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Introduction

The University of Connecticut Health, Center on Aging (UConn) has been contracted to perform
the Independent Assessment of the 1915(b)(4) waiver for the Connecticut Department of Social
Services (DSS). Connecticut utilizes four Access Agencies to provide case management services
for Connecticut’s Medicaid waiver for older adults, Connecticut Home Care Program for Elders
(CHCPE), and Personal Care Assistance (PCA) waiver. These Access Agencies participate in a
competitive bidding process every three years, however this bidding process has been delayed
in recent years. The most recent bidding process was in 2012. In this independent assessment,
UConn reviewed and analyzed a variety of data sources and documents to complete a review of
various components of the 1915b case management service. The primary focus of the
independent assessment was to review 1) beneficiary access to case management services
under the waiver 2) quality of waiver services and 3) cost effectiveness of the waiver. Some of
the sources that were reviewed include:

e Access Agency contracts and rates

e Access Agency audit documents and corrective action plans

e Waiver expenditures

e Waiver encounter data including enrollment and disenrollment data

e Quality management data including critical incident data and HCBS CAHPS® survey data
e Demographic data

Acronyms and Terms

Access Agencies: Contracted agencies that provide assessment, care planning, and care
management services for the Connecticut Home Care Program for Elders and the Personal Care
Assistance waivers. The four Access Agencies in Connecticut include:

CCC: Connecticut Community Care, Access Agency. CCC has three regional offices, Eastern,
North Central and Northwest. For the purposes of this report, in most circumstances data from
all three regional offices are reported together.

WCAAA: Western Connecticut Area Agency on Aging, Access Agency
SWCAA: Southwestern Connecticut Agency on Aging, Access Agency
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AOASCC: Agency on Aging of South Central Connecticut, Access Agency

ASCEND: Ascend Management Innovations provides a web-based platform for care plan,
enrollment, services, and related information (ASCEND system).

CHCPE: Connecticut Home Care Program for Elders. For this independent assessment, we
report on Category 3 and Category 5 of the program which are the two Medicaid funded
portions of the program. Connecticut also has several state-funded portions. We did not
include the state-funded data in our analysis.

CMS: Centers for Medicare and Medicaid Services
DSS: Connecticut Department of Social Services
HCBS: Home and Community-Based Services

HCBS CAHPS® Survey: Consumer Assessment of Healthcare Providers and Systems (CAHPS®)
Home and Community-Based Services Survey

LTSS: Long-term services and supports
MFP: Money Follows the Person
PCA: Personal Care Assistance Waiver

UA: Connecticut’s Universal Assessment used as the assessment tool for most of Connecticut’s
home and community-based waivers

Beneficiary Access to Services under the Waiver

Enrollment

Individuals can call DSS or submit an application for the CHCPE. Using information from the
application, DSS does an initial screen for nursing home level of care and sends the referral to
an Access Agency based on the applicant’s town of residence. The Access Agency assigns a care
manager who meets with the applicant within ten days of the referral and completes a
comprehensive assessment to determine level of need and budget for services. If the applicant
meets the nursing home level of care, the care manager assists the applicant as needed to
create a person-centered care plan which reflects what is important to the applicant and meets
their need for HCBS. One or more CHCPE services are incorporated into the service plan to
support the applicant’s needs and goals, as allowed by their budget. The care plan is
transmitted to DSS via a secure portal. DSS is responsible for approving the care plan. DSS also
determines the final functional and financial eligibility for the waiver.

The care manager is responsible for loading authorized service plans into the MMIS contractor
portal so that enrolled providers can bill directly, but only for services authorized as part of the
care plan. Once the care plan is submitted, the care manager works with the applicant or
responsible party to choose providers. Services can be agency-based or self-directed.
Considerations for type of provider include service area, types of services provided, cost, back-
up coverage, provider language, and applicant/responsible party choice. Both agency and self-
directed providers must be approved Medicaid providers. DSS contracts with a fiscal
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intermediary to credential the waiver providers. Providers then enroll directly with DSS.
Provider reenrollment is required every 2 years. Applicants have 90 days to select providers
once DSS determines services start date.

DSS clinical staff can only approve the care plan once DSS financial eligibility staff determine a
services start date. Going from referral to active on services takes time because most
applicants have to apply for Medicaid. Applying for Medicaid in Connecticut is a complicated
process which can take several months. For example, depending on an applicant’s assets, it
can take a long time for an applicant to obtain and submit all the financial documents. An
applicant may be required to spend down their assets or, if their income is too high, establish
a pooled trust for the State. Connecticut has a five year “look back” period for the discovery of
any income diversion or transfer of assets. This can take a prolonged period of time to
complete depending on an applicant’s financial situation and any difficulty in obtaining
documents from banks or other institutions. Family members or legal representatives may be
involved, which can also add additional layers.

