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- MEETING -

Ms. Snyder:
-- the stakeholder updates. This month we have this in the form of a webinar. So first we're going to start with a little bit of housekeeping and a sound check, just to make sure that -- um -- folks can hear us. So if you can hear me okay, please click on the raised hand icon. Great. Thank you. If -- um ‑‑ we run into any technical difficulties or if you are disconnected, please reconnect to the webinar. Uh -- today we will briefly go over enrollment information and other updates before being joined -- um -- by Carrie Graham and Steven Kaye to present on the latest CCI research findings, which is funded by The SCAN Foundation. Each of our presenters will have a Q&A session following their PowerPoint presentation. So first we're going to start off with an enrollment update.
Mr. Portela:
Great, thank you, Bethany. This is Javier. Um ‑‑ just wanted to give a quick update on enrollment here. As of (inaudible) 1st there are approximately 116,000 -- um -- enrollees in the Cal MediConnect program itself. Um ‑‑ we do have a complete breakdown of the enrollment by county demographics -- um ‑‑ on the CalDuals.org website as well, if you'd like to see the further breakdown of that information. A few key things to keep in mind as reminders -- um -- the MLTSS enrollment continues, which are essentially those that are new to our program -- um ‑‑ and need to make a choice for a health plan. They're continuing to be offered. The Cal MediConnect choice is part of that process. Of course, those that do not choose one of those -- um -- either a Cal MediConnect or a Medi-Cal plan, they will be defaulted to our Medi-Cal plans -- um -- based on the county they live in. And then -- um -- as always, a reminder, our streamlined enrollment process continues with the health plans. You will continue to see the same lower volume that ‑‑ um -- that we see there. But it is something that seems to be breaking down the barriers for the members that are utilizing that process. Um -- we'll continue to monitor that process as we go forward. The only other keynote from an enrollment perspective is many of you -- um -- as part of our stakeholder groups, have heard that our Health Care Options website has been revised and updated, not for the specifics of CCI, but for the specifics of meeting more of the -- um -- new Federal Medicaid final rule that was released on July 1st. So there's a new look and feel to it -- um ‑‑ little bit more information. So we do encourage folks to go take a look at that site and always let us know if you have any feedback. Um -- I will turn this over to our ‑‑ to my colleague here, Nathan Nau, who will talk a little bit more about -- um ‑‑ (inaudible).

Mr. Nau:
Thank you, Javier. So this is Nathan. And today I'm going to talk about LTSS HRA questions. And so, as many of you know, we've been doing some extensive work with the Health Risk Assessment and specifically referral questions for Long Term Services and Supports. So we did convene a workgroup and we came up with recommendations on -- on the questions themselves. And so those recommendations were final. And we sent them through a literacy review, which is part of our normal process. And then I'm happy to announce that the questions were actually published through a Duals Plan Letter yesterday. And so what that entails is we have a very large distribution list that we send the letter out to. And so that went out yesterday. And it was also posted to our website. So I encourage everybody to go online and take a look at the -- the updated Duals Plan Letter and look at the questions and attachments at the end of the letter. And so thank you to everybody who provided feedback and participated in the workgroup. And so we're happy -- um -- to get that underway. The requirement will take effect January 1st of '18. And then we'll be looking at it very closely to see the impacts to the program. And so that's my short update. So then with that, I'll turn over back to our folks to prepare for our presentations.
Ms. Snyder:
Great. Thank you. So now we're going to be hearing from -- um -- our presenters. And so we'll be turning on the PowerPoint presentation. So now you will see it on your screen. First, we have Carrie Graham, Ph.D., MGS. And she is the Director of the -- of Health Care -- of Health Policy of the U.C. Berkeley Health Research for Action. So without further ado -- um -- this is Carrie. And then after Carrie's presentation we will have a few minutes for question and answer before we start with our next presenter.

Ms. Graham:
Okay. Good morning, everyone. Uh -- and thank you so much for being on the call today and for inviting us here. Um -- can you hear me all right? 

Female:
Yes.

Ms. Snyder:
Yes.

