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Alaskan®"s Commission the Department will submit the waivers
and state plan amendments to the Health Care Financing Admin—
istration by September 15, 1992. State plan amendments are
generally approved within 90 days of submission. Once
approval 1is certain the Department will begin implementation.

The average Ilength of time between submission of a waiver
request to the Health Care Financing Administration and final

approval 1is approximately 9 months. In FY94 the Department
would be implementing the waiver.

Department Position

The federal laws governing the Medicaid Program have been
undergoing rapid change and will likely continue to change
especially in the area of long-term care. It is critically
important for the Department to stay current on the laws
affecting Medicaid services and waivers and to assist in
positioning the state to take advantage of Tfederal financing
opportunities in regard to the classifications of individuals
targeted under Senate Bill 334.

SB 334 provides a process by which the DHSS, OAC and Gover —
nor®"s Council can act together to recommend to the Legislature
the most appropriate home and community based Medicaid options
and waivers. The Department of Health and Social Services
supports SB 334.
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POSITION PAPER
ON SENATE BILL 334

Senate Bill 334, the Home Care Bill, will commit the State to a
two year process of planning and applying for federal Medicaid
programs to pay fTor home and community based support services for
the elderly, and disabled adults and children who need such
services to avoid placement in nursing homes, or ether
institutions.

Alaska is almost the only state that does not now use Medicaid
dollars for home care programs for functionally disabled
citizens. Many states use a combination of Medicaid "optional
services”™ and a Home Care "Waiver" to complete the continuum of
care available to persons with disabilities.

Although institutional care will always be needed for some
clients, a range ofv-"home and community care" Medicaid programs
can be used by the state to provide less costly and higher
quality-of-life alternatives to nursing homes for many people.
Home care optional services assist family caregivers to extend
the time when a frail senior or other disabled family member can
stay at home, or avoid nursing home placement altogether.

Over thirty other states now use Medicaid to augment medical care
for the elderly with "social" services to support home or
community care. These include services such as adult day care,
in-home respite care, hospice care, homemaker and home health
service, case management, and adult foster care.

Older Alaskans have very limited or no access to these types of
services; only a few of these options are available through OAC
services to the elderly, and only in a few towns. What services
do exist are fragmented, provided by six different state agencies
(or their local contractors), and there is no one entry point to
home care, nor any one person who allocates the care resources
among those in need or helps to coordinate the different services
to make an overall effective care package for the family -tnd
client. When a person is 85, frail, 1ill, and home-bound, dealing
with six bureaucracies 1is an overwhelming burden- perhaps the
most important optional Medicaid service Alaska could start would
be managed care, or '"case management"™ of home service for the
most frail and disabled.

SB 334 authorizes the OAC and the Governor®s Council for the
Handicapped and Gifted to each conduct a year of research into
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the needs of their populations, and by June, 1991 to issue a
report recommending the best combination of Medicaid services for
the populations each represents.

The Medical Assistance Division of the Department of Health and
Social Services 1is mandated by SB 334 to respond to the OAC and
GCHG reports with cost studies and its own recommendations for

the 1992 Legislature. If the 1992 Legislature approves the
plans, the State would submit applications to the federal Medical
agency by late 1992. Services would be phased in, starting in
1993

SB 334 instructs the three agencies, Medical Assistance, O0OAC, and
the GCHG to coordinate their work through an inter-agency
committee. The three agencies are already planning a "team"
approach to this multi-year project, and have tried to coordinate
their fiscal notes in such a way as tc use one-half federal
Medicaid dollars to fund the project.

The Older Alaskans Commission strongly endorses SB 334. Alaska
must seek all available federal dollars to help fill the serious
gaps in Alaska®"s "continuum"™ of care for the elderly and
disabled. Although the Medicaid programs will not serve all
seniors, a base of Medicaid dollars to fund home and community
services would free other state resources for similar services to
moderate income, at-risk elderly living at home.

Although Alaska earlier made bold initiatives to set up Pioneers
Homes and the Longevity Bonus to assist seniors who wish to stay
in the state, Alaska has not kept up with the state-of-the-art in
elder (or disabled) care in other states. As a state, Alaska has
not yet responded to the strong desire of seniors to stay at home
as long as possible- a desire repeated in every senior survey and
demonstrated by the current ages of admission to the Pioneers”
Homes, where the average age upon entry 1is over 80.

Many, many Alaskan seniors are looking for a reassurance that
home care or community assistance will be there when they need
it. In addition to the Older Alaskans Commission endorsement of
this bill, the Legislature will find support from the Alaska
chapter of the American Association of Retired Persons and the
Older Persons Action Group. The OAC is also sure that most local
senior groups will support this bill, as the Commission is
constantly informed by seniors throughout the state of the
pressing need for home and community care.

Department of Administration
fot



SECTIONAL ANALYSIS
SENATE BILL 334(efd-am)

The following is a sectional analysis of SB 334, a bill
which directs the Department of Health and Social Services
to seek approval for certain options and waivers under the
federal medicaid program.

In general, the bill requires DHSS to coordinate the
application with information obtained from the Older
Alaskans Commission and the Governor®s Council on Gifted and
Handicapped.