Because DSS cannot authorize the start of services until the applicant is determined financially
eligible and enrolled in Medicaid, applicants who are functionally eligible may experience a
significant delay in start of services. It is recommended that DSS find ways to streamline or
simplify this process, as well as determine a method to provide presumptive Medicaid
eligibility, which would allow applicants to start services before being officially enrolled in
Medicaid. Implementing such processes would greatly benefit Connecticut residents who are
functionally eligible for services as they may be at risk of nursing home placement as they wait
for services to begin. Timeliness issues for completion of initial assessments can also cause
delays in the start of services. DSS provides Access Agencies with time from referral to initial
assessment data using DSS record reviews completed at annual agency audits. Timeliness
deficiencies are not uncommon; however in 2024, all four Access Agencies met timeliness
standards. This is an improvement over 2019 reporting when DSS identified timeliness issues
for half of the Access Agencies. It is recommended that DSS provide agencies with this data
monthly, on an ongoing basis to encourage continued progress on timeliness.

DSS monitors agency enrollment information, such as time from referral to start of services,
using the ASCEND system. Data from 7/1/2024 to 6/30/2024 indicates a substantial delay from
referral to start of services. The average length of time from referral to active status was 71
days and was consistent among all of the Access Agencies. However, this data does not show
to what extent this delay is caused by length of time to conduct the initial assessment or
length time to determine Medicaid eligibility. Obtaining this data would assist DSS in
determining the relative effect of each process and provide a baseline for any strategies
implemented to address this.

There is currently a waiting list of approximately 1,280 applicants for the PCA waiver as the
maximum number of waiver slots is currently filled. To be placed on the waiting list, one can
either call DSS or submit an application through the DSS website. The application asks for
information such as what kind of help is needed, medical diagnoses, monthly income, and
assets. If the applicant appears to be eligible, the applicant will be placed on the PCA waiting
list. When a space becomes available, DSS will send the referral to the Access Agency based on
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the applicant’s town of residence. The rest of the process is similar to CHCPE. As with the
CHCPE, DSS is responsible for determining functional and financial eligibility for the waiver,
and services cannot start until the applicant is enrolled in Medicaid.

DSS monitors discontinuance information, both voluntary and non-voluntary, through its
ASCEND system. An Access Agency can recommend that a client be discontinued, but DSS
determines the final outcome. When a client is discontinued from services, the reason for
discontinuance is entered into the ASCEND system by Access Agency care managers. In FY 2024,
there were 2,556 statewide discontinuances for the CHCPE waiver. Of those, the most often
reported type of discontinuance was death (54.1%), followed by “entered long-term care due
to health” (24.9%) and “moved out of state” (5.5%).

The statewide discontinuance rate was 15.4 in FY 2024. The rate was calculated by taking the
total number of discontinuances statewide for CHCPE divided by the total number of
participants in the waiver. The agency rate was calculated by taking the number of
discontinuances per agency divided by the number of participants served by the each agency.

CHCPE Discontinuance Rates

FY 2024
16.7% 16.7
15.4%
I I izlg% I |

Utilization Patterns

Note: While we included the Medicaid race data in this report, it should be noted that the data
is of poor quality. Missing and misclassified data is very common. Ethnicity data was not
reportable.

Connecticut Home Care Program for Elders
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The figure below compares the Connecticut population over the age of 65 compared to CHCPE
participants. The Asian, Black, Native American/Pacific Islander and Other populations are over-
represented. The White population is underrepresented. !

CT Home Care Program for Elders Medicaid Waiver
by Race
CT Population over 65 vs. CHCPE
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PCA Waiver

In calendar year 2024, there were 1,070 participants utilizing the Personal Care Assistance
(PCA) waiver. The figure below compares the race of the overall Connecticut population age 18
to 64 compared to that of the PCA waiver. The Asian, White and Native American/Pacific
Islander populations are under-represented in the PCA Waiver, while the Black and Other are
over-represented.?

! Dugan, E,. Lee, CM, Jansen, T., Song, Q., Su, YK, & Silverstein NM. The Connecticut Healthy Aging Data Report:
2025 Highlights. (https://healthyagingdatareports.org/connecticut-healthy-aging-data-report/).

2 Connecticut Department of Public Health (2025) Connecticut State and County-level Postcensal Population
Estimates Series, 2020-2024, by age, sex, race, and Hispanic origin, sourced from U.S Census Bureau.
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PCA Waiver by Race
PCA vs CT Population 18-64
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DSS does not have any specific strategies for addressing potential racial disparities in
participation in the CHCPE or the PCA Waiver. It is recommended that DSS develop a yearly
review of race data to help to ensure that every effort is made to eliminate potential disparities
and develop outreach strategies if disparities exist.

Provider Access

Access Agencies are specific to regions and towns, and clients residing in that region or town
must use the Access Agency specified by DSS. This does not impact the client’s right to choose
providers of other waiver services. If a client is dissatisfied with their care manager, the Agency
must be responsive to the client and work with them to assign a different care manager.

Contract requirements and state regulations are in place to ensure timely access to the Access
Agency by the client. Agencies are required to provide clients with 24/7 access to the agency,
including an on-call care manager to respond to emergencies on holidays and weekends. Per
State regulation (Connecticut General Statutes Sec. 17b-342), an Access Agency “shall have a
communication system adequate to receive requests and referrals for service, including the
capacity to respond to clients and health professionals in emergencies on a 24-hour basis.”
Agencies must also have a regional office open Monday through Friday from 8:00 am to 4:30
pm.

