2.0 
and continue to serve as a dedicated stakeholder advisory committee after the new program has been 
fully implemented. The Committee shall provide input, guidance, and community feedback to DHS and 
develop continued improvements to the Family Care and IRIS 2.0 program. The long-term care 
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stakeholder committee shall advise on matters that directly concern the Family Care and IRIS 2.0 
Program.   
 
In addition to utilizing a separate and distinct long-term care redesign committee, the state should 
continue to seek input from its standing disability and older adult councils and committees throughout 
the re-design process. Like the formal long-term care redesign committee, these councils and 
committees should be allowed to provide feedback to DHS throughout the redesign process.  
 
73. How to engage advocacy groups? 
121. What is the process to solicit comments from advocacy groups? 
 
In addition to the formal long-term care redesign committee described above, DHS should consult with 
advocacy groups throughout the re-design process. Advocacy groups should be given the opportunity to 
meet with DHS throughout the concept paper and waiver redesign process. Advocacy groups should be 
given the opportunity to provide input into the concept paper and draft waiver, and DHS should 
document recommendations provided by advocates and show how their suggestions were incorporated 
into the process. In instances where feedback is not incorporated into the concept paper or waiver, DHS 
should provide an explanation for why advocate’s recommendations were not used. We appreciate that 
DHS held a dedicated public hearing for long-term care advocates in September, and believe that similar 
events should be held as DHS continues the redesign process.  
 
98. Federal requirements for tribal consultation 
 
The Centers for Medicare & Medicaid Services (CMS) seeks the guidance of Tribal leaders on the delivery 
of health care for American Indians/Alaska Natives (AI/AN) served by the Marketplace, Medicare, 
Medicaid, Children's Health Insurance Program (CHIP), or any other health care program funded by CMS. 
Details surrounding CMS’ Tribal Consultation policy is found using the link below. 
 
https://www.cms.gov/Outreach-and-Education/American-Indian-Alaska-
Native/AIAN/Downloads/CMSTCP_FINAL_11_17_11.pdf 
 
The federal department of Health and Human Services also has a tribal consultation policy, which aligns 
with the policy promulgated by CMS. The HHS policy statement can be accessed through the link below. 
 
http://www.hhs.gov/about/agencies/iea/tribal-affairs/consultation/ 
 
 
123. Use the list of principles as a foundation to solicit comments 
122. Should there be a common paper that is given to committees to solicit feedback? 
 
 
The current Family Care program was developed using the principles of choice, access, cost-
effectiveness, and quality. DHS, in collaboration with the stakeholder groups described above, should 
determine what values need to be the basis of Family Care and IRIS 2.0. These mutually-agreed upon 
values should drive the re-design process. DHS should clearly communicate what the values and goals of 
the redesign process are and give stakeholder groups the opportunity to provide input into how these 
values/goals can be achieved in the new system. However, stakeholders should not be limited to 
providing input on values/goals.  

https://www.cms.gov/Outreach-and-Education/American-Indian-Alaska-Native/AIAN/Downloads/CMSTCP_FINAL_11_17_11.pdf
https://www.cms.gov/Outreach-and-Education/American-Indian-Alaska-Native/AIAN/Downloads/CMSTCP_FINAL_11_17_11.pdf
http://www.hhs.gov/about/agencies/iea/tribal-affairs/consultation/
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B.  Decision Items re Quality and Choice  

20. It is assumed that there will be no changes to the existing LTC FC benefit. 

We support the Department’s assumption that the benefit package remains, at minimum, intact. While 
the FC benefit is stated to remain the same, there is no guarantee that service levels will be unchanged. 
Participants have concerns that there are other ways service levels could be adjusted without 
modification of the functional screen (prior authorization processes, shifting of duties to natural 
supports/family caregivers, shifting of duties to provider agencies that cannot accommodate needs, 
manipulation of the person centered planning process, use of administrative processes/denials to slow/ 
stop/or place the burden on participant to contest decision etc.). Regarding behavioral health, there has 
consistently been a lack of access to qualified mental health professionals and key mental health 
services, lack of recovery-oriented care, and over-reliance in some parts of the state on congregate care 
living arrangements. Access to behavioral health benefits are not the same as access to the actual 
services, and we would want to have assurance that adequate provider capacity and reasonable wait 
times for critical supports are assured by the Department, as well as access to community-based 
supports in the least restrictive environment. DHS should clarify how supports will be integrated in 
county systems.  
 
99. Quality metrics 

 Wisconsin should have performance-based quality indicators outlined in IHA contracts that include both 
incentives for strong performance and penalties for low or nonperformance. Outcomes should be rooted 
in quality of life measures that indicate community integration. DHS should evaluate thorough 
assessment of needs, development of individualized plans to assure and quality services are delivered 
pursuant to the plan. At minimum required data elements should include:  

Community Integration 

Use key questions from National Core Indicators’ Community Integration section as baseline to establish 
goals in contract language for assuring and increasing community integration, including transportation.   

Institutions. 

-The number of admissions to institutions with the ability to delineate institution type (SNF, ICF-
ID, IMD, etc.);  

-The age and disability of the people admitted into institutions and length of time individuals 
spend in the institution;  

-The number of people returning to the community from an institution (with the ability to 
delineate institution type, age, and disability of individuals returning);  

-Previous residential setting for each individual prior to current institutional placement (own 
home, family home, supported independent living, AFH, CBRF, ICF-ID, IMD, SNF, DD Center, 
primary care medical facility etc.) with the ability to delineate by IHA, age, disability, institution, 
Medicaid funding source.  
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-Targeted goals for reducing long-term institutionalization rates. 

Self-Direction 

-Consistent with current participation levels in IRIS at the time the new system begins operation, 
a minimum of 20% of long-term care participants self-directing all their services, with goals to 
steadily increase that percentage each year, with the ability to delineate the age, disability 
status, and number/types of services being self-directed. A separate goal of those self-directing 
specific services, with a goal for increasing that percentage each year.  

-Amount of self-directed budgets, service types purchased, and number of hours of each service 
type purchased delineable by IHA and individual. Contract should include quantifiable increase 
in number of members who self-direct each year. 

Providers. 

-Number of providers—including agencies and workers hired by self-directing participants—
delineable by geography, IHA network, and type(s) of services provided (e.g. primary, acute, 
behavioral health, transportation, employment, personal care, home health care, rehabilitative 
services etc.);  

-Number of hours of service for each service type provided delineable by individual provider and 
IHA network;  

-Number of direct service staff employed by each provider and number of hours of direct service 
provided by individual staff;  

-Amount of time taken for provider to arrive to deliver service to participant and/or participant 
to get to provider;  

-Distance provider travelled to deliver service to participant and/or distance participant travelled 
to get to provider.  

-Amount of “wait time” between contact with provider and delivery of service/appointment. 

Employment 

-Number/percentage of working-age members (16-60) with disabilities working in Competitive 
Integrated Employment (CIE) at least 15 hours per week;  

-For participants working in competitive integrated employment, average gross wages adjusted 
for length of time on job, number/percentage with some level of health care coverage through 
employer, number/percentage with paid time off, number/percentage who advanced in career 
during prior year (defined as achieving increased hours; additional part-time job; promotion 
with higher pay);  

-Among working-age members (16-60) not engaged in CIE, the number/percentage with a goal 
in their Plan of Care/ISP to obtain CIE for at least 15 hours a week;  
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-Among working-age members (16-60) not engaged in CIE, the number/percentage receiving 
services to obtain CIE of at least 15 hours a week through the IHA or another recognized funding 
source;  

-Number of participants receiving pre-vocational services, total length of time receiving pre-
vocational services, number of hours per week of pre-vocational services received, and average 
gross wages adjusted for length of time on job delineable by individual and pre-vocational 
service provider.  

-In each contract, quantifiable goals should be set increasing the number of individuals using 
long-term supports who participate in integrated employment.  

Transportation 

-Number of rides requested, purpose of ride (commute to employment, NEMT, personal 
appointment, community engagement etc.), number of rides requests fulfilled on time, number 
of late pick-ups, number of no-show rides, number of trip requests not completed due to wrong 
type of vehicle or wrong service dispatched (e.g. inaccessible vehicle). 

-Transportation sources used by IHAs to fulfill ride requests delineable by source (public transit 
system, NEMT broker, independent specialized transportation provider, cab company, volunteer 
driver system, individual natural support network, ADRCs, county mobility managers, etc.). 

-Reason for denial of any trip request. 

