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Executive Summary 
 

In 2004 the Minnesota Department of Human Services (DHS), Aging & Adult Services Division 

was awarded a three-year $350,000 Robert Wood Johnson Foundation Cash & Counseling 

Grant. Minnesota’s Cash & Counseling Project would help the Department jumpstart the 

enrollment of Consumer-Directed Community Supports (CDCS) for older adults and family 

caregivers being served under the Elderly Waiver (EW) program, state-funded Alternative Care 

program (AC), and the Title III-funded National Family Caregiver Support Program. Adults with 

physical disabilities under the Community Alternatives for Disabled Individuals (CADI) Waiver 

were also included in project efforts. The project allowed Minnesota to respond to some of the 

enrollment barriers and strengthen the system’s infrastructure for consumer-directed options for 

persons on the Medical Assistance (MA) home and community-based waivers and AC. The 

grant primarily focused on infrastructure development, training and technical assistance, and 

outreach and marketing to older adults and family caregivers.  

 

Through this grant project, Minnesota pursued a modest state-specific qualitative project 

evaluation that focused on its own implementation experience for the initial CDCS enrollment 

period (2005-2007) for older adults and family caregivers. Paone & Associates, LLC was hired 

through a competitive process to conduct this evaluation. The state made good progress toward 

infrastructure development, marketing, and training goals in the two years studied. Overall, 

however, there was a lower than projected participation in CDCS by older adults on EW or AC 

during the initial implementation phase (2005-2007). Program acceptance by managed care 

organizations was seen by DHS as especially important, since most persons on EW are 

enrolled in a managed care organization (MCO) for their MA state plan services and  for home 

and community-based waiver services. 

 

At the request of the RWJF National Program Office on Cash and Counseling and DHS, Paone 

& Associates organized and facilitated two focus groups in September 2007 to probe response 

to Minnesota’s consumer-directed care service option for EW recipients on managed care. The 

focus groups targeted managed care organizations (MCOs), care coordinators, and other 

organizations and individuals with experience in offering this service option to this population. 

 

Seventeen healthcare/social service professionals from MCOs, counties, provider organizations, 

fiscal support entitites (FSEs), certified flexible case managers (FCMs), and Centers for 

Paone & Associates, LLC Focus Group Report 11-30-07  Page 2 of 57   



Independent Living (CIL) staff1 participated in the two focus groups. Both groups described their 

own and their organizations’ experiences to date with CDCS for older consumers, identified 

major issues, and offered strategies for addressing those issues.  

 

Prior to the beginning of the interactive discussion, focus group members responded 

independently of each other to a series of statements about CDCS. Responses indicated that a 

majority of the focus group members came into the meeting with favorable opinions about 

consumer-directed care as a service option for older adults. 

 

One group (Group 1) was largely positive about CDCS throughout the focus group discussion, 

seeing this service option as a way for older adults to receive care at home from family 

members and friends (especially those in rural areas and who are non-English-speaking, 

ethnically diverse). Nevertheless, this group offered a number of recommendations with regard 

to budget methodology, the process and tools for service plan development and service 

authorization, and CDCS training and materials. 

 

The other group (Group 2) was less enthusiastic about CDCS during the interactive discussion. 

They agreed that CDCS was working for some participants, but they were concerned about it 

expanding. In particular, their concerns focused on:  the lack of integration of the mechanics of 

this service option with existing processes around the care coordination function under the 

managed care purchasing and service delivery model; individual CDCS service budgets that 

seem to be too low for some participants; the lack of safeguards around fraud and abuse; and 

the need for training sessions specifically focused around care coordinator/case manager 

operational needs and concerns. 

 

Both groups said that the best place to start a discussion about CDCS with an older adult and 

his/her family is at the time of the Long-Term Care Consultation (LTCC). However, both groups 

acknowledged that this discussion is not happening on a regular basis, with the primary reason 

being that the care coordinators/case managers are still not convinced that this is a good option 

for their clients/members. Many still think that the individual budgets are too low to meet the 

person’s assessed needs and they also have concerns about program complexity, lack of staff 

capacity to handle CDCS, and about the older consumer being taken advantage of by family 

members. 

                                                 
1 The CILs are enrollment assistance organizations sub-contracted by the Department of Human Services 
under the RWJF Cash & Counseling grant in 2007.  
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An overall finding from both groups is the concern that the current CDCS budget amount is not 

sufficient for at least a portion of the EW clientele, and that it is perceived as being inequitable 

compared to “traditional” service options. Both groups suggested a change in the budget 

formula/methods. Both groups also recommended more on-going training, suggesting that this 

training be designed for care coordinators/case managers as they continue to learn and work 

with the CDCS option.  Focus group members said that “counties’ plates are currently full,” and 

this serves as a barrier in training/educating staff, getting the word out, and having the time to 

provide the one-to-one support that consumers need (especially initially) as they elect the 

CDCS option. 

 

Group members said that CDCS as a service option will likely grow and they want to be 

prepared. They provided ideas on how to streamline the CDCS enrollment process and 

enhance the marketing and outreach to older adults and family members.  
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Background 
 

Cash and Counseling is an expanded model of consumer-directed supportive services that was 

originally tested in three demonstration states through support from The Robert Wood Johnson 

Foundation (Phillips, et. al., 2003). Mathematica Policy Research, Inc. conducted the initial 

evaluation of Cash and Counseling as implemented in Arkansas, Florida, and New Jersey.  

 

In Minnesota, the Cash and Counseling model is known as “Consumer Directed Community 

Supports” (CDCS). Consumer-directed care has been described as a method for providing 

consumers with “greater options to plan, manage, and evaluate the persons, goods, and 

services they need to maintain independent community living” (Schmitz, Luxenberg, Eustis, 

2006). Consumer Directed Community Supports has been available to some individuals in 

Minnesota since 1998, but was expanded statewide in 2005 for Medicaid Home and Community 

Based Services (HCBS) waiver recipients and those on the Alternative Care Program (AC).2 In 

addition, in 2006 the Minnesota Board on Aging approved policy to guide the development of 

CDCS for specific Title III services. The adopted policy applies to a range of Title III-funded 

services including: nutrition, family caregiver respite/support, transportation, and personal care. 

This includes respite services for family caregivers (Title III-E) and nutrition services under Title 

III-C1, C2, both funded through the Older Americans Act. 

 

In 2004 the Minnesota Department of Human Services (DHS), Aging & Adult Services Division 

was awarded a three-year $350,000 Robert Wood Johnson Foundation Cash & Counseling 

Grant. Minnesota’s Cash & Counseling Project would help the Department jumpstart the 

enrollment of Consumer-Directed Community Supports (CDCS) for older adults and family 

caregivers being served under the Elderly Waiver (EW) program, state-funded Alternative Care 

program (AC), and the Title III-funded National Family Caregiver Support Program.  Adults with 

physical disabilities under the Community Alternatives for Disabled Individuals (CADI) Waiver 

were also included in project efforts. The project allowed Minnesota to respond to some of the 

enrollment barriers and strengthen the system’s infrastructure for consumer-directed options for 

persons on the Medical Assistance (MA) home and community-based waivers and AC. The 

grant primarily focused on infrastructure development, training and technical assistance, and 

outreach and marketing to older adults and family caregivers.  

                                                 
2  HCBS waiver groups at the time included: Mental Retarded/Related Conditions (MR/RC), Elderly 

Waiver (EW), Traumatic Brain Injury (TBI), Community Alternatives for Disabled Individuals (CADI), and 
Community Alternative Care for chronically ill individuals (CAC). 
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Through this grant project Minnesota pursued a modest state-specific qualitative project 

evaluation that focused on its own implementation experience for the initial CDCS enrollment 

period (2005-2007) for older adults and family caregivers. Paone & Associates, LLC was hired 

through a competitive process to conduct this evaluation.  

 

Paone & Associates conducted key informant interviews with twenty-four healthcare/social 

service professionals in 2006 and with thirty-two consumers/family members in 2007. In 

addition, the evaluator attended regional and local meetings and training sessions, reviewed 

enrollment and service data, and communicated regularly with DHS staff. Findings from this 

examination are described in the interim and final evaluation reports submitted to the 

Department3.  These reports describe good progress made toward infrastructure development, 

marketing, and training goals in the two years studied. However overall there was a lower than 

projected participation in CDCS by older adults on EW or AC during the grant period.  

 

During key informant surveys conducted in 2006 evidence of resistance to or unfamiliarity with 

CDCS was found among lead agency professionals who were in the role of describing this 

option to the target population. The evaluator found that two major environmental factors likely 

impacted the experience with CDCS during years 2005-2006—these two factors included: (1) 

introduction of the new Medicare Part D drug benefit for all Medicare beneficiaries starting 

November 15, 2005 and, (2) enrollment of approximately 75% of the EW population into 

managed care, in particular, into the Minnesota Senior Health Options program. These factors 

not only affected the project’s target population, but the lead agencies (e.g., counties, health 

plans, tribes, and Area Agencies on Aging) working with them. When surveyed in 2006 most 

organizational representatives interviewed said their organizations did not have plans to step up 

the marketing of the CDCS service option to older adults. 

 

During the consumer key informant interviews, the evaluator found that consumers had difficulty 

finding out about the CDCS service option and getting onto the service. Once these individuals 

were receiving their services through CDCS, however, they were pleased with their experience.  

                                                 
3 Paone, D. (2006) CDCS for Older Adults in Minnesota: Interim Report. Submitted to the MN Department 
of Human Services. Contract # A80780. Internal document. December 21. 
 
Paone, D. (2007) CDCS for Older Adults in Minnesota: Final Report. Submitted to the MN Department of 
Human Services. Contract # A80780. Internal document. September 6. 
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In January 2007 DHS entered into a 9-month contract with three CILs to provide enrollment 

assistance services (consisting of outreach, initial CDCS education, and technical assistance to 

lead agencies) to older adults in the target group (on EW or AC) in 29 counties. The CILs 

employed various means to do this, including direct mailings, telephone calls, and in-person 

visits to eligible persons. By the summer of 2007 there was growing awareness of CDCS by EW 

and AC recipients and among counties and MCOs. CDCS acceptance by MCOs has been seen 

by DHS as especially important, since most older adults on EW are enrolled in a managed care 

plan for their Medicaid services and for home and community-based services. 

 
To explore further the response of MCOs and of care coordinators and plan managers, The 

Robert Wood Johnson Foundation National Program Office in Cash and Counseling at Boston 

College, and the Minnesota Department of Human Services requested that focus groups be 

conducted.  

 

Paone & Associates organized and facilitated two focus groups in September 2007 to probe 

response to Minnesota’s consumer-directed care service option, focusing on managed care 

organizations, case managers, and other organizations and individuals with experience in 

offering this service option to older adults on the EW in Minnesota, such as FSEs. 

 

Context. Minnesota has 87 counties and 11 tribal entities, each organized and managed 

independently. Counties have traditionally provided case management services under the 

state’s MA program to older adults receiving EW services (home and community-based 

services). Older adults are determined eligible for EW services if they are eligible for MA and 

meet a level of functional impairment or need, based on an assessment process (e.g. Long-

Term Care Consultation [LTCC]) by a case manager using a standard instrument (Minnesota 

Long-Term Care Consultation Services Assessment Form). 