The bill was amended on the Senate Floor. The amendment
changed the effective date from July 1, 1990 to immediately
under AS 0?,.10. 070 (o) -

Section 1

Subsection (a-b) provides a descriptive basis for
mandating a medicaid operated home care program.

Subsection (c) names the Department of Health and Social
Services as the lead agency for preparing the federal
application after taking into consideration priorities
recommended by the Older Alaskans Commission and the
Governors Council for the Handicapped and Gifted.

Section 2

Subsection Tfa) describes preliminary research activities
to be conducted by the Governor®s Council for the
Handicapped and Gifted, and the Older Alaskans Commission.

Subsection (b) sets June 1, 1991 as the deadline for the
submission of a written report to DHSS and the Legislature
to detail the results of the activities in Subsection (@)
above.

Section 3

Subsection (@) directs the Department of Health and Social
Services to submit a report to the Legislature by January
15, 1992 which estimates the cost of implementing
particular options and waivers for which it plans to seek
approval from the federal government under this Act.



ACCT CATEGCRY OF SERVICE

MZDICAH) FACILITIES
MEDICAID HOSPITALS
MEDICAID NURSING HCMES
MEDICAID TPL RECOVERY
MEDICAID STATS FACILITIES
MEDICAID NCN-FAdLITY
MEDICAID PHYSICIAN SERVICES
MEDICAID O m
MEDICAID EPSDT
MEDICAID TPL RECOVERY

MEDICAID INDIAN HEALTH SERVTCZ

TOTAL ALL MEDICAID SERVICES
GENERAL RELIEF M2>ICAL
GRH HOSPITAL
CRM PHYSICIANS SERVICES
CRM OTHER SERVICES
GSM TPL RECOVERY

TOTAL ALL GRM SERVICES

CATASTROPHIC ILLNESS

ALASKA LCW3EVITY BONUS H.H.
PHUFFINANT FUND DIVIDEND H.H.
TOTAL MEDICAL ASSISTANCE

File:
06-JU1-89

DIVISION OF MEDICAL ASSISTANCE

Prior Year Expenditures

FY 86 Fy 87 FY 88
ACTUALS ~ ACTUALS  ACTUALS
44.828.1 46,831.6 59,574.1
19.884.2 21.284.8 32,598.0
24,943.9 25.546.8 26,836.7

0.0 0.0 139.4

0.0 0.0 0.0
20,246.2 22.731.3 33.192.3
11,006.0 11.477.4 18.182.4
5,902.8 7,113.3 10,892.1
3,337.4 4,140.6 4,056.8
0.0 0.0 61.0

1,793.8 4,956.0  4,902.5
66,868.1 74,518.9 97,668.9

4.617.4 2,396.4 2,974.3

2.119.5 740.4 949.9

4,612.0 3,371.2  4,626.7

0.0 0.0 6.9

11,348.9 6,508.0 8,557.8

513.7 0.0 0.0

0.0 19.5 675.3

0.0 353.6 740.4
78,730.7

i -:\dma\lotus\expeixN\expend.wscl

FY89

ITD EY90
ACTUALS Authorized
71,284.7 78,280.5
36.711.4  44,397.4
34.434.5 33,623.1
138.8 260.0
3,227.6 3,805.1
40.124.7 45.706.3
19.510.7 22,801.9
16,747.5 17.104.4
3,844.0 5,696.0
22.5 104.0
5,145.9 5,957.7
119,782.9 133,749.6
3.098.0 4,069.5
1,088.6 1,045.8
3.523.1 1,233.7
4.1 36.0
7,713.8 6,385.0
0.0 0.0
1,001.3 1,236.6
910.2 1,300.0

81,400.0 107,642.4 129,408.2 142,671.2
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8B8ECTIONAL ANALYSIS
SENATE BILL 334(efd-am)

The following is a sectional analysis of SB 334, a bill
which directs the Department of Health and Social Services
to seek approval for certain options and waivers under the
federal medicaid program.

In general, the bill requires DHSS to coordinate the
application with information obtained from the Older
Alaskans Commission and the Governor®"s Council on Gifted and
Handicapped.

The bill was amended on the Senate Floor. The amendment
changed the effective date from July 1, 1990 to immediately
under AS 01.10.070(c).-

Section 1

Subsection (a-b) provides a descriptive basis for
mandating a medicaid operated home care program.

Subsection (¢) names the Department of Health and Social
Services as the lead agency for preparing the Tfederal
application after taking into consideration priorities
recommended by the Older Alaskans Commission and the
Governors Council for the Handicapped and Gifted.

Section 2

Subsection (@) describes preliminary research activities
to be conducted by the Governor®s Council Ffor the
Handicapped and Gifted, and the Older Alaskans Commission.

Subsection (b) sets June 1, 1991 as the deadline for the
submission of a written report to DHSS and the Legislature
to detail the results of the activities in Subsection (@)
above.

Section 3

Subsection fa) directs the Department of Health and Social
Services to submit a report to the Legislature by January
15, 1992 which estimates the cost of implementing
particular options and waivers for which it plans to seek
approval from the federal government under this Act.
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Subsection (b) defines the costs to be used by the
administration in preparing the fiscal note for this bill
as those necessary for the researching, writing,
negotiating and obtaining approval of the application to
the federal government and the costs of preparing the
fiscal analysis under this section.