-Specific to NEMT rides to primary, acute, and behavioral health service appointments; number 
of trips that were unable to be scheduled, number of instances when a scheduled ride did not 
arrive, number of instances when rides arrived more than 15 minutes late, number of instances 
when late arrival or failure to arrive resulted in medical care not being delivered or an 
appointment that was not fulfilled, number of instances resulting in an appointment needing to 
be rescheduled, costs to medical facilities incurred with failure to fulfill scheduled appointments, 
costs of additional rides needed to rescheduled appointments that were missed because of late/ 
no-show rides or wrong vehicle/provider type sent. . 

Mental Health 

-Use of emergency services/inpatient hospitalization for psychiatric conditions; 

-Number of participants with mental health diagnosis living in congregate settings compared to 
number of participants in congregate setting without mental health diagnosis. 

-Number of participants accessing peer supports and other psycho-social rehab services, 
including comprehensive community services and community support programs.  

-Number of suicides of LTC participants with mental health diagnosis. 

-Measurements should include degree of independence, self-determination, and recovery. 
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Clinical 

-Require IHA reporting of measures relevant to the long term care population from the Core Set 
of Adult Health Care Quality Measures for Medicaid1 (Adult Core Set), including Annual 
Monitoring for Patients on Persistent Medication, CAHPS Health Plan Survey Adult 
Questionnaire, Care Coordination/Care Transition, All-Cause Readmission rate, Adult Body Mass 
Index, Controlling High Blood Pressure, Comprehensive Diabetes Care, Follow-up After 
Hospitalization for Mental Illness, Screening for Clinical Depression and Follow-up plan. 

-Clinical measures should be able to be delineated by disability type and mental health status.  

Other 

-number of participants where chemical restraint, isolation, restrictions or rules specific to 
the individual have been imposed, or an individual has been removed and banned from their 
living situation.   

Data collected should be available to the public in an accessible, easy-to-understand format such as a 
dashboard or report card so participants can compare outcomes in identified managed care plans. This 
data also should be reported to the Legislature and Fiscal Bureau.  
 
The role of the Department of Health Services in overseeing quality indicators should be clear and 
comprehensive, with adequate staffing to ensure that data is collected and reported in a timely way, 
that complaints are rigorously investigated, and that services are being delivered at the level and quality 
reported. 
 
133. Do we change any of the model requirements (RAD, IDT, provider network, etc.)? 

The RAD and IDT should not apply to people who are choosing to fully self-direct. The RAD, if it’s 
preserved as a methodology, should also determine personal experience outcomes, not just health and 
safety. Primary and acute managed health care costs for able-bodied adults, older adults, and people 
with physical disabilities are a known quantity and predictive capitated rates can be applied for these 
populations. However, people with developmental and/or complex disabilities are varied, more 
medically complex, and higher cost, so capitated rates for the typical population are not applicable to 
this population. It is critical to use precise cost information for people with developmental disabilities in 
order to set an accurate capitated rate for LTC participants. 47% of LTC participants are people with 
developmental disabilities. Most states moving to primary/acute managed care start with the able-
bodied Medicaid population. Wisconsin is not transitioning its typical population (Badger Care) from FFS 
to managed care so the general population will not be a factor to lower cost (via greater numbers and 
lower risk). Also, 81% LTC population are dual eligible who may choose to retain their fee for service 
doctors under Medicare. Wisconsin has already achieved significant savings via managed LTC (diverting 

                                                           
1
 http://www.medicaid.gov/medicaid-chip-program-information/by-topics/quality-of-care/downloads/2014-adult-

sec-rept.pdf  

http://www.medicaid.gov/medicaid-chip-program-information/by-topics/quality-of-care/downloads/2014-adult-sec-rept.pdf
http://www.medicaid.gov/medicaid-chip-program-information/by-topics/quality-of-care/downloads/2014-adult-sec-rept.pdf
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people away from institutions). Savings on the Medicare side revert to the federal government, so will 
not meet a state goal of cost savings if a goal of moving to managed care is cost savings.   
 
We recommend that IHAs be required to contract with “any willing provider” just as MCOs are required 
to at present. If the “any willing provider” requirement is lifted (at the outset or later), we believe that 
members in many parts of the state will not have sufficient provider choices. This is already a problem in 
many rural areas. Act 55 is silent on maintaining provider rates, but we recommend that rates be 
preserved for at least 18 months. Small providers are essential to LTC service delivery; this differs from 
the primary/acute health care model. DHS also should be working to ensure the permanent stability of 
the small provider networks that have a proven track record of delivering high-quality community 
supports in community settings. 
  
168. Identify data necessary for quality monitoring up front 

We support the Department embarking on a robust quality assessment of the current system to use as a 
baseline in comparing current quality of life and satisfaction measures with changes experienced in 
Family Care 2.0.  
 
171. Identify what the goals are and then develop quality measures to evaluate 

The goals of quality Medicaid managed care should be providing community-based, high-quality 
supports and care so people can maintain their independence, health, and productivity in the 
community while creating sustainability through decreased dependence and improved overall health. 
The Department needs to establish a quantifiable baseline and then measure progress at least annually, 
building benchmarks toward goals in annual contracts to IHAs to ensure they are getting what they are 
paying for. 
 
19: The model must be able to serve numerous populations; will we require IHAs take all or none of them 

or can they select?  

No, IHAs must serve all long-term care populations.  

44. What occurs if there is only one IHA in a region? 

Because IRIS is not a fully separate program to choose, Family Care 2.0 should not move forward at all 
until there are multiple IHAs in every region of the state that have demonstrated they can serve every 
target group.  
 
47. How to determine number of IHAs in a region 

We support 2-3 IHAs in every region of the state. We are concerned that a single IHA creates a 
monopoly without choice, and more than 3 is not sustainable because of the population base. 
 
51. What are the system implications for multiple IHAs in a region? 

See above. We support providers being able to contract with multiple IHAs. DHS should not allow IHAs 
to develop non-compete contracts with individual providers.   
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131. Can IHA select which populations they will cover? 

No. IHAs must cover all populations.  

132. Do you have to offer all programs: Partnership, integrated IRIS, FC. 2.0? 

Yes.  

152. What will occur if only 1 IHA? 

A single IHA in any region of the state is a marker that the program is not ready to move forward 
statewide.  
 
156. What if you have no IHAs in a region? 

No IHAs in a region is a marker that the program is not ready to move forward.  

158. How to assure we get at least 2 IHAs in a region? 

Less than 2 IHAs in a region is a marker that the program is not ready to move forward statewide.  

C. Decision items re Building on Strengths of the Current LTC System 

4. IDT team structure and should this be different for individuals in different settings? 

Team structure should be the same for individuals in all settings.  What should be considered is flexibility 
in the involvement of certain IDT team members based on the needs of individual members.  For 
example, a young person with intellectual disabilities who is in good physical health may not necessarily 
need the intensity of service of the RN discipline that is available in the current model.  The key to 
effectively implementing this is a set of externally developed criteria that allows for “tiered” 
intervention based on individual needs and good documentation of the decision making process.  This 
flexibility currently exists in FC 1.0 with the RN role and internal data shows it has had no negative effect 
on member care. 
 
16. IHAs will need to have an HMO license. Are there other licensing requirements? 

High quality applicants should be able to do business in Wisconsin without too many licensing 
requirement barriers. Accountability to quality will not necessarily come through additional licensure 
requirements, but through adherence to detailed performance measures and outcome expectations in 
the contract. 
 
18. Will the Districts be able to become licensed HMOs? 

Section 1618c of 2015 Wis. Act 55 authorizes long term care districts to operate a health maintenance 
organization. Consistent with current law, it is assumed that an entity seeking to be an “integrated 
health agency” must be a licensed health maintenance organization (HMO). Current Long-Term Care 
District statutory language does not expressly allow for the Districts to be licensed as HMOs. Statutory 
language would need to be developed to operationalize the legislature’s intent to allow Districts to 
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operate as HMOs. All four Long-Term Care District MCOs are interested in continuing operations in the 
new system. 
 

31. Will the contract require that IHAs follow Fee for Service Prior Authorization criteria? 

The authorization process embedded in the current Family Care program essentially provides for pre-
authorization for all services prior to their delivery. The Family Care Partnership program also has pre-
authorization standards in place. Family Care/IRIS 2.0 should mirror these prior authorization practices 
to assure member needs are met through enhanced access to service providers and timely/expedited 
service authorizations. 
 
46. How to determine the number of regions? 

Factors to consider in determining number of regions: 

-Number of regions should be at least 5 to ensure adequate options if an IHA leaves the market 
statewide or in an individual region or regions and to ensure the ability for adequate provider network 
in rural portions of state.  This will also allow for regions that share some level of values, culture and 
preference vs a “one size fits all” which will occur if regions are too large. 
 