 

DHS contracts with nine MCOs (Blue Plus, First Plan Blue, Health Partners, Medica, 

Metropolitan Health Plan, UCare Minnesota, Itasca Medical Care, Primewest Health System, 

and South Country Health Alliance) to serve seniors statewide for MA and EW covered services 

through an integrated purchasing and health delivery system model.  

 

Over the last three years (2005-2007) these MCOs have responded to market changes (and 

policy changes at a federal and state level) impacting all aspects of their operations, including 
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infrastructure, marketing, enrollment, and payment. These changes include those needed to 

comply with federal requirements for designation as a “Special Needs Plan,” and those 

necessary to respond to the passive enrollment of Medicaid-eligible seniors into Minnesota 

Senior Health Options (MSHO) in 2006. 

 

Medicaid Program Choices for Seniors. In 2006 and 2007 there were three ways that seniors 

could receive MA services through the state: through MSHO, MSC+, or MSC. Each differs in the 

way that funding for MA state plan services, EW home and community-based services, and 

Medicare services is integrated. 

 

Under the MSHO program, MCOs are responsible for all MA and Medicare health and social 

services, funded through three funding streams: Medicare, state plan MA services (plus the first 

180 days of nursing home care) and Medicaid EW home and community-based services. MCOs 

are expected to integrate care through: the MCO’s own oversight and employed staff, care 

coordinators with defined responsibilities, and clinics and other providers under contract 

performing delegated activities. 

 

Under MSC+ the MCO is responsible for Medicaid services including the first 180 days of 

nursing home coverage, plus Elderly Waiver services. Medicare services continue to be 

provided through fee-for-service providers. Case management is provided through county-

based purchasers through contracts with county EW case managers. In 2006, only county-

based plans were offering an MSC+ product.  

 

Minnesota Senior Care (MSC) is the “traditional” managed care Medicaid option, covering only 

state plan MA services, including coverage for the first 90 days of nursing home care. Medicaid 

Elderly Waiver services are provided on a fee-for-service basis through the counties or tribes. 

Medicare is not integrated into the program—thus older persons choose their Medicare 

coverage plan separately. 

 

As of February 2007, these nine MCOs had an enrolled membership of 45,821 seniors across 

their Medicaid products, including 35,010 enrolled in Minnesota Senior Health Options (MSHO), 

348 enrolled in Minnesota Senior Care Plus (MSC+), and 10,463 enrolled in Minnesota Senior 

Care (MSC). 

 

Paone & Associates, LLC Focus Group Report 11-30-07  Page 9 of 57   



Care Management. Care management or care coordination has been an important component 

of Minnesota’s service to seniors who receive EW home and community-based services — 

either through a county care manager, health plan care coordinator, or other care 

manager/coordinator located in a care system or clinic setting. Some of the MCOs employ their 

own care coordinators, some subcontract to the county for these services, some subcontract 

with care system providers for these services. Some MCOs use all of these arrangements to 

cover the care coordination needs of their enrolled members. 

 

CDCS requires a different philosophy and practice than traditionally used in providing home and 

community-based waiver services to seniors in Minnesota. Seniors and their family members 

choose CDCS and (working with an optional flexible case manager and required fiscal support 

entity representative) direct and arrange for services once the consumer has been assessed 

and a Community Support Plan has been developed and approved. 

 

Appendix A provides additional background information about Minnesota’s Medicaid program 

pertaining to services for older adults. 
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Focus Groups 
 

Purpose. The purpose for these focus groups was to explore how Minnesota’s MCOs, care 

coordinators, counties, and fiscal support organizations had experienced Minnesota's model of 

consumer-directed care (CDCS) for the older adults they serve. Specifically the groups would 

examine: 

 

• what experience these organizations or individuals had in offering this service option to 

older people on EW  

• what issues they experienced or felt were important to address 

• whether/how they felt this option would or would not grow in Minnesota, and why 

• what strategies or next steps they recommended  

• what resources were needed, depending on growth scenarios 

  

Methodology. An independent consultant familiar with Minnesota’s programs for older adults 

on EW, with the CDCS service option, and with MCOs, counties and healthcare providers in the 

state (Paone & Associates) identified a comprehensive list of organizations and individuals who 

could be invited to participate in the focus groups. DHS Aging Division staff members familiar 

with CDCS were asked to review the list and provide additional suggestions for representatives.  

 

Focus Group Members. Group members were selected to ensure a balance of organizational 

types, disciplines, roles, and perspectives. Focus group members had professional experience 

with the CDCS option and EW program. Two focus groups of 7-12 persons were targeted. If an 

individual who was invited was not able to attend due to scheduling issues, the representative 

could make a suggestion for a colleague to attend instead. The alternates needed to be familiar 

with CDCS and/or the EW service for older adults. A letter of invitation was sent. A follow-up 

confirmation letter was sent to each person prior to the focus group, together with a 

background/data sheet to be completed prior to the focus group (see Appendix B). 

 

The first focus group (Group 1) of ten individuals included care coordinators and supervisors 

from counties and care provider systems, flexible case managers (FCM), and fiscal support 

entities (FSE) serving the target population. The second group (Group 2) of seven individuals 

included representatives from MCOs and provider systems. Representatives were at the 
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program manager or supervisor level with one exception. That individual was a care 

coordinator. 

   

Location. Both groups were held in the Twin Cities metropolitan area. Representatives from 

greater Minnesota traveling more than 30 miles one way were offered reimbursement for 

mileage expenses.  

 

Areas of Examination. The implication of a consumer-directed option for care management 

practices of these MCOs and subcontracted county or care system providers was one area for 

discussion in the focus groups. Other areas included:  

 

• marketing, communication and education of older consumers and family members 

• internal preparation, including staff education, resources, or other preparation 

• cost and budget issues 

• service authorization, service monitoring 

• quality review and reporting 

• delegation and subcontracting 

• trends in the marketplace and strategic issues 

  

Format. Focus groups were two hours in length and were audio-taped and video-taped. A 

market research facility was used as the setting. Flipcharts were used intermittently to present 

questions or visibly capture/record the sentiments of the group. Group members were not paid 

except for mileage reimbursement as noted above. Appendix C includes the focus group script 

and facilitator’s outline. 

 

The focus groups began with an independent activity. Group members were asked to respond 

to a series of verbal statements (also provided to each person in writing) by recording their 

responses independently from each other, using a 5-point adjectival scale from “Agree Strongly” 

to “Disagree Strongly.” The results from this “pre-survey” are included in Appendix D. 

 

The rest of the focus group meeting was facilitated interactive discussion. 

 
Limitations. While individuals invited were selected with care, they provided their opinions. 

Their responses may not be representative of others in Minnesota from similar organizations, 
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nor of their organizations’ practices or future directions. The MCOs are competitors in some 

markets, and therefore were unable to share what they considered proprietary or strategic 

information in this setting. Furthermore, the inherent nature of focus groups (group dynamic) 

may have introduced bias, as one person may have been swayed by another person’s opinion 

or perspective. However, this method allows for more in-depth examination than mailed or 

telephone written surveys and hopefully provides insights that would be difficult to capture in 

other ways. 
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Findings 
 

The two focus groups differed in group members’ overall experience with CDCS, roles, and 

organizational affiliation. Findings are first aggregated to present an overall picture. Results are 

then separated by focus group, to highlight the different issues and strategies offered by each 

group. 

 

Pre-Survey 
The focus groups began with an independent activity as group members were asked to respond 

to a series of verbal statements (also provided to each person in writing) by recording their 

responses independently from each other, using a 5-point adjectival scale from “Agree Strongly” 

to “Disagree Strongly.” The statements explored such issues as: the best way/time to introduce 

CDCS to older adults, the CDCS process, the relationship between CDCS and care 

coordinator/case manager activities, how CDCS fits with MCOs strategic direction, the 

incentives for CDCS, and the projected growth of CDCS.  

 

There is good news in the responses (from both groups). The focus group participants were 

largely positive (strongly agreed, somewhat agreed) about the following: 

 

• They have a good understanding of the CDCS service option 

• CDCS is aligned with the strategic direction of their organization or themselves 

• CDCS is a good option for some older adults 

• CDCS is a way to increase the supply (the “labor force”) of people assisting older 

adults 

• CDCS will expand to other market groups 

• Older adults and families on CDCS are strongly supportive of the option 

• As baby boomers age, it is likely that there will be an effort among family 

caregivers to push for consumer-directed care options 

 

With regard to how to introduce CDCS and what is important to have a successful experience, 

most participants from both groups agreed or strongly agreed with the following:  

 

• The care coordinator/case manager is the best avenue for informing older adults 

about CDCS 

Paone & Associates, LLC Focus Group Report 11-30-07  Page 14 of 57   



• The best time to introduce CDCS is during the Long-Term Care Consultation 

process 

• Involved family members are almost always essential to have a successful 

CDCS experience 

• The use of flexible case managers by older adults electing CDCS should be 

strongly encouraged (and also paid under a different method—not out of the  

person’s individual CDCS budget) 

 

Furthermore, a majority of the focus group members strongly disagreed or disagreed somewhat 

with the following statements: 

 

• That CDCS should not be promoted to older consumers or family members in 

Minnesota 

• That CDCS cannot work when a person is enrolled in MSHO  

• That the trend toward a care coordinator-assisted approach to home and 

community-based support runs counter to a consumer-directed care approach 

• That current service options are more than adequate to meet the needs of older 

adults on EW 

• That there are negative incentives (disincentives) for counties to promote CDCS 

to older consumers on EW 

• That the relationship between care coordinator or case manager and older 

person cannot be maintained in a consumer-directed model 

 

These pre-focus group responses suggest that the individuals attending the groups came into 

the group meetings with a favorable view of consumer-directed care as a service option for the 

EW population in Minnesota. A table showing the combined responses to statements read at 

the beginning of the focus groups appears in Appendix D. 

 

Aggregate Response - Overall 
 
CDCS Process 

Group 1 and Group 2 focus group members responded to the 10-step CDCS process presented 

pictorially (using an enlargement of the graphic contained in the Consumer Handbook as shown 

on the next page) by commenting that this was indeed the process they or their staff members 
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had used. Various participants talked about key points in the process, particularly focusing on 

step 2 (informing the consumer about the CDCS service option), step 3 (getting the budget), 

step 5 (developing the community support plan), and step 7 (getting the plan approved). 

 
 

2- Person Eligible for 
MA Waiver and 
chooses CDCS 

3- County 
determines CDCS 
budget 

9 - Case Manager develops 
the service agreement 

5- Develop a community support 
plan with or without assistance 
from others 

8 - Hire, train, supervise 
staff.  Make additional 
purchases as approved in the 
community support plan 

4- Select a 
FSE 

6 - County Case 
Manager, Tribal Entity, 
or Health Plan reviews 
the community support 

7- County Case 
Manager, Tribal 
Entity, or Health 
Plan approves or 
denies the 
community support 
plan 

10- Plan is 
implemented 

1 - MA recipient has a 
LTCC or a DD 
screening completed 

Figure 1.Ten-step CDCS process as illustrated in the Consumer Handbook 
 
 
Motivators for CDCS 

Members from both groups said that families and consumers want options for home-based care. 

The first group described CDCS as a service option that is especially attractive to ethnically 

diverse seniors/families—they are attracted to how this promotes care within the family 

(dovetails with their own cultural norms) and helps with family economics.  
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Both groups described how rural area seniors have few options for personal care assistance or 

home support since service providers are few and far between. Members described CDCS as a 

welcome means to hiring family members, especially spouses.  

