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I. Key Points

While an estimated 60 to 80 percent of care extended to those in
need of long-term care (LTC) services is provided on an informal
basis by friends and family, about half of an estimated $26-30 bil-
lion in organized LTC services are financed with public funds, the
bulk of these expenditures soing to institutional services. The re-
mainder of institutional LTC services are financed through direct,
out-of-pocket payments. Private third-party insurance coverage for
lor’}q;term care is virtually nonexistant.

e anticipated growth in the Nation’s elderly population indi-
cates that the future demand for long-term care services will far
exceed the present level. At the same time, however, the relative
size of the wage earning population to the at-risk groups will
shrink substantially, severely limiting the public sector’s ability to
support such care through its tax base.

early two-thirds of all LTC expenditures made through federal-
ly supported pr%g‘xéams gaid for institutional care provided in nurs-
ing homes. In 1982, approximatel{ $138 billion was paid out
through the medicaid program for institutional LTC services.
Public expenditures have historically followed an expensive medi-
cally oriented approach to long-term care in spite of the fact that
many impaired individuals are institutionalized because of a lack
" of nonmedical community-based support services which assist them
in maintaining an independent existence. In recent years, however,
increasing attention has been paid to the development of home-
and community-based long-term care delivery systems as a more
humane and cost-effective alternative to institutional LTC. In re-
sponse to increased flexibility provided by Congress in the Omnibus
udget Reconciliation Act of 1981, most of the States are now ex-
Ferimenting through their medicaid programs with the design and
mplementation of these home- and community-based delivery sys-
tems for limited portions of their frail elderly and/or developmen-
tally disabled populations. The long-range goal of these activities is
the development of a rational, coordinated LTC' delivery system,
something that does not currently exist in this countrgr.
Congress has mandated that these alternative delivery systems
not increase total medicaid expenditures. On a per case basis, a
- 1977 GAO report found community-based care to be, in most in-
stances, less expensive than institutional LTC services, with the ex-
ception of those individuals with high levels of disabilit{l. A subse-

uent GAO report cautioned that expanded home health coverage

oes not necessarily reduce nursing home expenditures. Thus, if in
the short run these alternative systems are not to increase medic-
aid costs overall, the most critical—and difficult—task is to design
a system which provides community-based services to individuals
who would otherwise actuall% be institutionalized. How well States
have been able to carry out this task is yet to be determined.
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Given the anticipated growth in the demand for LTC, these alter-
native systems may have long-range cost-avoidance implications by
decreasing the pressure for construction of more nursing home
beds which would eventually be financed with public dollars. The

- assessment of the long-range impact on these medicaid projects was
not addressed directly in the Omnibus Reconciliation Act of 1981
but merits further examination.

With respect to the provision of long-term care, no consensus yet
exists as to what the appropriate roles and responsibilities should
be for the public and private sector, the latter including the fami-
lies of those individuals requiring long-term care. In addition,
within the public sector, agreement has yet to be reached as to the
relative responsibilities of the different levels of government—Fed-
eral, State, and local.

In examining Federal policies in the area of long-term care, the
following issues are raised:

Should public support be targeted solely on those individuals
unable to pay for needed LTC services, i.e., should some form
of means-testing be required? What role should the families of
individuals with LTC needs be expected to play? What role can
the private sector play?

How can innovation in LTC continue to be fostered so that a
{)&i\tgonal delivery system can be developed as quickly as possi-

e

Should existing federally supported programs which finance
LTC be consolidated to provide a more coordinated Federal ap-
proach tq long-term care?

What social, ethical, and economic standards should be es-
tablished for any LTC delivetiy system supported with Federal
funds? For example, should Federal funds be used to finance
the care of the developmentally disabled in large institutions?

d Wit}:lin the medicaid program, the following are issues to be ad-
ressed:

What is the current status and impact of the waiver pro-
grams authorized under Section 2176 of P.L. 97-36?

What has been the reaction to the Administration’s recent
interpretation allowing States to impose financial responsibili-
t x;?equirements on relatives of individuals receiving LTC bene-

ts

Should there be different treatment of the acute care and
L;g(?l portions of medicaid in any proposal to federalize medic-
a




-

I1. Background

One of the most difficult social issues facin% our Nation is how
best to provide for the long-term needs of our frail elderly and dis-
abled population. Long-term care refers to the broad array of medi-
cal and social support services that are required to meet the needs
of the frail elderly and functionally disabled individuals in this

©country.

Providing for the needs of these vulnerable populations requires
a substantial level of effort. Although it is estimated that 60 to 80
percent of the care received by the impaired elderly is provided by
relatives and friends, at least 80 federally supporte F
assist gersons with LTC problems, either directly or indirectly
through cash assistance and other support activities. Expenditures
for long-term care related services through federally assisted pro-
ﬁrams total over $18 billion in FY 1980, paying the bill for over

alf of the over 1.8 million individuals in nursing homes, nearly 87
percent of which were elderly (those over the age of 65) Americans.

While substantial resources are presenthy being directed toward
long-term care, demo%raphic trends indicate that the future
demand for such care by this Nation’s elderly population will be
even greater than at present. The latest projections b{ the U.S.
Bureau of the Census estimate that, by the year 2050, 21.7 percent

- of the population is likely to be over age 65, up from the present

11.4 percent. In addition, female life expectancy is projected to rise
from the current 78.8 to 83.6 years, with male life expectancy up
from 70.7 to 76.1. Most importantly, with respect to long-term care,
the percent of the total pogulation who are 85 years or older will
increase from 1 percent to 5.2 percent. In light of the strong corre-
lation between age, degree of disability, and utilization of long-term
care, this ‘“‘graying” of our population portends a substantial in-
crease in the demand for such services.

Projecting current age-specific nursing home use rates to popula-
tion predictions for the dyears 2000 and 2080, one study bl‘x the De-
partment of Health and Human Services’ Health Care Financing
Administration (HCFA) estimated that the present number of nurs-
ing home residents would increase by 54 percent and 132 percent
for those years, respectiveliw. To the extent that certain other fac-
tors—such as increasing divorce rates, declining birth rates, and
the increased participation of women in the labor force—may
reduce the future ability or willingness of families to care for their
elderly members, these use rates may increase, thus expanding this
estimate of future institutionalization.

The problems created by this increase in the demand for long-
term care will likely be exacerbated by other demograph{c changes
anticipated for our Nation. The Census Bureau also reports that
the ratio of the number of individuals of working age (18 to 64) to
individuals of retirement age (66 and over) will drop from its

(3)
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present level of 5.4 to 1 to 2.6 to'1 by the year 2050. Thus, while the
relative size of the elderly population will nearly double, the ability
of the wage earning segment of the sopulation, as we define it
today, to support their needs is expected to be cut ih half.

The demand for long-term care can be expected to change not
only quantitatively, but also qualitatively. Pressure is mournting to
move away from the traditional, medical-model institutional ap-

roach to caring for the needs of the frail elderly and the physical-
y and mentally disabled to more open, community-based ap-

roaches which maximize the independence of the individual.
any observers believe that the chronically ill elderly do not need
the medical model, but rather a variety of health/social services.

Trends in both the size and nature of the demand for long-term
care are compelling public policymakers to search for answers in
current efforts to rationalize the delivery and payment of long-
term care services for the elderly and disabled. The profile of
public expenditures for long-term care make the Federal-State
medicaid program the logical focus for such a review.



II1. Long-Term Care Expenditures

While the bulk of care received by the impaired elderly is pro-
vided by relatives and friends, the financing of services ih more
formal arrangements in which some fee is charged has become a -
major governmental responsibility. Publicly financed services have
traditionally been designed around the medical model, with the
bulk of public expenditures goihg toward costly nursing home care.
In 1981, the national bill for nursing home care reached $24.2 bil-
lion. Of this amount, government expenditures accounted for
nearly 56 percent, private payments the remaining 44 percent. Of
these private expenditures, 97 percent are direct out-of-pocket pay-
ments, while only 2 percent are from third-party insurance bene-
fits, and another 1 percent from other types of private payments.
--About-half of all nursing home expenditures—both public or pri-
vate—are made through the Federal-State medicaid program. Pay-
ments for these institutional long-term care services totalled near
$13 billion in fiscal year 1982, accounting for 43 percent of all med-
icaid service expenditures. In contrast, only $496 million in medic-
aid expenditures were made for home health service, representing
only 2 percent of total program payments.

Institutional long-term care expenditures represent not only a
large, but also a rapidly growing portion of medicaid expenditures.
During the 5-year period from fiscal year 1977 to fiscal year 1982,
these expenditures have increased from $6.1 billion to nearly $13
billion, at an annualized rate of increase of 16.4 percent.