-IHA’s should be required to serve all areas of a given region rather than being allowed the option of 
“cherry picking” by zip code or some other criteria within a region. 
 

-Adequate population to manage risk, likely to be higher with acute care added 

-Network adequacy in each region for all covered benefits with reasonable time/distance 
standards 
 

-Mix of urban and rural areas to ensure interested IHA providers in all regions as well as 
adequate network of providers 
 

52. What are the system implications in changing regions? 

-Potential provider level disruption for members, including, and perhaps especially, on acute 
side 
 
-Potential to break up well functioning partnerships between MCO/IHA and various stakeholders 
(counties, law enforcement, courts, etc.) 
 
-If poorly designed regions, possibility of insufficient interest in current regions 

-Contracting issues with new provider entities, need to ensure adequate network before roll out 
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60. Phase down of any existing MCOs that would no longer exist. 

In the event that an existing MCO would no longer be a part of the Family Care/IRIS 2.0 program, 
sufficient time and resources should be allocated to support a seamless transition to a new IHA. 
Continuity of care is of paramount importance. Services being provided to a member prior to the 
transition to a new IHA should stay in place for a period of time following the transition. Members 
should also be able to receive the services from their current providers through the transition period. 
 
If current MCOs delivering LTSS exit the market, their LTSS provider networks should be protected 
through any willing provider provisions, which should also include protection of current rates. An IHA 
serving the region covered by the exiting LTSS MCO should be required to contract with existing LTSS 
providers. Any willing provider protections should also include provisions to protect current/standard 
rates. Ohio is an example of a state that protects the existing provider rate of an out of network provider 
for the first year.  
 
These processes and procedures should be laid out in a comprehensive transition plan that is required 
by contract. 
 
90. OCI requirements that must be met. 

Since an Integrated Health Agency (IHA) is a new type of organization created by Act 55, further 
clarification of its statutory powers and responsibilities is necessary. For the purpose of this discussion, 
we will assume an IHA operates similarly to a Health Maintenance Organization (HMO). The Office of the 
Commissioner of Insurance (OCI) oversees the licensing of all insurance companies doing business in 
Wisconsin. All applicants seeking to do an insurance business in Wisconsin must first obtain a Certificate 
of Incorporation and a Certificate of Authority from OCI. Section 613.13, Wis. Stat., describes the 
information which must be filed with OCI to obtain a Certificate of Incorporation and a Certificate of 
Authority for a service insurance corporation. All other provisions of Ch. 613, Wis. Stat., should be 
reviewed carefully for reference to other sections and chapters of the Wisconsin Statutes, including 
management of the corporation and other provisions relevant to contractual arrangements with the 
corporation. Detailed information about OCI requirements that must be met can be found at: 
http://oci.wi.gov/company/app-pack.htm. 
 
100. Determine the oversight/contract administration model. 

The process used to determine which IHA applicants will be allowed to do business in Wisconsin should 
include a robust line of questioning and criteria to ensure an organization is prepared to offer required 
supports to eligible populations. Applicants must be required to submit evidentiary support of their 
claims. The IHA contract must be detailed, comprehensive and prescriptive, outlining clear articulation 
of the policy goals of the system restructuring and clear measures to indicate achievement of those 
goals.  
  
Wisconsin should ask open-ended questions to gauge applicant understanding of and ability to deliver 
on certain required processes. Experience from other states indicates new IHAs do not understand (nor 
can be expected to implement with fidelity) processes and systems that involve person-centered 
planning, behavioral health supports or self-direction that includes full budget authority. IHAs with 
limited LTSS experience could benefit from a comprehensive RFP process outlining clear expectations. 
 

http://oci.wi.gov/company/app-pack.htm
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The state must invest in helping IHAs understand state expectations and implement the program in a 
manner that is consistent with state expectations, including systematic review of key deliverables, onsite 
review of critical processes and operating functions, and monitoring whether services are actually 
delivered. This should be a part of but also in addition to contract requirements. The state must clearly 
and publicly identify the main policy goals of the system restructuring, identify baseline data in these 
areas prior to program implementation and develop and monitor measures to track achievement of 
these goals. 
 
Wisconsin DHS must develop a robust internal contract management process that includes periodic 
review of IHA data related to robust performance measures outlined in the contract. 
 
130. Different contracts for different lines of business. 

Since Family Care/IRIS 2.0 proposes to integrate acute and primary care health care with long-term care 
supports and services, multiple lines of business will exist. For IHAs providing the Family Care/IRIS 2.0 
program, a singular contract should be developed that incorporates each business line component 
rather than developing separate contracts for each line of business. The current Family Care, 
Partnership, and PACE lines of business are contained in one contract document. Distinct 
quality/outcome measurements as well as capitated rates should be established for each line of 
business contained within the contract document. Development of a singular contract will reduce 
duplicative language, reduce or eliminate areas of conflict between the contracts, and provide for 
administrative efficiencies. While the singular contract may be lengthy, the benefits of having all 
business lines incorporated into the document outweigh the potential pitfalls of having multiple 
contracts. 
 
142. Define what is an IHA. 

Wisconsin Act 55 specifies that Integrated Health Agencies (IHAs) will provide “both long-term care and 
acute and primary care services…to long-term care consumers whose care is reimbursed through the 
Medical Assistance program and including, to the extent allowable by the federal department of health 
and human services, long-term care consumers who receive Medical Assistance and Medicare funded 
services.” IHAs will be licensed as Health Maintenance Organizations and considered insurers. As such, 
they will be subject to licensing and operational rules/requirements promulgated by the Office of the 
Commissioner of Insurance (OCI). 
  
143. Can Milwaukee County become an IHA? 

Currently, OCI does not list counties as licensing agencies. Rather, they list for profit and not for profit 
corporations as licensing agencies. It is doubtful that OCI would license Milwaukee County as an HMO 
(IHA). Rather, Milwaukee County may need to consider creating a corporate entity which could be 
licensed as an HMO and operate as an IHA. 
 
144. How to create continuity with the conversion of MCOs to IHAs? 

-Member education and unbiased assistance before, during and after conversion 

-Consider model of shared state/IHA risk during implementation phase 
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-Ensure adequate quality measures, provider network certification standards, oversite and 
certification standards are in place and transparent before conversion begins 
 
-Pilot program before statewide implementation 

-Staggered implementation after “lessons learned” from pilots have led to system design 
improvements 
 

145. How will current MCOs meet Risk-Based Capital requirements (would we assist with this)? 

With the addition of acute and primary care health care to the Family Care/IRIS 2.0 program, risk reserve 
and solvency requirements for current MCOs will increase. Some current MCOs may have enough 
capital to meet these requirements while others do not. A policy decision could be made to support a 
phased-in approach to achieving solvency/reserve requirements, much like what was done in the early 
years of the original Family Care program. MCOs would have a period of time (perhaps three years) to 
reach required levels of capital.  
 
Alternately, the State could give consideration to only requiring current MCOs to accept risk for a 
portion of the new program. Over time, the state would expect these MCOs to gradually assume risk for 
a greater share of the total Medicaid (and eventually Medicare) benefit package. In this way, current 
MCOs would have the opportunity to build required capital requirements while, at the same time, taking 
on greater portions of the benefit package and associated risk. New York is a state that took this type of 
an approach to transition. Link below to a relevant article: 
 

http://www.medicaid.gov/medicaid-chip-program-information/by-topics/delivery-
systems/downloads/transitioning-ltss.pdf 
 

146. Can IHA select counties or zip codes or do they have to take entire regions? 

Wisconsinites should have equal access to quality services. If IHAs are allowed to cherry pick (select by 
counties or zip codes) it doesn’t allow equal access to quality services across the state.  For the integrity 
of the program, it is necessary that the IHA provide their service in the entire region that it is proposing 
to serve. Consideration of regions should be given to the existing providers of not only long term care 
services, but the acute and primary care as well as the county resources. 
 
147. Risk mitigation for if MCOs leave the market  

When an IHA exits the market, Wisconsin should be required to transfer enrollees to other IHAs with 
guarantee of continuity of care for an extended period of time. Wisconsin should hold IHAs to their 
contractual obligations of serving their enrollee populations to the end of their contact period. 
Participants who are required to switch IHAs following an IHA departure should be allowed to either 
enroll in another IHA or to return to conventional fee-for-service Medicaid (for acute primary care) for a 
pre-determined period of time in order to maintain current providers and access choice. Other IHAs 
wishing to serve the market should be required to contract with the provider network of the exiting IHA 
in order to ensure continuity of care for participants.  
 