Section 4 provides for Legislative review of the
applications for options and waivers prior to submission by
the Department of Health and Social Services. This section
also directs DHSS to consult with the Governor®s Council for
the Handicapped and Gifted and the Older Alaskans Commission
during the preparation of the applications.

Section 5 requires the Department of Health and Social
Services, the Governor®s Council for the Handicapped and
Gifted, and the Older Alaskans Commission to prepare an
interagency agreement Tfor carrying out this Act.

Section 6 sets out the definitions in this Act for
"developmentally delayed children”™, developmentally disabled
person', "disabled adult”, and "older Alaskans™".

Section 7 creates an iIimmediate effective date.



ACCP CATEGORY 0B SERVICE

MEDICAID FACUJTES
MEDICAID HOSPITALS
MEDICAID NURSING HUES
MEDICAID TPL RECOVERY

MEDICAID STATS FACILITIES
MEDICAID NCN-FACILnV
MEDICAID PHYSICIAN SERVICES
MEDICAID OIMER
MEDICAID EPSETr
MEDICAID TPL RBCOVERY

MEDICAID INDIAN HEALTH SERVICE

TOTAL ALL MEDICAID SERVICES
GENERAL RELIEF MEDICAL

GXHHTAL

GSM PHYSICLANS SERVICES
CRM OTHER SERVICES

GSM TPL RECOVERY

TOTAL ALL GRM SRIES

CATASTROPHIC ILLNESS

ALASKA LONGEVITY 3CHIUS H.H.
PERMENANT EUND DIVIDEND H.H.
TOTAL MEDICAL ASSISTANCE

File:
Wul-89

DIVISION OF MEDICAL- ASSISTANCE

Prior Year Expenditures

FY 86 FY 87 FY 88
ACTUALS ACTUALS ACTUALS
44.828.1 46,831.6 59,574.1
19.884.2 21.284.8 32,598.0
24,943.9 25.546.8 26,836.7
0.0 0.0 139.4
0.0 0.0 0.0
20,246.2 22.731.3  33.192.3
11,006.0 11.477.4 18.182.4
5,902.8  7,113.3  10,892.1
3,337.4  4,140.6  4,056.8
0.0 0.0 61.0
1,793.8  4,956.0  4,902.5
66,868.1 74,518.9  97,668.9
4.617.4  2,396.4  2,974.3
2.119.5 740.4 949.9
4,612.0 3,371.2  4,626.7
0.0 0.0 6.9
11,348.9  6,508.0  8,557.8
513.7 0.0 0.0
0.0 19.5 675.3
0.0 353.6 740.4

78,730.7

i :\dm\lotusatxptfld\expend.wkl

FY89
ITD FY90
ACTUALS  Autharized
71,284.7 78,280.5
36.711.4  44,397.4
34.434.5 33,623.1

138.8 260.0
3,227.6  3,805.1
40.124.7  45.706.3
19.510.7 22,801.9
16,747.5 17.104.4
3,844.0 5,696.0
22.5 104.0
5,145.9  5,957.7
119,782.9 133,749.6
3.098.0  4,069.5
1,088.6  1,0-15.8
3.523.1  1,233.7
4.1 36.0
7,713.8  6,385.0
0.0 0.0
1,001.3  1,236.6
910.2  1,300.0

81,400.0 107,642.4 129,408.2 142,671.2



DIVISION OF MEDICAL ASSISTANCE

Pnar Year Expenditures

FY 86 FY 87

ACCT CATEGORY QF SERVICE ACTUALS  ACTUALS
MEDICAID

MEDICAID HOSPITALS
800 Inpatient Hospital 16,295.1 17,619.7
803 Inpatient Psych Hospital
805 Outpatient Hospital 3,412.9 3,438.5
807 Outpatient Surgical Centers 176.2 226.6

TOTAL M. HOSPITALS 19,884.2 21,284.8
809 PETKH RSA 0.0 353.6
811 TPL Recovery Contract
MEDICAID STATE FACILITIES
802 Inpatient Psych - API
890 Harborview ICF/MR
895 Harborview ICF

TOTAL MEDICAID STATE FACILITIES

MEDICAID PHYSICIAN SERVICES
815 Physician Services 10,908.4  11,393.7
816 Rural Health Clinics 97.6 83.7

TOTAL M. PHYSICIAN SERVICES  11,006.0 11,477.4

MEDICAID OTHER

820 Other Services 52.8 52.2
821 Speech Language Therapy 84.8 86.3
822 Mental Health Clinics 1,909.7 2,253.5
824 Heme Health Care 59.5 87.9
825 Transportation 1,653.0 1,597.8
826 Glasses Non-EPSTT 650.0 606.2
827 Family Planning 135.6 123.6
828 Laboratory 6 Xray 9.7 90.6
829 Medicaid Pharmacy

830 Hysterectcoy 96.5 367.8
831 Abortion 0.0 1.5
832 Sterilization 133.4 352.3
835 Physical Therapy 156.4 167.0
836 Occupational Therapy 51.9 55.7
837 Pros. Devices-Hedical Equip 287.1 339.4
838 Part B BuyLn 535.4 517.2