Provider Capacity

Average statewide caseloads for the CHCPE have been 76 consumers per care manager over
the years 2020 through 2024. SWCAA had an average caseload of 80.0, with a range of 74.0 to
88.1. AOASC had an average caseload of 72.0, with a range of 67.0 to 77.0. CCC had an average
caseload of 70.9, with a range of 67.6 to 74.7. WCAAA had an average case load of 72.5, with a
range of 62.9 to 79.1. The figure below shows the average care manager caseloads by access
agency for 2020-2024.
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CHCPE Average Care Manager Caseloads

by Access Agency
2020-2024
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With the exception of WCAAA, all the Access Agencies saw their highest caseloads in 2024. Care
manager retention has been a considerable challenge for the Access Agencies. There are
several contributing factors for care manager turnover. Care managers are generally entry level
positions that offer a wide range of development opportunities. As such, after a short period of
time in the position, a care manager has developed essential skills required for advancement
and often elects to attain a position outside of the Access Agency. Other contributing factors to
high turnover of care managers are considerably high caseloads with heavy administrative
responsibilities and comparatively low salaries to other positions that require similarly degreed
professionals. The implementation of paid family in Connecticut has also been reported as
having an impact on care manager caseloads.

Access Agencies employ a number of strategies to help reduce turnover, including:

e Providing intensive support to new staff through staff development programs;

Incrementally increasing caseload sizes for new staff;

Increasing individual and group supervision sessions;

Increasing case reviews;

Hiring additional care manager apprentices with the plan to promote to care manager

positions;

e Providing peer-to-peer mentoring by pairing a seasoned care manager with a newly-
hired care manager; and

e Providing enhanced support from internal training departments to ensure that care
managers have the information they need to be successful in their role.
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DSS does not report any efforts to monitor turnover at the Access Agencies. Considering the
impact turnover has on capacity, quality and cost, DSS should consider developing monitoring
tools to understand the impact of care manager turnover on the CHCPE and the PCA waivers
and participants. Developing statewide benchmarks related to turnover and providing guidance
to Access Agencies on strategies to reduce turnover is an important investment in time and
resources from the lead state agency. The low pay rate of care managers should also be
addressed.

Timeliness

Upon referral, Access Agencies have 10 days to complete their initial assessment and submit
the care plan. If this does not happen, the Agency can submit a reason for the delay to DSS. DSS
uses ASCEND to monitor each Agency’s completion of initial assessments and reassessments,
including the timeliness of these assessments. DSS reports this information to the Access
Agencies when DSS completes their annual audits. DSS will implement a corrective action plan if
a pattern of late initial assessments or reassessments or provision of services is observed. To
comply, an Access Agency must complete a minimum of 86% of their initial assessments with
submission of the care plan within 10 days of referral. As an outcome of the 2024 audits, all
Access Agencies met the timeliness standard, and none were directed to implement corrective
action plans.

Budget Allocation

Connecticut has eleven Medicaid home and community-based services waivers, historically
each of these waivers used different assessment tools to meet the needs of the populations
that each waiver serves. In 2007, the Money Follows the Person (MFP) Rebalancing
Demonstration was implemented, working with all the waiver populations thereby requiring
use of multiple assessment tools. The duplication became problematic. Additionally, since MFP
was the first program to work with all of the populations and waivers, it drew visibility to the
inequitable distribution of waiver resources.

In 2013, the federal government allocated resources to states through the Balancing Incentive
Program (BIP) to provide incentives to States to increase access to non-institutional long-term
services and supports (LTSS). BIP required states to implement standardized instruments to
help facilitate eligibility determinations, person-centered assessments, and individualized
service planning. Connecticut used BIP funding for the development of the Universal
Assessment and, in addition to a goal of streamlining assessments, also used the Universal
Assessment to begin to distribute resources based on functional need groupings. With intensive
multi-stakeholder participation, Connecticut developed a standardized functional assessment,
the Universal Assessment (UA), to use across the Medicaid waiver populations, including older
adults, physical disability, mental health disability, brain injury, and intellectual/developmental
disability. Currently, there are six waivers using the UA, CHCPE, PCA, Autism Waiver, Katie
Beckett Waiver and the two Acquired Brain Injury (ABI) waivers. The Department of Mental
Health and Addiction Services waiver uses the UA when the consumer is transitioning out of a
nursing home under the Money Follows the Person program.
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Connecticut’s Universal Assessment consists of several validated assessment tools. The primary
assessment tool within the UA is the interRAI Home Care (HC). InterRAI assessments are
developed by an international panel of experts on assessment and health services research,
along with subject matter experts for each specific tool. InterRAl assessment are intended to
support use for multiple needs including care planning, outcome measurement, quality
improvement, and resource allocation.

A major strength of the interRAI-HC is that it is designed to be used with a variety of home and
community-based populations ranging from people with complex clinical needs to those who
receive palliative care. The interRAI HC is a well-tested and validated assessment tool used
throughout the country and internationally. Furthermore, the interRAI-HC has passed critical
tests for both interrater reliability and validity in multiple trails.