DHS should also facilitate targeted outreach to participants in the event their IHA decides to leave the 
market: a letter saying “your IHA is leaving, pick another one” is not sufficient.  This process must 

http://www.medicaid.gov/medicaid-chip-program-information/by-topics/delivery-systems/downloads/transitioning-ltss.pdf
http://www.medicaid.gov/medicaid-chip-program-information/by-topics/delivery-systems/downloads/transitioning-ltss.pdf
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include personal outreach, by phone or face to face with participants.  Every effort should be made to 
allow the individual to continue with the same medical care providers, specialists and long-term care 
providers (with a focus on maintaining continuity for residential and employment supports).  
 
If current MCOs delivering LTSS exit the market their LTSS provider networks should be protected 
through any willing provider provisions, which should also include protection of current rates. An IHA 
serving the region covered by the exiting LTSS MCO should be required to contract with existing LTSS 
providers. Any willing provider protections should also include provisions to protect current/standard 
rate or high percentage of current LTSS rate. Ohio is an example of a state that protects the existing 
provider rate of an out of network provider for the first year. 
 
148. Could MCOs continue to exist in a phase in process? 

Considerations for this must include what the new regions will look like. If there is already an existing 
MCO (s) serving a portion of a FC 2.0 region that is structured differently than the existing FC 1.0 region, 
there may be a lack of human resources (e.g., staff turnover in anticipation of major changes) and 
additional administrative burden for the MCO that is now operating in a smaller revised region. With the 
most recent Family Care transition in Northeast Wisconsin, the counties struggled under that lack of 
human resources leading up to the transition and during the transition.  
 
The current environment, which has been created with the announcement of Act 55, involves fear and 
the inability to answer many questions. Because of this, existing MCOs are faced with recruitment and 
retention issues of quality employees, causing additional burden/stress to the existing system. In an 
effort to reduce the fear and anxiety, a detailed implementation/transition plan from DHS would pave 
the way for existing MCOs to make future business decisions related to Family Care 2.0.    
    
During a phase in process, there is concern for the acquisition/maintenance of an adequate provider 
network. Providers may choose to terminate existing contracts with MCOs that are not going to 
continue to exist in the Family Care 2.0 program, prior to the actual transition. Local providers may also 
feel that their business model will not be sustainable in the new program and may make the business 
decision to limit their existing business model or close their doors.   
The State holds the ultimate responsibility to ensure that the residents of Wisconsin receive continuity 
of care, and therefore needs to define the unique thresholds to measure when additional 
resources/interventions are necessary for an MCO/IHA during the transition to ensure member health 
and safety.   
   
Questions that need to be considered: What if the MCO doesn’t want to or cannot continue to exist in 
the remaining FC 1.0 region?  How does an MCO operate as an MCO and an IHA simultaneously?  
 
149. Can an MCO continue if only 1 IHA exists? 

The certification/procurement process should ensure member choice in all areas of the state.  DHS must 
guarantee choice of IHA provider and choice of all services in benefit package regardless of where 
someone receives services in Wisconsin.  Additionally, member choice in IHA allows for some risk 
mitigation to member care should an IHA leave the program. 
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154. Will care be coordinated across the board by an IHA? 

Care should be coordinated across all services for each member to benefit and meet the needs of the 
WHOLE person.  We support specialization in management of long-term care services and mental 
health/AODA, but an IHA must demonstrate coordination across all specialties to ensure continuity of all 
types of care for each member. 
 
Since improved care coordination and integration was a major reason for Wisconsin’s new system 
design, the Department should establish baseline data and set goals for improvement. Specifically, if 
care coordination savings/cost-containment are anticipated to result in less utilization of institutional 
care, avoidance of emergency room utilization and inpatient stays or other measures, IHAs must be 
measured (with appropriately aligned incentives and disincentives) on care transitions and the 
effectiveness of their post discharge follow-up.  
 
Tennessee closely monitors care coordination in the TennCare program since they indicate that care 
coordination is central to the program’s success. The state has established a Long-Term Services and 
Supports Quality Assurance unit which facilitates several key processes, including: chart reviews, ride-
along assessments, person-centered planning process reviews, etc. During its “Readiness Review” 
process, prior to allowing IHAs to operate in Tennessee, the state put great emphasis in assessing the 
effectiveness of an IHA’s care coordination preparedness. During Readiness Review, TennCare 
implemented processes to ensure that IHAs had knowledgeable, well-trained care coordinators.  While 
the IHAs retained primary responsibility for training care coordination staff, TennCare reviewed each 
IHA’s training materials, participated in training, and along with other agencies, provided training. 
 
163. Calculation of Medical Loss Ratios. 

The MLR is the share of premium revenues that an insurer or health plan spends on patient care and 
quality improvement activities, as opposed to administration and profits. The federal CMS will likely 
finalize an 85/15 MLR via their Medicaid Managed Care rule which has not yet been issued. An 85/15 
MLR will not be difficult for an IHA to meet. Wisconsin should set an MLR and use it to set and track 
adequate capitation payments.  If an IHA spends less than the MLR, an IHA should be required to remit 
what they don’t spend: return to the state to reinvest into LTSS (look to KS, TX as examples). If IHAs are 
routinely and significantly spending above the MLR, the state should review and adjust the capitated 
rate accordingly. 
 
Claim dollars and administrative dollars must be clearly separated, identified and transparent. Case 
management costs SHOULD NOT be included in administrative costs of IHAs. By including case 
management within admin an IHA will have an incentive to bump up administrative costs and 
potentially reduce dollars spent on direct care. The costs of direct care – claim costs – should be highly 
detailed to allow for comparison across IHAs. 
 
165. Solvency Fund requirements or bonding requirement. 

The Office of the Commissioner of Insurance (OCI) sets solvency funding requirements for HMOs 
through its Compulsory and Security Surplus Calculation. This practice should continue for Family 
Care/IRIS 2.0. Details related to the Compulsory and Security Surplus Calculation can be found online at 
https://ociaccess.oci.wi.gov/FillableForms/jsp/22_061_intro.oci. 
 

https://ociaccess.oci.wi.gov/FillableForms/jsp/22_061_intro.oci
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169. Concerns around Milwaukee County and MIDAS. 

It is not clear what the full capability of MIDAS can be for Family Care 2.0. MCOs that currently use 
MIDAS, contract through Milwaukee County to access the program, not directly with MIDAS. This single 
barrier limits the requested changes/modifications that can be made to the MIDAS system. The issue 
isn’t solely a MIDAS issue, but any care management system that is currently not handling acute and 
primary care services/authorizations and its ability to transition to such new services. 
 

D. Decision items re Self Direction  

The Structure of Self Direction 

 
1. Should the individual choose the self direction option at the ADRC or at the IHA?  
5. Should IRIS be a standalone program within the IHA with separate reimbursement? 
6. Should all self direction be an option under the IHA with no carve out for full self direction? 
8. Can the IHA serve as the ICA or does this have to be a separate entity? 
30. Is IRIS another line of business or part of Family Care? 
76. Will IHAs be paid separately for self direction? 
 
In Act 55 and in their public comments, the legislature clearly spelled out a “consumer-directed option” 
in the new system that would contain all the features and services of the current IRIS program. It is 
contrary to the philosophy of self direction to have a managed care entity in overall control of the 
process.  It is also unrealistic to expect the new IHAs to fulfill the legislature’s expectations in the area of 
self-directed supports and meet all the certification requirements of Wisconsin’s current IRIS Consultant 
Agencies (ICAs). Instead, we believe that DHS should continue to certify independent ICAs in order to 
provide continuity and quality support for individuals who choose to self direct their LTC services in the 
new model.  These ICAs will provide the current IRIS service of “IRIS Consultant Service” (retitled “self 
direction consultant service”) as one of the services in the IRIS Waiver on July 1, 2015 and mandated to 
be included in the new system per Act 55. There should also be a choice of at least two ICAs operating in 
every service region of the state. When an individual chooses an ICA and decides to self direct  their LTC 
services, they would be informed by the IHA of the choices of certified ICAs operating in their county. 
The ICA chosen by the person would provide all the support coordination the person needs to manage 
their LTC services; the person’s team within the IHA would  coordinate the person’s primary and acute 
health care.  
 
The IHA would receive one capitated rate for all the Family Care/IRIS eligible people in its service region, 
including people who choose to self direct their LTC services. This capitated rate would need to be 
sufficient to cover the ICA and Fiscal Employer Agent (FEA) services, since both are covered services 
under IRIS and required to continue based on Act 55. The IHA  would determine the person’s self 
direction budget for his/her LTC services using an objective process (see section below on “Individual 
Budgeting”), and this would determine the amount of funding the person  would have to spend on LTC 
services. With the support of the ICA, the person would have full “budget authority” and “employer 
authority” (including the authority to choose providers outside the IHA’s provider network). 
 