Medicaid pays for institutional long-term care services provided
in three types of facilities:

(1) Skilled nursing facilities (SNF's), which provide care to
patients requiring medical or skilled nursing care, or rehabili-
tative services. These facilities must have nursing services
available on a 24-hour basis from at least one full-time regis-
tered nurse;

(2) Intermediate care facilities (ICF's), which provide services
to individuals who didn't require as high a degree of care as
that provided by hospitals of SNF’s, but who require health-re-
lated care and services beyond that of room and board; and

(3) Intermediate care facilities for the mentally retarded
(ICF's-MR), which are ICF-level facilities.

A 1980 National Nursing Home Survey revealed that there were
about 28,000 nursing homes in the United States. Nearly 15,000 or
76 percent of all nursing homes participated in medicaid or medi-
care. Data from a 1977 survey indicate that nearly half of these
facilities had only ICF-level beds, slightly more than a fifth had
only SNF-level beds, and approximately 380 percent had both SNF-
and ICF-level beds. The 25 percent of nursing homes which did not

articipate in either medicare or medicaid were mainly small facil-
ties, representing only 12 percent of all nursing home beds.

(6)
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Of medicaid’s fiscal year 1982 total expenditure of $13 billion for
institutional long-term care, $4.88 billion or 33 fercent was paid to
SNF's. $4.98 billion or 88.4 percent was paid to ICF’s, and $8.61 bil-
lion or 27.8 percent went to ICF's-MR. It should be noted that
while medicald expenditures for SNF's and ICF's rose by 9.8 per-
cent and 10.2 percent, respectively, from fiscal year 1981 to fiscal
Kear 1982, expenditures for ICF's-MR rose twice as fast, increasing

y over 22 percent.?

Although elderly individuals covered by medicare have a high in-
cidence of conditions requiring long-term care, medicare coverage
of such services is relatively limited. This is due to the fact that the
medicare nursing home benefit wus intended to provide acute care
coverage for post-hospital nursing services, not long-term services.
This was seen as a less costly alternative for persons who would
otherwise require continued hospital services.

In 1981, medicare expenditures for skilled nursing facility care
and home health services amounted to $422 million and $1 billion,
respectively. Despite the existence of 100 days of medicare coverage
of skilled nursinf facility care per spell of illness, that medicare
payments for skilled nursing facility care are quite small, is a pro-
gortion of total expenditures for these services accounting. for only

. percent of total nursing home revenues. This is due to the allow-
ing factors:

Qualifying conditions; i.e., the patient must have had a prior
hospital stay of at least 3 days and must require skilled care
on a daily basis for treatment related to a condition for which
the beneficiary was hospitalized;

Inconsistent level of care interpretations by medicare fiscal
intermediaries frequently result in the denial of medicare cov-
era%e of SNF care and the awarding of different benefits to
similar patients.

Medicare defines spell of illness as beginning with the first
day an individual is admitted to a hospital or SNF and ending
at the close of a period of 60 consecutive days during which the
individual is not institutionalized. For those individuals who
would be admitted to an SNF for an extended period of time,

‘medicare coverage would be limited to the first 100 days of the
' stay.

Medicare’s limited covera%e of SNF care has resulted in
access problems. In areas which medicaid and private demand
is insufficient to support a market, SNF's do not exist, this is
particularly true in rural areas. In many areas, unused hospi-
tal beds serving as ‘“swing beds” would be available to compen-
sate for this lack. It is estimated that nationwide onlf about
two-third of SNF's particifating in medicaid also participate in
medicare. The participation rates vary from State to State,
from a low of 8.6 percent of all SNF beds in Arkansas bein
certified for medicare coverage to 100 percent medicare certifi-
cation in sixteen States. To address this problem, many States
require that SNF's particiﬁating in medicaid also &articipate in
medicare. In thirteen of the sixteen States with full participa-

1 Some portion of this increase ma’be due to more accurate reporting by some States that
began recently to separate out the ICF-MR expenditures from their payments to regular ICF's,
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tion, the State has mandated that SNF's certified for medicaid
must also be certified for medicare.

It should be noted that, even though its total share remains
small, home health care has become one of the fastest growing
co‘mi)onents of the medicare and medicaid programs. For example,
medicare home health outlays rose 82.7 percent per year from 19756
to 1981. The number of medicare home health visits has also

rown—from 8.1 million in 1974 to 22.4 million in 1981. Although
t sYends less than medicare on home care, the medicaid program
is also experiencing an increase in the amount of resources devoted
to home health care. In 1972, home health visits were provided to
about 118,000 persons under medicaid. For 1981, it is estunated
that more than 400,000 persons were recipients of home health
benefits under medicaid.



IV. Feders! Initiatives in Long-Term Care

In recent years, the Federal Government has sponsored various
activities that have resulted or are intended to result in policy
changes in the area of long-term care. The most important of these
are described briefly below.

A. LTC Channelling Grant Demonstration Program

The Department of Health and Human Services has followed up
on earlier LTC experiments by sponsoring a major demonstration
of the effectiveness of LTC ‘“‘channelling” programs. The term
“channelling” refers to organizational structures and systems to co-
ordinate available long-term care resources and manage them ef-
fectively on behalf of clients. Ten demonstration sites are currently

articiﬁating in this program, which was begun in 1980. Results
l\,1;Iom }t‘: I%fsefxperiments are expected to be available beginning in

arc .

B. AOA Model Project Activities

Under its Model Project Program, the Administration on Aging
(AOA) funds a wide variety of demonstration activities, many of
which relate to long-term care. At present, over 70 different dem-
onstrations are being or have been carried out in over 26 subject
areas, including respite care, adult day care, and hospice services.
AOA also supports 11 LTC gerontology centers which are designed
to develop and disseminate information on innovative, cost-effective
LTC delivery models to professionals in the field.

C. Medicaid Home- and Community-Based LTC Waiver Projects

Congress extended to States significantly greater flexibility in de-
veloping alternative LTC delivery systems by including Section
2176 in the Omnibus Reconciliation Act of 1981 (ORA). This section
g:anted the Secretary of the Department of Health and Human

rvices the authority to waive certain medicaid requirements to
allow States to set up home- and community-based long-term care |
delivery systems for medicaid-eligible individuals who were at risk
of institutionalization. The flexibility to modify certain program
eligibility requirements which promoted institutionalization was
provided to States, as was the ability to provide a broad range of
community-based services not normally covered under medicaid.
E‘#e State:' response to this statutory provision is described later in

is report.

D. Special Eligibility Provisions for the Disabled

The Department of Health and Human Services has also used
the section 2176 waiver authority to allow States to apply for a

9)
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“model waiver.” Under these “model waivers” a State may provide
medicaid eligibility and community-based long-term care services
to no more than 50 blind or disabled individuals who would other-
wise be eligible for medicaid only if they were patients in an insti-
“tution. The imipetus for this ap;l)roach was generated by the case of
Katie Beckett, an institutionalized disabled child whose parerits
sought medicaid assistance to care for her at home. The Depart-
ment has also set up an internal review board to review similar re-
quests for medicaid coverage on a case-by-case basis.

In addition, following the Katie Beckett incident, section 184 of
Public Law 97-248 gave States the option of extending medicaid
coverage to disabled children living at home or in the community
who require hospital or nursing home level care which could be
provided outside these institutions, if the cost of providing these
services at home does not exceed the cost of the institutional care.
Because States may be concerned about the potential for greatly in-
creasing program enrollment if they opted for this approach, only
one State—Idaho—has implemented this option.

E. Medicaid Transfer of Assets Prohibition and Lien Provisions

In 1980, Congress passed legislation to allow States to target
medicaid benefits to those in greatest financial need by denying
medicaid eligibility for a certain period of time to individuals who
transferred assets at less than fair market value. This policy
change attempted to avoid situations in which an individual wit
substantial financial resources and in need of long-term care serv-
ices is able to transfer these resources to a relative and then re-
ceive medicaid coverage of costly nursing home care.

The 1980 legislation excluded the individual’s home from the
definition of the “resources’”’ which could not be transferred for less
than fair market value. A subsequent provision in Public Law 97-
248, the Tax Equity and Fiscal Responsibility Act of 1982 (TEFRA)
allowed a State to include the household if it established a transfer
of assets provision. TEFRA also allowed States to impose liens on
the homes of nursing home residents for whom medicaid payments
were being made. These liens cannot be closed until the home is
sold or the recipient dies, or while ce. ain nondependent children
remdin in the home.

F. Medicaid Family Responsibility Ruling

In February 1983, the Health Care Financing Administration
(HCFA) revised its interpretation of a longstanding Federal policy
which prohibited States from requiring children to contribute to
;‘he cost of caring for their medicaid-eligible parents in nursing

omes.