 

Both groups said that case managers/care coordinators are a key to acceptance of this option. 

As a case manager/care coordinator has a positive experience for one client, he/she will be 

more apt to offer this service option to others. The learning curve is steep and the initial set up is 

time-consuming, so the first experience needs to be positive for the care coordinator to try this a 

second time. Once that happens, though, the care coordinator/case manager can be a good 

promoter of the option to other clients. Both groups also spoke about how CDCS is a word-of-

mouth kind of service, both from one consumer to another and from one case manager to 

another. 

 

Both groups spoke about needing to have various service options as the number of older 

Minnesotans grows.  

 

Barriers/Hurdles to CDCS  

Members from both groups described the biggest hurdle to CDCS acceptance as being 

reluctance by case managers/care coordinators. They said that most case managers are not 

convinced about CDCS and don’t think it is in the best interest of their older client. Some believe 

the existing service options offer a richer/more valuable benefit for their clients, providing more 

money and a more integrated approach between medical care needs and social service needs.  

 

Both groups strongly asserted that the consumers’ CDCS budgets are too low. Members 

provided several examples of client cases where the consumer has run up against a budget that 

could not cover their needs, and therefore CDCS was either dropped or not pursued. 

 

Both groups described how counties’ staffs are stretched too thin – current staff members have 

no time to learn about CDCS or teach their clients about this service option.  

 

Group 2 especially described the need for more education, training, and technical assistance for 

health plan and county staff around “how to do CDCS.” They asserted that training has not been 

specific enough for care coordinator/case managers needs and issues.  
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Group 2 also expressed strong concerns about liability, fraud, and inadequate safeguards (in 

the opinion of the health plans) to protect the consumer. This group also said that there was 

inadequate reporting (feedback loop) to the MCOs. 

 

Both groups described the CDCS process as complex, but group 1 indicated that the process 

could be made much simpler (and they provided suggestions on how to do this). They felt that 

the paperwork was unnecessarily burdensome and served as a barrier.  

 

Group 1  
Experience with CDCS 

The first group was comprised of case managers/care coordinators, supervisors, and fiscal 

support entity representatives who had worked directly with an older adult electing the CDCS 

option.  

 

“I am from a county and we have about 12 elderly consumers on CDCS.” 

 

“As an FSE we serve over 200 people on CDCS and about 20 of them are on EW.” 

 

“I am an MSHO care coordinator and had my first inquiry from a consumer about CDCS last fall. 

Now I have over 25 people who have asked about it and I have helped many seniors start using 

this. One of my issues was trying to find a flexible case manager.” 

 

“I am from an FSE. We had some bumps in the road initially, but now it’s working. We get 

copies of the plans and put it into a budget format, load it into the tracking system, give a report 

each month to the families and care coordinators. Once people get through the initial stuff, they 

are able to understand and make it work for them.” 

 

“We had someone in a far northern county who had several committed neighbors (there were 

no family members around) who this gentleman can pay and who help him on a rotation basis. 

 

“I am from a county and I’m sorry to say that sometimes it has been my supervisor and co-

workers who have resisted this. They say ‘I don’t want to do this.’ I’ve learned a lot and there 

are books now that I can look up and point to and say—‘See, it says here that I can do this.’ So 

that has helped a lot.” 
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“I’m loving it (CDCS), except for the Community Support Plans themselves—there is way too 

much paper, they are way too redundant and there are way too many of them.”  

 

Group 1 talked about how the CDCS service option helps seniors maintain a sense of dignity—

that is, the seniors can pay for what they need and don’t have to “always be a burden” on family 

or friends. This also gave the senior a greater sense of control. This group was positive about 

CDCS as a service option, but said that changes needed to be made in several areas. 

 

“The elderly person really doesn’t want to always ask for help. This gives them a sense that they 

are paying back.” 

 

“Two of my EW clients on CDCS are so supportive of this that these consumers want to be on a 

panel to promote CDCS.” 

 

“I think that once the care managers see how well this can work, they are on board.”  

 

“It’s true that once they (the seniors and families) get through the initial process, they don’t need 

us much anymore unless there are some major changes (said by the FCM and FSE 

representatives). 

 

“I don’t think fraud is an issue. There are always people out there who will commit fraud or take 

advantage of any program, but that is a small number. It has not turned out to be an issue.” 

 

“In the five years we have been working on this, I’ve had one case of suspicious activity.” 

 

Discussion and Issues 

Members in the first focus group (N=10) identified the most important issues in offering 

consumer-directed care to older adults on EW as follows: 

 

(1) Budget/Resources for CDCS participant 

(2) CDCS Process, particularly the Community Support Plan 

(3) Education  

 

Budget. With regard to the budget, group 1 members said that the formula used to calculate the 

individual participant budgets did not provide sufficient resources to cover all the service needs 
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of their clients. Group members pointed out that the CDCS budgets were especially tight at the 

lowest (A) and highest (K) case mix categories. Nine of the ten participants rated this as one of 

the top issues in CDCS in Minnesota for this population. 

 

“For some of my people, the medical issues are such that it just eats up the whole budget. So 

there is not enough in there for other things.” 

 

“In our areas, for case mix A, there is not enough money in the budget. By the time you pay for 

the services needed, there is not enough money to allow for flexible case management.” 

 

“As an FSE who covers multiple counties, the travel distances are so far and the services so 

few and far between. I don’t charge the case mix A’s for my trips, because $730/month is just 

not enough money. The consumer looks at how much needs to go out for FSE and the FCM, 

and they say: ‘there is nothing left;’ and they’re right.” 

 

“A lot of healthcare people will bring up the budget issue as a reason not to try CDCS. It is an 

issue for some people, but not for everyone. Sometimes the nurse visit two times a week is not 

really needed—other times it is and therefore there is not enough money to cover the medical 

and the in-home personal care support under CDCS.” 

 

CDCS Process – Care Plan Development. With regard to the development of the Community 

Support Plan (CSP), members said that the process is unnecessarily cumbersome, that the 

format and length of the service plan document is far too long, and that the paperwork burden 

results in delays that could cause harm. The other problem with the current process is that the 

service plan format changes from one county to another. This is particularly a problem as health 

plans, flexible case managers, fiscal support entities, and providers serve older consumers 

across county lines. Seven out of ten members identified this as one of the top issues in CDCS. 

 

“The CSPs are 28+ pages but they could be done in 3, 4, or 5 pages.” 

 

“If consumers want to fill it out themselves, the CSPs are a nightmare.”   

 

“Make them uniform across counties.” 
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“The forms, the layout of these plans are just bad. One county allows you to type into their 

electronic form, but you can’t save what you just typed.” 

 

“The process does look overwhelming. It makes them feel like it is so much responsibility and so 

much work. It does not have to be that hard.” 

 

Staff Training/Education – Group members said that case management staff they came in 

contact with were largely unprepared to talk about CDCS, or assist EW or AC recipients to use 

the CDCS service option. Six out of the ten members said this was one of the top issues in 

offering CDCS to older adults. 

 

“The care coordinators, care managers need to be better trained. The first introduction to this 

should come from them—that’s where the trust is; that’s hopefully where the long-term 

relationship is.” 

 

“I think on every single level, more training is needed. This includes care managers, counties, 

health plans, even some FSEs. Yes, they have had some training, but they are just not confident 

in their knowledge or skills around CDCS. It is a big need.” 

 

 “I agree that the best first contact is the care manager or care coordinator—at the county or 

health plan level.” 

 

“I am from a county and I have to say that the FSEs provided the most education to me in 

helping me. Honestly they were wonderful.” 

 

Other issues Group 1 identified included: 

 

• Education & Technical Assistance to consumer and family - consumers unaware, 

don’t understand, unprepared for using CDCS; five responses 

 

“You do need to go out and have that one-to-one visit. You can’t just send it out in a packet. As 

an FSE, even after that initial visit, we go out and go over everything again. They need a little bit 

of extra time to adapt. We go over when they need to submit the time records, and when the 

check will be cut and sent. They need to know some of these details.” 
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• Resources available to manage CDCS – staff resources are inadequate, 

especially case managers at the county level (relates to current client caseloads 

as well as information and training needs); three responses 

 

• Marketing & Outreach – inadequate; not reaching caregivers or seniors, 

especially need different materials for non-English speaking ethnic communities; 

three responses 

 

“In the elderly population, if it wasn’t for the CILs agencies who got the word out this last year 

through the RWJF grant, the elderly people I am working with would never have heard of 

CDCS.” 

 

“It’s important to listen for cues from the senior—an elderly woman might say that she wishes 

she could pay her grandson for his help—that is an opening to talk about CDCS.” 

 

• Care Coordinator/Case Manager Role & Duties – duties and roles unclear; can 

be duplicative between CM, FCM, and FSE or may result in less coordination, 

continuity for senior; one response 

 

“With regard to ongoing care management, the relationship should be with the care coordinator. 

That role is far more important than the flexible case manager in my opinion—and I am a 

flexible case manager. My role is to get in there, help them get the forms done and the services 

started and then get out.” 

 

“As an MSHO care coordinator, I go out and do the home visit and work on the plan and then 

remove the identifying information, and then I e-mail this to the flexible case manager---to help 

the FCM avoid going over everything again with the senior, when I have the information already. 

This helps with communication across the individuals involved in working with this client.” 

 

Brainstorming 

 

Group 1 brainstormed strategies to address the issues raised (described below). 

 

1)  Increase budgets and change methodology to calculate budgets – Some budgets are too 

low, especially at the lowest and highest case mix levels. – 8 responses 
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Suggestions include:  

(a)  Take some costs out of the participant’s CDCS budget, especially the cost of an FCM and 

the FSE.  

(b)  Increase the budget ceilings to make them equivalent to those of seniors who do not elect 

CDCS so there is no monetary reason for not choosing CDCS.  

(c)  Provide a pool of available dollars for CDCS seniors who reach the ceiling in their budgets.  

(d)  Change the distribution to make it possible for people to go over their budgets on a monthly 

basis, as long as they reach the annual target.  

(e)  Tie CDCS budgets to the actual experience of all elderly people in their case mix category 

so that CDCS per person expenses are equivalent to non-CDCS per person expenses. This 

might include an annually renewable “look behind” fund to allow the CDCS person at the 

ceiling of their budget to receive equivalent benefits as the person who did not select CDCS.  

 

On a related subject Group 1 members strongly recommended that the state rethink the 

allowable/non-allowable lists under CDCS – Members said that there are some services, 

equipment, etc. that are not approved under CDCS but would be okay under MSHO. They 

said that this “non-allowable list” harkens back to the “old ways” of artificially restricting 

service and not promoting consumer choice. An example provided related to lawn mowing. 

This individual said that a woman on managed care was not allowed to use her CDCS 

budget to buy a lawn mower to have her grandson mow the lawn, although she was allowed 

to hire a yard service—even though buying the lawn mower was cheaper.  

 

“These allowable/unallowable lists are a problem. If it is not on the allowable list, the health plan 

won’t pay for it.” 