Since the person’s choice to self direct their LTC services would be supported via the ICA and the 
person’s health care would be coordinated by the IHA, both IHAs and ICAs would be contractually 
required to coordinate with each other.  
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In order to certify, support and oversee a group of ICAs in the future, it will also be important for DHS to 
continue to have a clearly identifiable “Self Direction Team” inside DHS, which has the necessary 
expertise in self direction to ensure quality and fidelity to the self direction model.  
 
Individual Budgeting 

9. Should the IRIS budget model be used by all IHAs for determining full self direction budgets? 

Wisconsin has the benefit of several years of individual budgeting within the IRIS program. Substantial 
time and energy of DHS staff and others have been invested in developing and refining that process. A 
new mechanism for IRIS individual budgeting based exclusively on IRIS claims data is due to be 
implemented in early 2016. Before the new LTC system is implemented, we will be able to confirm 
whether this new individual budgeting mechanism is better than all previous versions. If that is the case, 
it should be incorporated into the self direction option in the new system. For people transitioning from 
IRIS to the self direction option inside Family Care 2.0, the person’s individual budget history should be 
given considerable weight in determining the person’s new individual budget.  
 
It is important that individual budgeting be done exactly the same by all IHAs, and there must be 
safeguards to ensure such consistency. Because no computerized calculation system is perfect, the 
current system (internal to DHS) by which participants can request budget adjustments when the initial 
budget is inadequate and when a participant has an exceptional one-time expense must be preserved. 
There must also be appeal rights (as in IRIS) for people to challenge their budget determination if they 
think it is wrong and/or their request for a budget adjustment/exceptional expense has been denied or 
not granted in full.  The appeals should be handled by DHA. It is also important to ensure (as in IRIS) that 
the cost of the person’s self direction consultant does not come out of the person’s individual budget, so 
that a person who chooses to self direct is not financially penalized for making that choice.   
 
 
 LTC Benefits in SDS 

21. It is assumed that there will be no changes to the IRIS benefit package.  
22. To the extent that IRIS and FC waiver benefits are different they will need to be reconciled. 
32. Which service in the IHA cannot be self directed? 
 
As stated in Act 55, all the services covered under IRIS as of the enactment of the budget must continue 
to be covered in the self direction option in the new system. Self directed personal care would be 
incorporated into the waiver, so that individuals would not have to obtain it as a separate service. While 
current services covered under IRIS should be the starting point, we encourage DHS to add other 
services covered under Family Care whenever it is possible (to reduce the gap between the two benefit 
packages). As long as there is a difference between the two benefit packages, there will continue to be a 
need to reconcile those differences fiscally and programmatically. It is also necessary to reconcile the 
differences between the Children’s LTS Waivers and Family Care, e.g. when a service is obtained on the 
Medicaid card for children but is part of the waiver for adults. It is also important to be clear that people 
who self direct  their LTC services have full budget authority and employer authority over those services.  
 
If Family Care 2.0 will have a broader array of behavioral health services in the new system, those 
services should also be available for self direction.  
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 Eligibility 

35. Under what conditions can an IHA not allow self direction? 

We believe that self direction should be an option for anyone who is eligible for Family Care 2.0. When 
we think of a person’s “capacity” for self direction, we view that concept in terms of the combined 
capacity of the person and his/her family and personal support network to make sound decisions 
regarding the person’s care. If the capacity of the person and his/her circle of support is in question, 
then it is incumbent on the ICA to take steps to work with the person to shore up the supports s/he will 
need in order to effectively self direct.   
 
Transition from IRIS to the new system 

59. Facilitate transition of IRIS to Family Care. 

DHS, ADRCs, IHAs, and ICAs should coordinate their efforts to communicate to IRIS participants in 
multiple ways to ensure that they are fully informed of what is going to happen in the transition to the 
new system. This should include letters, follow-up calls, focus groups, easily understood information on-
line, and (when needed) individual home visits or counseling. To protect participants, we recommend 
that a person’s IRIS budget and IRIS plan be continued for at least one year from the beginning of the 
transition in a particular service region, unless the participant consents to any changes during that time. 
A person’s ongoing relationship with their Consultant (by having IHAs contract with ICAs) will facilitate 
their continuity of care and mitigate against other disruptive factors associated with the transition to the 
new model. If a person’s FEA changes, there should also be a planful effort to ensure that this does not 
result in a delay in payment to vendors or other problems. 
  
Rather than specifying a set date when everyone in a region will transition from IRIS to the new Family 
Care 2.0 program simultaneously, we recommend that people be given a “transition window” of up to 
one year to move from IRIS to the new program.  
  

E. Decision items re Behavioral Health  

4. IDT Team Structure and should this be different for individuals in different settings? 

Yes, the team structure should be flexible based on member needs and choice.  IHAs should be required 
to have qualified mental health professionals who are available to meet regularly with teams, and are 
available to offer consultation if a member so requests or consents. Their role should be to support the 
needs of members who are experiencing mental health or substance use disorder needs. In addition, 
there should be the option to include a mental health professional (as defined in HFS 36.03 (16) on the 
team assigned to a member who has been diagnosed with a major mental illness who needs specialized 
services due to their mental illness, if the member is in agreement.  Members should also have the 
choice of including a certified peer specialist on their team.   
 
10. Will we continue to require IHAs to pay at the Medicaid rate? 
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Because CCS has been developed using cost based reimbursement, it is essential that this 
reimbursement model continue, or it will undermine the ability to continue to provide these services.  
Using the Medicaid rate is problematic for services, such as outpatient behavioral health services, where 
there are significant access issues related to inadequate rates. IHAs need to provide access and if that 
means paying more than the Medicaid rate, than they should be required to do that. DHS may need to 
figure out a way to help IHAs do this. 
 
17. Expand first and then integrate or integrate and then expand 

In the area of behavioral health services, we recommend first testing the integration model in some 
limited areas to pilot it and refine the model.  The pilot design and vetting process should include 
consumers, advocates, and providers including county human service staff.  Only after the integration 
model has been tested and approved by stakeholders, should we move forward with expansion.   
 
20. It is assumed that there will be no changes to the existing LTC FC benefit. 
21. It is assumed that there will be no changes to the IRIS benefit package.  
 
There will be changes to the behavioral health benefit.  These changes should include access to a full 
range of Medicaid covered behavioral health services, including county administered services  
Behavioral health services and supports included in the service array should be comprehensive and not 
limited to a medical model.  For example, members should have the choice to access psycho-social 
rehabilitation supports such as employment related skills training, recovery support services, and peer 
support.  
  
23. Will county local share mental health benefits (CCS and crisis intervention) be included in the IHA?  

Integration of behavioral health services should require inclusion of comprehensive mental health 
benefits, including county benefits, and should be piloted.  The pilot should include addressing how 
programs will serve both those in LTC and those who are not enrolled in LTC concurrently, and how the 
services will be funded.  Because of the significant role of counties and the need to ensure coordination 
around a host of services, including crisis services, psychosocial rehab services, adult protective services 
and others, DHS should organize a separate workgroup with county and advocate stakeholders and IHA 
representatives to identify the range of coordination and contracting issues and identify appropriate 
contract language around these.  Note that the state – not counties- now provides the local match for 
CCS (with the exception of a few counties).   There need to be clearly defined roles and budgetary 
responsibilities for IHAs and counties, to ensure adequate funding and access to county services, 
including crisis services, CSP, CRS, and other county funded AODA and mental health services.  
  
24. If county MH Benefits are included what will be the care management roles between the county 

services and the IHA? 

This is a complex area which will require careful planning with stakeholders from counties, IHAs, 
advocates to develop best practice guidelines.  There need to be requirements/guidelines for IHAs and 
counties coordinating whether or not the benefits are included and billing. It will probably involve the 
psychosocial service coordinating the mental health care and the IHA coordinating health care; but 
these also need to be better integrated.  Medicaid billing issues will need to be addressed in the waiver 
to ensure  the ability to have complementary teams from counties and IHAs that can work together.  
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25. When should behavioral health be rolled into the IHA? 

If this is truly an integrated model, this should be piloted early on to ensure a tested model to roll out 
for full implementation.    
27. Will there be any services carved out of the IHA (i.e. drugs) 

The danger of carving out drugs is that it can incentivize use of drugs over other interventions the IHA 
would have to pay for. There would need to be some type of review built in, e.g. comparing prescribing 
patterns for IHAs vs. similar clients in FFS. 
 