HCFA'’s new interpretation allows States to impose such a cost-
sharing requirement if it is part of a broader State family responsi-
bility policy not specifically focused on medicaid program eligibil-
itiy. nly one State—Idaho—has used this new interpretation to im-
Eeement a family responsibility requirement, although the Georgia

gislature had previously passed a bill allowing the State to do so
in the event the Federal Kroh‘ibition against such a policy was re-
moved. Because the legal basis for HCFA’s interpretation has been
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seen by many as questionable, more States have not implemented
similar policies in part because they fear becoming embroiled in a
law suit challenging HCFA's ruling.

G. Prepaid Capitation Demonstrations

Under the general research and demonstration authority pro-
vided by section 1115 of the Social Security Act, the Health Care
Financing Administration (HCFA) is sponsoring several research
activities which should provide valuable findings which will influ-
ence the development of LTC financing and delivery systems.

In response to a special solicitation for proposals to implement
innovative medicaid arrangements which promote competition,
HCFA has awarded a grant to the State of Minnesota to test the
feasibility of providing all its medicaid benefits, inciuding long-
term care services, on a prepaid capitated basis. The State’s initial
design for that approach is expected to be submitted to HCFA
within the next few months.

In addition, HCFA is also providing grant support for the devel-
opment of a comprehensive prepaid service plah for medicare and
medicaid recipients at one demonstration site in each of the follow-
ing four States: California, Minnesota, New York and Massachu-
setts. At each ot these sites, organizations referred to as ‘“social/
health maintenance organizations” (SHMO's) will provide both
acute and long-term care services to medicare and medicaid recipi-
ents for a predetermined monthly fee. These experiments are ex-
pected to provide important information concerning the develop-
ment of actuarially sound capitation rates and the benefits derived
from the integration of medicare and medicaid coverage by a cen-
tralized care provider.



V. State Initiatives in Long-Term Care

Faced with serious fiscal problems in recent years, nearly all
States have redoubled their efforts to control the growth in their
medicaid programs, which in some States had represented their
larFest and most rapidly growing budget item. Given the substan-
tial portion of medicaid payments which are made for long-term
care services, it is not surprising that significant effort has been di-
rected toward controlling this segment of the program. Efforts
made by States to control medicaid expenditures in the long-term
care area may be categorized as follows:

Changing medicaid eligibility criteria;

establishing incentives for increasing private responsibility
for caring for individuals in need of long-term care;

modifying nursing home reimbursement policies; and

development of alternatives to institutional care.

Each of these is discussed in turn.

A. Medicaid Eligibility Criteria

Contrary to popular belief, or perhaps widespread fears, States
on the whole do not apgear to have resorted to widespread reduc-
tions in medicaid eligibility as a means of controlling program
costs. Data collected by the National Governors’ Association on over
2,000 medicaid policy changes initiated by individual States from
mid-1978 to 1982 indicate that 1,400 described changes which re-
stricted program coverage, while 600 expanded the program. Of the
1,400 reported medicaid policy changes which decreased the scope
of States’ programs, only 5 percent were directed at restricting eli-
gibility policy. By contrast, over one-third of the policy changes
made by individual States which expanded the program were in
the eligibility area.!

Several of the eligibility changes which have recently been made
by a significant number of States have a major impact on the
number of individuals eligible for long-term care. The majority of
States have adopted policies in the past several years which take
advantage of the increased latitude provided in Federal law which
allow them to deny medicaid eligibility to individuals who trans-
ferred at less than fair market value resources which otherwise
would have made them ineligible for medicaid. It is likely that
States will also move to implement the additional authority pro-
vided by the Tax Equity and Fiscal Responsibility Act of 1982,
which extends the prohibition on the transfer of assets to the indi-

! Some care should be used in interpreting these data for in the classification schedule used to
catalogue this information, action taken by a State to increase the levels of AFDC cash grants
b'_)l' 5 percent would have been recorded as an expansion of program eligibility criteria, even if
the cost of living in that State may have increased by 10 percent. The criterion for clasaifying a
policy change as expansionary was thus not whether it is more generous in real terms, but
rather if it is more expansive than the State’s previous policy.

(13)
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vidual’s home and also allows States to attach a lien upon the real
property of medicaid recipients permanently institutionalized in
long-term care facilities.

The rationale for States’ implementation of these policies is that;
given scarce resources, it becomes necessary to develop means of
targeting services to best achieve the original purpose of the medic-
aid program, namely, caring for the health care needs of the truly
indigent. Because the means-tested medicaid program is virtually
the only public program which provides substantial assistance in
paying for costly long-term care, individuals in need of such serv-
ices and unable to shoulder the heavy financial burden are re-
quired to pauperize themselves in order to pay for expensive nurs-
ing care.

Critics claim that the root of this problem lies not with medicaid,
its policies, or the individual’s wishes to leave some legacy for his
or her family. It lies with the system, or the lack of it, which
makes medicaid the only real protection these people have. _

On a more positive note, several States have in the past year in-
creased their income eligibility standards for individuals residing
in the community and in need of long-term care services to the
higher levels allowed for nursing home standards. States were able
to make this change under the community-based long-term waiver
authority provided by section 2176 of Public Law 97-35, which will
be discussed in greater detail later. As the majotity of States imple-
menting this expanded eligibility policy did not have a medicaid
medically needy component, these changes will substantially in-
crease the number of individuals in these States with access to
medicaid-financed community LTC services. In most instances, the
orily way these individuals could previously have been covered
under medicaid was by entering a nursing home.

Several States have also used the flexibility provided by section
2176 to exclude the income of spouses or parents in determining
the medicaid eligibility of individuals needing long-term care and
living at home. This waiver of the normal income ‘‘deeming” re-
quirements has the effect of offsetting existing eligibility policies
which only allow this income to be disregarded—and therefore
make some individuals eligible for medicaid coverage—when these
persons have been institutionalized for 1 month.

As discussed earlier, the Department of Health and Human Serv-
ices has also used the section 2176 waiver authority to allow States
to apply for “Model Waivers,” under which a State may provide
medicaid eligibility and community-based long-term care services
to no more than 50 blind or disabled individuals who would other-
wise be eligible for medicaid only if they were patients in an insti-.
tution. To date, two States—Mississippi and Michigan—have re-
ceived approval of their model waiver requests.

In sum, it may be said that the effect of the major State-initiated
medicaid eligibility changes affectihg long-term care services has
been to require certain individuals to utilize their own resources to
pay for nursing home care and, in certain instances, to make com-
ml}nity-based services accessible to a greater number of individ-
uals.
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B. Establishing Incentives for Increasing Private Responsibility for
Caring for Individuals in Need of LTC

Several States have in recent years developed policies outside of
their medicaid program which are designed to foster the Farticipa-
tion of others in the care of the elderly and disabled. The Iowa Leg-
islature in 1982 passed a statute allowing State income tax deduc-
tions to individuals for expenses incurred for maintaining an elder-
ly relative in the home. Deductions are limited to $5,000 in ex-
penses for the care of a parent or grandparent of the taxpayer who
is unable to live independently and who would be eligible for med-
icaid if living in a nursing home. Oregon has also adopted legisla-
tion providing tax incentives for care of the elderly, while the Ken-
tucky and Minnesota Legislatures debated elderly care tax incen-
tive lelroposals last year but did not pass legislation. New Jersey
and Massachusetts also had tax incentive proposals pending before
their legislatures.

Related legislation was passed by the Idaho Legislature in April
1981. This bill established a new medical assistance account into
which relatives of nursing home patients may make voluntary con-
tributions toward the State share of nursing home costs. Such con-
tributions may be claimed as deductions for State income tax pur-
poses.

A recent New York bill would establish demonstration programs
for informal care-giver support. These programs would be designed
to strengthen the ability of care-givers to provide care for the elder-
ly. The assistance to be given would include the development and
coordination of care-giver networks, information and referral to
care-givers about resources, and services. In addition, at least 28
States have agplied under the waiver authority of section 2176 of
Public Law 97-35 for permission to provide respite care services
under medicaid for families caring for elderly disabled individuals.

In certain instances, approaches have been developed to directly
assist the elderly in staying in the community. The State of Virgin-
ia granted local governing bodies the authority to exempt the el-
derly totally or partially from real estate taxes. Those eligible for
exemptions . are generally individuals with incomes less than
$18,000 and combined financial worth of less than $65,000.