 

2)  Redesign and Streamline the Community Support Plan (CSP) – Re-design the process and 

plan format itself, including paperwork and budget process. – 8 responses 

 

Suggestions include: (a) Target a 3-5 page CSP fully completed (i.e., shortened with 

duplication removed). (b) Have a budget worksheet with fill-in capability that automatically 

calculates budget for that person based on assessed needs (Excel spreadsheet). (c) Make 

the CSP “universal,” so it is consistent across counties, across state. (d) Make sure that the 

CSP works for seniors on MSHO and MSC+ seniors too. 
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3)  Expanded/Revised & Ongoing Education & Training – Members said that there is a need for 

training that is more hands-on and is driven/taught by people actually doing this 

successfully, e.g., reputable Flexible Case Managers, FSEs, and even expert family 

members.  Ideas included: (a) Use case managers who have really worked with multiple 

CDCS older adult clients to provide examples and share resources on how they worked with 

the client and family to be creative in making a plan and finding services to meet the needs. 

(b) Have this on-going and interactive. (c) Have a repository of examples. (d) Have a mentor 

program, or match seasoned case managers to others. (e) Have a technical assistant to 

case managers at ready access so that they can get competent, fast answers to questions. -

3 responses 

 

4)  Expand Marketing & Outreach – Group members suggested that CDCS information be 

disseminated through non-traditional channels. Ideas included: (a) get to the rural areas and 

find where seniors and family members congregate; (b) reach the caregivers where they are; 

(c) develop marketing materials for ethnic and non-English speaking groups; (d) use the 

“happy face” diagram that shows the CDCS as a process; ask for help from AARP, MSF; (e) 

use cable T.V. spots, mass mailings, libraries, kiosks; (f) continue to have AAAs, counties, 

and health plans make seniors aware of this as well. – 2 responses 

 

“When the CILs (for enrollment assistance) mailings on CDCS went out to 1,900 people, the 

phone started ringing from seniors all over several counties and there were so many people to 

respond to—we had to learn how to talk about this. Initially we went into too much detail. This 

doesn’t have to be that tough—talk about it as you would want someone to explain it to you. I 

have worked with enrolling 23 people on CDCS, helping them write their CDCS plans and there 

are additional consumers who have learned about this. The rural counties are now referring 

much more—there is nothing out there and they see this as great.” 

 

5)  Make changes in legislation, policies or rules that affect CDCS – Members thought that 

some of these CDCS issues need legislative or regulatory change at the state or federal 

level to be remedied. Legislative, policy or regulatory changes needed in Minnesota include 

modifying the “waiver plan” allowable services list/requirements for CDCS, changing the 

budget formula for CDCS, and mandating or “strongly requesting” state-wide consistent 

Community Support Plan documents to be used—perhaps via contract requirements 

between the DHS and the health plans (e.g., MCOs) or the counties. -  8 responses  
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Group 2 

Experience with CDCS 

The second group was almost exclusively comprised of representatives from MCOs who were 

at a program manager level and did not work directly with older adults, but managed others who 

did. Group 2 members were not as positive about CDCS as group 1. They said that MCOs and 

counties were unlikely to promote this option unless changes were made in several areas.   

 

“The counties plates are full. They don’t have the time to do this.” 

 

 “I see the FSEs as really driving this and promoting this among consumers—they are pushing 

this more than anyone else.” 

 

“I do think you need a family member involved to do this well.” 

 

“From the member experience, CDCS is positive. For the organization, the CDCS experience 

has been neutral or negative. For the care manager at the county or health plan level, the 

experience is mixed.” 

 

Discussion and Issues 

 

Participants in the second focus group (N=7) identified the top issues in offering consumer-

directed care to older adults on EW as follows: 

 

(1) Protections for Consumer 

(2) Budgets 

(3) Integration of CDCS with Care Coordinator/Case Manager Role/Duties 

 

Consumer Protections.  Most focus group members asked for better, expanded service 

monitoring processes and oversight. They asserted that there are only weak safeguards in 

place to monitor how and whether seniors are receiving the personal care assistance from 

family members or friends according to the Community Support Plan. There is a need to ensure 

that the senior is not coerced into taking or keeping a particular worker because of family 

pressure around wanting payment. Six out of seven participants identified this as a top issue. 
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“One of the biggest reasons the counties are hesitant is fraud and concern about consumer 

protections and the elderly who have dementia and can’t really do this by themselves.” 

 

“The county case manager might have previous knowledge about a family member that does 

not provide the services to their elderly relative. But then that family pressures the elderly 

person to go on CDCS—and then the county has even less ability to monitor what is going on.” 

 

“Are the people they are hiring and paying actually providing the services?” 

 

“The counties are likely to know if the grandson just got out of jail, has taken advantage of 

grandma before and now wants to come to live with the grandmother again and get paid 

through CDCS—the county knows that CDCS would not be a good option for the older person.”  

 

“Let’s be honest, for some consumers who are not able to make their own decisions, it is the 

family who is directing this and making the decisions, not the consumer.” 

 

“The counties have more control under traditional service options. Our job as a county under 

contract with the State doesn’t change with regard to consumer protection—we are still under 

the responsibility to ensure consumer safety whether that consumer chooses CDCS or not. It is 

easier for us to do that job if someone is not in CDCS.” 

 

“I am from a health plan and we have hundreds and hundreds of cases under PCA where we 

have evidence that families are coercing the older consumer or are not providing the services 

they are supposed to be providing. The concern is that this (CDCS) will be seen by these 

families as a new avenue for money.” 

 

“It is expensive to have to go to state hearings just because a family decides that they want 30 

more minutes  a day for PCA coverage—they don’t even ask us (as a health plan or county) first 

to consider it. There is a PCA agency out there saying: ‘we will pay you $100 if you just get 30 

more minutes of coverage.’  We’ve had three hearings in the last couple of weeks. CDCS is 

likely to just create more of that.” 

 

Budgets. As with group 1, group 2 members asserted that CDCS budgets are too low and that 

the method/formula doesn’t work and is inequitable. There is not enough money for all the 
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services needed by the EW consumer. Six out of seven participants identified this as a top 

issue. 

 

“It feels like just half of the budget that someone going through the regular process.” 

 

“If they are doing the FCM and needing to pay the FSE, they are running up against budget 

dollar limitations.” 

 

“In some ways this feels more inflexible. I got a call yesterday from someone who needed a 

ramp and couldn’t get it paid for under CDCS because they were at the cap. I thought to myself 

‘If this person were in MSHO I could get him the ramp right away.’ So this person couldn’t get 

what he needed. Under MSHO we don’t think about the money—because it has all been put in 

one pot and we get what the consumer needs. This (CDCS) has taken the waiver services back 

out and now we have to track specific services from different buckets of money.” 

 

“The case mix A budgets are pittance. Case mix D or E maybe you can make it work. With the 

Alternative Care programs the budget is even lower.”  

 

“The biggest issue we see is the people who are interested have no budgets—the case mix A’s 

have the energy and are more functional and able to try this out—they are not as sick or 

functionally impaired. But they have no budget to make this work.” 

 

“This is the picture of where the money comes from—there are three pots of money, three 

funding streams: the waiver, the Medicare, the MA. Under MSHO they are all together, but 

under CDCS, the waiver dollars go in one place and the other dollars another place.” 

 

“I think that one way people are trying to work around the limited budgets, especially in the rural 

areas, is that the county will keep them on straight EW for the first few months following 

eligibility to get as much case management to that person as possible, and then have them go 

on CDCS. In some areas there are no flexible case managers in the area, so it has to be the 

county case manager who gets this going. Once they are on CDCS you are limited to 2 hours 

per month of case management, and that is just not enough.” 

 

“Counties can’t recoup the dollars they need to spend for CDCS elderly clients for their ongoing 

case management time. So why do it? On straight waiver, the member gets more budget. The 
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county can charge for their actual case management time, but they can’t charge for all their time 

under CDCS.” 

 

“I had a lady who wanted someone to take her to the grocery store. She had no family. That 

was really important to her for her to go herself. This a rural area where there is no 

transportation, not even taxi. That meant giving up her skilled nurse visit to look at her feet. She 

couldn’t afford it. It had to be put in the CDCS budget and she couldn’t afford what she needed. 

There is a list of what has to be included in the CDCS budget and what is not—that needs to be 

done by the lead agency. You have to refer to the manual every time something comes up; for 

example physical therapy is not in the budget.” 

 

Care Coordinator/Case Manager Role & Duties. Group members said that CDCS has not taken 

into account the duties and roles of the existing care manager. In fact they believed that CDCS 

had the potential to “dis-integrate” care. They said that with MSHO, most older adults on EW 

receive home and community-based services through a care coordination model, however there 

has not been thought with regard to how to blend the consumer-direction component with this 

model. They believed that there was value provided by having a care coordinator help with 

planning, trouble-shooting, communication across disciplines and settings, and being aware of 

both medical and social issues facing the consumer, and that the CDCS approach needs to 

uphold this important care coordinator service. Previous studies of the MSHO care coordination 

model have found evidence that consumers also see value in this role.4 Three of the seven 

focus group members identified this as a top issue. 

 

“Under MSHO, we have created an integrated financing and care management system. 

Consumers say: ‘Why would I do this when I get less money and then have to do so much of 

what you do myself—hire services, coordinate everything, all this paperwork?’—it (CDCS) just 

doesn’t make sense when you have MSHO.” 

 

“Under MSHO there is a one-stop shop.” 

 

                                                 
4 Malone, J., Morishita, L., Paone, D., Schraeder, C. (2004). Minnesota Senior Health Options (MSHO) 
Care Coordination Study: Final Report. Minnesota Department of Human Services. June. 
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“From a health plan standpoint, the idea of not having the MSHO care coordinator involved in 

every step is problematic. We want to make sure that people who have medical conditions are 

getting their conditions monitored appropriately.” 

 

“The perception is that there is this flexible case manager and they may take the role on as the 

care manager/care coordinator. They aren’t supposed to substitute for the care manager, but 

they may be perceived as doing so in the consumer’s mind. The consumer may say to the 

county care manager or the health plan care coordinator: ‘Why are you still calling me? I have 

CDCS and a flexible case manager now.’ But that isn’t right—the care coordinator still needs to 

be the overall coordinator of Medicare, MA, and work with the FCM on the waiver services. So it 

can make it more confusing for the client/member.” 

 

“I have a different take on that as a care system care manager—I am still there and am their 

care manager. I still go out and do my interval visits and annual visit. The consumer still calls 

me and gives me an update.” 

 

“It is different for care managers from the county because they are focusing 90% of their 

attention on the waiver services, not on Medicare. So if waiver services are taken over by 

someone else, they don’t have as clear a role, nor can they get appropriately paid for their 

services.” 

 

“I see the need for more communication and integration. For example, I had one of my staff (a 

care coordinator) come to me who just got a Community Support Plan sent to her and that was 

the first she knew about the fact that the client in her caseload had elected CDCS. The FCM 

and the FSE had already been in there and no one had contacted her. She looked at the plan 

and there were important areas not covered, such as the skilled nurse visits. This was not a 

consensus care plan. That should not be happening. The medical/preventative needs must still 

be in there.” 

 

“This whole thing got picked up and put on top of MSHO, but it was not integrated in terms of 

policy or practice. Even in the MMIS system it is not set up well. You can’t just take what worked 

for the younger CDCS waiver populations and tack it on top of existing programs for the elderly.” 

 

“I had one client case example where things were integrated. I had one lady where I was there 

as the care coordinator, the lead agency, the member, and the flexible case manager all sat 
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down physically together. It was all there, we were all talking and they had the printer there and 

they could run numbers and figure it all out. It worked so well. That was truly integrated, but of 

course, labor-intensive. However, I think of all the time that would have been spent where we 

would have gone back and forth with communication across all these organizations. It took 2 

hours and I think it was pretty efficient.” 