IHAs need to provide access to Transportation to support member independence.  Transportation for 
IHA members must meet the following standards: 
 

-The IHA ensures that members can access common activities of community life as necessary, 
including work, shopping, medical appointments, and social activities. 
 
-The IHA ensures that members can get a ride for activities on the following day by the most 
integrated service appropriate to their needs via transit, paratransit, taxi or specialized vehicle, 
including on nights, holidays and weekends. 
 
-The IHA ensures that pick-up performance with respect to certainty and timeliness is 
comparable to bus or taxi service in the community, if any, when a ride is scheduled.  If no public 
(fixed route or demand responsive) transit is available in the community, then performance 
should be comparable to NEMT service.   
 

28. If drugs are included in the IHA will they be required to use the state formulary? 

Yes. Otherwise people will have to battle for access to drugs that may be working for them.   In addition, 
there should be a requirement to provide continuity of care for individuals who rely on medications not 
in the formulary.   
 
65. Continuity of care for individuals transferring to new IHAs 

The nature of the relationships with mental health providers argues for continuity. We recommend that 
members have the choice of continuing to be served by their current mental health providers, and that 
IHAs be required to provide a Provider Specialty Exemption which would allow members to go out of 
network to access psychiatrists or therapists.  Continuity of care should also include maintaining the 
current treatment plan, until a planning process occurs and a transition plan is developed in partnership 
with the member. This protection should include individuals, who may be relocated by the IHA – they 
should retain the choice to continue with current providers.  This would not apply to individuals who 
choose to move a significant distance within the state, such that their provider is no longer local. In this 
case the individual is making a move that severs the relationship.  IHAs should be required to provide a 
comparable local provider. 
 
77. County buy down DHS needs to clarify how this question relates to mental health services.  Will IHAs 
pay full cost for county services including crisis, CCS, and CSP?  This all depends on reimbursement rates 
paid by IHAs.   We must ensure that counties still have ability to serve those who are not in long term 
care.   
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78. Funding for county administered behavioral health for FC members. 

See above re adequate funding and rates to provide these services.   

108. Should SSI managed care be rolled into IHAs? 

The majority of individuals in SSI Managed Care do not qualify for long term care services and would not 
pass the functional screen.  Given the challenges inherent in redesign of the long term care system, we 
would advise against changes at this time to SSI Managed Care, which has been a successful program.  It 
will already be a very significant undertaking to ensure a smooth transition for the 55,000 people in long 
term care without adding to the complexity by rolling in another program which thousands of people 
with disabilities rely on.  This possibility could be explored down the road once the new IHA model and 
long term care redesign have been successfully implemented.   
 
109. Severe mental illness eligible in waiver? 

Individuals with a severe mental illness who also have a developmental or physical disability should have 
the choice to enroll in long term care, and to receive comprehensive services including a continuum of 
behavioral health supports, such as CSP.  If the only disability is a severe mental illness, this raises many 
questions that require further analysis and discussion with stakeholders.  If this is a direction the 
department wants to consider, this will require significant planning with stakeholders, including people 
with lived experience and advocates, to avoid negative consequences.  
 
35. Under what conditions can IHA not allow self direction? 

Self direction should be available to all participants including those with behavioral health needs.  As 
noted in our paper, we support having an ad hoc group including people with lived experience to further 
develop the model of self direction for members with mental health needs, and determine if there may 
be some services that cannot be self-directed.  People under commitment may be a special case that 
requires further discussion as to how to support self-direction.   
 
131. Can IHAs select which population they will cover? 

It is appropriate for IHAs to be limited to serving a specific geographic area.  IHAs should not be allowed 
to limit their service to specific populations, by diagnosis.  
  
38. Will there be a lock-in period? 

If there is a lock-in period, members should still be allowed to make changes in services and/or changes 
in treatment plan, while also maintaining continuity of care as desired by the member.  Members should 
not be locked in until they have been provided with their treatment/ service plan. However, members 
should be permitted to request to be disenrolled for cause at any time, even during a lock-in period.  
  

F. Decision items re the Integration Model. IHA Certification, and Implementation  

Overall Perspective of the WI LTC Coalition: 
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-The locus of decision-making for all services should be as close to the person as possible with a 
quick turnaround in approval for decisions. The Program should have clear processes to explain 
how a decision is made regarding any changes in care and/or in services and the care and 
services should not be reduced during the appeals process.  
 
-The focus must remain on patient-centered care provided in the local community. Family 
Care/IRIS should not be turned into a medical model. Acute and primary care should work to 
maximize participating in work, home, and community. Integration must include partnerships, 
collaboration, and choice driven opportunity. The program should provide adequate supports 
for families and caregivers.  
 

27. Will there be any services carved out of the IHA (i.e. drugs) 
28. If drugs are included in the IHA will they be required to utilize the state formulary? 
 
The State must ensure that risk-based, integrated care plans demonstrate that they are able to provide 
the full range of services – primary, acute, behavioral, and LTSS – that is required by the enrolled 
population before they are permitted to enroll participants. 
 
108. Should SSI Managed Care be rolled into IHAs? 

Participation in integrated care should be an opt-in for dual eligible participants, not an opt-out, and no 
one should have to give up Medicare Part A, Medicare Part B, or Medicare Advantage to receive long-
term care services under Family Care/IRIS 2.0. 
 
118. Medicare integration when individual is eligible 
159. How to coordinate procurement with Medicare requirements when applicable 
160. Could we prohibit a dual eligible that chooses not to be in Partnership to not be allowed to join a 
Medicare advantage plan? 
161. Could we require that if you want LTC and you are a dual you must enroll in Partnership? 

We believe DHS cannot require people to enroll in managed care for Medicare. Participation in 
integrated care should be an opt-in for dual eligible participants, not an opt-out, and no one should have 
to give up Medicare Part A, Medicare Part B, or Medicare Advantage to receive long-term care services 
under Family Care/IRIS 2.0. 
 
17. Expand first and then integrate or integrate and then expand? 
135. Integrate and expand versus expand then integrate 

IHAs should be rolled out over a multiyear plan with a strong safety net system remaining in place as an 
option during the initial phases. Success in several regions must be obtained before going statewide. 
Structuring the process in this manner will ensure stability and help avoid mistakes that have been made 
in other states. DHS should define a pathway for an existing high-performing LTSS/MCO provider to 
transition into and acquire acute and primary care business. Allow providers to accept graduated risk 
with intent to accept full risk for the total Medicaid package.  
 
26. When should acute and primary be rolled into the IHA? 
64. Transitioning individuals to new IHAs 
65. Continuity of care for individuals transferring to new IHAs 



23 
 

Provider choice and self-direction must be preserved within integration, including choice of providers 
for long-term care, acute and primary care, behavioral health and mental services, and supports 
traditionally supplied through counties and nonprofit services. This includes the choice to stay with 
current providers. All willing providers must be included in the program. 
Self-direction should include primary, acute, and behavioral services, if the participant so chooses. 
Within integrated care, if you’re optioning to self-direct, the IHA should provide logistical support of 
consulting on request. Self-direction should include a range of which services you choose to self-direct, 
be preserved at every point on the continuum, and be driven by the individual. Consider a pilot region to 
demonstrate self-direction of acute and primary care. Put out a special RFP for the pilot region.  
 
56. Determine rollover schedule for remaining legacy waiver counties 

136. Facilitating FC 1.0 to FC 2.0 

144. How to create continuity with the conversion of MCOs to IHAs 

148. Could MCOs continue to exist in a phase in process? 

149. Can an MCO continue if only 1 IHA exists? 

 

Expand Partnership state-wide, potentially as part of a staggered transition into Family Care/IRIS 2.0. 

58. Facilitate transition of remaining 8 counties to new IHAs 

134. Can we do a sole/dual source for the remaining 8 counties? 

150. How long can the MCOs exist and does the transition have to occur all at once? 

151. Should we stagger implementation by regions? 

 

Consider a pilot region to demonstrate self-direction of acute and primary care. Put out a special RFP for 
the pilot region. Expand Partnership state-wide, potentially as part of a staggered transition into Family 
Care/IRIS 2.0. 
 
IHAs should be rolled out over a multiyear plan with a strong safety net system remaining in place as an 
option during the initial phases. Success in several regions must be obtained before going statewide. 
Structuring the process in this manner will ensure stability and help avoid mistakes that have been made 
in other states. 
 
Define a pathway for an existing high-performing LTSS/MCO provider to transition into and acquire 
acute and primary care business. Allow providers to accept graduated risk with intent to accept full risk 
for the total Medicaid package.  
 