Ms. Graham:
Yes. Okay, great. So today -- uh -- we wanted to update you on -- uh -- University of California evaluation of Cal MediConnect. And we have -- this has been a joint effort between -- uh -- U -- U.C. Berkeley and University of California -- um -- the Center for -- uh -- the Community Living Policy Center, as well as the Institute for Health and Aging. We've got a large research team. And we've been doing -- this is our third year of evaluation. And -- uh -- some of you have been with us all the way through this process. We started with focus groups a couple years ago with beneficiaries. Um ‑‑ we've been doing -- uh -- a study of the health system response through key informant interviews with stakeholders, providers, health plans. Um -- and we've put out -- uh ‑‑ a bunch of publications through The SCAN Foundation website, which I'll give you a link to at the end of the -- of the presentation. And -- uh -- today we're really excited because one of -- one of the biggest, most exciting parts of our evaluation has been our telephone survey with beneficiaries. And -- um -- let's move the slide, if we can? Move forward the slide? Thanks. Okay. So we conducted a survey with over 2,000 beneficiaries in 2016. We call that our Time 1 Survey. These beneficiaries had been in Cal MediConnect. Um -- there were also some who had opted out and some who were in non-demonstration or non-CCI counties, as comparison groups. And that was a -- about 2,100 beneficiaries participated in that survey. And we have some publications and -- uh -- key findings on The SCAN Foundation website from that. So really what we were excited to do was do our follow-up survey this year. So the exact same beneficiaries we called again and -- uh ‑‑ conducted a ‑‑ a second survey to follow-up with them. Our main research question was to look at, you know, over time -- um ‑‑ many of the beneficiaries we surveyed in our Time One were brand new to Cal MediConnect. Maybe they'd been in, you know, six months, maybe -- um -- up to a year. But over time we wanted to look at how do -- are their experiences changing? Um -- if they were satisfied at Time 1, do -- you know, did that change? Are people getting more satisfied or less satisfied over time? And also compare that to beneficiaries who had opted out and know the non-CCI counties. Um ‑‑ you can advance the slide. So -- um ‑‑ this is -- this table shows -- um -- if you look in the left hand column, CMC means Cal MediConnect. In Time 1 survey there were 744 people who participated who were in Cal MediConnect. We followed up with those same people. And we got 66 percent of them, so 488 participated a year later for follow-up. And same thing for opt outs -- uh -- there were 659 at Time One. We got about 50 percent of the opt outs, so opt outs were a little less likely to talk to us again. And then we had then the non-CCI counties, 736 at Time 1. And we got about 64 percent of those to participate again at Time 2. And next slide, please? Okay, so -- um -- you know, about 750 beneficiaries who had taken the survey in the first time didn't take it again. And we like to look at why that is the case. Um -- and a lot of it was either phone disconnected or the call went to the answering machine and they never answered or called back. Out of 2,000 beneficiaries, we had 168 flat-out refusals. Sixty-five were not eligible. And -- uh -- 61 had passed and ‑‑ passed away -- um -- or couldn't take the survey for some -- some reason. Um -- and about 40 were no answer. So you can see, you know, some of the challenges we run into in calling people on the telephone. So next slide. Okay. So -- um -- now we're going to get into what some of the results were of our T2 survey. And what I wanted to say before we get into these results are these are preliminary findings. This is our first snapshot of what we're seeing in T1 and T2 comparison. Um -- we'll be doing a lot more analysis of this. Uh -- we just wanted to kind of get this out to the stakeholder group because we really do -- we really do value your input in terms of how we proceed with our analysis. So I’m going to go through some of our very preliminary analysis. Um -- you'll -- I'm not sure if it shows on the slide, but there's a little tag that says preliminary results, not for distribution, just because these are, you know, just really our first take. And after I get done telling you about them, we'll have a question and answer period where, you know, if you have thoughts on what you think is interesting -- uh -- what you'd like to learn more about or questions, those are some of the things we'll -- we'll take into consideration as we move forward with our analysis. So -- okay, so first -- one of the first things was some of the people -- about 78 beneficiaries who had opted as the Time 1 survey actually re-enrolled in Cal MediConnect. And we asked them why. And in analyzing, they were able to just tell us why. And analyzing those answers, one of the main themes that came out was -- um -- they thought that Cal MediConnect would provide them with prove -- improved general health coverage. Um -- they were referred by professionals or some other trusted source that said you should enroll in Cal MediConnect. And -- um -- uh -- the third theme was that they re-enrolled because they were required to enroll to receive some kind of care -- um -- that they couldn't get when they had opted out. Next slide. Um -- out of all the people who had opted out at Time 1, 17 -- okay, sorry -- sorry -- take that back. Out of all the people who were in Cal MediConnect, 17 who we talked to again had disenrolled from Cal MediConnect. Um -- so it's a lot fewer than -- than of the people who had reenrolled. And the main reasons were very similar to why people opted out in our first survey overall -- uh ‑‑ dissatisfaction with provider availability through Cal MediConnect -- um -- likely, you know, there's a lot of people in this situation, where there's a Medicare ‑‑ regular Medicare provider that they want to keep seeing. And -- uh -- lack of desired benefits and services covered by Cal MediConnect. So there were some things that ‑‑ that they -- a benefit they needed or wanted that wasn't available. Next slide. So ‑‑ um -- we -- these are just our first run at looking at some of our overall results of ‑‑ of let's compare Time 1 with Time 2. And this first question is just this overall are you currently satisfied or dissatisfied with your health insurance benefits. And the way to read this again is, if you look at the left column, CMC means Cal MediConnect, opt out are the people in demonstration counties who aren't in Cal MediConnect, and non-CCI is our sample demonstration counties. Anything that's in red font means that there was a statistically significant difference change between T1 and T2. And this is paired analysis, meaning we just looked at the people who had taken both surveys. And we did an analysis where we -- um -- it's called Sign Rank Test, where essentially in this first pass of the analysis we looked at how many people went up, how many people went down, and how many people stayed the same in their ranking of these different questions. And the P Value in the -- in the column at the right basically shows whether it's statistically significant, whether this is a real change -- um -- that we can say this is probably (inaudible) just due to statistical error. Okay. So -- um -- what we saw here was that there was an increase ‑‑ uh -- more people said they -- more people increased -- rated their satisfaction higher at T2. So there was pretty high satisfaction among Cal MediConnect and those who opted out and those in non-CCI counties. In our first survey, you can see in Cal MediConnect about 84 percent were very or somewhat satisfied. So one of our big questions was over time, you know, there's more opportunities for being dissatisfied with your health care. You know, something could happen that -- that -- uh -- (cut off) problem with your health care and so -- that would affect your satisfaction. So what we see