 

Education, Training of Staff, Consumer - This group also talked about need for staff training, 

program complexity, marketing and one-on-one assistance. Participants asserted that the 

CDCS option is too complex and hard to explain to this older population. CDCS requires a 

savvy consumer—either senior or family member. The time and intensity of the initial 

consumer/family education in order for the consumer to understand and make an informed 

decision about electing this option is extensive. A few group members said that this option is not 

for everyone and that target criteria should be created to avoid having to discuss this option with 

every older consumer on EW. Three of the seven group members identified this as an important 

issue. 

 

“I have to be honest. We (as care coordinators) are still very hesitant about CDCS for many of 

our EW clients. You are doing the LTCC [the Long-Term Care Consultation assessment] and 

look at this frail older person, with no family around, and you think: ‘I don’t think this person 

could even begin to coordinate services or do CDCS—you just kind of slide over the 

description.” 

 

“You don’t want to present an option to them where you don’t think they will have the capability 

to manage this.” 

 

“It takes 16-20 hours to get a person set up. Even if there is a flexible case manager, that 

person spends a lot of time, over several in-home visits, getting CDCS set up.” 

 

“The training has never acknowledged the role, duties, or needs of the care manager/care 

coordinator.” 

 

“For me, as a care coordinator, I need a session that really takes into account the care 

coordinator activities and specific duties and communication. I went to the DHS trainings, but 

that wasn’t enough.” 
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“With regard to training, focus on the care coordinators, case managers—and walk me through 

CDCS, step by step and provide examples. Have this in one session across all health plans. Not 

one at a time. This has to have everyone is the same room.” 

 

“I also think different regions of the state have unique needs and issues. Therefore the training 

needs to be across health plans, but also regionalized. Greater Minnesota in remote regions 

have different issues than metro.” 

 

“There is online training for the flexible case manager—it tells you about CDCS—but not a lot of 

people look at this.” 

 

“The flexible case manager that I have worked with—she has been tremendous. She is 

fabulous. She has been very knowledgeable. The FSE too. They have walked me through step-

by-step telling me what I have to do.” 

 

Brainstorming  

 

Group 2 brainstormed strategies to address the issues raised (described below). 

 
1)  Create contract requirements for FCM and FSE services with MCOs to ensure quality 

monitoring and reporting. The MCOs in the focus group spoke about the fact that they are 

legally responsible for overseeing the consumer/member’s care. These participants saw a 

need for a contractual agreement around reporting and quality monitoring where any FSE or 

provider has a contractual relationship with the health plan (in which the consumer is 

enrolled) and has defined duties where the MCO can require specific activities from that 

entity, can expect regular reporting, and can audit that entity (or person).  

 

“We need some ways to assure that when someone is supposed to be in the home they are 

actually there. Under CDCS we are even more removed than under the PCA program. The 

health plans are supposed to get records from the FSEs, but is that happening? And just getting 

the timesheets isn’t enough.” 

 

“I think we need to increase the FSE reporting requirements to the health plans.” 

 

“They (the FSEs) need some fraud and abuse detection system.” 
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“I think you need to have surprise visits to be sure that they are there when they say they should 

be.” 

 

“With some of our immigrant populations, it is so hard to communicate anyway, and it is hard to 

find out what is going on.” 

 

“I think that CDCS is different from PCA, but I am not sure—with PCA anyone can just hang out 

their shingle. There are other requirements for CDCS, such as background checks for workers. 

The FSE does the background checks. The FSE also has to be certified. Also, the FSE has to 

get the timesheets and check them.” 

 

“As a health plan, it is really hard to get my arms around CDCS and who is responsible. As a 

health plan, we are used to having everything in writing, in having sub-contracts, in having 

delegation and compliance requirements, in getting reports, in being able to do audits. With 

CDCS there are others doing activities with the member that ultimately we are accountable for 

and there is nothing in writing with us. It’s a really bad spot to be in.” 

 

“We need that delegation agreement. We are used to having contracts and something in writing. 

We contract with care coordinators (e.g., with care systems or counties) for certain duties. Even 

though every county has a contract with the FSE, where does that put the health plan? We don’t 

know when something is handed off three times, what is happening? If it is three people 

downstream, how can we trace what is happening and who do we hold accountable?” 

 

“Maybe the FSE needs to be accountable and have an agreement with every health plan where 

they are working with that health plan’s member.” 

 

“We are used to working with medical providers where contracts are just standard. This is less 

structured, and part of the issue may be that social services and independent case managers 

through CDCS is different—in terms of what can be expected.” 

 

2)  Equalize the amount of money available to older adults, whether they are receiving EW and 

HCBS through “traditional” means or through CDCS – The group members spoke about the 

individual CDCS budgets being too low, giving examples from particular cases. They said 
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that the marketplace (consumers and professionals) continue to perceive a budget reduction 

of 40% under CDCS and that alone is a barrier to acceptance of the CDCS option. 

 

3) Purposefully re-design and define a model for CDCS that not only takes into account but 

values the care coordinator role and duties – This would begin with outlining and describing 

the role, duties, and activities performed by the care coordinator and care manager (as 

under MSHO and MSC+) and then describing the process of how the FSE and FCM could 

work with the care coordinator or care manager. Areas such as assessment, care plan 

development, communication, ongoing monitoring, etc. need to be addressed. This is 

particularly important around the development of the service plan (Community Support 

Plan), as every older person on EW already has a service plan that was developed from an 

LTCC assessment process and that took into account the older person’s medical 

condition/needs, living arrangement, social support needs, emotional, physical, and mental 

needs. If the CDCS participant and FCM write a new plan without consulting the care 

coordinator, then they may miss important history or leave out components that need to be 

addressed to properly support the older person at home. 

 

“Maintain and strengthen the care coordinator role under CDCS. The FSE and FCM must 

communicate with the care coordinator and they must all collaborate on the care plan.” 

 

“We are not even sure if the FCM sees the member’s existing care plan.” 

 

4)  Design and deliver new training that targets care coordinators and care managers assisting 

MSHO or MSC+ older consumers – Group members recommended that future training 

sessions take into account the roles and duties of the care coordinator/case manager and 

then demonstrate how CDCS can work effectively for the participant and how the “new” 

resources of FCM and FSE can be incorporated successfully so that the participant is not 

overwhelmed, the care coordinator role is maintained, and the communication across all 

entities is effective. 

 

5)  Develop criteria for older consumers and families that would be prime candidates for 

needing a personal representative to help them with CDCS and/or decision-making. These 

criteria might include:  

• presence of a cognitive deficit of the participant, such that he/she lacks 

understanding or decision-making ability needed under CDCS 
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• lack of an involved family member as a primary caregiver who is willing to help 

the senior  

• unsafe home situation, with possible issue of abuse or neglect 

• unstable mental health (of participant or primary family member) 

• previous history of fraudulent activities and/or non-compliant behavior 

• evidence that the person and/or family member or guardian is unable to make an 

informed decision to participate in the service option  

 

Focus group members also offered other characteristics of participants or their families that 

might yield a successful experience with CDCS, such as: 

• people who have a business background 

• people who like new things and are creative 

• individuals who are in the mid-range case mix categories 

• people who are dissatisfied with their current level of control or their current 

home care services and believe they can do better (they are motivated to make 

this work), and  

• people who know what services they need and where to find them 

 

“I think that if you have a business background, and involved family members, then you can do 

this.” 

 

“I think that for people who are in rural counties, in “Timbucktoo” they welcome this option—

because there are no services and their families and friends are already trying to help out, but 

this gives the elderly person a structure and a program to allow them to pay for some of the help 

they need. You can’t get a home care agency to go that far.” 

 

“It is relevant and appropriate in select situations. It is not for everyone. I say it is only relevant 

for about 5-10% of the population.” 

 

“We’ve had a lot of people go on it and then get off of it when it didn’t work. That’s a lot of time 

wasted and a lot of work on everyone’s part to have it go nowhere.” 

 

“Maybe look at the services first that they are getting and that is another determination.” 

 

Paone & Associates, LLC Focus Group Report 11-30-07  Page 34 of 57   



Growth Scenarios  
 

A scenario was read to focus group members describing a modest increase in participation by 

older consumers electing the CDCS option. A second scenario was read describing rapid 

growth participation. Members from both groups responded that they believe they could handle 

the modest growth scenario but rapid growth would be difficult. Group 1 members talked about 

how rapid growth had occurred in Minnesota with another waiver group electing CDCS and that 

it was difficult to handle so many people in a short time. Group 2 members felt that rapid growth 

would be dangerous given inadequate consumer protections. Both groups said that there are 

not enough case managers trained in the option and too few flexible case managers across the 

state to respond to a large increase in participation by older adults. 

 

“That rapid growth scenario actually happened under MR/RC waiver here in MN. It was hard to 

deal with that kind of growth. I hope that they would give us more time so that we could do a 

better job.” 

 

“What will happen in this rapid growth scenario is that all of the problems would come to the 

surface very rapidly.” 

 

“We would need much closer alignment with the FSEs as a health plan. We need better 

intelligence of who is good and who is doing a good job with the members.” 

 

“I would be concerned about this kind of publicity. Many people who were not a good match 

would be asking about this—I hope we could be part of the planning because we are going to 

have to respond to this.” 

 

“There is already a capacity issue at the counties. If this started going 10-20 month, this would 

not be possible.” 

 

“If there were some kind of pre-screening, to be sure that this older person would be able to do 

this (CDCS), then that would help. I think a pre-screening process like they do at nursing 

homes, then that would help target this.” 

 

“DHS sees this for everyone, but that is not realistic. There needs to be select marketing.” 
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Discussion 
 
There are similarities between these findings and the findings from the key informant interviews 

conducted in fall 2006 with Minnesota health plan and social service professionals and from 

previous studies involving interviews of county representatives around CDCS. 

 

There are some differences from previous results as well, most notably a greater appreciation 

voiced now for what CDCS can offer certain participants beyond what traditional service options 

have been able to offer—particularly in rural areas. In general, representatives from greater 

Minnesota were more positive than those from the metro area. 

 

Both the key informants interviewed in 2006 and these focus group members voiced overall 

support for the philosophy of consumer-directed care, but revealed hesitations about CDCS.  In 

both the focus groups and the key informant interviews, members called for changes to the 

budget, expanded outreach and new marketing materials for consumers especially for non-

English speaking ethnic groups, more tailored training and technical assistance to care 

managers, and changes to the CDCS process and paperwork (too complex, needs simplifying). 

 

The focus groups allowed for greater in-depth examination of these issues and, more 

importantly, for the group members to suggest strategies to address these issues. As a group, 

members from focus group 1 were more supportive of the service option than group 2. Group 1 

was made up of care managers/care coordinators (from counties and provider systems as well 

as independent flexible case mangers) and of fiscal support entity representatives. All group 

members had assisted an older adult directly with using the CDCS service option. The direct 

experience provided real-life examples of how this can work for some older people and they 

describe how this helped them overcome some of their initial hesitations. Their strategies 

suggest either some changes and/or clarification in the CDCS process and budget methodology 

to make it easier for more EW consumers to use the service option. 