43.  Procurement or certification process 

48. Determine procurement criteria for procuring an IHA 

49. What are the certification criteria for an IHA 

139. Develop the new certification process for the new entity 

 

The State must ensure that risk-based, integrated care plans demonstrate that they are able to provide 
the full range of services – primary, acute, behavioral, and LTSS – that is required by the enrolled 
population before they are permitted to enroll participants. The State should also ensure that plans 
demonstrate the ability to provide high-quality care and care coordination services. Well-defined care 
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coordination must be integrated into health care for people with physical disabilities, people with 
developmental disabilities, and people with co-occurring mental health and substance needs and older 
adults. Tools for care coordination should include health information technology, integrated health care 
teams, and Internet-based resources. Explicit elements of care coordination must be included in the 
delivery system design and training, and resources must be provided for care coordination.   
 
The State should develop a robust plan-readiness review process and undergo an independent 
assessment to determine whether health plans in the capitation model are prepared to provide all 
contracted services in a safe, efficient, and effective manner. Performance measures should be tied to 
the requirements of Plan readiness which include, at a minimum: 
 

-Network adequacy (including the ability to pay contracted providers within a reasonable 
amount of time as well as an adequate provider network of acute, primary, behavioral and long-
term care providers) 
 
-A proven track record of high performance and/or the ability to provide high quality care 
coordination services 
 
-The ability to offer participant-directed LTSS including, but not limited to, counseling and 
financial management services 
 
-Demonstrated financial stability in the plan and adequate protections against insolvency 
 
-The ability to generate required data and reports for governmental entities and public 
reporting 
 
-Providing budgetary and employment authority for self-directed care 
 
-Adequate capacity to respond to enrollee grievances and appeals 
 
-Health plan provider networks that include a sufficient number of health and LTSS providers in 
both rural and urban areas that are willing and qualified to serve the unique needs of plan 
participants 
 
-Plans and providers demonstrating that they offer person- and family-focused care by honoring 
the individual’s preferences and values by supporting the desire of the individual or their 
representative to self-direct, and by recognizing and supporting the family caregiver’s 
willingness and capacity to provide care 
 
-Ensuring that services are offered in a culturally and linguistically competent manner 
 
-Having a built-in quality assurance and improvement plan that includes members and 
community-based relationships or provider relationships, with a preference for local presence 
 
-Providing prevocational/vocational employment plans and measurement for continued 
stakeholder and participant involvement in plan design and implementation 
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-Demonstrating the capacity to work with the disability community, specifically with adults with 
physical disabilities, adults with developmental disabilities and with youth in transition 
 
-Demonstrating the capacity to work with individuals with dementia and as a Dementia Capable 
organization 
 
-Demonstrating knowledge of and capacity to work with local County Human Service systems 
such as Corporation Counsel, Adult Protective Services, Crisis, Aging Units, and Public Health 
Departments 
 
-Experience with assistive technology and home modifications 
 
-Experience addressing known health disparities in specific populations (DD, PD, Older Adults, 
Cultural backgrounds, etc.) 
 

G. Decision items re ADRCs and Enrollment 

1. Should the individual choose the self-direction option at the ADRC or at the IHA? 
 
The individual should have the right to make the choice at either place, but the best option would be to 
make the choice at the ADRC.  That way it is unbiased information and the person is not guided toward a 
choice that benefits the IHA instead of the member. The ADRC would be required to initially offer the 
self direction option when the person selects an IHA. Then, once the person is referred to the IHA, they 
would again be offered the choice to self direct. On an ongoing basis and at least annually, the IHA 
would be required to offer the person the choice to self direct.  
 
3. Should ADRCs do the IHA enrollment broker function? 

 

The ADRCs currently enroll individuals in Family Care and IRIS. The ADRCs should continue as the 
enrollment broker to ensure the customer receives unbiased information on the IHAs available to them. 
This would also decrease the ability for IHAs to “cherry pick” their members. 
 
11. What system changes will be needed to do enrollment? 

 

The enrollment process should be consistent across the State and all IHAs. Current participants in the 
state’s long-term care system must receive informational notices explaining the consequences of 
enrolling in an integrated managed care program, as well as their enrollment and disenrollment rights, 
with sufficient time (more than the 14 days proposed under federal regulation) to make an informed 
decision.  As this is a very new program and consumers have no experience with an IHA, nor do the IHAs 
necessarily have experience providing integrated care to older adults and people with disabilities, there 
is likely to be little information with which consumers can base their decisions on and it may take for 
people to conduct the necessary research to make informed choices.  In addition, we strongly advocate 
not only for active enrollment decisions, but also for no limits placed on voluntary disenrollments. As 
consumers will be learning about IHAs and vice-versa for the first time, they should have the right to 
disenroll from a plan (and reenroll in another if they so desire) not only with cause (if their provider[s] 
move out of network), but also without cause beyond the first 90 days of initial enrollment in the plan. 
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36. Can individuals enroll in the long term care system any time? 

 

This is currently the practice which should continue to give individuals the ability to change IHAs should 
providers leave a particular IHA provider network or the individual does not feel that they are a match 
with a particular IHA. Given the fact that most individuals who are enrolling in the long term care system 
require immediate assistance and services, limiting the enrollment period could lead to an increase in 
crisis situations and an increase in cost to Medicaid. 
 

37. When can an individual switch enrollment? 

 

As was mentioned above individuals who choose to enroll in long term care usually are in need of 
immediate assistance and much of that assistance can be intimate in nature, i.e. personal cares such as 
bathing and dressing. The individual should have the ability to change IHAs at any time for the peace of 
mind that they are able to change IHAs should they have a situation where their needs are not being 
met appropriately. Of course this could also depend on how extensive the IHAs provider networks will 
be.  
 
38. Will there be a lock-in period? 

A lock-in period should be discouraged for the reasons stated above. 

41. Is it possible to implement an open enrollment period? 

Individuals in long term care are dependent on the providers available in a particular IHA provider 
network. If that provider network lacks providers that can accommodate the individual’s cares or if the 
provider they are using leaves the network they should have to opportunity to enroll in another IHA at 
any time. 
 

42. What are the system implications to having an open enrollment period? 

 

While it may sound reasonable to have a short annual window for enrollment, the reality is that it would 
most likely be an inferior approach.  Options Counseling could not be as thorough as it is now, if it had to 
be provided to everyone at the same time.  It also impacts the other work of the ADRC in serving people 
who are not on publicly funded programs.  ADRC staff having to concentrate on only providing one 
activity is not an effective way to provide person-centered services. 
 

57. Plan for options/enrollment counseling 

 

Wisconsin’s ADRCs play a crucial role in helping individuals and their families understand and weigh 
their options for meeting their long term care needs by offering conflict-free education, options 
counseling and enrollment/disenrollment assistance services that are both accessible and consumer-
friendly.  The state’s new integrated system will involve choosing between two or more integrated 
health agencies (IHAs) and their associated provider networks.  To ensure a good fit between the 
consumer and the IHA and associated network of providers, we feel a voluntary, active “opt-in” 
enrollment process is essential.  Approximately 80% of the state’s current Family Care members and IRIS 
participants are dual eligibles and their rights to traditional Medicare Part A and B cannot be 
compromised.   
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A completely voluntary enrollment process offers the highest level of consumer protection and honors 
the autonomy and independence of the individual by preserving for low-income dual eligibles the same 
right to provider and delivery system choice afforded to middle and higher income Medicare 
beneficiaries.  This choice is key to maintaining continued access to specialists and other providers who 
may not participate in the integrated program.  There are significant concerns related to using a “passive 
enrollment” process even with an opt-out option.  There is concern that dual-eligibles who are not 
permitted to opt out of their managed care plan or are “locked in” to a plan for a specific period of time, 
would not have the same choice of providers guarantee as other people on Medicare.  Even in plans 
where an opt-out provision exists, the “assignment” of people to plans could disrupt long-standing 
relationships and care arrangements between individual members and providers.  Additionally, plan 
members with cognitive impairments may not have the ability to opt-out or switch plans.  At this time, it 
is unclear whether comparable services will be available to those who choose not to enroll.  Without 
sufficient planning and support, vulnerable older adults and people with disabilities could experience 
gaps in care and go without needed services potentially resulting in harm.   
 

93. Evaluate reliability and consistency of functional screen and options counseling. Report to JFC by 

1/1/17 

 

There are currently systems in place that evaluate the consistency of the functional screen; these can be 
used for the evaluation for JFC.  Options Counseling is specific to the individual, i.e. it should not be 
“consistent” - - that would be the opposite of “individualized”.  
 

94. Assess duplications between ADRC governing boards and DHS procedures. Propose changes to 

statutes to remove duplication to JFC by 7/1/2016 

The question becomes which entity should retain the functions addressed in the question.  ADRC boards 
consist of representatives of the populations and the communities that they serve.  This makes a 
compelling argument for leaving control with the local ADRC boards as they provide an avenue for 
ongoing stakeholder involvement. 
 