actually in Cal MediConnect and opt out, we see a statistically significant increase in the number of people who are ranking their satisfaction higher, very or somewhat satisfied. Um -- we don't see a statistically significant difference in the non-CCI counties there. Next slide. Okay, this is another overall quality of care question. Um -- how would you rate the overall quality of care you are currently receiving? Um -- I think they could say excellent, good, fair, or poor. And we saw in -- among Cal MediConnect, more people ranked their overall quality of care higher in T2 than they had T1. Um -- and this was not the case with the opt outs and the non-CCI. So instead of seeing, you know, a reduction, maybe with the non-CCI you see it getting -- going up a little bit, but there's probably an equal number of people who rank their overall quality of care lower. So that's not statistically significant. So anyway, what we're seeing here is that there's an upward trend in terms of ranking of overall quality of care among Cal MediConnect compared to the other groups. Um -- next slide. Um -- here's another interesting one. We looked at use of Emergency Department or Emergency Room on ‑‑ in -- among Cal MediConnect. And we saw ‑‑ so this is the actual number of times they used it. In Time 1, among Cal MediConnect, the average number of -- the mean number of times is .82, little less than once in the last six months. In Time 2 that actually reduced significantly to .58. Um -- uh -- we see, in comparison, in the non-CCI counties the -- there was an increase in number of times using -- visiting the Emergency Room. Next slide. Um -- this is something that I can't totally explain. Um -- but I thought I'd throw it out there. They -- when we just asked people do you use specialty care ‑‑ and then we give an example of what specialty care is ‑‑ uh -- uh -- fewer people said yes in Time 2 ‑‑ um -- in Cal MediConnect. It -- there was not really that much of a difference in opt out and non-CCI. Um -- but we also see that the number of specialty visits remained the same and -- uh ‑‑ the percentage of people who said that access to -- uh -- specialty care appointment was always easy also remained the same. Um -- so there's this -- there's ‑‑ uh -- seems to be this trend in not ‑‑ not using as much specialty care among Cal MediConnect. Next slide. Um -- and same thing with use of behavioral health. The question, do you use mental health care? We've called it mental health care because that seemed easier for people to understand ‑‑ um -- and we gave a description of it. And fewer people said yes at Time 2 in Cal MediConnect. Among the non-demonstration counties, non-CCI, more people said yes at ‑‑ at one year later. Uh -- the number of behavioral health visits -- uh -- also went down among Cal MediConnect. You can see ‑‑ and the -- below it 6.13 times -- um -- and in Time 2 it went down to 2.48 times. And that approaches significant. It's almost significant. Next -- next slide. Um ‑‑ easier access to prescription medication. So we asked this question: In the last six months, how often was it easy to get your prescription medication? Um -- uh -- the responses were always, sometimes, usually, never, I think. Um -- and so we see that, among -- um -- Cal MediConnect and opt out, more people said -- went from sometimes or never easy to always easy. Um -- in the non-CCI counties, that's also significant, but actually in a different direction. So we see in non-CCI counties fewer people are saying that it -- um -- there -- it's always easy to get prescriptions. So that's a difference. Um -- the -- in -- in Cal MediConnect the number of -- number of prescription medications remained steady at around six. Next slide. Um -- we also asked a lot of questions about unmet need. And Steve Kaye is going to be -- uh -- talking about that in a lot more detail. Um -- but durable medical equipment, DME -- um -- the unmet need, people -- basically, we ask this question: Do you need any medical equipment or supplies that you currently cannot get through your health insurance? Um -- and I believe we gave some examples of that. Unmet need, answering yes to this, yes, I have ‑‑ uh -- supplies I can't get -- um -- went up in all groups. Um -- you can see that that's around the 20 percent mark in Cal MediConnect and opt out. In non-demonstration counties people saying yes to unmet needs -- um -- is around the 50 percent mark. So it went up still in Cal MediConnect less than the non-CCI counties. Next slide, please. Um -- we asked a question -- just this is kind of trying to get it Care Coord -- Care Coordination -- how often did doctors or other health care professionals share important information about your history or treatment with each other? Um -- this went down -- in Cal MediConnect. So -- uh -- more people are saying they never share information -- um -- in Cal MediConnect. And the perception that they do share information actually went up among our non-CCI group. Next slide. Um -- we asked this question because we were trying to get, you know, at: Does Cal MediConnect plans -- so it's just asking people in Cal MediConnect, did the plan -- we said the name of the plan ‑‑ and they did -- did they do anything to make it safer or easier for you to live in your own home? So at T1, which was closer to the enrollment -- their enrollment date, we had about 22 percent saying yes. Um -- that went down to about 11 percent saying yes at Time 2. So I don't know. I was thinking, you know, maybe it's the plans were more likely to do things for people -- um -- and you know, help people with home or ramps or ‑‑ or more care when they first enrolled. Um ‑‑ not quite sure how to interpret that one. Next slide. And just to kind of wrap up, there was a lot of things that didn't change ‑‑ um -- among Cal MediConnect. So Time 1 you can see things like -- we asked the number of primary care visits. That didn't change significantly. And their access to primary care appointments didn't change significantly. Um -- their number of hospital stays, their access to a desired hospital, the provider's understanding of their care. Um -- one thing, at the very bottom, you'll see experienced delays or disruptions in care. And this was something that we were interested in. Um -- it basically asks people, you know, how often have you had to delay your care because of disruption or a problem getting -- getting care you needed. And -- um -- that did not go down. It was 20 percent, one in five at T1, and then it's about the same at T2. Next slide. So I’m going to stop here for just a few minutes and take your questions before we have -- uh -- Steve Kaye talking more about unmet needs and consequences of unmet needs. And we'll just take a few questions. But I also want you to have my email address so that if there's something that comes to you or you want to ask -- um -- uh -- later date you can always feel free to email me. We'll be continuing on. This is again really a preliminary analysis. We're going to be continuing on with analysis with -- with different kinds of statistical tests and modeling as we move forward. Um -- and more final results will be -- uh -- presented at The SCAN Foundation LTSS Summit in October. But I'll stop here and take any questions you have.
Ms. Rice:
Thank you, Carrie. So if you'd like to ask a question, please go ahead and click the raised hand icon to put yourself in cue. Again, we will have -- um -- some time for questions now before moving on to the next speaker. And then they will have a short Q&A session after as well. If you haven't already, please insert your audio pin. That way you'll be -- um -- ready to -- with your audio when we open the line for your question. All right, Gordana, your line is open to ask your question.
Ms. Vukotich:
Hi. Good morning. This is Gordana. Um ‑‑ thank you for the presentation and for the survey. It looks great. Um -- two things. I'm going to start with the easier question first. Uh -- uh -- will -- um -- will we be able to download this presentation? Hello?