C. Nursing Home Reimbursement Policies

A wide variety exists in the characteristics of the nursing home
supsly from one State to another, and also the amounts that are
paid for care provided in these facilities. In Louisiana, Oklahoma
and Tennessee, only about 2 percent of the patients are in skilled
nursing facilities and 98 percent in intermediate care facilities
compared with 89 percent in SNF’s in Florida. These large differ-
ences in the iproportion of SNF and ICF beds in the nursing home
supplies of different States raise the question as to whether these
differences actually reflect differences in the care needs of the pop-
ulations within the two éy s of facilities or differences in States’
interpretations of SNF/ICF guidelines. As a result, some have sug-
gested that the distinction between the two levels be eliminated.

With respect to reimbursement levels, a survey conducted in
1981 by the National Governors’ Association found that medicaid
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SNF per diem rates ranged from $71.56 in Hawaii and $67.68 in
New York down to $26.36 in South Dakota and $25.58 in Arkansas.
Similarly, ICF per diem rates ranged from $50.87 in the District of
Columbia to $22.57 in Nebraska and $22.84 in Illinois.! Services
provided in Intermediate Care Facilities for the Mentally Retarded
(ICF’s-MR) were in some cases particularly expensive, with per
diem rates ranging from $167 in Alaska and $123 in Massachusetts
to $34.37 in Washington and $24.62 in Illinois. Between 1979 and
1981 SNF and ICF rates increased at an annual rate of about 11.6
percent. ICF-MR rates increased at a much higher rate during that
period—18.6 percent per year.

In an effort to Eain greater control over future increases in nurs-
ing home costs, the majority of States have moved to prospectively
determined reimbursement approaches to pay for these services.
For SNF care, twenty-five States currently utilize facility-specific
- prospective systems, while another 5 use a prospective rate set for
individual classes of beds. Another six States combine prospective
and retrospective elements in their reimbursement system.2 A
total of 39 States pay for ICF services based upon some form of pro-
spective reimbursement system.

A requirement for a medicaid admission to a nursing home in
half of the States is some form of .preadmission screening or prior
authorization. These preadmission screening programs attempt to
identify those potential nursing home residents who could be main-
tained in the community at a cost below that of nursing home care.
Virginia’s preadmission screening program in effect covers more
than the actual medicaid population by stipulating that medicaid
coverage will not be available to individuals who enter a nursing
home as a private pay patient and then later apply for medicaid
unless the individual has undergone a preadmission assessment.

As suggested in a recent GAO report, the proliferation of these
screening programs and the development of community based long-
term care services can be expected to have their meost direct effect
on nursing homes not through a reduction in their census but
rather through a change in the level of the average nursing home
resident’s disability. If those individuals with lower levels of dis-
ability are identified through prescreening and kept in the commu-
nity, the population entering facilities are likely to be 6n the whole
more severely disabled and require a greater degree of care. As
lower cost patients are replaced by those requiring greater
amounts of care, pressure may be exerted to increase rates.

In an effort to address this issue and to better target reimburse-
ment to the level of care rendered, several States have moved to
reimbursement mechanisms linked to either patient-specific re-
quirements or case mix measures. Nine States currently have such
systems. For example, Massachusetts pays SNF's 120 percent of its
regular SNF rate for each patient they accept who has been backed
up in a hospital for 1560 days or more. This higher rate is paid the

1Alaska, which did not report its SNF and ICF rates separately, is a particularly high-cost
State, with an average per diem of $97.39 for both levels of care.

21t should be noted that Public Law 97-248 directed the U.S. Department of Health and
Human Services to study the ibility of establishing a prospective reimbursement system for
SNF care financed under medicare. This report, which may have implicstions for the medicaid
reimbursement policies, is due to be presented to Congress by December 1, 1983.



facility for 1 year. The following year the rate drops to 110 percent
and the next to the normal SNF rate. In Washington, activities of
daily living (ADL) scores are used to adjust rates, while in Ohio
and Illinois, sophisticated patient evaluation and cost schemes are
utilized. Maryland is also considering implementation of a patient-
based approach. :

D. Development of Community-Based Services as an Alternative to
Institutional Care: Section 2176 Programs

In addition to refining their nursing home reimbursement meth-
odologies, many States are also pursuing a broader solution to the
long-term care problem through the development of home- and
community-base lonsg-term care services as alternatives to costly
nursing home care. Some States had been experimenting with es-
tablishing alternative delivery LTC systems a number of years,
first under the medicaid research and demonstration waivers, then
under the National Long-term Care Channelling Demonstration
Programs.

A major movement by the States to develop alternative LTC pro-
grams was spurred by section 2176 of Public Law 97-35, the Omni-

us Reconciliation Act of 1981. This provision authorized the grant-
ing of waivers to State medicaid agencies to develop programs to
finance home- and community-based care for medicaid recipients
who would otherwise require nursing horhe care. The statute
allows States to cover under their waiver programs a broad arra
of services not previously reimbursable under medicaid. In add
tion, the statewideness and comparability requirements of the med
icaid program could be waived to allow States to target their
waiver Erograms on certain vulnerable populations or on specific
geographic areas within a State. In an attempt to control against
excessive costs, the statute requires that the State provide assur-
ances that the average per capital medicaid expenditure for the
waivered population does not exceed what it would have been with-
out the waiver.

States’ response to this waiver authority has been striking. As of
the beginning of July 1983, 44 States had submitted 86 waiver re-
quests. Of these, 36 States have received approval of 46 requests,
while 30 were still pending, 6 were disapproved, and 56 had been
withdrawn. A status report on waiver requests as of the end of Sep-
tember 1983, is provided in Attachment A of this report. L

Substantial variety exists across the programs being implement-
ed under the section 2176 waiver authority. An anaévsis of the 60
waiver requests either approved or pending as of mid-May indicat-
ed that nearly half of them were targeted solely upon the aged and
physically disabled population, while a third focused exclugively on
the developmentally disabled population. The remaining waiver
programs p’ro;iosed to cover combinations of these two groups as
well as mentally ill recipients. A wide range of services have been
requested, with case management, adult day health, habilitation,
respite care, and homemaker services being included in about half
the applications. The scope of the different programs vary widely.
For example, the State of Montana received a waiver to deinstitu-
tionalize the patients in two specific ICF's-MR, while other States




imi planning to phase-in statewide programs for their elderly popu-
ations.

Because the development of comprehensive community-based
long-term care programs is still a relatively recent dphenomenon,
States must do more than simply adopt a policy providing medicaid
coverage of additional services to successfully implement their
waiver programs. In most cases, States must also develop:

Standards for licensing or approving providers of home and
community-based services;

assessment and case management systems which allow them
to identify those individuals at risk of institutionalization and
track the services they recieve in the community; and

guidelines for monitoring the quality of care delivered by
providers of community-based services.

Perhaps the most difficult challenge facing States developing
such alternative delivery systems is to provide these services with-
out increasing total medicaid costs. As noted earlier, a 1977 GAO
study concluded that for, all but the severely disabled, long-term
care could often be provided, on an individual basis, less expensive-
ly in the community than in a nursing home. However, Federal
regulations implementing the statutory requirement that per
capita medicaid costs not increase as a result of the waiver also re-
flect a concern referenced in the conference committee report ac-
companying Public Law 97-35. The regulations therefore require
that total medicaid costs not be increased as a result of the waiver.

The savings States must realize to offset the increased expendi-
tures for waiver program services must come for the most part
from a reductioh in the number of nursing home bed days for
which medicaid pays.! The critical variable influencing a waiver
;sn'ogram’s effect on a State’s total expenditures is therefore the

tate’s ability to target the delivery of community-based services
on those individuals who, in the absence of the waiver, would have
entered a nursing home. The experience of earlier demonstration
efforts reveal this to be a very difficult task. Evaluations of these
efforts indicate that not more than 20 percent of control poptila-
tions used in these demonstrations/experiments actually entered a
nursing home. That is, in these previous demonstrations, only
about 1 out of 5 of the individuals with the same characteristics as
those of the group receiving waiver services but who did not re-
ceive these services were actually admitted into a nursing home.

That only a limited portion of the target population actually en-
tered a nursing home in the absence of the community-based pro-

ams may reflect factors other than an individual’s need for nurs-
ing home care. For example, in -many areas of the country waiting
lists resulting from nursing home bed shortages made admission to
a home very difficult. Whatever the reasons, these results highlight
the difficult task States face in making these programs immediate-
ly cost-effective. The interim final Federal regulations governing
the grogram, however, require annual reviews of each State’s

ending levels, both projected without the waiver program, and
the actual levels with the program. Proposed final regulations cur-

' In certain cases, savings may be derived from moving into the community individuals
backed up on hospitals while awaiting nursing home placement.
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rently under review by OMB would disallow Federal funding for
any expenditures which exceed projected levels.