Intensive training was provided to assessors by a team of interRAI HC experts in order to assure
inter-rater reliability. The interRAl trainers also conducted a train-the-trainer session for a core
group of trainers at DSS and Access Agencies. InterRAI training experts also provide continued
web-based training and technical assistance as needed for further quality assurance. The
Department of Social Services has contracted with UConn Center on Aging to provide quality
management of the Universal Assessment. A comprehensive quality management plan is in
place to perform ongoing assessment review and analysis, training and assessor shadowing.

Utilizing ARPA funding, the UA is going through a major redesign. The goal of the redesign is to
promote ease of use, improve efficiency and accuracy, boost reliability, and foster consistent
assessments across users. These efforts are intended to streamline assessment processes and
develop waiver care plan budgets based on functional need groupings. The Universal
Assessment produces a Level of Need Score (1-8); the Department of Social Services has
developed budget guidance that coincides with that level of need score. However, the
Department retains the flexibility to authorize budgets different than the level of need budget
guidance, based on DSS clinical staff or Care Manager determination of the services and
supports needed.

Quality of Waiver Services

Quality Assurance and Performance Improvement Plans

Access Agency Quality Assurance Programs

Access Agencies are required to implement a Quality Assurance (QA) Program to monitor
agency compliance with program policies and procedures and quality of their case management
services. The Agency submits their QA plan to DSS for approval before implementation. QA
plans must include a review of a sample of client records by a professional not employed by the
agency, client satisfaction surveys, and critical incident reporting. The record reviews determine
adherence to program procedures, quality of the case management provided, and the
appropriateness of care plans which are less than 20% or greater than 80% of their cost cap.
The agency submits quarterly QA program reports to DSS for review. DSS may implement a
corrective action plan if quality standards are not being met.
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DSS Audits and Corrective Action Process

DSS conducts annual standardized on-site audits of the Access Agencies to determine agency
adherence to administrative and programmatic requirements and ensure CMS performance
measures are met. Audit expectations are clearly outlined in the Access Agency 2024contracts:
“The Department reserves the right to conduct Client record and administrative Reviews
encompassing an evaluation of the assessment, Care Management, and community-based
services provided under the program, as well as adherence to CHCPE, PCA, and ABI policies and
procedures.” DSS clinical staff perform the audits using a standardized and uniform process.
The administrative audit examines the following for contractual and regulatory compliance:

e Grievance and Appeals Procedure
e Internal Quality Assurance Program
e Staff Requirements and Availability
e Subcontracts

e Special Need Accommodations

e Orientation and Training Program

e Care Manager Qualifications

e Provider Service Reports

e Policy and Procedure Manual

DSS conducts a record review of a random sample of active client records to evaluate service
delivery timeliness, care plan development, quality of care, and compliance with other
contractual requirements, including presence of the following forms:

e Client face sheet

e Signed “Informed Consent and Acceptance” form

e Checklist to authorize case management

e Completed and current “Plan of Care Cost Worksheet”

e |Initial assessment tool and completed assessment outcome form
e A financial application form

e Asigned “Client Fee Agreement” form

e A completed and current “Applied Income Worksheet”

e Asigned “Legally Liable Relative” form

Timeliness of services such as timeliness of initial and follow-up assessments, care plan
development, critical incident reporting, required client monitoring, staffing requirements, and
client progress notes are given particular attention. Progress notes are also examined for
content, timeliness, client/family contact documentation, clarity, format, and
comprehensiveness. Care plans are reviewed for required forms, comprehensiveness,
appropriateness, person-centered goals, and documentation of any modifications following
reassessments. In 2025, CT implemented a new person-centered goal process using NCQA’s Person-
Centered Outcome measures. A person-centered goal is first developed with the client,
clinician, and family member if appropriate. The goal must be SMART, measurable, and fit into
a goal domain. The Goal Attainment Scale (GAS) is used to document the goal and five specific
levels of achievement, on a scale from -2 to +2. Action steps are recorded in the client chart.
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The clinician and client review the goal, document the current level of achievement using the
GAS, and revisit the action steps during regular client contacts, or at least once 15 to 180 days
after the goal development.

If the Access Agency is found to be non-compliant with either regulations or contractual
obligations, DSS will request a corrective action plan to remediate the deficiency. The request
will report the specific areas needing improvement, as well as planned monitoring by DSS to
ensure the issues are addressed. The Agency must respond in writing within 15 days with a
detailed corrective action plan to address the non-compliances, including timetables and
process for implementation of improvements. The Agency must also report the results of
implementing the correction plan including progress towards full compliance for all noted
deficiencies.

DSS conducted audits with each of the six regional Access Agencies in 2024 and found none of
the audits found deficiencies that required corrective action plans.