Ms. Graham:
Hello. Um -- uh -- I think -- you -- you know, it's a really preliminary analysis. And we actually have in the -- in the -- in the slide presentation, it actually -- I'm not sure if it showed up on the screen. But it says not for distribution just because it's so early that we don't really --

Ms. Vukotich: 
Okay.

Ms. Graham:
-- at this point want anyone quoting this online or considering this final. So --
Ms. Vukotich:
Got it.

Ms. Graham: 
-- I’d be happy to send it to you for your own reference. But you know, just keeping in mind, as I said, it’s so preliminary analysis and we don't really necessarily want it to open to, you know -- a -- being portrayed as a final analysis.

Ms. Vukotich: 
I'll sign a non-disclosure. If you can email me, I would really appreciate it, just to have as a reference. Um -- but my question was -- and -- and I apologize. Um -- I was dealing with a little bit of a technology glitch over here and I missed. Can you please explain the difference between T1 and T2? And then on the left side with the hospital admissions, it looks like a 13 percent difference. But I'm not sure I -- um ‑‑ T -- with the difference between T1 and T2, please. 

Ms. Graham:
Okay, T1 and T2. I'm sorry. Um -- so we ‑‑ we call it Time 1. And that was our first survey of these beneficiaries in 2016.

Ms. Vukotich: 
Okay.

Ms. Graham: 
So it's Time 1, T1. (Inaudible) -- 

Ms. Vukotich:
Uh-huh.

Ms. Graham:
-- shorthand. And then we followed up with the same beneficiaries in 2017, which is Time 2. 

Ms. Vukotich:
Okay. That's -- we weren't sure of the year.

Ms. Graham:
So -- 

Ms. Vukotich:
Thank you. So Time 2 is -- so Time 2 is just recent, right, like this year?

Ms. Snyder:
(Inaudible)
Ms. Graham:
Yeah, what -- what were our dates here?

Ms. Vukotich:
Okay.

Female:
January to --

Ms. Graham:
January to March of this year, yeah.

Ms. Vukotich: 
Oh, this -- so it was the first quarter of this year. Okay. Thank you.

Ms. Graham:
Yeah. And the -- and the number of hospital stays, you might not see on the screen, that's -- it -- it -- that's a decimal, so .5 is, you know, one-half a time versus .63 times. So it doesn't -- it's not a percentage there. And sorry for putting percentages and decimals in the same -- in the same -- uh -- 

Ms. Vukotich:
So --
Ms. Graham:
-- slide presentation. That was just -- uh ‑‑ confusing on our part, yeah.

Ms. Vukotich:
So am I allowed to ask one more question or are there other people lined up behind me?

Ms. Rice:
Um -- you can go ahead and -- and have one more quick question.

Ms. Vukotich:
Thank you. So -- and -- and I'm not trying to put you on the spot and -- um -- so with these survey results, do you -- do you think that -- are we trying to collect data to ‑‑ um -- to prolong the pilot and hopefully with all the changes that are going on, hang onto Cal MediConnect for California? Is that our goal with all of these surveys? Or what's our goal?

Ms. Graham: 
I am the evaluator. I'm not the one who makes those decisions. You know, my goal is just to really assess what people's actual experiences are from the beneficiary perspective. And what the State decides to do with that -- um -- I don't know if anyone else from DHCS wants to address that. Um ‑‑ I -- 

Ms. Haycock:
Yeah, so -- um -- 

Ms. Graham:
-- I come to -- 

Female:
-- (inaudible) -- 

Ms. Graham:
-- I (inaudible) to you. 

Ms. Rice:
The findings that -- um -- Carrie and -- and the rest of The SCAN Foundation data that's come out have definitely been able to guide the department -- um -- as -- as I'm sure you're aware of, like the comprehensive strategy that they've pursued a number of ways to improve the program, based on areas that showed room for improvement through these data. So it's definitely really useful to the department. Um -- and on her end, she really is just trying to find out -- um ‑‑ what they feel, you know, just from data standpoint.
Ms. Snyder:
And in terms of this presentation, we will have an audio recording on CalDuals.org ‑‑ um -- and then, as always, as new research comes out, we post that on CalDuals and send out email to our email distribution list. 

Ms. Vukotich:
Thank you.

Ms. Rice:
Does anyone else have a question? Um, again, go ahead and click the raised hand icon. All right, Marcelo, your line is open.

Mr. Espiritu:
Hi. Thanks for saying my -- my -- uh ‑‑ question (inaudible).

Ms. Snyder:
Oh, Marcelo, we can't hear you very well. If you could talk -- 

Mr. Espiritu:
Hi.

Ms. Snyder:
-- louder, that'd be great. 

Mr. Espiritu:
Is that better? All right.

Ms. Snyder:
A little bit. 

Mr. Espiritu:
Oh, good. Um -- what's in that specialty (inaudible) and -- uh -- I'd just like to (inaudible) --

Ms. Rice:
I think we have a very bad audio connection. Um -- if you'd like, I would go ahead and encourage you to perhaps submit your questions -- um -- through her email address that's on the screen -- um -- and she can address them that way. 

Ms. Snyder:
Is there anyone else who'd like to ask a question before I move on to our next presenter? 
Ms. Rice:
We have time for probably one more question. All right, being none in the cue, we'll go ahead and -- and move on. 
Ms. Snyder:
So our next presenter is Dr. Steven Kaye. And he is the principal investigator of the UCSF Community Living Policy Center. And he's also a co-investigator on the CMC evaluations. So I'll turn it over to you, Steven.

Mr. Kaye:
Hi, everybody. Um -- I've switched to a different microphone. How's my audio now? 

Ms. Graham:
Sounds good to me.

Mr. Kaye:
Okay.

Female:
Sounds good.