839 Hearing Services/Bjuiproent

840 Adult Dental 0.0 24.0
841 Personal Care 0.0 281.8
842 Chiropratic 0.0 103.5
860 Dlsability/Blindnew Exams
861 Disability DeterminationRSA

TOTAL M. OTHER SERVICES 5,902.8 7,113.3

FY88
ACTUALS

27,275.0

4,995.0
328.0
32,598.0

139.4

18,066.2
116.2
18,182.4

82.8
79.0
3,248.1
172.5
2,370.5
790.7
112.6
27.5

183.3

3.2
562.1
189.3
101.4
529.2
834.9

2.6
581.7
616.9
399.7

4.1

10,892.1

FY89
ITD

FY90

ACTUALS Authorized

27,898.9
3,594.1
5,022.6

195.8

36,711.4

138.8

353.2
2,619.8
254.6
3,227.6

19,4445
66.2
19,510.7

0.0
43.9
3,881.5
145.6
3,462.5
972.4
52.7
323.6
1,159.1
626.8
0.0
664.7
140.4
335.4
970.2
1,494.4
115.5
1,035.4
821.5
424.5
424
35.0
16,747.5

36,700.7
1,942.8
5,624.1

129.8

44,397.4

260.0

40(7.0
3,405.1
0.0
3,805.1

22,722.0
79.9
22,801.9

71.5
72.7
3,769.6
231.7
2,495.8
849.8
82.7
235.3
3,909.4
536.0
0.5
558.6
146.9
195.8
641.7
1,613.1
77.4
760.6
814.4
0.0
36.7
4.2
17,104.4



850
851
852
854
855
857
858
859

812

870
871
872
875

880
881
882

MEDICAID EPSDT

Lahratory & X-Ray 0.1
Other Services 0.5
EPSDT RSA 1,336.9
EPSDT Dental Care 1,689.3
EPSDT Physician 53.9
EPSDT Glasses 0.1
Therapy 0.0
Pros. Devices-Medical Equip 0.0
EPSDT Transportation 256.6
TOTAL M. EPSDT 3,337.4
TPL Recovery Contract

MEDICAID NURSING HCHES

Nursing Hone Skilled 2,385.2
Nursing Home Intermediate 19,788.1
Nursing Bane Hope ICF MR 2,770.6
Nusring Haae Interim Payment 0.0
TOTAL M. NURSING HCMES 24,943.9
MEDICAID INDIAN HEALTH SERVICE

XHS Clinic 126.2
IRS Inpatient 894.0
IHS Outpatient 773.6
TOTAL M. IHS 1,793.8
TOTAL ALL MEDICAID SERVICES  66,868.1

1,342.3
2,546.6
49.4

202.3
4,140.6

4,122.5
17,572.8
3,748.6
102.9
25,546.8

313.7
3,487.2
1,1SM
4,956.0

74,518.9

0.0 0.0

0.5 11 1.4
1,370.7 1,370.7  2,781.6
2,369.5 2,124.0  2,495.3
52.2 133.3 91.0

0.0 0.0

0.0 0.0

0.0 0.0

263.9 214.9 326.7
4,056.8 3,844.0  5,696.0
61.0 22.5 104.0
2,629.4 3,611.5 2,848.2
21,012.2 26,478.0  25,810.3
3,195.1 4,340.4 3,327.8
4.6 1,636.8

26,836.7 34,434.5 33,623.1
398.9 245.4 377.1
2,935.9 2,916.4  4,192.0
1,567.7 1,984.1 1,388.6
4,902.5 5,145.9 5,957.7

97,668.9 119,782.9 133,749.6



GENERAL RELIEF MEDICAL
CRH HOSPITAL

900 Inpatient Hospital 4,009.8
905 OQutpatient Hospital 607.6
TOTAL GSM HOSPITAL 4,617.4
930 GSM PHYSICIANS SERVICES 2,119.5
GRM OTHER SERVICES
939 <3 Other Services 10.2
940 Pharmaceuticals XIX 2,327.8
941 Pharmaceuticals GRM 248.6
942 Transportation 128.0
943 Dental Care XIX 671.6
944 Dental Care CRM 231.7
945 Other Services 0.0
946 Classes & Hearing Aids 106.3
947 Pros Device-Medical Ejuijoen 31.9
948 Therapy 44.8
950 Independent Labs 9.0
951 Nursing Hone Care 595.6
955 Family Planning 9.3
956 Abortion XIX 167.3
957 Sterilization (ALL OTHER) 4.6
958 Abortion grm 25.3
TOTAL GRM QTHER SERVICES 4,612.0

910 TPL Recovery Contract

TOTAL ALL GRM SERVICES 11,348.9
cmmnm c illness 513.7
ALASKA LONGEVITY BCNUS H.H. 0.0