Critical Incident Reporting

The Department of Social Services complies with federal requirements for reporting critical
incidents (Cl) through the ASCEND system for the Connecticut Home Care Program for Elders
and Personal Care Assistance waiver. The purpose of the Cl reporting is to document, evaluate
and monitor serious occurrences that affect DSS consumers who are receiving services through
CHCPE or the PCA waiver. DSS defines a Cl as “an actual or alleged event, incident or course of
action involving the perceived or actual threat to a client’s health, welfare or ability to remain in

the community” .3

Care managers or other staff aware of the Cl must investigate and report the Cl to DSS using the
ASCEND system. Staff must report who was involved in the incident, the details of the incident,
the place, date and time of the incident. The report must also include how the safety of the
client has been addressed. All Cl must be reported within 2 business days of the care manager
learning of the incident. The following incidents are required to be reported to DSS:

e Unexpected absence of a primary caregiver

e Untimely death

e Emergency Room Visit or Unplanned Hospitalization
e Falls

e Suicide Attempt

e Serious Criminal Allegation — Client as Victim

e Serious Criminal Allegation — Client as Perpetrator
e Allegations of Abuse, Neglect, Exploitation

e Fire in residence with significant risk to client

e Missing person reported to police

e Misappropriation of client’s funds

e Restraint

3 Department of Social Services Community Options - Critical Incident Policy and Procedures.
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e Timesheet Fraud
e Seclusion

During FY 2024, there were 2,123 statewide critical incidents reported for CHCPE and 223
statewide critical incidents for PCA waiver clients. For CHCPE, the most often reported type of
critical incident was an emergency room visit or unplanned hospitalization (29.6%), followed by
falls (28%) and allegation of abuse, neglect or exploitation (12.1%).

The figure below shows the twelve most reported critical incident categories for CHCPE.

CHCPE Percent of Total Critical Incidents -FY 2024
n=2,123
Top 12 Critical Incidents
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For PCA, the most often reported type of critical incident was emergency room or unplanned
hospitalization (48.9%), followed by time sheet fraud (7.2%) and client aggression (7.2%). The
figure below shows the 13 most reported critical incident categories for the PCA waiver.
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PCA Waiver Percent of Total Critical Incidents - FY 2024
(n=223)
Top 13 Critical Incidents
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The statewide average rate of critical incidents is 0.13. The rate was calculated by taking the
total number of incidents statewide for both the CHCPE waiver and PCA waiver and dividing by
the total number of participants in the waivers. The agency rate was calculated by taking
number of incidents per agency divided by the number of participants served by the agency.
AAASC, WCAAA and SWCAA had incident rates lower than the statewide rate; CCC’s rate was
higher than the statewide rate. The figure below shows the rates by Access Agency as
compared to the statewide rate.

2024 Rate of Critical Incidents
Statewide and by Access Agency
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Appeals Processes

DSS has appeal and grievance processes for waiver applicants and clients. Common reasons for
applicants or clients filing appeals or grievances include but are not limited to:

e Denial due to not meeting facility level of care or other criteria

e Denial due to ineligibility for Medicaid

e Need for additional waiver services than authorized

e Dissatisfaction with case management services, including request for a different case
manager

e Discontinuance of waiver services

e Other DSS enrollment or waiver eligibility decisions

DSS has established policies and procedures for the appeals process. By contract and state
regulations, Access Agencies must establish a client grievance process. This would include
grievances for dissatisfaction with timely access to services, provider capacity, or clients who
are otherwise “aggrieved by adverse decisions of the access agency” (Connecticut General
Statutes Sec. 17b-342). Access Agencies have 15 days after receipt of the grievance to respond
with a decision. The Access Agency must also provide information for requesting fair hearing if
the grievance is not resolved between the client and the Access Agency with the Access Agency.

Clients and applicants can also request an administrative fair hearing to appeal these or other
decisions made by the Access Agency or DSS. DSS provides for client-centered corrective
actions which can be taken, such as assignment of a different case manager.

Quality Management of Universal Assessment

The Department of Social Services has identified a need to provide structured quality
management (QM) oversight to DSS’s contracted community agencies responsible for
completing the state’s standardized functional assessment, the Universal Assessment (UA). The
UA is based on the InterRAlI Home Care tool and determines eligibility and assists with
developing service plans for applicants to Medicaid’s home and community-based service
programs. A comprehensive QM plan is necessary to ensure the accuracy of the data which is
key for the successful implementation and sustainability of the assessment tool. It is also key
for the equitable distribution of Medicaid funding to all eligible participants. The primary
objective the QM plan is for contracted agency staff to demonstrate proficiency in InterRAI
coding and overall clinical assessment skills. UConn Center on Aging serves as the contracted
entity to implement and perform a comprehensive quality management plan. The QM team
evaluates samples of completed assessments from each agency and each individual assessor to
determine accuracy and reliability. The QM team shadows targeted assessors based on the
experience and outcomes of the assessment reviewed. The QM staff also shadows randomly
selected individuals statewide. Ongoing training is also provided when review of the
assessment data suggests systemic challenges.

Another identified challenge to the Universal Assessment implementation is the rapid turnover
of care managers who complete the UA. It takes several months to develop the clinical
assessment and InterRAI coding skills. Access agencies identify intense workloads and low pay
as driving factors in turnover. Many also report that the access agencies serve as a training
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ground for these clinical social work positions and once care managers have experience and
skills they leave for higher paying jobs at hospitals and insurance companies.