These expenditure comparisons evaluate the *ogram only on a
short term (i.e., year-to-year) basis. As discussed earlier, however,
the problem these programs hope to address is in fact a long-term
one, with the problem becoming increasingly more serious in
future years. Critics argue that a strict short-term expenditure ori-
ented evaluation of the program will never allow the development
of a coordinated community-based long-term care and delivery
system to develop. It is believed by these critics that in the long
run, the existence of such alternative services will deflate to some
extent the growing pressure for construction of greater numbers of
nursing home beds which will ultimately be filled and paid for with
public dollars.

The Department of Health and Human Services has recently
awarded a contract to evaluate the effectiveness of the programs
authorized under section 2176 of Public Law 97-35. The proposed
scope and findings of this evaluation effort should be monitored
closely because of the significant implications of these programs for
short-term Federal expenditure levels and for the Nation’s growing
long-term care needs.



V1. Pending Legislative Proposals

In recent years, the focus of the major legislative proposals in
the area of long-term care have been upon the expansion of com-
munity-based services and/or the consolidation of the principal fed-
erally supported %'ograms financing long-term care into one inte-
grated program. The following Senate bills addressing long-term
care and relating to programs within the jurisdiction of the Com-
mittee on Finance have been introduced in the 98th Congress.

(1) S. 176, sponsored by Senators Inouye (D., Hawaii), and Mat-
sunaga (D., Hawaii). This is a proposal to provide gerontological
nurse practitioner services under medicare Part B.

(2) S. 410, sponsored by Senators Inouye (D., Hawaii), DeConcini
(D., Ariz.), and Packwood (R., Oreg.). This is a proposal to provide
medicaid and medicare coverage of community nursing centers.

(3) S. 1244, The Senior Citizens Independent Community Care
Act, sponsored by Sengtors Packwood (R., Oreg.), Andrews (R., N.
Dak.), Bradley (D., N.J.), Burdick (D., N. Dak.), Cochran (R., Miss.),
Hart (D., Colo.), Heinz .(R., Pa.), Inouye (D., Hawaii), Lautenberg
-(D., N.J.), Matsunaga (D., Hawaii), Melcher (D., Mont.), Moynihan
(D., N.Y.), Percy (R., Ill.), Pressler (R., S. Dak.), Randolph (D., W.
Va.), Riegle (D., Mich.), Sasser (D., Tenn.), Stafford (R., Vt.), Wallo
(R., Wyo.), and Zorinsky (D., Nebr.). This is a proposal to provide
community-based long-term care services under the medicare pro-
gram.

(4) S. 1540, The Community Home Care Services Act of 1983,
sponsored by Senators Hatch (R., Utah), Kennedy (D., Mass.), and
Hawkins (R., Fla.). This bill would provide for coordination of home
health services provided by several federally supported programs
and would allow States to expand coverage of home- and communi-
ty-based services under their medicaid programs.

(6) S. 1614, The Health Care Coordination Act of 1983, sponsored
by Senators Heinz (R., Pa.), Bradley (D., N.J.), Hatch (R., Utah),
and Packwood (R., Oreg.). This is a proposal to coordinate the pro-
vision of acute and long-term care for individuals eligible for both
medicare and medicaid.

2h
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Attachment A

Status Report on Medicaid Home- and Community-Based LTC
Waiver Programs as of September 30, 1983

Home- and community-based services

Received Pending Approved Withdrawn  Disapproved

Total Walvers...........coeecvvrennes 100 38 51 5 6
Total States submitting

requests ------------------ ey 46 ----- O O L T L LTI Y ) beabsivaneane s
Total States with approved A

WAIVEIS.....ovveceivennnns S K] S vonssarasnens teebiesiamessane sesbarmeensatsesaiies
Total new requests................. 2 (1 (1) (%) (1)
Total new approvals ............... 3 (2 (2) (2) (2)

! In addition, 2 modifications to an existing waiver were received.
2 |n addition, 2 modifications to an existing waiver were approved.

PUBLIC LAW 97-35, SECTION 2176 WAIVER REQUESTS FOR HOME- AND COMMUNITY-BASED
SERVICES

Description of home- and community-based services and date of initial request
{All services will be provided as an alternative fo institutional care}

State Status
Alabama (3 requests) ............. To provide rehabilitation services (excluding room and board) to Disapproved (Dec. 17,
MR/0D individuals. (Aug. 5, 1982). 1982).
To provide rehabilitation services (excluding room and board) to Approved (Mar. 3, 1983).
MR/OD individuals (revised). (Jan, 13, 1983). Effective (Oct. 1, 1982).

To provide case management services, homemaker services, Under review.
personal care services, adult day health services and respite
care services lo eligible medicaid beneficiaries who require ICF/
SNF care. (Aug. 31, 1983).
AASKA ... To provide for the aged and disabled, adult residential care, adull Additional information
foster care, home health nursing, home health aide, personal  requested.
care attendant, homemaker, respile care, adull day care, and
physical modifications to the home; and to provide for the
developmentally disabled, as additional alternatives, specialized
foster care, group home services, respite care, vocational skills
lrainsing and in-home normalized living training. (Jan. 14,
1983).
California (6 requests) ... ....... To provide case management, homemaker and personal care Disapproved (Mar. 18,
services 1o aged and disabled beneficiaries. (Dec. 18, 1981). .
To provide homemaker, home health aide, adull day health, Disapproved (Mar. 18,
habifitation, respite care services, personal support, lransporta-  1982).
tion and regional center direct clienl support services to
mentally retarded beneficiaries. (Dec. 18, 1981).

(23)
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PUBLIC LAW 97-35, SECTION 2176 WAIVER REQUESTS FOR HOME- AND COMMUNITY-BASED

SERVICES—Continued

{All services wi'l be provided as an alternative to institutional care)

State

Status

To provide homemaker, home nealth aide, adult day health,
habilitation, respite care services, personal support, transporta-
tion and regional center direct client support services lo
mentally retarded beneficiaries. (Apr. 6, 1982).

To provide case management, homemaker, home health aide,
personal care, respite care and transportation services to
mentally ill beneficiaries. (May 14, 1982) (DMH).

To provide case management, home heaith aide services, 24-hour
nursing services, minor physical adaptations to home, utility
coverage and respite care to individuals who would otherwise
require an acule level of care. (Mar. 30, 1983).

To provide case management, adult social day care, housing
assislance, in-home supportive services, respite care, transpor-
tation, meal services, orotective services and special communi-
cations to individuals who would otherwise require placement in
a SNF or ICF. (Mar. 30, 1983).

To provide case management, homemaker, personal care, adull
day heallh, respite care services, Meals on Wheels, nonmedical
transportation, minor hore modifications and electrical monitor-
ing/communication devices to aged and disabled beneficiaries.
(Apr. ¢, 1982).

To provide case management, homemaker, personal care, aduft
day health, respite care services, Meals on Wheels, nonmedical
transporlation, minor home modifications and electrical monitor-
ing/communication devices to aged and disabled beneficiaries.
(July 16, 1982).

3 Modification fo waiver approved on Aug. 17, 1982. Request to
delete “Meals on Wheels” as a covered service under waiver.
(Feb. 25, 1983). Approved (Apr. 26, 1983).

To provide personal care, respite care and nonmedical transporta-
tion to mentally retarded and mentally ill beneficiaries and case
management and habilitation services to mentally retarded
beneficiaries. (May 14, 1982).

Colorado (3 requests)..............

Connecticul.................cerrvveeee To provide case management, occupational therapy, homemaker,
companion, chore, Meals on Wheels, day care, transportation
and mental health counseling in the home to aged and disabled
beneficiaries. (June 10, 1982).

Delaware .............oouevevvveerennnnnen. To provide case management, day habilitation, residential habilita-

tion, respite care, and other services to individuals who would
require an ICF/MR level of care. (Feb. 22, 1983).

Florida (3 requests) ................ . To provide case management, adult day health, and respite care
services to the menlally retarded, aged and disabled; and
homemaker, personal care services, counseling, escort, health
suppost -services and piacement services for adults to the aged
and disabled; and developmental lraining services, diagnostic
and evaluation services, family placement, training and therapy
services and (ransportation to the mentally relarded. Two
requests. (Dec. 25, 1981).

3 Modification to waivers approved on Apr. 21, 1982. Request to
change effective date from Jan. 1, 1982 to Apr. 1, 1982.
(May 4, 1983). Approved 2 (June 7, 1983).

To provide case management, diagnosis and evaluation, develop-
mental lraining, family placement, training and therapy, respite
care and transportation lo developmentally disabled individuals
who would otherwise require the level of care provided in an
ICF/MR. Mode! waiver. (July 28, 1983).

Approved
(Nov. 1, 1982).
Effective
(July 1, 1982).
Approved (Dec. 8, 1982).
Effective (Dec. 8, 1982).

i

Additiona! information
received.

