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Medicaid is an important source of health insurance coverage for seniors and non-elderly people with
disabilities who rely on the program for essential long-term services and supports (LTSS) to assist with
activities of daily living and maintain their independence in the community. Although the program has an
historical bias toward funding institutional care, states have been working to rebalance their LTSS systems by
devoting a greater percentage of spending to home and community-based services (HCBS). There is increasing
state interest in managed long-term services and supports (MLTSS) delivery systems, and states indicate that
incentives in MLTSS programs are expected to increase beneficiary access to HCBS. To explore issues related
to how rebalancing progress in capitated Medicaid MLTSS programs is measured, the Kaiser Commission on
Medicaid and the Uninsured convened a roundtable meeting on November 13, 2014 with a group of federal and
state officials and other experts.
Key issues related to measuring performance in rebalancing identified by the roundtable participants include:

Formulating a strategy for how MLTSS will further rebalancing and including detailed measures to assess
progress are important parts of state implementation of MLTSS programs. Because beneficiaries presently
are receiving services through MLTSS, it is important to assess current MLTSS programs’ impact on
rebalancing. In addition to yielding insights on the performance of existing MLTSS programs, rebalancing
measures may help to inform more standardized approaches to assessing system performance.

While some measures exist, rebalancing remains a current gap in assessing MLTSS quality, and states are
interested in further developing this area. Additional work on measures is needed to both assess the extent
of rebalancing and evaluate the quality of HCBS provided, including the development of uniform or
standardized measures to consistently assess the extent of rebalancing and evaluate HCBS quality in a way
that allows meaningful comparison by stakeholders. Performance measures also can assess the impact on
beneficiaries of delivery systems that integrate LTSS with medical services. A set of core rebalancing
measures could facilitate comparisons across states and health plans, although barriers to their development
would have to be addressed.


Unlike clinical measures, rebalancing measures focus on beneficiary
functioning and therefore require a different approach to data collection, measurement, and reporting for
health plans. Rebalancing measures also need to account for the diverse needs and preferences among
beneficiaries who rely on LTSS. For accurate comparison, it is important that measures are risk adjusted to
account for differences in populations served by health plans that may impact rebalancing performance. In
addition to tracking where services are provided, performance measures can account for differences in the
degree of community integration offered by various settings.

Health plan data at the
individual service level, allowing for adjustments to measures impacted by different populations served, is a
key part of assessing rebalancing. Data collection systems that are designed to capture information relevant
to rebalancing are important to inform MLTSS performance measures. Data is most useful if it is
transparent to beneficiaries and other stakeholders.

State and federal policymakers can use performance
measures to monitor and evaluate MLTSS programs and ensure that public dollars are being spent to achieve
the program’s intended goals. Measures should clearly define the processes and outcomes for which health
plans will be held accountable to achieve. Data from MLTSS performance measures can be an important
factor in an era of federal and state budget pressures and potential cuts.