PERMZHANT FUND DIVIDEND BOLD HARMLESS

809 FFD Hold Harmless Non-Facility

810 FFD Hold Harmless Facilities
TOTAL FED HOLD HARMLESS

TOTAL MEDICAL ASSISTANCE 78,730.7

2,218.9
177.5
2,39%.4

740.4

2,544.9
84.8
66.0
21.2
50.5

22.2
8.9
11.6
2.0
268.5
0.5
262.8

1.5
25.8

3,371.2

6,508.0

0.0

19.5

2,929.3
45.0
2,974.3

949.9

0.1
3,781.1
103.2
85.0
1.0
23.6

0.8

1.2

01

3.9
219.4
1.1
376.6
12.9
16.7
4,626.7

6.9

8,557.8

0.0

675.3

647.1
93.3
740.4

3,094.0
4.0
3,098.0

1,088.6

0.0
2,658.3
104.7
98.6
0.0
19.7
0.0

0.0
10.8
0.0

5.1
243.4
0.7
325.1
46.4
10.3
3,523.1

4.1

7,713.8

1,001.3

199.5
710.7
910.2

3,889.9
179.6
4,069.5

1,045.8

0.0
0.0
142.4
85.5
0.0
0.0
0.0
0.0
0.0
0.0
0.0
519.7
1.4
440.3
0.0
44.4
1,233.7

36.0

6,385.0

1,236.6

567.5
732.5
1,300.0

81,400.0 107,642.4 129,408.2 142,671.2
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AF:tmf*m 30. MM

FACILITY
COROOVA HOSPITAL LTC

UEHALI CENTER (Fairbanks)

ISIAIIO view HANOR {Ketchikan)
KOTZEBUE SENIOR CITIZEN CARE CTR.

KOOITAK [ISLAHO HOSPITAL LTC

MARY CONRAO CENTER (Anchorage j
OUR LADY OF COMPASSION (Anchorage)

PetersburgH ospital ltc

QUYAANA CARE CENTER (Horae)
SOUROOUGU PUCE (Valdez)

SOUTH PENINSULA HOSP. LTC (llomoi j

iw ~

sr;y"M W rnsm W rn

WESLEYAN NURSING HONE (Sward) ....
WRANGELL GENERAL HOSPITAL LTC

SWING OEOS (Acute to LTC):
CENTRAL PEN. HOSPITAL (Soldotna)
SEWARD GENERAL HOSPITAL
SITKA COMMUNITY HOSPITAL
VALDEZ COMMUNITY HOSPITAL
VALLEY HOSPITAL (Palmer)

* - beds certified ICF only.
** - includes VA, private pay.
insurance, ancl other.

CCRTIFICO
CAPACITY

HEOICAIO

PER O1EH  SHF/  SWING
RATE ICF BEDS
$282.85 10 4
161.08 ioi " "o"
2t9.i17 *U45" 0"
232.28 "o
198.08 9 0
211.34 19 7
232.56 66 " 0
"168.80 " 224
251.13 .. 14 4
222.09 IS .0
176.74 16* 0
234.77 18 "o
195 95 = 45" 0
130172 * 66 "o
262.43" 14 "y
177.51 0 4
177.51 0 2
177.51 0
177.51 0 4
177.51 0 4
TOTAL: 740

MEDICAID/GRH

PhARETN
ICF SHIF
10 0
38 12
23 0
5 1
17 0
63 n/a
128..... 51
14 n/a.
13 n/a
" 14 "0
29 ifli
44 0"
6 1
0 0
0 0

0 0

2 0

0 0
442 76

MON-OMA
PLACEMENTS
HEOI - *x TOTAL VACANT
CARE OTHER CENSUS BEOS
n/a 0 10 4
"ar " i1 r ) 27
0 5 "o28" 17
™2t "3 30 V'i6® "
0 0 6 3
0 2 19 4
nfa " "2*=" AoV
"13..... 24 216 .. ..8...
T ST "14 7 "4
n/a 0 14 1
n/a 3 16 0
n/a i 15 3" -
"T" "2 4
n/a 4 48 18"
"ot v 4 it 7
0 0 0 4
I 0 1 1
0 0 0 2
0 1 3 1
I 0 1 3
25 69 612 126

KAREN HARIZ

>*SE | CfF t

X OCCUPANCT
OF TOTAL BEOS

OVERALL HEOICAIO
71X 71X

"73*a " 50%
62X 51X
65X 54X
67X 67X
83X 74X
96X 80X
78X 67X
93X 93X

100X 81X

" 83X .- 76%
91X 8/1 =
73X 6/X "~
6IX........ 39%
0X (0
SOX oX
oX oX
75X SOX
25X 0X
83X 70X

DIVISION OF MEOL1CAL ASSIUANCE-~R07) 561-2171



CURREHT OCCUPANCY

HEDICAID
PER O1EH CERTIFIED UFIOER OVER NON- TOTAL VACANT
PSYCHIATRIC BEOS RATE BEOS TOTAL 22 65 HEOICAIO CENSUS BEOS
ALASKA PSYCHIATRIC INSTITUTE 274.28 18 72
1115
IS 21
Anchorage
m m
Anchorage
PER O1EH 1CERTIFIEO NON- TOTAL VACANT
ICf/MR BEOS RATE BEOS HEOICAIO HEOICAIO CENSUS BEOS
HARBORVIEW OEVELOPHEMTAL CENTER 302.00 64 59 0 59 5
Valdez
[ il £ =y
HOPE COTTAGBES 261.49 40 40 0 40 0
1