Quality Management of Access Agencies

Consumer Assessment of Healthcare Providers and Systems Home and Community-Based
Services (HCBS CAHPS®) Survey Data

As part of quality assurance, DSS requires the Access Agencies to report CHCPE and PCA client
experience and satisfaction data annually and at 60 days post-enrollment. Historically, each
Access Agency used its own agency-specific survey and administration method to obtain this
participant experience data. Without a standardized, universal instrument and method, DSS
found it challenging to compare participant experiences and case management quality across
different waiver programs and Access Agencies. To address this challenge, Connecticut adopted
the Consumer Assessment of Healthcare Providers and Systems (CAHPS®) Home and
Community-Based Services (HCBS CAHPS®) survey as a quality assurance tool to identify trends
or areas in need of improvement across multiple HCBS domains, including case management
quality across providers.

The HCBS CAHPS® survey is a universal, cross-disability tool to assess and improve HCBS
program quality. The HCBS CAHPS® survey underwent rigorous reliability and validity testing
and gained approval from the national CAHPS® consortium and endorsement by the National
Quality Forum. Unlike surveys that assess satisfaction with services, the HCBS CAHPS® survey
elicits program participant feedback on his/her daily experience with HCBS, including 8
guestions which assess a waiver participant’s experience with their case manager along with 3
related composite measures. For example, one item asks waiver participants if their case
manager worked with them when they asked their case manager for help with getting any
changes to their services. Reporting actual experiences is more conducive for measuring quality
than satisfaction alone. As a standardized cross-disability instrument, the HCBS CAHPS® survey
also allows for the comparison of various HCBS waiver programs and case management
providers, as individuals with different disabilities respond to the same questions.

In 2017, Connecticut implemented the HCBS CAHPS® survey across the state for five of its
waiver programs, including the CHCPE and PCA waivers. To standardize data collection, DSS
established a uniform sampling and survey administration method across the waivers and
agencies. Each Access Agency is required annually to complete HCBS CAHPS® surveys with a
representative sample of their clients in each of the programs they provide case management.
Using CHCP and PCA annual client enrollment numbers, DSS determines the number of surveys
for each Access Agency to complete in order to reach a statistically representative sample of
each waiver for that fiscal year. Access Agency quality assurance staff use random sampling to
contact waiver participants from their client lists and invite them to do the survey. Surveys are
done by interview, either over the phone or in-person (client’s choice). Surveys are completed
until the Access Agency reaches their representative sample.

All the Access Agencies and waiver programs use the same online survey entry and data
collection platform to conduct and enter their survey data. An independent contracted entity
tracks the completion of the surveys, determines each survey’s validity, analyzes the data, and
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annually reports the results to DSS. The same contractor provides training, technical assistance,
and the online survey entry and data collection platform.

To encourage and provide incentive for high quality management services, DSS used items from
the HCBS CAHPS® to create Access Agency performance benchmarks. Data from two individual
items (case manager global rating and case manager recommendation) and three composite
measures (case manager is helpful, choosing the services which matter to you, and personal
safety and respect) were chosen to assess Access Agency case management quality. These five
items measure HCBS participant experiences which a case manager could directly impact. DSS
determined the benchmark scores for each measure from baseline 2017 data. The same
performance measures and scores are used for all the Access Agencies and both the CHCPE and
PCA waivers. Meeting these performance benchmarks determines any monetary bonus given to
the Access Agency. The HCBS CAHPS® survey provides Connecticut with one consistent
approach to assess and reward quality and facilitate reporting across waiver programs and care
management provider agencies.

Not only does the State use the HCBSC CAHPS® data and Annual report for case management
and HCBS quality assurance, but the individual Access Agencies do as well. Once the report is
released to the Access Agencies, each Agency incorporates their Agency’s findings into their
own quality assurance programs. Upon request, detailed reports are produced for the Access
Agencies which provide additional data for all case management and care plan items. Using
those reports, Access Agencies then create focused quality improvement strategies to address
specific areas of concern.

As part of their contractual requirements, Access Agencies are also required to complete
satisfaction surveys with their clients at 60 days post-enrollment. Until 2017, each Access
Agencies used their own unique survey which they mailed to their clients at 60 days. DSS
identified this as a quality management weakness and decided to use one statewide instrument
for the Access Agency 60 day surveys as well. The Access Agencies adopted HCBS CAHPS® items
to use as a 60 day, using interviewer format, and a 60 Day survey section was added to the
online survey platform.

Since July 2017, over 16,000 HCBS CAHPS® surveys have been completed in Connecticut,
including 5,200 CHCPE and 2,340 PCA surveys. The results presented here use CHCPE and PCA
data collected from July 1, 2023 to June 30, 224. More positive scores on these measures
indicate higher quality case management. The figures below show the CHCPE and PCA
performance benchmark results by Access Agency. The performance benchmark score is
indicated by the black line.