Although work is needed to further develop MLTSS performance measures, there also is a need to assess
rebalancing progress now, to determine whether current MLTSS programs are achieving their intended goals.
Challenges in assessing rebalancing in MLTSS programs include the diversity of the population receiving LTSS;
how to define what is being measured; different reporting requirements associated with different authorities
authorizing MLTSS and HCBS; determining the services for which health plans are accountable; health plans’
learning curve in moving from a medical model to meeting beneficiary’s functional needs and supporting
beneficiary choice, independence and community integration; ensuring the availability of data about services
provided by health plans; and the speed at which capitated MLTSS programs are implemented. Revised
Medicaid managed care regulations expected to be issued by CMS also may inform efforts to assess MLTSS
programs. Continued focus in this area by federal and state policymakers and other stakeholders is important
to evaluating the success of MLTSS programs in promoting LTSS rebalancing.
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Medicaid is an important source of health insurance coverage for seniors and non-elderly people with
disabilities who rely on the program for essential long-term services and supports (LTSS) to assist with
activities of daily living and maintain their independence in the community.1 Historically, the program has had
a bias toward funding institutional care, as nursing facility services are required to be offered by all states that
choose to participate in Medicaid, while most home and community-based services (HCBS) are provided at
state option.2 Over the last several
decades, states have been working to
rebalance their LTSS systems by
devoting a greater percentage of
spending to HCBS instead of
institutional services. These efforts
are driven by a number of factors,
including beneficiary preferences for
HCBS, the typically lower cost of
HCBS relative to comparable
institutional care, states’ community
integration obligations under the
Americans with Disabilities Act and
the Supreme Court’s Olmstead
decision,3 and the new and expanded
initiatives to expand Medicaid HCBS
available to states through the
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There is increasing state interest in LTSS delivery system reforms, including integrating LTSS with medical
services and providing LTSS through managed care models, including capitated managed care organizations
(MCOs). As of October 2014, 19 states had waivers under § 1115 or § 1915(b)/(c) for managed long-term
services and supports (MLTSS) programs, most of which require beneficiaries to enroll in an MCO to receive
services (Figure 3).5 Most of these waivers require MCOs to deliver a comprehensive set of benefits, including
acute/primary care, behavioral
Figure 3
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A significant number of states (13 in FY 2014 and 16 in FY 2015) report that incentives built into their MLTSS
programs are expected to increase beneficiary access to HCBS.7 While some measures to assess state progress
in LTSS rebalancing exist, this area remains a gap in evaluating HCBS quality and determining whether MLTSS
programs are achieving their intended goals. To explore issues related to how rebalancing in capitated
Medicaid MLTSS programs is measured, the Kaiser Commission on Medicaid and the Uninsured convened a
roundtable meeting on November 13, 2014 with a group of federal and state officials and other experts,
including researchers, representatives from health plans, and beneficiary advocates. This issue brief
summarizes the key issues related to measuring performance in rebalancing identified and discussed by the
invited participants. A companion fact sheet provides a brief overview of LTSS rebalancing measures.8
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Roundtable participants agreed that, while states are identifying LTSS rebalancing as a key objective in their
MLTSS programs, managed care is not necessarily a panacea to achieve this goal. Participants noted that the
intention of improving rebalancing alone is insufficient to ensure progress when states move from a fee-forservice (FFS) delivery system to MLTSS; instead, participants emphasized that states need a detailed strategy
for how delivery system reforms will result in progress in LTSS rebalancing. Some health plans in newly
implemented MLTSS programs are finding that beneficiaries who were not previously identified in the FFS
system as needing an institutional level of care nevertheless have unmet LTSS needs. Without careful planning
in program design, implementation, and assessment efforts, these beneficiaries may be underserved in the FFS
system and remain underserved once they transition to MLTSS. In addition to yielding insights on the
performance of existing MLTSS programs, rebalancing measures may help to inform more standardized
approaches to assessing system performance. The speed at which MLTSS programs are implemented also was
noted as a challenge in designing and implementing rebalancing measures, which can be an afterthought or
deferred instead of being part of the development of the overall MLTSS program, if adequate time is not
devoted to these efforts.

Because beneficiaries are being enrolled and receiving services in MLTSS programs now, roundtable
participants emphasized the need to use existing measures to evaluate rebalancing progress without waiting for
additional measures to be developed. Absent nationally validated measures, which will take time to be tested
and implemented, states and health plans can use some of the available measures to assess rebalancing in
current MLTSS programs so that beneficiaries and policymakers know what progress is being made.
Participants suggested that states and health plans first focus on core rebalancing measures, such as the
number of beneficiaries and amount of spending in nursing facilities vs. home and community-based settings,
and then move to assessing beneficiary quality of life, which is a more complex inquiry. Examples of existing
measures in capitated MLTSS programs cited by participants include:
 the number of beneficiaries receiving long-term care services in nursing facilities and in home and
community-based settings both annually and at a point-in-time;
 spending on services in nursing facilities and in home and community-based settings;
 the average per-person cost of care in nursing facilities and in home and community-based settings;
 the number of beneficiaries discharged from a nursing facility who do not return; and
 the success of nursing facility diversion efforts.9
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For accurate comparison when assessing spending, it is important that measures are risk adjusted to account
for differences in populations served by health plans that may impact rebalancing performance. Participants
also noted that MLTSS programs must build in financial incentives for health plans and provider payment
reforms to achieve the desired outcomes identified in measures. For example, global budgets that include both
institutional and HCBS can provide fiscal incentives to promote HCBS. Other potential sources of information
about the effects of MLTSS on rebalancing include independent ombudsman programs, assessments of health
plan network adequacy, and service denial or termination appeals.

Roundtable participants agreed that, in most states, sufficient measures do not currently exist to determine
whether progress on rebalancing is occurring. MLTSS programs typically have many clinical measures and
only a handful of measures relevant to LTSS, and some managed care programs do not include any LTSS
measures. However, states are interested in further developing LTSS measures, especially those related to
assessing beneficiaries’ quality of life. For example, 18 states will participate in the expansion of the National
Core Indicators (NCI), first developed for people with I/DD, by using the new NCI-Aging and Disability
measures to survey seniors and people with physical disabilities in 2015. There is a waiting list for additional
states to participate in the NCI-Aging and Disability survey in 2016. Additional work on measures is needed to
both assess the extent of rebalancing and evaluate the quality of HCBS provided, including the development of
uniform or standardized measures to consistently assess the extent of rebalancing and evaluate HCBS quality
in a way that allows meaningful comparison by stakeholders.