Mr. Kaye:
All right. So -- um -- if you'd advance the slides, please? Next slide. Uh -- as Carrie mentioned, we -- um -- added some questions to the -- the T2 survey, the Time 2 survey ‑‑ um -- to learn more about -- um -- unmet need for Long Term Services and Supports. Uh ‑‑ the reason we did that was there were what we thought were remarkably high levels of unmet need recorded by -- um -- the beneficiaries that we surveyed in -- uh ‑‑ in the T1 survey. And we wanted to understand that better. Um -- so we asked some more questions about -- um -- not only did they have unmet need -- you know, not only were the needs not met, but one -- what were some of the consequences; basically, what were bad things that happened to them ‑‑ um -- as a consequence of not having their -- uh -- need for LTSS met. Um -- so ‑‑ um -- because we now have this new data ‑‑ um -- a rather rich source of data, on unmet need for Long Term Services and Supports -- um -- we decided to address the questions of:  What are the causes and the consequences of unmet LTSS needs among these California Duals, both people participating in Coordinated Care Initiative and people who are in our comparison group of -- um ‑‑ counties that are not -- uh -- CCI counties? Uh -- next slide, please. So -- uh -- just to let you know -- um -- in the previous survey we found, as I said, large -- a large fraction of people -- um -- reported unmet need for ‑‑ for -- uh -- Long Term Services and Supports. Um -- these -- now if you ‑‑ if you've seen our previous results, these numbers are a little bit different because I've limited the sample to people who answered the -- the -- the first survey and also responded to the second survey. So it doesn't people who we lost -- um -- to follow-up, who did not -- uh -- complete both surveys. So in the -- among this sample ‑‑ um -- among everybody who has -- who needs help with their daily activities, 42 percent reported that they needed more help at -- at Time 1 or in 2016. And the same 42 percent said they needed more help in 2017, no change. Um -- in the previous survey there was -- we don't understand why, but there was a significant difference. There was more unmet need in non-CCI counties than there was in the CCI counties. But there was no difference. There was no statistically significant difference between Cal MediConnect and the opt out group. In the ‑‑ um -- in the new survey, this -- there ‑‑ there's still -- uh -- a difference, but the difference is not statistically significant. So it's about -- you know, it's roughly the same level of unmet need in all three different groups. Um -- among people who are getting paid help -- um -- there were still about 39 or 40 percent who -- um -- said they needed more help. And among IHSS recipients, among people who are getting services through In-Home Supportive Services ‑‑ um -- 40 percent said they needed more help at -- in T1, 38 percent said that ‑‑ said they needed help in T2. Um -- that is not a statistically significant difference. And again, there was no statistically significant difference among the three groups, Cal MediConnect, opt out, or non-CCI. Um -- on the next slide -- um -- it shows -- uh -- our sort of framework of how we're thinking about -- um -- unmet need for LTSS. So unmet need and adverse outcomes are in the green -- um -- on the green box to the right. And what -- what influences whether a person has unmet need for LTSS? Well, obviously, whether they get paid help, including paid help from IHSS and from other sources, and whether they get unpaid help. So are they getting their -- you know, enough help from these two sources? And another influence on unmet need is characteristics of the individual. For example, the most obvious is how much help do they need? Um -- what kind of -- what is their health status? What kind of disability do they have? Uh -- how old are they? And so on. Um -- characteristics of their communities -- I'll tell you more about that in a moment -- and -- um -- their -- their health care -- the -- the health care system and whether they're, for example, in Cal MediConnect, whether they have a managed care organization that is serving them or whether they're getting fee for service. Now to the right of the -- of the green box -- um -- showing unmet needs and adverse outcomes, is -- um -- what some people call quality of life outcomes. Uh ‑‑ we have just two questions in the survey ‑‑ um -- that are relevant here. One is the extent to which people feel like they're in control of their lives. And the other one is the extent to which people are participating in -- in social interactions and how satisfied they are with that. So -- um -- we wanted to look at both why people have unmet need and try to understand that, and also what consequences they have -- uh -- in terms of the -- the control over life and their level of social participation. So on the next slide -- um -- we show -- um ‑‑ some of the statistical models. Um -- so we basically constructed a bunch of statistical models to try to understand -- um -- how these things influence -- influence each other. And the first three of those have to do with whether or not a person gets paid help and how much and what kind of help. So there is one outcome, which is are they participating in IHSS, in In-Home Supportive Services? Fifty-eight percent of our sample members who need help in daily activities ‑‑ um -- are IHSS participants, meaning 42 percent are not. Um -- we did an analysis of the number of hours they're getting -- uh ‑‑ in IHSS and -- um -- a -- a model of getting any kind of paid service, other than IHSS. Interestingly, only three percent of the sample said they were getting some kind of paid help -- um -- other than IHSS. Uh ‑‑ the next slide has -- um -- a whole different set of models. This is the models about unmet need. And there are a whole bunch of them because, as I mentioned -- um ‑‑ we -- um -- looked at unmet need -- unmet need itself, unmet need per se -- in other words, did the person say they need more help in their activities of daily living or their instrumental activities of daily living or either of those. And then -- um ‑‑ we also looked at specific -- um -- adverse consequences that people had when they needed help in a particular thing. For example -- um -- for people who needed help bathing -- who said they needed help bathing, we asked them did they have any ‑‑ did they experience discomfort due to not bathing often enough. Uh -- for people who needed help dressing, did they experience discomfort due to not changing their clothes often enough and so on, discomfort related to toileting -- uh -- the -- did the person have to stay in bed because they didn't have anybody to help them get out of bed. And then we did a model of any of the above. So that's for ADL's, activities of daily living. For the instrumental activities of daily living -- um -- for example, if the person -- um -- you know -- you -- IDL ‑‑ IADL's include things like needing help with medications -- um -- needing help getting out of the home -- uh -- grocery shopping and so on. So adverse consequences related to these were the person made a mistake taking their medication or maybe they didn't have somebody to help them leave the house and they had to stay home -- uh -- or they went without groceries. So we did statistical models of those. And on the next slide -- um -- are the two -- um -- the two kind of quality of life outcomes that I mentioned, whether the person has desired level of control over their own life. Uh ‑‑ and there was a huge difference here between ‑‑ um -- people who overall -- 58 percent said that they did have a desire -- as much control over their life -- uh -- as they wanted to. That's quite good. Um -- but ‑‑ uh -- peoples [sic] whose -- people whose need for LTSS were unmet, only 43 percent said they had the desired level of control over their lives, compared to 70 percent of people whose needs were fully met. Similarly ‑‑ um -- whether the person -- uh ‑‑ participates in social activities as much as they wanted to -- um -- people whose needs were unmet, only 20 percent said that they ‑‑ uh -- they did participate as often as they wanted to, compared to 45 percent of people who -- um -- whose needs were met. So ‑‑ uh -- I'll