According to CMS, successful programs have developed a structure for regularly engaging stakeholders.  
To ensure the regular engagement of stakeholders throughout the development, implementation and 
ongoing monitoring/oversight phases of the program, ADRC Boards could be part of this process. 
 
95. Study integration of IM consortia and ADRCs, report to JFC by 4/1/2016. 

The work of ADRCs and the IM consortia’s are very different.  While both work with MA eligible 
populations, the success of the ADRCs is that they work with people of all income levels to help delay or 
prevent their enrollment into publicly funded long-term care. 
 
Aging advocates believe real benefits are provided to individuals and communities when Aging and 
Disability Resource Centers (ADRCs) provide a range of information and assistance not only to people 
and their families who have run out of resources, but also to those continuing to use their own personal 
and financial resources that help them preserve their resources for as long as possible and maintain 
independence in the community.  For those who have depleted their resources and are in need of long 
term services and supports, we have been fortunate to have Family Care and IRIS available to nearly all 
eligible Wisconsinites.   
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96. Are there ADRC structural changes necessary? 

The new system must continue to build on the efforts of local ADRCs in supporting individuals to 
maintain maximum independence, remain living in their own homes – connected to their communities, 
and preventing or delaying their need for publicly funded long-term care.  ADRC services such as 
information and assistance, long-term care options counseling (usually provided in a face-to-face 
meeting), preventing nursing home admissions, nursing home relocation, and short-term service 
coordination are provided to support people in maximizing their use of personal and community 
resources.   
 
The work of local ADRCs supports people in maximizing the use of personal and community resources by 
helping people understand all of the various community long term care supports and services available 
to them and assisting them to evaluate these options in to make informed decisions regarding which 
services and supports best meet their needs.  By providing options counseling services and assisting 
people in accessing needed services, including prevention and early-intervention services, ADRCs help to 
prevent or delay their need for publicly funded long-term care programs.   Further emphasis and funding 
should be provided to support the ADRCs involvement in health promotion/prevention activities.  The 
majority of people contacting the ADRCs (75-80%) are not accessing Medicaid funding/ programs.  The 
ADRCs have a unique opportunity to work with a population that has not yet spent their financial 
resources and/or does not yet have extensive long-term care needs.  The ability of the ADRCs to 
successfully assist this population in planning and preparing for future needs, as well as addressing 
current needs (usually in the least invasive, least expensive way) has a positive impact on the current 
and future Medicaid budget.  This benefit could be further magnified by supporting the delivery of 
evidence-based health promotion/prevention activities (medication management, chronic 
disease/diabetes self-management, falls prevention, etc.). 
 
104. Should the ADRCs do all the functional screens? 

 

Currently the ADRC completes the initial functional screen to determine eligibility for publically funded 
long term care programs. The ADRCs should continue to complete the initial functional screens in order 
for the customer to receive unbiased information regarding the programs and benefits. Annual reviews 
could continue to be completed by the IHA care manager or self direction consultant as these reviews 
are more comprehensive in nature than the initial functional screen used to determine eligibility.  
  
106. How many ADRCs are necessary in total? 

 

ADRC should continue to have a local presence to ensure customers are receiving prompt, professional 
assistance. In order to preserve local presence, counties should continue to have the right to determine 
if they wish to join with a multi-county ADRC or have a single county entity.  There is no evidence that 
one model is better or more cost effective than the other. 
 

111. What coordination is needed with the Medicare enrollment period if any? 

 

Approximately 80% of Wisconsin’s Family Care members and IRIS participants are dual-eligibles. The 
new integrated system creates a situation of both significant risk and considerable opportunity.  The 
risks of the new system are associated, in part, with the reality that MCOs involved in integrated care 
systems around the country have generally been an insurance company or a health system with limited 
experience providing long-term services and supports or working with frail older adults and people with 
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disabilities (those who have the greatest long-term care needs). Wisconsin currently has local, 
homegrown MCOs, many of which developed and evolved out of the county long-term care system.  
These MCOs have a great deal of experience working with older adults and people with disabilities and 
providing long-term services and supports.  Regulations governing the new Integrated Health Agencies 
(IHAs – similar to MCOs in other states) created in Act 55 require these new entities to be licensed 
insurance entities.  It is unclear given these new requirements, what role Wisconsin’s current MCOs will 
be able to play.  It is clear, however, that involving the current MCOs in the new model will substantially 
reduce risk because they bring with them a wealth of long-term care experience.   
 
The greatest promise created by managing care in an integrated system is the opportunity to improve 
care coordination, across settings, for individuals with complex care needs. For those with complex care 
needs, coordination of care could further improve quality of care, leading to improved outcomes and 
more cost-effective care.  To be successful, the new system must overcome the challenges associated 
with serving dual-eligibles.  Coordinating care can be especially difficult for dual-eligible managed care 
members who need a wide range of services or who need access to providers covered under one 
program or the other, but not always both.  
 
119. Training ADRCs on the new model. 

Training is essential.  The professional staff at the ADRC must have a clear understanding of the 
programs in order to provide the best possible options counseling.  They will also need to receive more 
training on choosing health care providers and insurance and the mixing of all components which adds 
to the complexity.  This complexity may be addressed through more frequent use of motivational 
interviewing. 
 
120. Revise other ADRC materials. 

Virtually all ADRC materials will need to be revised.  The references to Managed Care Organizations 
must be removed.  Information about the integration of health care and long term care must be created 
and added.  There is no doubt that this will be a costly endeavor. 
 

H. Decision items re Fiscal Issues 

In response to the DHS 172 Decision Items related to fiscal issues, it is difficult to respond to each 
individual item since they are very specific, and LTC Coalition members have not been a part of the 
discussion with DHS staff regarding each issue. Instead, we will offer a more general response. 
A good starting point would be some facts to correct a few misconceptions about Medicaid long-term 
care (i.e. Family Care and IRIS).  
 

-Long-term care has not been the primary cause in the growth of the Wisconsin Medicaid 
budget. In fact, long-term care spending has been brought under control as documented by DHS 
that Medicaid spending for long-term care has gone from 53% of total Medicaid spending to 
43% from SFY 2002 to SFY 2011 (DHS Report to the Joint Legislative Audit Committee on Family 
Care, August 31, 2012).  
 
-The growth of the elderly population has not been a factor in the growth of Medicaid long-term 
care spending and is not likely to be a factor in the foreseeable future. According to the same 
DHS Report cited above, between 2000 and 2011 the institutional population paid by Medicaid 
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has decreased by 7,777 people (6,799 of whom were frail elders or 87%) while only 1,195 frail 
older adults (6%) were added to an increased community long-term care population of 20,057 
people (Table 2, Enrollment in Long-Term Care Programs). These facts indicate that the large 
decrease in frail elders in high cost institutions is a big reason for the savings in Medicaid 
spending, and will continue to contribute to future savings since older persons still represent a 
high percentage (82%) of the total institutional population as of 2011 according to DHS 
statistics.  
 
-Over 80% of Wisconsin’s long-term care enrollees are eligible for both Medicare and Medicaid 
(i.e. “Dual Eligibles”) which means that they cannot be forced to give up their Medicare 
coverage to be enrolled in Managed Health Care. They may be automatically enrolled (passive 
enrollment) in managed care but it would be a major disruption in their lives, they still have the 
option of opting-out, and Medicare savings reverts to the federal government, not state 
government.  

 
We would like to make some additional observations related to fiscal issues. 

-Given the above facts, there is unlikely to be any significant short-term Medicaid savings from 
integrated Medicaid and Medicare Managed Care. 
 
-Most other states have started Medicaid Managed Care with the able-bodied Medicaid fee for 
service (FFS) population, not the frail elderly, physically disabled, and developmentally disabled 
long-term care population. These populations are generally more costly due to more complex 
medical needs. And, by excluding the able-bodied population, they will not be a factor in 
lowering costs due to greater numbers and lower risk.  
 
-47% of long-term care participants are people with Developmental Disabilities that require 
precise cost information in order to set accurate capitated rates.  
 
-Under Family Care 1.0 capitation rates were established using actuarially sound practices. 
Similarly, this practice should continue to occur for the capitation rate setting process under 
Family Care 2.0. In addition, as with all aspects of this plan, IHAs must have input into structures, 
processes and rate setting methodologies.  

 
In conclusion, members of the LTC Coalition would welcome the opportunity to be an active participant 

with DHS staff in helping answer fiscal, as well as other issues, related to implementing the new law in 

Wisconsin.  