In addition to measuring rebalancing progress, roundtable participants emphasized the importance of also
assessing the quality of HCBS, including outcome measures, and beneficiary quality of life. Participants
identified a range of measures, including where money is spent, where beneficiaries are being served, and
quality of life, and observed that measures should encompass this entire continuum. For example, health plans
may be able to report on the number of institutional to community transitions but also need to assess whether
a beneficiary’s functional needs have been addressed. Participants pointed out that focusing solely on the
number of beneficiaries served in a particular setting, while important, does not provide sufficient information
to fully evaluate HCBS quality. Participants also noted that looking at spending alone is insufficient as most
home health and nursing facility services are short-term, and it is important to look at where beneficiaries are
receiving long-term HCBS. Other measures are needed to identify factors that make institutional to community
transitions difficult, the extent to which beneficiaries are able to self-direct their services, and the number of
people waiting to access HCBS, even if a state already is spending a high percentage of its LTSS funding in the
community. Participants also recommended that common definitions, such as what constitutes a reduction in
services, are needed to ensure that measures are applied uniformly. Participants emphasized that measures
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should not only focus on what is working but also should be designed to reveal barriers to accessing care and
should identify actionable items so that system improvements can result.

Many states are using MLTSS programs to integrate LTSS with physical health services, and participants
discussed the potential value of these efforts in terms of improving care coordination and reducing health
disparities though increased utilization of preventive health care services by people with disabilities. MLTSS
performance measures could be designed to assess program progress and the impact on beneficiaries in these
areas. One participant suggested identifying the key activities that are viewed as resulting in an integrated
MLTSS model, such as care coordination, and then measuring the impact of those elements.

Participants noted that CMS funds Medicaid HCBS under various authorities with different reporting
requirements and pointed to the need for a core set of measures for capitated MLTSS programs across states to
facilitate federal and state evaluations of programs and beneficiaries’ ability to compare health plans when
making enrollment choices. However, participants also observed that there is a lack of national consensus on
the need for a core set of measures and what those measures should include. Participants also identified the
difficulty in setting a national benchmark standard for core measures, and one participant cautioned that
having a core set of measures could risk using the lowest common denominator as the standard to attain, given
the current extent of variation in rebalancing across states and beneficiary populations to date. The lack of
standardization in IT systems across states to collect data and the lack of consensus on service definitions and
coding are additional issues to be addressed.

Roundtable participants agreed that health plans face a learning curve when moving from applying clinical
measures related to medical conditions to those that assess beneficiaries’ functioning in the community.
MTLSS was described as “very unfamiliar territory” for many health plans, involving new stakeholders,
services, and provider types and requiring a different approach to data collection, measurement, and reporting.
MCOs may be accustomed to defining their enrollees by utilization of medical services or medical diagnosis and
may need to develop their ability to include the role of functioning, environment and supports to promote
beneficiary choice, independence and community integration in assessing performance. Participants
emphasized the importance of orienting health plans to how to best support beneficiaries with functional tasks
in home and community-based settings as opposed to the clinical medical model with which plans may be
more familiar when serving relatively healthy populations without LTSS needs. For example, participants
pointed out that health plans are accustomed to relying on medical necessary definitions when authorizing
services, which often do not translate well to the HCBS context which instead centers on a care plan to address
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a beneficiary’s functional needs. Participants also suggested that serving beneficiaries who need LTSS also may
require changes in how MCOs interact with enrollees, such as offering in-person meetings and in-home
assessments, in addition to telephone calls.

Many beneficiaries who need LTSS have complex needs, and the types and extent of needs may vary within and
across different subpopulations. This is underscored by the person-centered planning requirements in CMS’s
recent HCBS regulations, which focus on whether services are reflective of an individual beneficiary’s needs.
For example, seniors with dementia often need services that differ in intensity and duration from people with
other types of disabilities. The 2014 NCI- Aging and Disability pilot study revealed that seniors and nonelderly people with disabilities had different responses about how they prefer to spend their day.
Consequently, roundtable participants agreed that MLTSS measures must account distinctly for the range of
needs and preferences within the overall population of beneficiaries with LTSS needs.