Approved (June 17, 1983).
Received effective (July 1,
1983).

Withdrawn (June 9, 1982).

Approved (Aug. 17, 1982).
Effective (July 1, 1982).

Approved (Jan. 6, 1983).
Effective (Oct. 1, 1982).

Approved (Dec. 10, 1982).

Effective (Oct. 1, 1982).

Approved 2 (Sept. 27,
1983).

tffective (July 1, 1983).

Approved 2 (Apr. 21, 1982).
Effective (Apr. 1, 1982).

Under review.

0‘@“
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PUBLIC LAW 97-35, SECTION 2176 WAIVER REQUESTS FOR HOME- AND COMMUNITY-BASED

SERVICES—Continued

[AIl services will be provided as an allemalive lo inslitutional care)

State

Status

To provide case management services, medical therapeutic, spe-
cialized” homemaker/home management services, and personal
care services to blind, disabled or aged individuals who would
otherwise require the level of care provided in a SNF or ICF.
Model waiver. (July 28, 1983).

To- provide home health aide, personal care, physical, occupational
and speech therapy services, nursing services, speial medical
supplies, equipment and appliances, planned therapeutic activi-
ties, home-delivered meals, and medical social services to aged,
disabled and mentally retarded beneficiaries. (Dec. 2, 1981).

3 Modification to waiver approved on June 7, 1982. Request to
change per capita estimates for fiscal year 1983 and 1984,
based on first year's experience (Feb. 22, 1983) Under review.

To provide case management services to optional categorically
needy individuals under 21 years of age and having a diagnosis
of spina bifida who have been under long-term care within the
last 12 months. Mode! waiver. (Aug. 31, 1983).

To provide case management, homemaker, physician extender,
home health aide, personal care, adult day health, habilitation
and respite care services to mentally retarded beneficiaries.
(Mar. 19, 1982).

To provide case management, homemaker, personal care and
respite care to individuals who would require the level of care
provided in a SNF or ICF. (Feb. 10, 1983).

To provide case management, homemaker personal care, adult day
heaith, habilitation, respite care and other services to patients
who are medically or categorically eligible for medicaid assist-
?g%% and who are cerlified for SNF or ICF care. (May 23,

).

To provide minor physical modifications to the home, respite care
services, day care, personal care services, altendant care, case
management Services, prescription drugs, nonmedically related
transportation, and support services for residential care facili-
ties to no more than 50 individvals who would be medicaid
%Iegoticsally eligible if institutionalized. Model Waiver. (June

, 1983).

To provide adult day care, chore, homemaker, case management,
home-delivered meals and transportation servicas to the aged
and disabled. (Nov. 17, 1982).

To provide respite care, day program, and habilitation services to
the developmentally disabled. (May 6, 1983).

Georgia- (2 requests)

Hawaii (3 requests)

[Minois (2 requests)

.................

To provide case management, homemaker services, home health
aide services, respite care and care-giver, teacher/counselor
services 10 categorically needy individuals age 65 or older in
16 county pilot areas. (July 5, 1983).

To provide case management services lo mentally retarded, aged
and disabled beneficiaries. Initial implementation will involve
Scott County. (Mar. 12, 1982).

To provide case management services to indivuduals who qualify
for SNF, ICF and ICF/MR services. (Dec. 2, 1982).

To provide case management, homemaker, home health aide,
personal care, adull day health, habilitation, respite care and
hospice services to mentally retarded, aged and disabled
beneficiaries. (Jan. 19, 1982).

To provide occupational, physical and speech therapy to individuals
currently residing in adult care homes within five Kansas

" counties. (Jan. 25, 1982).

Indiana

low_a (2 requests)

Kansas (3 requests)

Under review.

Approved (fune 7, 1982).
Effective (Oct. 1, 1981).

Under review.

Approved (Oct. 28, 1982).
Effective (Oct. 28, 1982).

Approved (July 15, 1983).
Effective (Aug. 1, 1983).

Additional informiation
requested.

Additional information
1eceived.

Approved (June 17, 1983).
Effective (July 1, 1983).

Approved 2 (Sept. 14,
1983).
Etfective (July-1, 1983).

Additional information
requested.

Approved (May 7, 1982).
Effective (Jan. 1, 1982).
Wilhdrawn (June 8, 1983).
Approved (Mar. 22, 1982).
Effective (Mar. 22, 1982).

Withdrawn (Sept. 21,
1982).
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PUBLIC LAW 97-35, SECTION 2176 WAIVER REQUESTS FOR HOME- AND COMMUNITY-BASED

SERVICES—Continued

[All services will be provided as an alternative o institutional care)

State

Status

Kentucky (3 requests).............

Louisiana (7 requests) ............

To establish two intermediate care fevels of services to be
provided only to those individuals requiring less than ICF level
of care curently being provided under the Kansas Medicaid
plan. (Feb. 3, 1982).

To provide case management, homemaker, home health aide,
personal -care, adult day health, habilitation, and respite care
services to mentally retarded beneficiaries. (Mar. 16, 1982).

3 Modification to waiver approved Sept. 22, 1982. Request to
change reimbursement methodology and to change effective
date from July 1, 1982 {o Apr. 1, 1983. (Mar. 7, 1983).
Approved May 6, 1983.

8 Modification o modified waiver approved Sepl. 22, 1982.
Request to change effective date to July 1, 1983 and to
require retrieval of durable medical equipment when reasonable
and appropriate. (Aug. 4, 1983). Under review.'

To provide case management, homemaker, home health aide, adult
day health, respite care, personal care services and minor home
7gzpzlations fo aged and disabled beneficiaries. (Mar. 26,

).

3 Modification to waiver for the aged and disabled approved on
Sept. 22, 1982. Request to require that SNF/ICF level of care
determination be prepared by the Kentucky Peer Review
Organization, o change the individual assessment forms and to
change the effective date of the individual assessment forms
and to change the effective date of the waiver to Mar. 1,
1983. {Jan. 10, 1983). Approved Mar. 31, 1983.

To provide adult day health care through adult day health centers
to individuals who require a SNF or ICF level of care. (Mar.
25, 1983).

To provide homemaker, adult day health and habilitation services
'l% genlally retarded, aged and disabled beneficiaries. (Nov. 24,

).

3 Modification to waiver approved on Jan. 6, 1982. Request to
exclude deeming for individuals using the three home- and
community-based services (adult day care, homemaker and
habilitation) approved for the Lovisiana medicaid program.
gggg 9, 1982). Approved Sept. 13, 1982; Effective Sept. 1,

8 Modification to waiver approved on Jan. 6, 1982. Request to
add an infant intervention program to approved waiver. (Mar.

.29, 1983). Additional information requested.

3 Modification o waiver approved on Jjan. 6, 1982. Request to
suspend provision of homemaker services from Mar. 1 to Aug.
31, 1983 because of lack of funds. Additionally, requests
suspension of adult day health services. (Mar. 30, 1983).
Additional information requested.

To provide substitute family care services, respite care services
and supervised apartment “care services to individuals who
would otherwise require SNF or ICF services. (June 2, 1983).

To provide group home/community home services to individuals
who would be eligible for institutional services under 42 CFR
435.231 and who are now eligible under 42 CFR 435.232
(mentally retarded, physically handicapped, chronically mentally
il o substance abuse individuais). (June 2, 1983).

To provide in-home services and personal care attendant services
to individuals who would be eligible for institutional services
under 42 CFR 435231 and who are now eligible under
435.232. (June 2, 1983).

To provide case management services to individuals who would
otherwise require SNF or ICF services. (June 2, 1983).

Disapproved (Mar. 18,
1982).

Approved (Sept. 22, 1982). .
Effective (July 1, 1982).

Approved (Sept. 22, 1982).
Effective (July 1, 1982).

Additional information
requested.

Approved (Jan. 6, 1982).
Effective (Jan. 6, 1983).

Additional information
requested.

Additional information
requested.

Additional information
requested.

Additional information
requested.
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PUBLIC LAW 97-35, SECTION 2176 WAIVER REQUESTS FOR HOME- AND COMMUNITY-BASED

SERVICES—Contifued

[A services wil.be provided a5 an alfernative to institutional care)

State

Status

To provide financial assistance and services to families for specific
needs of a mentally retarded individual to remain at home or
tl% 8rse)lum home from an oul-of-home placement. (June 2,

To provide adult day health services to aged ami disabled
beneficiaries. (July-7,-1982). -

To provide habilitation, case management, respite care and
transportation to ICF/MR eligibles. (Apr. 11, 1983).