Anchorage

KAREN HARTZ 1 DATE
DIVISION OF HEOICAL ASSISTANCE ~07) 561-2171



- to: Commissioner John M. Andrews oath: February 2, 1989
Department of Administration

FILE NO:
THRU: James J. Fox, Deputy Commissioner °
Department of Administration telephone no:  465-4400
from: Barbara Bathony, Director subject: Pioneers® Homes Occupancy Report
Division of Pioneers®” Benefits December 27, 1988 through
Department of Administration January 26, 1989
Available Beds Not Total Occupied Beds * Occupancy of
Available Beds Available Beds
R R2 N - 1 \% - R R2 N - this mo. last mo.
SIT *5 * 39 8 2 *1 TIT 36 * 35 71 85 87
FBX 56 * % 102 2 0 10+ 5* *  *6 100 98 99
PHR 18 17 53 88 2 & 9* 18 16 53 87 99 97
ANC 113 25 88 226 6 0 232 96 2 88 208 92 92
KTN 19 * 28 *7 2 0 *9 17 * 28 *5 96 96
JUN 20 * 32 52 2 0 5* 18 * 31 %9 9w 96
TOTAL 271  A? 286 599 16 A5 660 239 10 281 560 93 9*
ADMITTANCES DISCHARGES DEATHS - IN-HOUSE TRANSFERS
R R2 N R R2 N R R2 N R-R2 R2-R R-N N-R  R2-N N-R2
SIT 0 * 2 0 * 1 1 0 2 * * 1 1 * *
FBX 0 * 0 0 0 1 * 0 * * 1 0 * *
PMR 0 2 3 0 0 0 0 * 2 1 0 o 2+
ANC 1 0 0 0 0 0 0 1 2 0 0 0 0 0 0
KTN 0 * 0 0 0 0 * 0 * * 0 0 * *
JUN 0 * 0 0 * 0 0 * 1 * * 1 * *
TOTAL 7 -2 5 0 0 7 2 9 2 3 4 3 0
Awaiting In-House Transfer Malting List
R-R2 R2-R R-N  N-R R2-N  N-R2 R R2 N =
sIT . * 0o 2 * N 10 * . 1«
FBX * 1+ 0 * 7 * 18 25
PHR 0 0 0 0 1 0. 2 2 29 33
ANC * 0 2« 0 . 9 0 0 2 53 55
KTN * * 0 0 **m 12 * 10 2
JUN * JO _0 * *7 * 18 65
TOTAL * 0 16 2 7 0 78 o 132 21~
Stipend Infirmary Beds Residents receiving Nursing
R R2 N a Days Residents #/residents #/hours
SIT 2 * 5 7 31 * 37 666
FBX 2 * 7 19 35 2 30 375
PHR 0 0 I 1Ix 0 0 0 0
ANC 1 1 22 23 10+ 5 79 512
KTN 1 * 8 9 21 2 17 106
JUN 0 * 8 J 2 > ) 16
TOTAL 6 7 73 80 212 17 16* 1675

R m Residential care level
R2 m Residential |l care level
N m Skilled Nursing level
| = Infirmary Beds
V m Vacant beds due to renovation/construction
* m Not applicable

Cc/8901
QUOOIAIfiv. 10/79)
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This program (often referred to aa 'Title 19" because of its authorizing
legislation) provides federal financial assistance to states for medical services
furnished on behalf of public assistance recipients and, in some states, on behalf of
other medically needy persons who, except for income and resources, would be
eligible for cash assistance. The federal matching rate varies by state and is
determined under a complex formula geared to state per capita personal income.
The federal share of program costs ranges from 50% to 80% (new matching rates
for federal FY 1989-90 were issued by HCFA on October 27,1988). The Medicaid
program is administered by a state’s *'single state agency,” and the agency must
operate under a Medicaid state plan approved by the Secretary of the Department
of Health and Human Services and comply with all federal regulations governing
aid and medical assistance to the needy.

Eligibility

There are numerous categories of persons who are eligible for Medicaid.
Federal law mandates that states must serve some categories of persons. Other
categories of persons are eligible for Medicaid at state option and if they are listed
m the state Medicaid plari. In some cases, if a state opts to include certain optional
categories of persons in.their.Medicaid plan there are federal requirements thiat
restrict the eligibility of those ?rgyps Overall, the federal Medicaid statute
encompasses a wide-range of eligibility options aimed at the extension of Medicaid
services to children with severe disabilities who are members of low-income
households or who have had financial deeming requirements waivered. Careful
review of each state’s Medicaid state plan is necessary to determine the range of
eligible groups that are covered in a particular state and, consequently, the role
Medicaid benefits might play in meeting the needs of such children.

The following pages describe the mandatory and optional eligibility groups.

This section was prepared with the assistance of Kathleen Blume of the Health
Care Financing Administration; Gary Smith of NASMRPD; and Harriet Fox of
Fox Health Policy Consultants



AFDC Recipients

All persons who are recipients of payments under the Aid to Families with Dependent
Children (AFDC) program are automatically eligible for Medicaid benefits (referred to
as "‘categorically' eligible). Generally, the regular AFDC cash assistance program
extends eligibility to children under age 18 (or 19 at state optior) "‘where the child is
deprived of the support of at least one parent (i.e., at least one parent is dead,
disabled, continually absent from the house, or, in some states unemployed)"
(Congressional Research Service, 1988) and who have caretakers with very low
income. Family composition and financial eligibility standards for AFDC payments
vary from state-to-state.