Roundtable participants highlighted the need for measures to capture the variation in home and communitybased settings and the degree of integration available to beneficiaries in different settings in the community.
For example, beneficiaries can experience different degrees of independence and community access when they
receive services in their own apartment as opposed to a group home. Participants agreed that measures should
assess not only whether beneficiaries are served in the community but also whether they are in the setting that
affords them the fullest extent of community integration and independence, such as measures related to social
activity and engagement.

Roundtable participants expressed caution about avoiding the “black box” of managed care and emphasized
the need for states to require health plans to collect and provide encounter and utilization data to inform
assessments of whether MLTSS programs are meeting their goal of rebalancing. States engaged in MLTSS
emphasized the importance of contract provisions that require health plans to provide encounter data by type
of service and by level of care. Participants identified a need for states to ensure that health plans are collecting
and reporting data relevant to rebalancing, such as the types and amount of services funded and any service
reductions during transitions to managed care. Participants emphasized the need to examine data at the
individual service level, such as the number of personal care hours authorized, when assessing whether MLTSS
programs are meeting their goals of rebalancing and ensuring that services are provided in an amount that is
sufficient to meet beneficiary needs.
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Roundtable participants pointed out that data collected by states and health plans must be relevant to
measures and outcomes related to rebalancing. If health plans are asked to take on new tasks through MLTSS
programs, such as care coordination or nursing facility diversion or transition initiatives, then new codes must
be used to reflect the services that plans are providing to support beneficiaries in the community. Participants
also noted that electronic health records need to incorporate information about LTSS, especially in delivery
systems that seek to integrate LTSS with physical and behavioral health services, and that measures must be
tested at the health plan level to ensure that plans have the appropriate systems in place and the capacity to
capture accurate information. Data systems must be able to capture information that includes beneficiary
functioning, socialization, quality of life, and caregiver-related issues, in addition to medical information.

Roundtable participants underscored that information about health plan performance should be transparent to
beneficiaries, in addition to rating plans on issues that are important to beneficiaries, such as rebalancing.
Performance measures were described as “report cards” for beneficiaries to use to evaluate health plans and
inform their enrollment choices, based on the plan’s performance. Participants also noted that some states do
not include any rebalancing measures in their MLTSS programs, with the result that beneficiaries lack this
important information when making plan choices. The availability and transparency of data about MLTSS
programs at the state level also is important so that stakeholders have access to relevant reliable information to
assess whether the program is achieving its intended goals.

Roundtable participants uniformly agreed that states must monitor and evaluate their MLTSS programs to
ensure that public dollars are being spent to achieve the program’s intended goals. Participants noted that
states should clearly define the processes and outcomes for which health plans will be held accountable to
achieve and use performance measures aimed at assessing those goals. An important related part of these
efforts is ensuring that health plans collect and make available encounter and utilization data relevant to
MLTSS performance measures.

While roundtable participants did not want to focus on rebalancing solely as a source of cost savings, some
pointed out that demonstrating that rebalanced LTSS systems provide more efficient services over time can be
an important factor in an era of federal and state budget pressures and potential cuts. States are focused on
increasing beneficiary access to HCBS as a means of improving beneficiaries’ quality of life and not solely as a
cost-saving measure. At the same time, states are using savings from decreased institutional services to fund
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additional HCBS and serve more beneficiaries in the community. In the absence of measures based on data,
states and health plans are left with anecdotes to demonstrate the outcomes produced by care delivery system
reforms, which may be less compelling than information about the value and outcomes of MLTSS programs
based on data from performance measures.

Although work is needed to further develop MLTSS performance measures, there also is a need to assess
rebalancing progress now, to determine whether current MLTSS programs are achieving their intended goals.
Challenges in assessing rebalancing in MLTSS programs include the diversity of the population receiving LTSS;
how to define what is being measured; different reporting requirements associated with different authorities
authorizing MLTSS and HCBS; determining the services for which health plans are accountable; health plans’
learning curve in moving from a medical model to meeting beneficiary’s functional needs and supporting
beneficiary choice, independence and community integration; ensuring the availability of data about services
provided by health plans; and the speed at which capitated MLTSS programs are implemented. Revised
Medicaid managed care regulations expected to be issued by CMS also may inform efforts to assess MLTSS
programs. Continued focus in this area by federal and state policymakers and other stakeholders is important
to evaluating the success of MLTSS programs in promoting LTSS rebalancing.
The Kaiser Commission on Medicaid and the Uninsured acknowledges
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