show you some model results on the next slide. Um -- and -- um -- sorry, I'm getting ahead of myself. So we tested a whole bunch of variables, a lot of variables that we collected from our survey -- um -- a lot of different individual characteristics. The ones that are shown in bold are the ones that were significant at least one of the models. Um -- clearly -- um -- the amount of help that the person needs is going to be significant. Um -- their health, their health status is significant. Some of the different kinds of disabilities that they have -- uh -- in particular, vision and cognitive impairments. Uh -- age is significant. Um -- being African American, educational attainment -- um -- and I'll show you when -- in these individual models which of them are significant. Um -- living arrangement, whether or not they live with other adults -- um -- whether they live in their own home -- um -- home of somebody else or in some kind of non-household, like a congregate living type of arrangement. Uh ‑‑ and whether or not they need more help ‑‑ um -- is -- uh -- significant in the models of -- of these quality of life outcomes. So I mentioned that there were some measures of community characteristics. So we knew where the person lived or at least we know their zip code. Uh -- and I constructed variables of -- uh -- median household income for the county and median household income of the neighborhood where the person lives; in other words, their zip code. And those two are significant in some of the models. So on the next slide -- um -- there are -- um ‑‑ health care characteristics -- uh -- that we tested. So these are -- are particularly of interest -- um -- to look at whether Cal MediConnect itself -- um -- had a difference in -- in outcome, so whether the person is actually getting integrated, coordinated care -- um -- and whether the plan helped them get IHSS hours. That was actually not significant. Um -- whether the plan talked to helpers or workers to try to get them to do better, I'll -- I'll talk about that in moment. Um -- and then, as I mentioned -- uh ‑‑ level of services that people are getting, so whether they're getting paid help, whether they're getting IHSS and at what level, and whether they're getting unpaid help. So now the next slide is finally some model results. And this is for ‑‑ um -- whether people are getting paid help and how much paid help they're getting. So the columns -- so there are three columns of -- of results here. The columns represent different models. So the models are whether they're getting IHSS, a model of the number of hours they're getting in IHSS, and a model of whether they're getting -- uh ‑‑ other paid help, other than IHSS. And then the rows -- um -- represent -- um -- the predictors that were significant in at least one of the models. So, for example, for IHSS, the -- whether they're getting IHSS at all -- well, clearly, the more help they need, the more likely they are -- they are to be getting it. So a plus sign means that ‑‑ um -- that the -- the -- the -- the variable, the indicator -- um -- increases the likelihood of -- of the outcome happening. Cognitive limitation decreases it for -- so for some reason, if a person has a cognitive limitation, controlling for everything else, so controlling for the number of ADL's they have -- um -- it's less likely they're going to be -- um -- getting IHSS. Um -- interestingly -- um -- the only ratio or ethnic disparity that we found, I think in this entire analysis, is that African Americans are more likely to be getting IHSS than other people. Um -- if the person lives with other adults, they're less likely to be getting IHSS, presumably because they have ready sources of unpaid help. Um -- if the plan discussed the person's Long Term Services and Supports ‑‑ so if -- if the Managed Care Organization talked to the person about their LTSS needs, then they're more likely to be getting H ‑‑ IHSS, which might be a sign that managed care is actually helping people to get on IHSS. That would be good. But it's hard to say with the -- what's cause and what's effect here, because it could be -- be that if the person is on an IHSS, then the plan is just more likely to talk about it, than if somebody is not actually getting paid services. If the person is getting unpaid help, they're all -- they're less likely to be on IHSS. Again, they have unpaid help, so maybe they're less likely to apply. Um ‑‑ the model of IHSS hours -- um -- greater number of activities of daily living -- um ‑‑ is the biggest predictor, as it should be ‑‑ um -- and also whether the person lives in a wealthy neighborhood. I think that might mean that people who live in wealthy neighborhoods are more likely to have sort of advocacy skills, have people that help them advocate for getting more hours. Um ‑‑ that's kind of an interesting disparity here. So as I mentioned, getting help, other than IHSS is a -- a rather rare thing. It's more likely to happen among people who are older -- um -- less likely to happen if they're in -- living in a household. So if they're in a congregate living situation, they're more likely to have -- um -- non-IHSS help. And -- uh -- if they're on IHSS, they're less likely to be getting non-IHSS hours. On the next slide is -- um -- a bunch of models of unmet need. And the thing to notice here -- so this is unmet need in ADL or IADL -- um -- and then separate models for those two. And then unmet need in A ‑‑ ADL or IADL and they have some kind of adverse outcome. So the thing to notice here is better health, figuratively predicts all of these things, which is not surprising. So if the person is in worse health, they have more unmet need. That's not surprising. But what surprised me is that the number of activities of daily living -- in other words, the amount of help that a person needs -- is not a significant predictor, which kind of suggests that -- um -- people who get -- people who really need IHSS are getting their IHSS. And people who need more IHSS hours are getting it. And in fact, if you look at the last row on this slide -- um ‑‑ people who are getting IHSS at a higher level are also much less likely to have ‑‑ um -- unmet needs in any of these categories. Um -- and when I say getting IHSS at a higher level, what I did was compare -- so for each level of need, I looked at what the average numbers of hours were. And if they were getting kind of an average number of hours or a high number of hours, I considered that kind of a robust level of IHSS. And if they were getting less than that, then they got low IHSS hours. I'll show that on the next slide. But before you -- before you advance -- um -- let me just mention the -- um -- the -- the next to last row, the next to bottom row, plan talked to helpers. So the actual question here -- uh -- let me bring that up. The actual question here is -- um -- has anyone from the plan talked to anyone who helps you about what they need so they can help you better? So has anybody talked to anyone who helps you about what they need so they can help you better? So in other words, did the plan actually reach out to the person's helpers, to the person's paid workers and try to make things better for -- uh -- for ‑‑ um -- for the consumer? Um -- on the next slide it shows the impact of -- um -- of that particular factor. Now controlling for everything else -- um -- people who do not ‑‑ if the plan did not talk to their helpers, 44.6 percent of them reported unmet needs in ADL's and IADL's. And when the plan did talk to helpers, controlling for other factors, that was down to 20 percent, so it's -- uh ‑‑ more than -- more than -- more than half reduction in unmet need. Now this should be ‑‑ you should interpret this very cautiously because there are a very small number of people -- um -- whose -- where the plan actually helped them. But still, it's a statistically significant difference. Um ‑‑ it suggests that plans really can do something, something rather straightforward to actually help -- um -- their consumers ‑‑ their -- their members -- um -- get more of their needs met. So I thought that was a ‑‑ a particularly interesting finding. On the next slide is the impact of -- um -- getting paid help, getting IHSS. Now I -- so I mentioned there was a sort of robust