Adopted or foster care children receiving cash assistance under Title IV-E of the
Social Security Act are considered to be AFDC recipients for purposes of the Medicaid
program and are eligible for benefits.

"Qualified" Pregnant Women and Children

Pregnant women and children up to age 7 (or age 8 at state oFtion) who meet the
financial requirements of the state AFDC plan ?or would be eligible for AFDC if the
state AFDC plan included an unemployed parent program) are required to be covered
by the state Medicaid plan. These groups, referred to as ""qualified™ eligibles, who
meet AFDC financial requirements, do not have to meet family composition or
"deprivation™ requirements. At state OPTION, this coverage can be extended to
children up to ages 18 through 21. (These recipients are referred to as Ribicoff
children after the Senator who sponsored this legislation).

Poverty Related Pregnant Women and Children

Effective July 1989, all pregnant women and infants (up to age 1) whose family
income is up to 100% of the federal poverty level ($9,690/year for a family of three in
1988) are eligible for benefits. Pregnant women are eligible only for pregnancy
related Medicaid services and the infants are eligible for all Medicaid services
available under the state plan. (This provision will be phased-in through July 1990).

SSI

In all but 13 states, all children (including adopted children) and other aged, blind,
and persons with disabilities who receive cash payments under the federal
Supplementary Security Income (SSI) program are also eligible for Medicaid. The
remaining 13, states referred to as ""209(b)" states, may choose to limit Medicaid
eligibility to individuals who meet requirements that are more restrictive than those
for SSI. The thirteen states are: Connecticut, Hawaii, Illinois, Indiana, Minnesota,
Missouri, Nebraska, New Hampshire, North Carolina, North Dakota, Ohio,
Oklahoma, and Virginia.

When determining whether a child with handicaps is eligible to receive SSI, federal
law requires that a certain portion of the family's income be *‘deemed'’ available to the
child. This excludes many children in low to moderate income households from
receiving SSI and Medicaid. However, if a child is institutionalized a full calendar
month, the parent’s income is not counted in determining SSI eligibility and resultant
Medicaid eligibility. As a consequence, federal policies are often criticized as creating
a bias toward out-of-home placement rather than supporting families.



i

OPTIONAL COVERAGE
Children Receiving State Supplements

States may provide supplemented payments to SSI recipients and persons with
iIncome in excess of SSI income standards. States have the option to extend Medicaid
eligibility to children receiving the Supplemental payment. The income limits to
receive a state supplemental payment vary by state.

Medically Needy

This refers to individuals and families who do not meet the financial eligibility limits
for AFDC, SSI or state supplement, but who lack the resources to pay for their
medical bills (usually because of inadequate private health insurance). Insuch
instances, a individuals must "'spend down'* income for medical expenses until
countable income fails) to a level specified by the state. "*Medically needy' individuals
must satisfy special income and resource limits set in the state’s Medicaid plan.
Federal regulations require that a state set its medically needy income standards no
higher than 133% of its AFDC payment standard. AFDC income limits and
""medically needy'" income limitations vary by state. In 1987, medically needy levels for
a family of four varied from $267 in Tennessee to $1,009 in California. Thirty-six
states currently operate medically needy programs. The numbers of persons served
by a medically needy program vary widely and are dependent upon the level of the
state AFDC payment (Fox & Yoshpe, 1987b).

Foster and Adoptive Children

This includes all foster care and adoptive children who have incomes and resources
within certain prescribed limits and, who were placed by the stvce, but were not
eligible for AFDC cash assistance prior to placement.

Pregnant Women and Children

This options includes all pregnant women and infants up to age one, whose family
income is under a state established threshold that does not exceed 185% of the federal
poverty level, and incrementally on an annual basis to children up to age 8 whose
family income does not exceed 1009 of the federal poverty level. Additionally, states
may: omit testing for jssets or resources (i.e. only test for income); use the more
relaxed resource testa used by the SSI program; and/or disregard changes in income
once a pregnant woman is determined to be eligible. Low income pregnant women
and young children are not required to meet the family standards, other categorical
criteria, or financial criteria of AFDC. Also, pregnant women and infants with family
income above 150 ﬁercent (and up to 185%) of the poverty level, can at state option,
be charged a monthly premium. This premium cannot exceed 10 percent of their
gross income, less child cars expense.

Waiver Recipients

States can opt to B_rqvide ail Medicaid services to all persons with disabilities who
meet the SSI disability criteria and who are receiving services through an approved
home and community-based waiver or through a model waiver program.



Services covered

All states are required to provide the following Medicaid funded services:

* in and out-patient hospitalization;

* laboratory and X-ray;

*

skilled nursing home for persons over age 21;

*

home health services for persons over age 21;
* rural health clinic services;

* nurse midwife services in those states where midwifery is licensed or
allowed by law;

* family planning;
* physician; and

* early and periodic screening, diagnosis and treatment (EPSDT) for
children under age 21 (see below).