 

Group 2 members were managers and supervisors in MCOs. With two exceptions, they had not 

worked directly with older clients on CDCS, as that is not their role. They focused a great deal of 

attention on liability exposure of the MCO with CDCS and need for greater coordination and 

communication with the care manager who is already assigned to the older client on EW when 

CDCS is chosen as a service option. Quality oversight and safety were also the concerns 

voiced particularly by the MCOs in key informant interviews conducted in 2006.  
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Members of the second focus group were concerned about CDCS growing too quickly. They did 

not see CDCS as a viable option for most of the EW clients they served today—largely due to 

the limited individual CDCS service budget and also service complexity. Those from group 1 

appeared more ready for growth and did not see expansion as an issue, save for the need for 

more flexible case managers, especially in rural areas. 

 

Several members in Group 2 had extensive experience with MSHO and believed that the 

MSHO offers more integration of care without CDCS than with it. There were some 

misconceptions or different interpretations about what a flexible case manager does and does 

not do, and what kind of oversight the FSE provides. Some group members were unclear about 

how and when the FCM and FSE interact with the care coordinator or care manager. The fact 

that different focus group members had different understandings or beliefs around how CDCS 

works underscores the need for additional training and education. A request for more 

operational-related CDCS training was a strong need voiced by both groups. 

 

The finding around the need for a different type of training for case managers is similar to the 

findings from a previous examination of counties conducted in 2005 around CDCS for the 

MR/RC waiver group. In that examination 400 individuals from 37 counties were surveyed and 

the researchers (Schmitz, Luxenberg, Eustis) found:  

County staff wanted a variety of hands-on and interactive training formats that 
provided more “real world” applications and more opportunities for getting “the 
tough questions answered.” 
 
County staff needed more encouragement and support to see their way through 
the complexity of CDCS. Beyond getting needed information, staff needed to 
hear more positive things about the program. They needed to see actual 
successes. They wanted to hear more from families and individuals for whom 
CDCS was working well.5 
 

That previous examination also revealed county concerns about participant health and 

safety and about budget methods. In that study, half of the respondents felt that safety 

was compromised under CDCS. The response was consistent across regions and 

across staff roles. Budget inequities or “fixing the budget” was the second most 

important problem noted by the respondents in that study.  

 

                                                 
5  Schmitz, Luxenberg, and Eustis. (2005) Evaluation of the Consumer Directed Community Supports 

Services: Second Interim Report. August. 
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Recommendations 
 
Though there are areas for additional work to be done and changes recommended, the results 

from these focus group meetings are a more positive response to CDCS than the responses 

found in previous examinations. The focus group members recognized that CDCS provides an 

important choice for older adults and their families, particularly those in rural areas of 

Minnesota, those who are underserved through traditional services, and those with care 

coordinators/case managers who are comfortable using the option. When the budget works and 

the paperwork is not daunting to the participant or family, these group members have seen that 

CDCS can work well.  
 

At the same time, focus group members provided many suggestions for how to improve the 

CDCS option for older adults, especially those enrolled in managed care. 

 

Suggestions and recommendations build on those offered in the evaluation reports previously 

submitted to the Department.6,7 

 

Liability & Budget. Among managed care professionals and counties it appears that concern 

about fraud/abuse and safety issues and the belief that consumers have fewer dollars to spend 

on their own care (as compared to using the traditional home and community-based options) are 

the two biggest disadvantages to CDCS.  

 

With regard to fraud/abuse of the CDCS budget, the original Mathematica evaluation of the 

initial three Cash and Counseling demonstration states did not find this to be a problem. They 

found consumer exploitation and fraud to be rare. They noted that periodic telephone and in-

person check-up visits were important safeguard methods to ensure that allowances or 

individuals were not exploited (Phillips et. al., 2003, p.32). Nevetheless, since this issue is of 

such high concern to MCOs, clarification by the Department around safeguards and 

monitoring/reporting are warranted. 

 

                                                 
6 Paone, D. (2006) CDCS for Older Adults in Minnesota: Interim Report. Submitted to the MN Department 
of Human Services. Contract # A80780. December 21. Internal document. 
7 Paone, D. (2007) CDCS for Older Adults in Minnesota: Final  Report. Submitted to the MN Department 
of Human Services. Contract # A80780. September 6. Internal document. 
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Recommendations: Clarify existing safeguards around quality and fiscal monitoring and 

reporting on CDCS services with lead agencies, and other key players (e.g., participant, 

flexible case managers, flexible support entities.)  Continue to work with stakeholders and 

participants to assure effectiveness. Ensure that quality assurance mechanisms include 

older participants and families themselves. Clarify to the MCOs and counties how CDCS 

policy and processes take into account the MCO and county roles. Consider using the DHS-

MCO annual contract as a vehicle for specifying any additional reporting and/or 

communication requirements for persons using CDCS.  

 

DHS could consider requiring the MCOs to conduct an annual survey of EW clients electing 

CDCS. Provide guidance on data and reporting requirements, sampling size. Examine such 

items as actual service use/claims experience of these individuals, reported paperwork or 

administrative burden, satisfaction with technical support received, or rate of hospital, rehab, 

or nursing home admission. DHS could analyze data across plans to identify potential best 

practices, participant issues, or highlight trouble spots.  

 

Continue to work with the MCO on clarifying CDCS policy and also how to exercise their 

authority to develop a non-fee-for-service-based budget methodology for CDCS budgets for 

their members. Continue to work with the various health plans to evolve CDCS parameters 

that best meets members’ needs and desired outcomes. Continue to examine the services 

authorized and resources expended on CDCS EW clients in case mix A through K and 

compare to the experience of a matched sample (e.g., same ages, gender, medical 

conditions, presence of family support) of EW clients in case mix A through K not electing 

CDCS. If statistically significant discrepancies are found between the two groups, then 

consumers electing CDCS may be facing an inequitable distribution of resources under 

Medicaid. 

  

Clarify with lead agencies their ability to authorize annual vs. monthly CDCS service plans.   

 

Care Coordinators/Case Managers. Increasing the comfort level of care coordinators/case 

managers with CDCS will be necessary to increase acceptance. The lack of experience in 

working with CDCS on behalf of their members/clients is still a primary deterring factor among 

this group, considered a key entry point into CDCS. 
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Recommendations: Continue to inform all stakeholders about CDCS education 

opportunities and encourage lead agencies to develop in-house training and CDCS 

competence reviews. Continue to focus training opportunities and technical support to care 

coordinators, particularly focusing on how the CDCS service option can work successfully 

with clients enrolled in MSHO or MSC+.  

 

Work with FSEs, and FCMs to help train staff. Continue to tap into the expertise of 

experienced independent flexible case managers and fiscal support entities for initial CDCS 

consumer education, and lead agency training and technical assistance needs. 

 

Describing and initiating the CDCS service option is a labor-intensive, one-on-one process. 

Continue to encourage FCM and experienced case managers/care coordinators to conduct 

the initial CDCS education with consumers. Capture the successful elements used under 

the CILs contract for initial CDCS education and enrollment assistance; replicate.   

 

Peer-to-peer learning opportunities can be effective, where professionals share success 

stories, strategies, or tips on making the CDCS option work. A repository of examples could 

be posted on the DHS or other web sites to offer easy accessibility to the information and 

ensure consistency across the state. 

 

Continue development of regional CDCS meetings statewide for key CDCS players for 

networking and technical assistance purposes. Meeting topics could include how to: assist 

in preparing the Community Support Plan, finding services that match the special needs of 

ethnically diverse older adults, what to do when the level of care needs change, 

administrative and paperwork tips, etc.  

 

Awareness. Build on marketing and outreach strategies that are working. Older consumers on 

EW and AC and their family members are not hearing about the CDCS option, though the 

independent CILs contracted by the state to increase awareness have had some positive effect. 

Language barriers continue to be a problem in trying to reach minority groups. Clarify with lead 

agencies their requirement to hire translators for non-English speaking persons, or to partner 

with Area Agencies on Aging and/or other culturally-specific communities for disseminating 

service information to persons of various ethnic and cultural backgrounds.  
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Recommendations: Use the effective messaging and educational approaches from the CILs 

contracts, and flexible case manager and FSE marketing activities to continue to build 

awareness about CDCS. Encourage lead agencies and providers to create marketing 

materials directly targeting family caregivers and ethnic populations as well as rural seniors. 

Explore marketing and outreach through new avenues where these target groups already go 

to seek health care information or support. Whatever method is used to inform consumers 

and family members, be sure that reliable, consistent follow-up is provided. This might 

include developing a response mechanism and structure, e.g., a telephone hotline or “go to” 

person within Senior LinkAge Line® that will provide consistent, timely response to callers. 
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Conclusion 
 
At the request of the RWJF National Program Office on Cash and Counseling and DHS, Paone 

& Associates organized and facilitated two focus groups in September 2007 to probe response 

to Minnesota’s consumer-directed care service option, focusing on MCOs, case managers, and 

other organizations and individuals with experience in offering this service option to older adults 

on the EW program in Minnesota. The seventeen healthcare/social service professionals 

participating in the two focus groups offered insights, examples, and strategies for addressing 

issues they raised or have encountered.  

 

Responses to a pre-focus group survey suggest that group members are fairly positive about 

CDCS growing in acceptance over time, in having strong family and consumer support, and 

about the potential for expanding the labor pool of individuals who would help care for an older 

person through CDCS. Most members believe that CDCS as a service option will grow and they 

want to be prepared. They provided ideas on how to enhance marketing and outreach to older 

adults and family members.  

 
Members from both focus groups believe the current CDCS budget amount is not sufficient for 

many of the EW clientele. CDCS consumers’ budgets are perceived as inequitable compared to 

resources available to consumers electing “traditional” service options. Both groups suggested a 

change in the budget amounts. Likewise, there is need for future trainings, particularly focusing 

on care coordinators/care managers and the role of managed care and county staff within the 

CDCS option. Members with extensive experience with CDCS pointed to the need to improve 

and streamline the CDCS process, particularly the Community Support Plan. Members from the 

MCOs focused most on the issues of improving safeguards to protect older consumers and on 

assuring that the CDCS service option recognizes the importance and value of the care 

coordinator/care manager role (e.g., under MSHO).  

 

Based on this and previous examination of healthcare and social service professionals’ 

response to CDCS in Minnesota, I believe that successful education and/or use of the CDCS 

option will be needed to encourage the growth of this service option among older adults.   

 

Acceptance and use of CDCS will be facilitated by:   

(1) simple, effective messages about the service option; 

(2) initial introduction of information delivered by a skilled messenger; 
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(3) support by a trained care coordinators/case managers who understand service 

parameters, policy, and operational components; 

(4) good inter-organizational communication; 

(5) good follow-through on monitoring and reporting; 

(6) sufficient budget amounts that can address participants’ assessed needs. 

 

The importance of initial and on-going care coordinator/case manager education, training, 

technical assistance with CDCS and support is emphasized. Likewise, the issue about 

inadequate individual budgets continues to be an enrollment barrier and needs further DHS 

attention. 
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Appendix A: Background on the Medicaid Program in Minnesota serving Older Adults 
Prepaid Medicaid Managed Care. In Minnesota, Medicaid managed care has been in place for 
over twenty-five years. Enrollment in a Medicaid managed care plan has been mandatory for 
many Medicaid beneficiaries, including seniors. Up until 2006, this Medicaid managed care 
program was called the “Prepaid Medical Assistance Plan” or PMAP.  The PMAP program 
operated under a Section 1115 waiver, beginning in 1985. The Minnesota Department of 
Human Services contracted with non-profit health plans and county-based purchasers. The 
health plans and county-based purchasers could subcontract with providers to create a delivery 
network of primary care and acute medical care, nursing home care, home health care and 
personal care assistance (PCA) providers. The health plans were paid at a capitated rate for 
Medicaid services. For seniors that were eligible for Medicare benefits, PMAP covered Medicare 
coinsurance and deductibles, prescription drugs and other Medicaid services for dually eligible 
seniors. PMAP also included home care services which were part of the Medicaid State Plan 
services (home health care and PCA services). 
 