IHSS ‑‑ robust level of IHSS. That's the purple. So compare the purple -- um -- bars with the blue bars, which is people who are not getting IHSS at all. So 42 percent had ‑‑ needed more help in -- 42 percent of people who were not on IHSS needed more help in ADL's compared to 26 percent of people who were getting a robust level of IHSS. That's a pretty dramatic difference. And that's controlling for everything else, like level of need, and health status, and all these other things that I mentioned. Um -- that was with AD -- ADL's. With IADL's, 48 percent of people who are not getting IHSS compared to 29.7, nearly 30 percent, of people who were getting IHSS. And if you compare the purpose with the -- with the red bars, you can see that -- um -- people who are getting IHSS, but they're not really enough, they're being helped. I mean their ‑‑ their unmet need is less. But it's not anywhere nearly as much as people who are getting -- um -- you know, kind of a reasonable amount of IHSS hours. So let me show you some more models on the next slide. And these are models of the specific adverse outcomes. And there's a lot here. I won't go into all the details. But the rows are the ‑‑ are each of the specific adverse outcomes related to unmet need. Um -- health status is important for most of them. Um -- people who are in better health are less likely to have these outcomes. Again, the level of person's need is not a significant predictor. Um -- and -- um -- getting paid help is a significant predictor in all of them, either whether the person gets -- in almost all of them -- um -- whether the person gets paid help at all or whether the person gets -- um -- IHSS at a -- at a robust level of need. Um -- living with other adults is also kind of protective. If the person has -- um -- a ready helper nearby, they're less likely to have these adverse outcomes in most of these areas, in dressing, toileting, and getting out of bed and in groceries because there's somebody there to help them. Um -- you know, at ‑‑ regardless of whether they're getting paid help. Um -- on the next slide -- um -- it shows the extent to which getting -- um ‑‑ In-Home Supportive Services reduces unmet need. And the impact is really dramatic. I mean people who experience discomfort because they didn't get bathed, 33 percent of people not on IHSS compared to ten percent of people who are getting a sufficient level of IHSS. So it's a three-to-one -- um -- comparison here. And that's controlling for level of need and all kinds of other factors. With discomfort because clothing wasn't changed, 27 percent versus about eight percent. Um -- had to stay in bed because nobody was there to help them, 19 percent versus five percent. So there's a pretty dramatic difference. And also, when you compare the purple with the red -- um ‑‑ especially in having to stay in bed -- um ‑‑ not getting enough IHSS hours is -- is kind of -- is problematic here too. Um -- so the next slide is the final set of models -- um ‑‑ which is -- uh -- sorry. The next slide is the impact of whether the person lives alone or with only children in their household versus living with other adults. And it's just a -- it's really interesting. There's a dramatic difference in -- um -- in the -- the extent to which people have to stay in bed because no one was there to help them. So the real protecting thing against having to stay in bed is whether they live with other adults. But for people who don't live with other adults -- um -- unmet need in this area is really huge for people who don't get IHSS. But it's much smaller for people who are getting a reasonable amount of IHSS. So that's 14 percent versus 44 percent, quite dramatic. So finally, on the next slide is my last -- um -- nope. I'm getting ahead of myself yet -- yet again. Um ‑‑ so this shows -- um -- rather dramatic differences in -- um -- the -- in the -- the IADL related -- um -- adverse outcomes -- um ‑‑ making a medication mistake, 17 percent versus six percent -- uh -- having to stay at home because nobody was there to help them, 22 percent versus six percent, and going without groceries, 19 percent versus four percent. Um -- so getting IHSS is really important, getting home- and community-based services, in general, and getting a sufficient amount of them. So I mean I'm -- I'm using this -- I've actually used this slide -- um -- to make the case that we really shouldn't be -- you know, that cutting -- uh -- home- and community-based services is a really bad thing to do because it has these really bad outcomes on people. Uh -- next slide, please. So finally ‑‑ um -- models of in control of life, how ‑‑ the extent to which people feel they're in control of their lives and the extent to which they have enough social participation. Again here, the level of need for help is not statistically significant. Um -- but ‑‑ um -- being in better health is statistically -- a statistically significant predictor of the person having enough social participation. Um -- oddly enough, older age is -- uh -- a positive predictor of being in ‑‑ feeling in control of their lives. Um ‑‑ skipping down near the bottom, getting paid help is a significant predictor of being in control of their life. And what I really want to point out is needing more help. Um ‑‑ as I -- as I mentioned -- um -- earlier, needing more help is -- um -- is really negative. It's strongly negative predictors for both of these. And this time I've controlled for these other factors. So even controlling for everything -- um -- needing more help is really significant. The next slide shows the extent to which -- um -- uh ‑‑ getting home- and community-based services matters. Um -- and in terms of ‑‑ uh -- being -- feeling in control of their lives, just over half of people who are not on IHSS feel like they're in control of their lives, controlling for other factors, compared to 65 percent of people who have ‑‑ uh -- robust IHSS. And for enough social participation, 28 percent of people without IHSS compared to 39 percent of people with a robust level of IHSS. And that -- that happens mostly because -- um -- because of ‑‑ um -- uh -- the -- the decrease in unmet need. So finally, in conclusion -- um -- on the last slide -- um -- we have -- um -- uh ‑‑ we have -- have results from a new survey, which I've shown you, confirming prior findings of really large levels of unmet need for -- um -- for Long Term Services and Supports among California Duals, so they have Medicare and Medicaid and they -- a lot of them are getting IHSS. But there's still a lot of unmet need. And it doesn't really matter whether they're participating in Coordinated Care Initiative or not. These -- these levels of unmet need ‑‑ um -- are -- are consistent across groups. So unmet LTSS need increases with poorer health status, interestingly, but not level of need for help. Uh -- it decreases for paid services -- um -- especially IHSS. It decreases when managed care organizations reach out to helpers and paid workers. Um ‑‑ and unmet need reduces the sense of control over life and the extent of participation. Paid help is crucial -- um -- to people ‑‑ um -- or a robust level of home- and community-based services strongly protects against adverse outcomes of unmet need. Um ‑‑ it looks like -- to me like IHSS hours are purpley [sic] -- appropriately allocated by level of need. And there's not a whole level -- lot of evidence of disparity. I really think we need to investigate that more. It's sort of a surprising -- it's good news, but a somewhat surprising finding. Uh ‑‑ so I guess there's a few minutes for questions.
Ms. Rice:
Thank you. Um -- so we'll go ahead and now open it. Again, we just have a few minutes left to -- um -- but if you do have a question you'd like to ask, go ahead and click on the raised hand icon and we can open your line. Um -- and while we wait for that, again, I just wanted to remind folks ‑‑ um -- the site up on the screens directs you to The SCAN Foundation's website where they have more information about this and other -- um -- evaluations that they're conducting, as well as -- um -- CalDuals.org that houses information as well. So if anyone would like to ask any last questions, click on the raised hand icon. All right, Gregory Knoll, your line is open.