To waive 1902(a)(1) and (23) and 1902(A) (10) and (13),
(8) and (C) to furnish case management, residential habilita-
tion, day care and transportation services to 669 MR/DD
clients who are presently institutionalized in two ICF/MR's
{ggsze)wood and Henryton State Residential Centers). (Oct. 21.

To provide home- and community-based services which include:
private duty nursing, home visits by specialty physicians, case
management and medical equipment and supplies to no more
than 50 individuals under age 18 who would be medicaid-
eligible if institutionalized. Mode! waiver. (Sept. 13, 1983).

To provide to the aged and disabled, home health, adult foster
care, private duty nursing, respile care, personal emergency
response system and individual assessments. (June 3, 1982).

3 Modification to waiver approved on Jan. 18. 1983. Request to
change effective date to July 1, 1983. (Feb. 17, 1983).
Approved Apr. 15, 1983.

To provide to the mentally retarded, residential services, develop-
mental day services, personal care, respite care, case manage-
tlngeg;) environmental aids and transportation services. {June 3,

To provide personal emergency response System, homemaker
services, orientation and mobility services, home residence
adaplations, habilitation services, case management, residential
care, sign language skills and family involvement services to
the aged, blind and to developmentally disabled yourg adulls.
(July 21, 1982).

To provide case management, personal care, adult day, residential,
respite care, transportation, and adaptive services to individ-
vals, who would require the level of care provided in an ICF/
MR under medicaid. (July 13, 1983).

To provide case management, personal care, private duty nursing,
environmental modifications, extended home health services,
psychosocial and respile care services to no more than 50
categorically needy and medically needy blind or disabled
individuals under 21 who would otherwise require institutional
care. Model waiver. (Mar. 29, 1983).

To provide case management, homemaker, home health aide,
personal care, adult day health, respite care services and foster
;argggo{ the elderly, to aged and disabled beneficiaries. (Dec.

).

To provide case management services to no more than 50

. disabled children age 18 or under who are instilutionalized and
require a SNF or ICF level of care and who would become
ineligible due to deeming rules if they returned home (Model
waiver). (Jan. 10, 1983).

To provide homemaket/chore services, adult day treatment, respite
care and adult family home services to aged and disabled
beneficiaries. (Feb. 26, 1982).

Massachusetts (4 requests)....

Additional information
requested.

Approved (Oct. 1, 1982).

Effective - (July 1, 1982).

Additional information
received.

Approved (Mar. 4, 1983).

Effective (July 1, 1983).

Under review.?

Approved (Jan. 18, 1983).
Effective (fan. 18, 1983).

Withdrawn (Jan. 17, 1983).

Additional information
requested.

Additional information
requested.
]
Approved (May 16, 1983).
Effective (May 1, 1983).
Approved (July 23, 1982).

Effective (July 23, 1982).

Approved (Mar. 8, 1983).
Effective (Jan. 13, 1983).

Approved (Apr. 22, 1982).
Effective (Apr. 22, 1982).
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Montana (2 requests) ............. To provide case management, homemaker, adult day health,
habilitation, respite care, nursing services, physical, occupation-
al and speech therapy and psychologist services to mentally
retorded beneficiaries. (Dec. 2, 1981).

To provide case management, homemaker, personal care altend-
anl, adult day health, habilitation and respite care services to
the elderly, physically handicapped and developmentally dis-
abled. (Jan. 4, 1983).

To provide case management, homemaker, personal care, habilita-
tion and psychiatric day services to mentally ill beneficiaries
and case management, habilitation and lransportation services
to mentally retarded beneficiaries. (June 2, 1982).

To provide multidisciplinary preadmission screening and assess-
menl, case management, adult day health, chore and transpor-
tation services, respite care and living skills training services to
individuals who qualify for SNF or ICF care and for whom 2
plan of care may be developed to meet the client’s needs
through in-home and community-based services. (Lancaster
County) Model waiver. (July 5, 1983).

To provide habilitation services and to allow for supportive
intervention for the mentally retarded. (July 5, 1983).

To provide case management and habilitation services to mentaily
retarded beneficiaries. (Mar. 1, 1982).

To provide case management, home health, personal care, respite
care, nursing services, physical and occupational therapy,
speech pathology, self-help devices, and minor howi2 modifica-
tions, medical equipment and supplies to disabled persons
eligible for placement in a SNF or ICF. (Nov. 9, 1982).

Nebraska (3 requests)

............

Nevada (2 requests)

New Hampshire.........c..o..ccocenn.. To provide case management, personal care, adult day care,
habilitation and respite services in the community for the
de\;ealopmemally disabled at the ICF/MR level of care. (Apr. 19,
1983).

New Jersey (3 requests)......... To provide case management, habilitation, respite care, residential

training and supervision and intervention services to mentally
tetarded beneficiaries. (June 7, 1982).

To provide case management, home health, medical day care,
transportation, homemaker, social day cate, pharmaceuticals
?ggzrespite care sundries to eligible individuals. (Dec. 6.

).

3 Modification to waiver approved on June 8, 1983. Request to
drop the. payment of medicare part B premiums. (Sept. 14,
1983). Under review.®

To provide case management services to no more than 50
optionaly categorically needy blind and disabled children and
adults who would otherwise be ineligible for medicaid while
living at home in situations where earned and unearned
income, including deemed income, exceeds the community
living standard. Model waiver. (July 15, 1983).

To provide case management, home care, adult day care and
respile care for persons age 65 or older who are physically
handicapped or blind; and would require care in a SNF or ICF;
and may already be in a SNF or ICF; and for whom the home-
and community-based services can be expected o be equiva-
lent or less than the costs of institutional care; and who meet
eligibility requirements. (June 6, 1983).

To provide case management, habilitation, respite care and
zg%ugary services to the developmentally disabled. ‘(July 18,

).

New Mexico (2 requests)........

Approved (Feb. 2, 1982).
Effective (Feb. 2, 1982).

Approved (Feb. 3, 1983).

“Effective (July 1,71983).

Disapproved (Nov. 9, 1982).

Additional information
requested.

Additional information
requested.

Approved (June 24, 1982).

Effective (July 1, 1982).

Additional information
received.

Approved (Dec. 28, 1982).
Effective (Oct. 1, 1982).

Approved (June 8, 1983).
Effective (Oct. 1, 1983).

Under review.

Approved (Aug. 12, 1983).
Etfective (July 1, 1983).

Additional information
requested.
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To provide case management, respite care, medical social services,
nutritional counseling, respiratory therapy, congregate meals,
social day care, moving assistance, social transportation,
housing improvement services, home maintenance tasks to
aged and disabled beneficiaries. (Apr. 26, 1982).

To provide in specified counties case management, homemaker,

" home health aide services, adult day health, respite care, chore
services, preparation and delivery of meals, skilled nursing
services and home mobility aids to aged and disabled benefici-
aries. (Apr. 27, 1982).

3 Modification to waiver approved on Oct. 1, 1982. Request to
add Person County to the list of counties providing services.
(June 29, 1983). Approved (Sept. 8, 1983).2

lo provide case management, homemaker, home health aide,
personal care, adult day health, personal habilitation, respite
care, and screening services, and home mobility aids and
durable medical equipment to individuals eligible for ICF/MR
care. (Nov. 30, 1982).

3 Modification to waiver approved on Feb. 22, 1983. Request to
change effective date from Feb. 22, 1983 to July 1, 1983.
(June 29, 1983). Approved (Sept. 8, 1983).2

To provide case management statewide for children who would
lose medicaid through deeming of parental income if they lived
at home instead of in institutions. For persons in hospitals,
SNF's, ICF's and ICF/MR's. (Model waiver) (Apr. 26, 1983).

To provide case management, homemaker, home heaith aide,
personal care, adult day care, habilitation and respile care
services to mentally retarded beneficiaries, (June 24, 1982).

To provide case management, homemaker services, home health
aide services, personal care services, adult day care and respite
care lo elderly and disabled persons who would otherwise
require care in title XIX—certified institutions. (July 8, 1983).

To provide air-conditioner, cost of installation, strained baby food,
strained fruit juice, canned formula, pager, parental transporta-
tion for hospital visits, transportation, and an in-home respite
care worker 40 hours per month for Benjamin Kyle. Model
waiver. (Aug. 22, 1983).

To provide home and community-based services which include:
home health aide, homemaker/personal care/housekeeping,
home-delivered meals, respite care, nursing care, physical
therapy, nonroutine consumable medical supplies, adaptive and
assistive equipment, and case management. Also requesting
waiver of statewideness, comparability, option lo exclude
individuals on basis of excessive costs and freedom of choice.
Eligible individuals are those determined by the Passport
Assessment Team as requiring a level of care provided by an
ICF on SNF facility, etc. (Sept. 1, 1983).