EW Services. PMAP did not include home and community-based waiver services as defined by 
the State of Minnesota. For older adults, these services were provided by the EW (EW) 
program. EW services were administered and provided by counties for all eligible enrollees in a 
PMAP plan. PMAP did not include nursing home care except for the first 90 days of an 
individual’s admission to a nursing home. For older adults not eligible for Medicare Part A and/or 
Part B, PMAP paid for all services that would otherwise have been covered by Medicare. 
 
MSHO. In addition to PMAP, Minnesota’s eligible seniors had another option for receiving 
care—the Minnesota Senior Health Options (MSHO) program. This program began as a 
demonstration in 1997 for the dually eligible or Medicaid-only eligible seniors living in metro 
counties. MSHO combined the medical care, home and community-based services, and long-
term care services that were normally offered separately through different funding streams and 
administrative mechanisms. A centerpiece of the MSHO program was the care coordination 
function—serving to help integrate the continuum of care/services, and help the older person 
navigate the system. 
 
MSHO was administered by the Department of Human Services under a Medicare payment 
demonstration from the Centers for Medicare and Medicaid Services (CMS). In 1997 the State 
contracted with the three health plans offering an MSHO product, and they, in turn, 
subcontracted with a set of providers to create a delivery network that MSHO enrollees could 
access. DHS paid plans a capitated rate for Medicaid services and CMS paid plans a capitated 
rate for Medicare services. Each health plan worked out its own payment methods and rates 
through negotiation with subcontracted providers within their delivery network. The incentive 
was to integrate financing, at the health plan level, to encourage investment in disability 
prevention and proactive care management. MSHO plans were at risk for the cost of medical 
care, as well as the community-based care and a portion of nursing facility care. 
 
Care Management/Care Coordination. With regard to how care management (care 
coordination) was conducted under Medicaid managed care for seniors through 2005, such care 
management would usually occur either through the county or the health plan, depending on the 
program.  The approximately 7,000 EW PMAP clients would have been assigned to a county 
case manager to arrange for home and community-based services. The 5,200 MSHO clients 
would all have a care coordinator, as this is a requirement of the MSHO program. These 
coordinators would be employed by a clinic provider, health system, or physician group, a 
county, or by the health plan.  
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PCA Services. The Department of Human Services website describes Minnesota’s “PCA 
Choice” option as follows: “PCA Choice is an option of the Personal Care Assistance program 
that allows individuals who receive PCA services to be responsible for the hiring, training, and 
firing of their PCAs.  To be eligible for the PCA Choice option a person must meet all these 
criteria: (1) be able to manage the responsibilities of hiring, training, and firing employees or 
have someone who can make those decisions for you, (2) be eligible for PCA services through 
Medical Assistance, (3) have an illness, injury, physical or mental condition that requires the 
level of support a PCA can provide” (www.dhs.state.mn.us, accessed 12/07/2006). The 
Department’s Personal Care Assistance Program Consumer Guidebook also notes that “you 
must have a doctor’s order stating that you need PCA services because they are medically 
necessary” (Consumer Guidebook, September, 2003, p. 7). 
 
Both PMAP beneficiaries and MSHO beneficiaries have had access to personal care assistance 
(PCA) including PCA Choice if their care need required such support and their doctor authorized 
the service. The personal care assistant could be chosen by a senior, and this person could be 
a family member (but not a spouse) who would be hired through a PCA agency. In this way, 
Medicaid-eligible, nursing home-certifiable seniors in Minnesota have had the ability (prior to the 
implementation of CDCS) to choose family members to provide care to them—through the 
Medicaid-funded PMAP or MSHO programs.  
 
Older Population. In January 2004, of the approximately 50,000 Medicaid seniors in Minnesota, 
40,022 (80%) were enrolled in PMAP. Of these PMAP enrollees, 6,928 (about 17%) were also 
on EW (EW) services status statewide. Another 5,206 Medicaid-eligible seniors were enrolled in 
MSHO as of January 2004 (about 10% of Medicaid seniors).  About half (2,845) of these MSHO 
enrollees were nursing home residents, and about 20% (1,018) of the MSHO enrollees were 
receiving Elderly Waiver services from the health plan.  The remaining elderly Medicaid 
beneficiaries were either on spend-down status (where some of their income must be applied to 
their medical expenses each month) or were covered by third-party insurance.  
 
Changes in 2006. In 2006, significant changes occurred in Minnesota, including the 
development of Special Needs Plans and the expansion of MSHO. Six Minnesota health plans 
and three county-based purchasing plans were approved by CMS to become  Medicare 
Advantage Special Needs Plan (SNPs)—allowing these MCOs to target enrollment to special 
population groups and to offer Part D Medicare coverage. These MCOs had to provide 
Medicare Part D coverage along with Medicare Part A and Part B coverage   In 2006 MSHO 
was expanded. At the same time CMS implemented passive enrollment into Medicare plans 
sponsored by Medicaid managed care plans in order to facilitate enrollment in Part D under the 
same health plan sponsor. All of the MSHO plans were deemed eligible for passive enrollment 
by CMS. Older adults electing not to participate in MSHO could receive their services through 
either Minnesota Senior Care Plus (MSC+) if they resided in a county-based purchasing county, 
or MSC with Elderly Waiver services provided through fee-for-service mechanisms and to enroll 
in a separate Part D plan. Older adults were allowed to opt out of MSHO passive enrollment, 
however most did not. The result was a dramatic growth in MSHO enrollment from 
approximately 9,000 persons to about 35,000 persons enrolled by mid-year. In some cases this 
had the result of shifting care management activities from the county to the health plan or to 
another provider, however to a large extent the health plans contracted with counties for the 
provision of care coordination services. 
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Appendix B:  Invitation Letter                  
                              
 
                             PAONE &   ASSOCIATES, LLC  

 
 

 
September 6, 2007 
 
Dear Colleague: 
 
Dr. Kevin Mahoney, National Program Director for the Robert Wood Johnson Foundation Cash 
and Counseling initiative, Boston College, is interested in understanding the perspectives of 
Minnesota’s MCOs, counties, care coordinators, fiscal support entities and others who are 
serving EW and Alternative Care Program recipients with Consumer Directed Community 
Supports (CDCS). Boston College, the National Program Office, has contracted with Paone & 
Associates, Bloomington, Minnesota to conduct focus groups with representatives from these 
organizations.  
 
You have been selected to participate in the focus group to be held on Thursday, September 27, 
2007 from 1:30 – 3:30 p.m. The focus group will be held at Fieldwork Minneapolis located in 
Edina. Refreshments will be served and reimbursement for mileage expenses for those who travel 
more than 30 miles one-way will be provided. A response form is attached. Please complete it 
and return to dpaone01@aol.com. Upon receipt, a map, directions, and brief data sheet will be 
sent to you.  
 
If you are unable to attend, please contact Deborah Paone by September 13th via e-mail at 
dpaone01@aol.com. You may suggest to her another person from your organization to attend; 
however, we need to balance the group in terms of roles, disciplines, and duties and may need to 
defer to another organization or individual.  
 
We appreciate your involvement in this effort. There is national attention on consumer-directed 
models of care in Minnesota.  The National Program Office considers Minnesota a bellwether 
state regarding innovations in healthcare, social service, and managed care. Your participation 
will provide others with insight on the challenges, strategies, and insights regarding the provision 
of consumer-directed services to older adults and their family caregivers.  
 
If you have any questions, please direct them to Deborah Paone via e-mail or call 952-200-6810 
(cell) or 952-943-9664 (office). 
 
Sincerely, 
 
 
Jane Vujovich Deborah Paone 
Project Manager, RWJF Grant President 
Strategic Policy Specialist Paone & Associates, LLC 
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Appendix B:  Confirmation Letter and Background/Data Sheet           
 
September, 2007 
 
Dear Colleague: 
 
Thank you for your response to our invitation. This is your confirmation for the focus group on 
“Consumer-Directed Care for Older Adults,” to be held on Thursday, September 27, 2007 from 
1:30 – 3:30 p.m. Please arrive 10 minutes early so we can start on time. 
 
The focus group will be held at Fieldwork Minneapolis, a facility located in Edina, just north of 
494. A map and directions are provided. Refreshments will be served and reimbursement for 
mileage expenses for those who travel more than 30 miles one-way will be provided.  
 
It is important for you to fill out and return the attached Data Sheet to be received no later than 
Tuesday, September 25th so that we can tailor the questions for the meeting. Please send this by 
e-mail to dpaone01@aol.com  or by FAX to 952-829-5965. 
 
We have worked to balance the group in terms of organizations represented, as well as roles, 
disciplines, and duties. A limited number of people have been invited, so it is important that you 
be there. We appreciate the perspectives, insights, and opinions you will bring. The focus groups 
will be taped to allow the facilitator to go back and catch key comments. The tapes will be kept 
confidential and no person’s name will appear in the report. As you probably know, a focus 
group is considered a qualitative research method allowing for a deeper understanding of issues, 
beliefs, attitudes, or experiences. 
 
We appreciate your involvement in this effort. There is national attention on consumer-directed 
models of care.  Your participation will provide the RWJF National Program Office on Cash and 
Counseling with an understanding of Minnesota perspective(s) regarding challenges, strategies, 
and methods to consider in the provision of consumer-directed services to older adults and their 
family caregivers.  
 
If you have any questions, please direct them to me via e-mail or call (952-200-6810 cell) or 
952-943-9664 (office). 
 
Sincerely, 
 
 
 
Deborah Paone 
President 
Paone & Associates, LLC 
 
Enclosures:  Background Data Sheet 
 Map & Directions 
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Focus Group on Consumer-Directed Care for Older Adults in Minnesota  
Background Data Sheet 

 
(Reply no later than September 25, via e-mail reply to dpaone01@aol.com or FAX to 952-829-5965) 

 
Please check the box that most accurately represents your experience or your organization’s status: 

Statement YES NO Unsure
My organization is currently (or has at some point within the last year) 
serving older adults who have elected the Consumer-Directed 
Community Supports (CDCS) service option as a way to receive home 
and community-based services. 
 

   

My role includes oversight of care coordination or care management to 
older adults. 
 

   

I am involved in developing, reviewing, or explaining marketing or 
informational material directed toward older adults (including those on 
Elderly Waiver or Alternative Care programs). 
 

   

I have personally assisted an older person or his/her family member with 
selecting or using the CDCS service option within the last year. 
 

   

My role includes developing or reviewing policies and procedures for my 
organization related to serving older adults. 
 

   

I have attended a state-sponsored educational or training meeting on 
CDCS within the last 3 years. 
 

   

My organization encourages consumer choice and consumer direction for 
older adults through various products and services (briefly list/describe) 
  
 
  
 
  
 
  
 
 

   

 
I understand that this focus group is being conducted at the request of the Robert Wood Johnson 
Foundation Cash and Counseling National Program Office at Boston College and the State of 
Minnesota, Department of Human Services. I understand that the focus group will be taped for 
purposes of capturing comments and perspectives toward the development of a report. I understand 
that comments appearing in the report will not be attributable to any individual, nor will the report 
contain the names of those who participated.  
 