Mr. Knoll:
Uh -- hello. Uh -- this is -- uh -- uh ‑‑ Greg Knoll with the Ombuds Program. Uh ‑‑ I just need -- uh -- some clarification because it moved pretty quickly. But on Carrie's last slide, I think, it showed that consistently transportation is -- uh -- is a huge problem. Over 80 percent of the participants, it seemed in the survey, had trouble accessing -- uh -- the required transportation. Is -- is there going to be some investigative analysis as to adverse ‑‑ um -- uh -- happenings around -- uh -- that ‑‑ uh -- missing piece of -- of -- uh -- the ‑‑ um -- the duals situation?

Ms. Graham:
Hi, Greg. Um -- thanks for your question. Yes, for all of these unmet needs, what we'll do is we'll run models. And one of the things we could do is look -- um -- kind of as ‑‑ as Steve did, what kind of factors or characteristics or circumstances predict this -- um -- predict unmet need in this area. So that's certainly something we're going to investigate more. 

Mr. Knoll:
Great. Thanks, Carrie. 

Ms. Snyder:
If anyone else has any questions, please ‑‑ um -- 
Ms. Rice:
Click on the raised -- 

Ms. Snyder:
-- would you --

Ms. Rice:
-- hand icon. All right, Lisa Kodmur, your line is open.

Ms. Kodmur:
Yeah. Hi, Steve. This is Lisa. When you talked about either paid LTSS, were you focusing specifically on paid help within the home or were you considering paid help outside of the home, such as CBAS or other kinds of programs that people go to to get some of their needs met?

Mr. Kaye:
It should be everything. Um -- that was at least the intention. And that's -- it's a good question. I have a feeling there's something we've somehow unintentionally limited the scope of that. But the intention was to get anything -- any kind of services.

Ms. Kodmur:
Okay. Got it. Thanks. Yes. And maybe ‑‑ maybe it's something to look into a little more and perhaps even look at -- if you can get access to the claims histories for these people and actually see if they're getting services outside of the home as well and compare it to the self-reports, that might be interesting as well.

Mr. Kaye: 
It would be. We don't right now have access to those -- to the actual claims data. Um ‑‑

Ms. Kodmur:
Uh-huh.

Mr. Kaye:
But yeah, you're right. It would be very interesting to be able to compare that.

Ms. Kodmur:
Great. Thank you for these findings.

Ms. Snyder:
Great. Well, thank you. It doesn't look like anyone else has their hand raised. Um -- oh, wait. Whoa. I'm sorry. We do have one -- one last question we have time for. Debra Cherry, your line is open.

Ms. Cherry:
Hello. This is Debra Cherry from Alzheimer's Greater Los Angeles. And Steve, I want to say thank you for doing this important research. Um -- I note that cognitive limitation was found to be a predictor of less In-Home Supportive Services help and more adverse outcomes in IADL needs. And ‑‑ um -- I was listening -- wondering if you have some -- I have theories about what that ‑‑ why that might be. And are you going to be exploring a bit more? Just like you said, in rich neighborhoods, perhaps people have advocacy skills and, therefore, get more In-Home Supportive Services. Is it possible that cognitive limitation keeps people from being good advocates for getting IHSS?
Mr. Kaye:
It's certainly possible. Um -- 

Ms. Cherry:
Will you be studying that at all?

Mr. Kaye:
I don't -- I'm not thinking of ways -- I mean we don't have -- we don't have additional follow-up questions. Um -- you know, we probably should've asked -- well, in -- well, of course, we -- we have limited amount of time in the survey to ask questions. But you know, I've -- well, you know, in answer to your question, I was thinking, well, wouldn't it be nice if we knew whether the person had applied for IHSS. Um -- you know, and we could say, well, they were more likely to be rejected. I have a feeling not.

Ms. Cherry:
Uh-huh.

Mr. Kaye:
But I don't know. I mean I -- you -- you say you have theories. Um -- 

Ms. Cherry:
Yeah. My -- my own sense is that people with ‑‑ um -- limitation -- um -- are -- deny a lot of their deficits when they're interviewed and so can be rejected -- um ‑‑ for, you know, IHHS [sic]. Um -- and they're also relying on someone else to ask for IHHS [sic] for them because they don't actually ‑‑

Mr. Kaye:
Yeah.

Ms. Cherry:
-- think that they need help. And so there's a second step involved. But clearly, from your outcomes, you see that they have more adverse outcomes, especially -- uh -- make medication mistakes and are unable to leave their homes. 

Mr. Kaye:
Right.

Ms. Cherry:
And so I think it might be an interesting thing to just do a write-up on that population uniquely because it would -- um ‑‑ it provides really -- um -- some -- you know, kudos to your finding some information that is not -- has not been generally available before. 

Mr. Kaye:
I have -- I -- I mean I could come up with an -- I don't know that it's -- that it's ‑‑ whether it's worth going into. But I mean it's possible that -- you know, cognitive limitation is not really -- doesn't necessarily influence people's ADL's per se, but more their IADL's. And so -- 

Ms. Cherry:
Well -- 

Mr. Kaye:
-- it could have -- 

Ms. Cherry:
-- I actually don't think -- 

Mr. Kaye:
-- (inaudible) --

Ms. Cherry:
-- that's the case, but --

Mr. Kaye:
Right. Well -- yeah.

Ms. Cherry:
-- but we can talk offline. I'll probably find you.

Mr. Kaye:
(Inaudible) Uh -- I -- through my UCSF email address -- 

Ms. Cherry:
Uh-huh.

Mr. Kaye:
-- Steve.Kaye@ucsf.edu.

Ms. Snyder:
Great. Thank you. Unfortunately, we don't have any more time for any questions. If you do have any questions -- um -- please ‑‑ or any comments, please email info@CalDuals.org and we -- um -- can pass them along to our presenters or try to answer them as best as we can. Um -- for more information on the CCI, including enrollment, quality data, and toolkits, and a recording of this call, please visit CalDuals.org. And thank you for joining.  (Recording Ends)
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