To provide homemaker, housekeeper/chore Services, nonmedical
transportation, substilute living services, minor physical home
adaptations and residential care facility services to mentally
retarded, aged and disabled beneficiaries and case manage-
ment, habilitation and respite care services lo mentally retarded
beneficiaries and personal care seivices to the mentally ill,
(Nov. 18, 1981).

To provide in specified counties case management adult day
health, habilitation and transportation services, and physical,
occupational, speech, visual and bzhavior therapies and minor
adaptions to the residence to eligible individuals requiring ICF
level of care. (Nov. 8, 1983).

_ North Carolina (3 requests) ...

North Dakota (2 requests)......

Ohio (2 requests)................

Pennsylvania (6 requests).......

Approved (Dec. 2, 1982).
Effective (Dec. 2, 1982).

ed (0. 1, 1980).
eecive (1 1565

Approved (Feb. 22, 1983).
Effective (Feb. 22, 1983).

Additional information
requested.

Approved (Mar. 24, 1983).
Effective (Apr. 1, 1983).

Additional information
requested.

Approved 2 (Sept. 21,
1983).
Effective (July 1, 1983).

Under review.?

Approved (Dec. 23, 1981).
Effective (Dec. 23, 1981).

Approved (May 27, 1983).
Effective (July 1, 1983).
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3 Modification to waiver approved on May 27, 1983. Request to
add 23 Pinehurst Center residents to the waiver to raise lo
total number of Philadelphia County beneficiaries to 123 in
fiscal year 1984, 223 in fiscal year 1985, and 323 in fiscal
year 1986. (Aug. 11, 1983). Additional information requested.

To provide case management, adult day health, habilitation, and
other service$ 1o insure a beneficiary's optimal funclioning in
the community to mentally retarded persons who have been
determined to require an ICF/MR level of care as defined by
42 CFR 440.150. (May 20, 1983).

To provide case management, adult day health and habilitation
services in community living arrangements and in vocationat
rehabilitation facilities; therapy (physical or occupation, speech,
visual and behavioral) services and minor physical adaplations
to the CLA residences in Bucks County. (June 30, 1983).

To provide adult day health and habilitation services in community
living arrangements and in vocalional rehabilitation facilities;
minor physical adaplations to CLA residences and adult day
care facilities; physical or occupational, speech, visual or

" behavioral therapies in Chester County. (June 30, 1983).

To provide case management, adult day health and habilitalion
services in community living arrangements and in vocational
rehabilitation facilities; transportation services; physical and
occupational, speech, visual and behavioral therapy and minor
physical adaptations to the CLA residences in Delaware County.

{June 30, 1983).

To provide adult day health and habilitation services in community
living arrangements and in vocational rehabilitation facilities;
transportation services; physical and occupational, speech,
visual, and behavioral therapies and minor adaplations to the
CIA residences in Montgomery County. (June 30, 1983).

Rhode Istand (4 requests)....... To provide case management, homemaker, adult day care services,
devices to adapt home environmen!, minor assistive devices,
and transporfation fo aged and disabled categorically needy
individuals who are discharged from hospitals. (Mar. 1, 1982).

3 Amendments to waiver approved on June 30, 1982. Request to
tevise definition of statewideness to add persons discharged
from an additional area hospital to the communities of
Providence, Cranston, Johnston, and North Providence. (Sep-
tember 1, 1982). (Jan. 19, 1983).

To provide case management, adult day health and transportation
services to the chronic mentally ill who would otherwise require

ICF/SNF care.” (Sept. 8, 1983).

To provide to the mentally retarded case management homemaker,
adult habilitation services, respite services, and, under certain
circumstances, eatly intervention services, adult foster care,
specialized homemaker services, devices 1o adapt the home
environment, minor assistance devices and transportation. (Feb.

8, 1983).

To provide case management, adult day health and transportation
services 10 the chronic mentally ill who would otherwise require
ICF/SNF care. (Feb. 4, 1982). (Resubmission of request

© disapproved on Dec. 30, 1982).

South Caroling............cceverneeneene To provide case management to aged and disabled beneficiaries.

(Apr. 8, 1982).

3 Modification to waiver approved Aug. 20, 1982. Request to
revise effective date from May 1, 1982 to Jan. 1, 1983. (June
17, 1983). Additional information requested.

Under review.

Additional infotmation
requested.

Additional information
requested.

Additional information
requested.

Additional information
requested.

Approved (June 30, 1982).
Effective (Jan. 1, 1982).

Disapproved (Dec. 20,
1981).

Approved (Aug. 23, 1983).

Effective (July 1, 1983).

Approved (Apr. 25, 1983).

Effective (Apr. 25, 1983).

Approved (Aug. 20, 1982).
Effective (May 1, 1982).
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South Dakota .............cerenmnee To provide case management and habilitation services, dietary
services, nursing services, psychological services, physicians’
services, pharmacy and dental services, physical, occupational
and speech therapy, audiological and optomelric services,
eyeglasses and transportation to mentally retarded beneficiaries.
(Mar. 12, 1982).

3 Modification to *waiver approved July 6, 1982. Request to
exclude deeming of income for individuals eligible for the
home- and community-based services provided under South
ll);ls(gt)a's approved waiver. (Oct. 26, 1982). Approved (Dec. 7,

Tennessee (4 requests) ...........
beneficiaries. (Jan. 11, 1982).

To provide a home- and community-based health care system to
serve as an alternative to inslitutional long-term care in Shelby
County. (Apr. 8, 1983).

To provide case management, personal care, home health care,
adult day care, respite care, transportation, medical equipment,
home mobility aids and home-delivered meals to individuals
requiring institutional care. (Apr. 25, 1983).

To provide a home- and community-based health care System
which will serve as an altenative to SNF/ICF in Shelby County,
providing: case management, personal care services, respite
care, nursing and therapy services, minor home modifications,
:);dag home-delivered meals and transportation. (May 26,

).

To provide medicaid home- and community-based services under
1915(¢) of the Social Security Act. Limits services to eligible
ilngl!i;vsiduals residing in Potter or Randall Counties. (Jan. 18,

).

To provide case management, homemaker, home health aide,
personal care, adult day health, respite care, hospice seivices,
medical alert and monitoring system, minor home maodifications
and night support services to aged, disabled and mentally
retarded beneficiaries; and habilitation services to the mentally
retarded. (June 8, 1982).

To provide case management, adult day health, habilitation and
respite care services lo mentally retarded and mentally ill
beneficiaries. (Jan. 22, 1982).

To provide personal care services to aged and disabled benefici-
aries (May 17, 1982).

3 Modification to waiver approved on June 18, 1982. Request to
include a 1916(b) copayment waiver to exempt personal care
recipients from copayments. (Apr. 20, 1983). Under review.

To allow reimbursement for persons receiving home- and commu-
nity-based care under a system called Community Options
Program Entry System (COPES). (Aug. 16, 1982).

3 Modification to waiver approved on (Dec. 17, 1982). Request
to change effective date to Jan. 1, 1983. (Feb. 2, 1983).
Approved Feb. 25, 1983.

To provide “Community Alternatives Program” to developmentally
aisabled people. (Mar. 30, 1983).

To provide habilitation and respite care to the mentally retarded
and case management, homemaker, home health aide, respite
care, chore services, adult day care, adult family care, and
personal care home support services and skilled nursing
services to the aged and disabled. (Apr. 22, 1982).

Texas

Utah

Vermont...........couvverirvennenes connee

VIrginia.......evvvererennnensrsenannnes

Washington (2 requests).........

West Virginia.........occsecrssennene

To provide home health aide services to aged and disabled .

Approved (July 6, 1982).
Effective (June 1, 1982).

Additional information
requested.
V..thdrawn (May 26, 1983).

Additional information
requested.

Additional information
requested.

Approved (Apr. 14, 1983).
Effective (Jan. 1, 1983).

Approved (Oct. 20, 1982).
Effective (Sept. 1, 1982).

Approved (June 23, 1982).
Effective (Apr. 1, 1982):

Approved (June 18, 1982)
Effective (June 18, 1982)

Approved (Dec. 17, 1982).
Effective (Oct. 1, 1982).

Additional information
received.

Approved (Dec. 6, 1982).

Effective (Dec. 6, 1982).
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WISCONSIN...c.coereerserrcrrersrinnrrneens To provide case management, supportive home care, alternative Additional information
care, and respite care to individuals who require an ICF/MR  received.
level of care. (Feb. 22, 1983). (Companion to 1915(b)
waiver request received on same date).

tindicates new requesl.
2 {ndicates new a?pvovai.
31ndicates request for minor modification of an approved waiver—not counted as separate waive reques!.

o