Name & Organization:     

 Name (Signature) Organization  
 

PAONE &  ASSOCIATES, LLC 
10413 Rhode Island Circle, Bloomington, MN 55438  

Phone: (952) 943‐9664      Cell: (952) 200‐6810     FAX: (952) 829‐5965  
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Appendix C: Focus Group Script    PAONE &  ASSOCIATES, LLC  
 
 
“Consumer-Directed Care for Older Adults in Minnesota.”  
 
Thursday, September 27, 2007 
 
Welcome.  
 
Thank you for coming today. My name is Deborah Paone, and I am an independent evaluator 
from Paone & Associates. 
 
Background 
 
The Robert Wood Johnson Foundation National Program Office on Cash & Counseling and the 

State of Minnesota, Department of Human Services, has requested these focus groups to better 

understand how Minnesota’s model of consumer-directed care (called “Consumer Directed 

Community Supports”) does or does not fit with older adults in Minnesota and with the health 

plans, counties, providers social services agencies, care managers, and other organizations 

serving this population…. as an optional way to deliver home and community-based services. 
 

Today we hope to explore:  

 
• what experience you as an individual in your professional role and what experience 

your organization has had so far with this service option  

• how older people on EW have responded to this option for receiving their home and 

community-based support 

• whether/how you think this option will or will not grow in Minnesota, and why 

• what major issues you have faced 

• what strategies or next steps you would recommend  

• what resources are needed to respond to this, depending on growth scenarios 
 
Through a facilitated, interactive discussion we expect to explore: 
  

• marketing, communication and education of older consumers (on EW) and their 

family members related to CDCS 

• your insights about this population 

• effects on current care coordination mechanisms and processes and on care 
managers 
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• internal preparation, including staff education, resources, or other preparation that 

was/would be needed as this option grows 

• implications for service authorization, service monitoring, and oversight, as well as 

quality review and reporting 

• cost and budget issues 

• relationship to other "consumer-directed" products or initiatives that your 

organization may be offering 

• trends in the marketplace and  

• other strategic issues 

  

The participants in this group have been carefully selected to represent a spectrum of 

organizations, disciplines, and perspectives. You are asked to share your candid insights and 

opinions--there is no "right answer" to many of the discussion questions.  

 
Your background and experience with the older population and with your own organizations’ 

activities makes you well qualified to participate. We need your honest responses to the 

questions and discussion items.  Your responses will be kept confidential.  

 

We are taping this session so that I can accurately portray the sentiments of the group. The 

State DHS staff agreed not to come today so that you could feel open to discuss what you feel 

you needed to. Therefore I am the only one who will know who said what. No names will be 

included in the report I prepare.  

 
Format:  
 
This is primarily group discussion, though there will be a few times when we need individual 
written response or your scaled responses in check off boxes.  
 
As we go along, let me know if a statement or question I said is unclear.  
 
We want to hear from everyone. Please speak up. We rarely have the problem of one person 
dominating the conversation here in Minnesota, but if that does happen I will intervene and ask 
to move on to another person.  
 
I hope this is interesting to you and provides you with food for thought. 
 
The report is due at the end of November. When it is final, I will e-mail you your own copy.  
 
We will take a 5 minute break about half way. Help yourself to food and beverages. 
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Appendix C: Facilitator’s Outline 
 
At sign-in/Check in – Must have individual information/background data sheet received   
 
 Welcome (name cards) 
 Purpose review, first name introductions, comment on taping & report writing  
  

10-15 minutes  Scaled Responses – do independently as I read the statements – black pens X 
first thoughts are fine, don’t over-think  

 
20-25 minutes  Facilitated group discussion  

 
o CHART of CDCS process – comments, discussion 

 
o Experiences to date with CDCS, consumers, state, internal/external issues 

around CDCS and implementation – Positive, Neutral, Negative  
 

20-30 minutes 
o Hurdles/Motivators (optional) 

 
o ISSUES (Post-it Notes): Top 3 Issues I have faced/my organization has faced … 

 
5 minute break  
 

30 minutes  Facilitated group discussion & “thought-provokers” 
 

o STRATEGIES (Post-it Notes): Top three strategies to address the major issues 
raised 

 
o Modest growth scenario/Rapid growth scenario (optional) 

 
20 - 30 minutes 

o What direction your organization is headed with regard to CDCS 
 

o Wrap up/summarize/clarify 
 
 
Thank You! Stay for questions, distribute reimbursement forms 
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Scenarios 
 
1) Modest growth - fictitious 
Over the next few years, 10% of eligible older consumers on EW select the CDCS service 
option as the way they will receive home and community-based services. This is between 100-
200 people a month.  
 
Your organization is responsible for assisting approximately 20% of these new enrollees into 
CDCS each month 
 
How will you / your organization respond to this demand for support? 
 
Me 
 
 
My organization 
 
 
 
 
2) Rapid growth - fictitious 
Governor Pawlenty sends out a mailing to all older consumers on EW to describe the CDCS 
program (sent in six languages and in audiotape). Response is very good, with over 200 calls 
per week to a hotline (including a translation and interpreter line) and to the AAAs and counties. 
Response is particularly good from non-English-speaking households.  Seventy-five percent of 
the consumers enrolling are already in a managed care product (MSHO or MSC+).  
 
In all, 40% of older adults on EW or AC on Minnesota select CDCS, representing about 500 
new people per month. 
 
What does this scenario mean for you or your organization?  
 
 
 
What kind of response would you need to initiate or be part of within your organization?  
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Appendix D: Scaled Responses – Combined 
 
Scaled Responses – Combined 

Yes, 
Agree 

Strongly 

Somewhat 
Agree 

Neutral Somewhat 
Disagree 

Disagree 
Strongly 

 1 2  3  4  5 
1. I feel I have a good understanding of what the 

CDCS service option is in Minnesota and how older 
adults and family members can access/use the 
option.  

16 1    

      
2. CDCS is consistent with the strategic direction my 

organization is headed and will be part of our success 
strategy for the future. 

5 6 6   

      
3. The CDCS option should NOT be promoted among 

older consumers on EW or their family members in 
Minnesota. 

1  2 3 11 

      
4. CDCS is an option for service provision that meets a 

need for SOME older adults and families in a way that 
current home and community-based care provision 
does not. 

13 3  1  

      
5. I think that CDCS needs restructuring before it will 

take hold. 
3 4 3 6 1 

      
6. I supervise others or advise others who are directly 

assisting older consumers on EW and their family 
members to understand CDCS. 

10 4 1  2 

      
7. County case managers and current MSHO care 

coordinators are the best source of information and 
assistance to EW recipients seeking help to 
understand and use CDCS. 

4 7 2 4  

      
8. Independent flexible case managers are the best 

source of information and assistance to EW recipients 
seeking help to understand and use CDCS. 

1 7 5 4  

      
9. Area Agencies on Aging or other “senior 

advocacy” organizations, such as AARP or senior 
centers are the best avenue for informing EW 
recipients about CDCS 

1 7 6 3  

      
10. Fiscal support entities are in the best position to 

teach older people and care managers about how to 
use the CDCS service option effectively. 

2 7 6 3  

      
11. There are many avenues for informing older 

consumers on EW about CDCS, but the most 
effective, direct method is through the consumer’s 
existing case manager (one-on-one discussion).  

12 5    

      
12. CDCS cannot work when a person is enrolled in 

MSHO. 
 1 1 3 12 

Paone & Associates, LLC Focus Group Report 11-30-07  Page 55 of 57   



Scaled Responses – Combined Yes, 
Agree 

Strongly 

Somewhat 
Agree 

Neutral Somewhat 
Disagree 

Disagree 
Strongly 

 1 2  3  4  5 
13. CDCS will have to take off in the state of Minnesota 

for older persons’ home support needs to be taken 
care of—the volume of need is too great and the labor 
force too small. 

1 6 6 3 1 

      
14. The trend toward a “care coordinator-assisted” 

model of home and community-based support for 
older consumers runs counter to the “consumer-
directed” model of home and community-based 
support 

 2 3 9 3 

      
15.  The best time to introduce CDCS is during the 

Long-Term Care Consultation service/evaluation of 
the older person’s needs. 

6 
 

9 
 

1 1 
 

 

      
16.  Care coordinators or case managers who currently 

assist older people on EW find it difficult to maintain 
their role/duties when their client has elected the 
CDCS option. 

 4 5 5 3 

      
17. Managed care organizations within Minnesota are 

likely to embrace consumer-direction for older adults 
as the CDCS service option is structured today. 

 2 9 6  

      
18. There are no incentives for managed care 

organizations to promote CDCS for their older 
members on EW. 

 3 5 5 4 

      
19. Involved family members are almost always essential 

to have in a successful CDCS experience for older 
adults. 

4 8 1 3 1 

      
20. Current service options for home and community 

base care supporting older EW recipients are more 
than adequate to meet the needs of these older 
consumers and new options like CDCS are 
redundant. 

 1  8 8 

      
21. CDCS has the effect of increasing the labor force of 

individuals assisting older adults living at home—as 
family members and friends who would not otherwise 
work for agencies provide care. 

5 7 3 1 1 

      
22. Care managers/coordinators that I come in contact 

with have been adequately trained on CDCS 
components and feel comfortable walking 
consumers/family members through the process. 

 3 1 9 11 

      
23. Evidence shows that fraud or abuse increases when 

older adults use family members rather than agency 
workers for home support under CDCS. 

1 1 6 3 6 
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Scaled Responses – Combined Yes, 
Agree 

Strongly 

Somewhat 
Agree 

Neutral Somewhat 
Disagree 

Disagree 
Strongly 

 1 2  3  4  5 
24.  There are negative incentives for counties to 

promote CDCS for older consumers on EW. 
1 2 2 7 5 

      
25. Using independent flexible case managers should 

be strongly encouraged and should be paid for by 
the state under a different method and not out of the 
consumer’s individual budget. 

6 4 3 3 1 

      
26.  The relationship between care coordinator or case 

manager and older person cannot be maintained in 
the consumer-directed model, therefore it will not be 
embraced. 

 2 3 4 8 

      
27. CDCS requires additional time and expense of 

counties and managed care organizations that is not 
reimbursed or compensated. 

3 2 5 4 3 

      
28. Within 2 years, 10% of older consumers on EW in 

Minnesota will select CDCS as their preferred method 
for receiving home and community-based care (90% 
will continue with traditional methods). 

1 8 4 2 2 

      
29. Within 4 years, 40% of older consumers on EW in 

Minnesota will CDCS as their preferred method for 
receiving home and community-based care 

2 5 3 5 2 

      
30. CDCS will expand to other “market groups,” such 

as older people paying for home and community-
based care under long-term care insurance and 
privately (out of pocket). 

3 7 7   

      
31. CDCS has to provide additional positive financial 

benefits to organizations assisting older consumers, 
beyond the traditional service options, otherwise it will 
face resistance. 

3 6 5 3  

      
32. Older adults currently on CDCS (and their families) 

are strongly supportive of the service option and 
want it to continue. 

10 6 1   

      
33.  As boomers age, it is likely that there will be a 

grass-roots effort among family caregivers that 
pushes for consumer-directed care options, similar to 
the push by disability groups for more say in how and 
when care is delivered.  

9 8    

      
 
 
 


