Addendum No. 4

Why One-Stop Service Centers Do Not Work for HCBS Waiver Services
AWA POSITION: The One-Stop model as defined by the Division of Developmental Disabilities Services will not work for HCBS Waiver Services and should be discarded.
===============================================================
Overview


DHS' Division of Developmental Disabilities Services (DDS) has proposed one-stop “Service Centers” or “Health Homes” for the delivery of services for those with a developmental disability. In DDS' apparent view, the One-Stop for a specific geographic area will be allocated funding and must meet all service needs within that area using the allotted funding.


Through state sponsored work groups, DDS has attempted, with little success, to solicit input from DD professionals, advocates, consumers, and families on the proposed changes to developmental disabilities services. At the first DD work group meeting held on November 1, 2011, DDS circulated a handout that defined the function of the One-Stops as a "One-Stop service organization that has the capability to provide, through its own employees or contractors, services specifically designed for persons with developmental disabilities." This document went on to list the specific services a One-Stop would provide. That list included standardized assessment and evaluation, as well as person centered planning.

It is the position of Arkansas Waiver Association (AWA) that this model will result in a significant deterioration of service quality and will save money only to the extent that it cuts needed services to individuals.  This model will not produce increases in efficiency or cost effective services.

AWA strongly recommends the One-Stop model be discarded for the following reasons:
1. Unlike other medical services, these services are provided only through DDS.  There is no other funding source.  This fact results in each One-Stop becoming a monopoly for their designated area.  As a monopoly, the One-Stops are free to set the market price for DDS services within their area.  All competition for customers is eliminated as consumers will not be able to choose their provider.  One-Stops will effectively be able to set the wage and fringe benefit packages of all providers within their area.  Over time, the smaller providers will be forced out of business as the monopoly grows.  A monopoly is the least effective business model in existence for both efficiency and quality.

2.  DDS has proposed the One-Stops retain 60 percent of any unspent funds for their own purposes.  This creates an incentive to not provide services, not to provide them more efficiently or of higher quality.  Unlike the medical community where providers can only bill for services provided, the One-Stops will actually profit from simply not providing services or from cost shifting those services to another funding stream, such as an institutional placement.  Creating an incentive to not provide services is the absolute wrong message.

3.  Under the current system, funding is attached to the customers who in turn select their preferred provider and can change providers at will.  This is the mechanism that forces poorly performing, inefficient providers to improve or go out of business.  By attaching funding to the One-Stops, this market driven quality assurance check is eliminated and leaves the customers with a "take it or do without" choice.  Changing providers because of customer dissatisfaction is common in the Waiver services arena and is a highly effective way to flag unsatisfactory providers.  There is no possible way that removing customer satisfaction and choice from the equation can result in better services.

4.  Per the state-produced definition, the One-Stops will be providing the subjective assessment that determines appropriate services and the consumer’s level of care.  Allowing One-Stops to conduct the assessment, provide services, and benefit from any cost savings creates an inherent conflict of interest. 

5. Per the state-produced definition, the One-Stops will provide person centered planning.  Allowing the One-Stops, who have a vested interest in the outcome, to counsel consumers and families and develop a service plan creates a conflict of interest. Who represents the family or individual in this process? One cannot advocate for the individual and the company they work for at the same time. Therefore, AWA proposes an advocate who understands the system and represents the individual's interests be made available to every customer. 
6.  In the medical arena, the managed care provider is required to provide all medically necessary services and assumes the risk if their reimbursement is insufficient to cover the costs.  That concept does not work with the One-Stops.  When the allocated money is gone, they simply stop providing services, run waiting lists, or provide only token services.  No risk is assumed. 

7.  One-Stop cost shifting will be an unavoidable problem.  If the money is short, the One-Stop need only refer the expensive clients to ICFs or HDCs (all Waiver clients have already been determined to be institutional level of care). This may not be what the individual wants and will likely double the cost to Medicaid for the individual's services. We cannot foresee any other outcome given the options available when the One-Stop is short of funding.  The One-Stops only alternative would be to close their day treatment or pre-school program and throw dozens of individuals out of their services.

8.  Allocating funds to 75 county based One-Stops creates 75 untouchable pots of money and 75 managers trying to run a surplus to gain the money incentive attached.  Without question, we will end up with surpluses in many areas and severe shortages in others.  There is no way to balance this as the One-Stops with a surplus are entitled to 60 percent of the surplus funds.  This is an inefficient, inflexible way to do business.

Recommendations

1. One-Stop Service Centers as proposed by DDS should be taken off the table.  That model creates all the wrong incentives.
2.  Capitated rates (clinically fair target prices) should be implemented for DDS services where individuals are served in groups in facility-based settings.

3.  For the purposes of Medicaid Restructuring, Waiver should be considered along with and in the same context as institutional settings.  If the intent is to move all individuals to the appropriate level of care consistent with their needs, there must be a close coordination between Waiver and the institutional options that provide a workable alternative to each individual's current placement.
Summary


For the reasons stated, the One-Stop “Service Center” or “Health Home” model as proposed by DDS will not work for Waiver and creates the wrong incentives.  


AWA believes there is merit to a proposal to move the system to capitated rates, or "clinically fair target prices," for DDS services such as DDTCs, Pre-Schools, Group Homes and Supported Apartments.  These are fixed services that serve groups of individuals in a facility setting with relatively fixed costs.  That is not the case with Waiver where individual costs can range from a few thousand dollars to over one hundred thousand dollars.


Waiver, unlike the other DDS community programs, is designated as a long-term care service with each individual having already been assessed and assigned that level of care.  Waiver was created to be an alternative to an HDC placement. As such, any Waiver funding decisions must be made in the same context as the HDCs. The State should not create a system where funding decisions force institutionalization at a higher price.  There are significant legal consequences to funding Waiver at a level inconsistent with the State's stated intention to serve individuals in the most integrated setting appropriate to their need.  It does not matter if institutional bias is forced by underfunding or by implementing a new model, the result will be the same, and it will be subject to legal challenge by the Department of Justice.
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