Each Access Agency met and exceeded the 3.5 mean performance benchmark score for each of
the three CHCPE composite measures — agency scores ranged from 3.67 to 3.95, out of a scale
from 1 to 4. All Access Agencies also met and exceeded the 4.5 performance benchmark score
for CHCPE case manager global rating (agency scores ranged from 4.59 to 4.84, out of a scale
from 1 to 5). All Access Agencies also met and exceeded the 3.5 performance benchmark for
CHCPE case manager recommendation — agency scores ranged from 3.71 to 3.9, out of a scale
from 1 to 4.
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CHCPE Performance Benchmarks by Agency: Composite Measures
(Mean Score, Range 1-4)

Care manager is helpful

Choosing the services that
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CHCPE Performance Benchmarks by
Agency: Care Manager Global Rating
(Mean Score, Range 1-5)
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CHCPE Performance Benchmarks by Agency: Care Manager
Recommendation (Mean score, Range 1-4)
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Composite measures figures for the PCA waiver show that each of the four Access Agencies met
or exceeded the 3.5 mean performance benchmark score for one of the three composite
measures (personal safety and respect). One Access Agency received a mean score of 3.45 for
the composite case manager is helpful, and one Access Agency received a mean score of 3.41
for the composite choosing the services that matter to you (both below the benchmark of 3.5).
Three of the four Access Agencies met or exceeded the 4.5 benchmark score for case manager
global rating; one Access Agency received a score of 4.43. All four Access Agencies met or
exceeded the 3.5 benchmark score for case manager recommendation.

PCA Performance Benchmarks by Agency: Composite Measures
(Mean Score, Range 1-4)
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PCA Performance Benchmarks by
Agency: Care Manager Global Rating
(Mean Score, Range 1-5)
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PCA Performance Benchmarks by Agency:
Care Manager Recommendation
(Mean Score, Range 1-4)
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CHCPE and PCA Federal waiver assurances

HCBS CAHPS survey metrics are also included as waiver assurances in CHCPE and PCA Federal

waiver renewal as follows:

Federal Waiver Assurance: Participant-Centered Planning and Service Delivery - Quality

Improvement: Service Plan.

Methods for Discovery: The state demonstrates it has designed and implemented an effective
system for reviewing the adequacy of service plans for waiver participants.

Federal Waiver sub-assurance

HCBS CAHPS® metric

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

e A minimum of 80% of waiver participants
who completed the HCBS CAHPS® survey
report that their staff came to work on
time.

e A minimum of 80% of waiver participants
who completed the HCBS CAHPS® survey
report that their staff worked as long as
they were supposed to.

Participants are afforded choice:
Between/among waiver services and providers.

e A minimum of 80% of waiver participants
who completed the HCBS CAHPS® survey
who report that they can choose the
services which matter to them.

Federal Waiver Assurance: Participant Safeguards Quality Improvement: Health and Welfare

Methods for Discovery: Health and Welfare — The state demonstrates it has designed and
implemented an effective system for assuring waiver participant health and welfare.

Federal Waiver sub-assurance

HCBS CAHPS® metric

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

e A minimum of 80% of participants respond
positively to questions on Safety and
Respect in the HCBS CAHPS® survey that
staff did not steal from them, yell at them,
and there is someone the participant can
talk to if someone hurts them.

e A minimum of 80% of waiver participants
who completed the HCBS CAHPS® survey
can identify someone they would contact
in case of emergency.

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

e A minimum of 80% of participants who
completed the HCBS CAHPS® survey who
report that none of their staff has hit them
or hurt them.
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Cost Effectiveness of the Waiver

Competitive Procurement Process

Connecticut uses competitive procurement to select its case management Access Agencies. This
begins with a DSS public request for proposals (RFPs). The RFP is open to any agency and is for a
three year contract, at which time this process is repeated. However, this bidding process has
been delayed in recent years.

During the procurement process, agencies submitting proposals must provide detail on their
case management experience, quality assurance program, organizational structure, and ability
to coordinate with direct service providers. Proposals must include the agency’s capacity to
comply with program requirements, regulations, reporting obligations, and quality assurance
program requirements.

Each proposal must specify the towns or region of the state it will cover. Using a single Access
Agency in a given area provides for a more efficient and cost-effective delivery of case
management services by reducing duplication of services, streamlining communication, and
managing administrative costs more effectively. This process also supports quality, person-
centered care management, as each Access Agency develops relationships with their local HCBS
providers and becomes knowledgeable about the type and quality of services delivered by each
provider. DSS historically has had five case management regions: Northwest, North Central,
Eastern, South Central, and Southwest. However, DSS remains flexible in this process and
allows entities to bid for and provide CM to only certain towns and not necessarily the whole
region. DSS considers the regional proposals separately, even if the same organization is
submitting proposals for more than one region.

DSS evaluates the organizational, scope of services, staffing, data collection and reporting, and
work plan of each proposal. If these meet established requirements, the financial and budget
sections are considered. Individual CHCPE and PCA case management services are fee for
service (FFS), and DSS publicly provides its maximum allowable charge for each service. The FFS
in each RFP may not exceed the maximum allowable charge; however, an agency can provide a
more competitive bid by submitting a lower rate for a service. To ensure cost-effectiveness,
contracts are awarded based in part on competitive pricing for services.

Each finalized contract identifies the towns which will be covered and has a line item budget
with agreed upon FFS charges for each service for that region and agency. Otherwise, the
contractor responsibilities and terms and conditions specified in each contract is identical
across awarded agencies and regions, including the requirements and measurements for scope
of services, performance, quality assurance, reports, details of payment for services, and DSS
responsibilities.

Historically, DSS awarded case management contracts to one to three Access Agencies, each
covering one or more regions. In response to the 2013 RFP, a fourth agency send a competitive
bid to provide case management services only to select towns within one region. Upon review
of the proposal, DSS determined this agency met the established requirements. The agency also
proposed lower FFS rates compared to other RFPs received for that geographic area. DSS
awarded this agency a case management contract for those specific towns, and a separate
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contract was awarded to another Access Agency to provide services for the other towns in that
region. In this manner, DSS provided cost effective and high value case management to waiver
participants in that area.

Waiver Services Expenditures by Access Agency

In an effort to analyze the equity of waiver service authorization across the state, we looked at
waiver expenditures for both the Connecticut Home Care Program Category 3 and the Personal
Care Assistance waiver.

CT Home Care Program for Elders — Category 3

The figure below compares the average yearly waiver expenditures by Access Agency. SWCAA
has higher CHCPE waiver expenditures each year of this analysis, while WCAAA consistently has
the lowest average yearly expenditures. The difference between the highest average yearly
expenditures (SWCAA) and lowest average yearly expenditures (WCAAA) ranged from $5,660 in
2020 to $9,237 in 2023.

Average Annual CHCPE Waiver Expenditures
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2020-2025
$45,000 441,200 $41,381
$40,000 $39,047
’ $36,226

$34,349
426,586 $29,278 $29,7

$35,000 $32,762 pum <3 05
$30,000 $27,7
$25,000 $23,6 \ $25,163
$20,000
$15,000
$10,000

$5,000

s_

$36,648  $36,4
| S330|

35,355 $35,9
| $318|

2020 2021 2022 2023 2024

B AOASCC mCCC mSWCAA mWCAAA

Personal Care Attendant Waiver

Average annual PCA waiver expenditures for 2020, 2021, 2023 all were fairly consistent across
Access Agencies. In 2023 and 2024, WCAAA had higher average waiver expenditures than the
other Access Agencies. All have shown significant growth in expenditures. Increasing
expenditures is mainly due to PCA collective bargaining agreements that have raised PCA wages
over the last several years. The most recent agreement, signed in 2024, continues to raise PCA
wages 26% over the life of the three-year contract.
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Average Annual PCA Waiver Expenditures

by Access Agency
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Recommendations

UConn completed a review of multiple data sources and documents in order to provide
comment and recommendations on the 1915b case management service component of the
waiver. UConn provides the following recommendations related to access, quality, and cost
effectiveness of the waiver service.

To help Access Agencies address timeliness of access to waiver services, particularly the
time from referral to initial assessment, it is recommended that DSS provide monthly
timeliness data to the Access Agencies.

Timely access to services is often identified as a challenge by the Access Agencies. It is
recommended that DSS hold working meetings with Access Agencies to identify the
barriers and opportunities to timely access to services and work collaboratively to
address them.

Financial eligibility for Medicaid continues to be a challenge for DSS and impacts access
to services. Several states use presumptive eligibility for Medicaid services to expedite
access to services while determination of financial eligibility is confirmed. It is
recommended that DSS adopt presumptive eligibility for HCBS. Additionally, it is
recommended that DSS analyze Medicaid eligibility data on an ongoing basis to
measure effectiveness of any eligibility strategies.
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DSS currently does not have a system to track care plan budget exemption requests. It
is recommended that DSS implement such a system to track requests, approvals, and
denials at the waiver and Access Agency level.

Address wait list of PCA waiver by expanding the number of slots available in the waiver.
Additionally, personal assistance services, home modification services, assistive
technology, personal emergency response systems, and home-delivered meals are now
provided through the 1915i Community First Choice (CFC) Program. It is recommended
that DSS provide outreach to everyone on the PCA waiver waiting list with detailed
information about CFC services, eligibility requirements, how to apply, and a contact at
DSS for more information.

DSS does not have any specific strategies for addressing potential racial disparities in
participation in the CHCPE or the PCA Waiver. It is recommended that DSS develop a
yearly review of race data to help to ensure that every effort is made to eliminate
potential disparities and develop outreach strategies if disparities exist.

Obtain client grievance data from each Access Agency to provide baseline for future
analysis.

DSS does not report any efforts to monitor turnover at the Access Agencies. Considering
the impact turnover has on capacity, quality, and cost, DSS should consider developing
monitoring tools to understand the impact of turnover on CHCPE and the PCA waiver.
Developing statewide benchmarks related to turnover and providing guidance to Access
Agencies on strategies to reduce turnover is an important investment in time and
resources from the lead state agency.
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