A state may also cover a wide variety of up to 32 optional service categories at
its discretion, ée.g., preventive and rehabilitative services; home care or nursing
care; home and community-based waivers; medical equipment and appliances;

g rivate duty nursing; home respiratory care services; and case management),

tates have wide latitude to limit the “frequency, scope, and duration™ of Medicaid-
covered services (e.g., by limiting the number of physician visits that will be
reimbursed). Services under Medicaid except for home and community-based
waivers and targeted case management must meet criteria of a 'statewideness and
comparability"" (meaning that services must be equally available and of equal scope
across all groups of Medicaid eligible). In most of these areas the state sets the
standards for services. States also have broad flexibility in determining payment
rates for covered services. Some states have elected to provide comprehensive and
often unlimited coverage for all, or nearly all, of the federally allowed Medicaid
services, while other states provide more limited benefits and may exclude
extended home care, speech and occupational therapies. Moreover, a state can opt
to exclude ""'medically needy' eligibles from optional Medicaid benefits. If a state
offers home care they are required to provide nursing visits, medical equipment
and supplies. Cost reimbursement methods (e.g., capitation through prepaid
health plans) will affect the amount of reimbursement for care.

Of special interest is the fact that every state must provide EPSDT services to
Medicaid eligible children under age 21. The Congressional Research Service
(1988) describes this program.



The EPSDT am is designed to assure the availability and accessibility
of required resources and to help eligible children use them

Mkw *CAWUICH UUb UUiJ W 1iUOUVIO QOi VIWCO)
but alflo to conduct outreach activities that link Medicaid-eligible children
with providers. Each state’s Medicaid program must (1) inform all eligible
children about EPSDT services, (2) provide screening and diagnostic
services, and (3) provide treatment to correct or ameliorate any discovered

health problems.

Each state must provide, at a minimum, the following EPSDT services:
assessments of health, developmental, and nutritional status; unclothed
physical examinations; immunizations appropriate for age and health
history; appropriate vision, hearing, and dental services found necessary

by the screening....

States are ﬂermitted to provide services to children under EPSDT even if
they are otherwise not available, or available on a limited basis, to other
Medicaid beneficiaries (e.g., vision, hearing, and dental services that may
not otherwise be available from that state’s Medicaid program), (p. 322)

~This enables a state to target an enriched array of services to children without
risking financial exposure in the remainder of its program.

The Omnibus Reconciliation Act of 1986 (OBRA ’86) also authorized state
Medicaid coverage of at-home respiratoiy care services to ventilator-dependent
individuals. Individuals must be medically dependent on a ventilator for life
support at least six hours per day, and require inpatient respiratory care for which
Medicaid would pay, if home respiratory care services were not available. The
coverage permits a state to serve Medicaid eligible ventilator-dependent children
at home without having to utilize a *"2176" home and community based waiver (see

the following).

The myriad of service options a state may elect under federal law as well as
the special limitations a state may impose on covered services render it practically
impossible to draw general conclusions about coverage, independent of each state’s
program. A careful review of a state Medicaid plan is required to determine the
scope of service coverages and their potential applicability to furnishing home
servic. to children with disabilities.



Equity and Fiscal Responsibility Act of 1982 (TEFRA)
Purpose

TEFRA allows states to amend their Medicaid state plﬂns to provide regular
Medicaid services (but not non-medical support services) to dll children with
disabilities under age 19 living at home, who because of SSI income eligibility
rules, (i.e., the undeeming of parental income) would be Medicaid eligible only if
institutionalized. Relevant statutory provisions are contained in Section

1902(e)(3) of the Social Security Act. ""TEFRA 134" coverage represented one
outgrowth of the 30-called "'Katie Beckett' waiver program.

Eligibility

The individual must both meet the usual categorical criteria for disabilit
under the SSI program and must require the level of care provided in a hospital,
ICF, ICF/MR, or SNF. The state must ascertain for each child that home care is
appropriate, and that the cost of this care does not exceed the cost for institutionﬂl
care. Unlike the "waiver'" program, this state option requires the state to cover d
children with disabilities who meet the criteria on a statewide basis, whether or
not they are institutionalized. The number of children that the amendment will
actually affect depends on the restrictiveness of the state’s interpretation of

requirements of institutional care. States are free to develop their own
implementing rules and to discontinue coverage for this group at any time.

Services Provided

Persons made eligible under the TEFRA state plan amendment are eligible
for all Medicaid sendees provided by the state comprehensiveness plan. The
amount and types of care available to the children depends on the of the state’s
Medicai d program and the willingness of states to expand Medicaid options.
TEFRA does not provide authorization to furnish alternative or other optional
Medicaid services. To offer such services, a state could seek approval for a
Medicaid waiver (discussed later in this report). A Medicaid waiver can be
operated in cogjunction with a TEFRA amendment.

State Participation

As of 1988, only 22 states have amended their state Medicaid plans to add
the TEFRA-134 coverage option. The reluctance of the majority of states to select
this eligibility option reflects wariness concerning the costs of adding a new
entitled service' population (Allan Bergman, UCPA, personal communication).



Consolidated Omnibus Budget Reconciliation Act of 1985 (COBRA *85)

This act added a new section to the Social Security Act under which states
were authorized to cover targeted case managementas an optional service under
their Medicaid plan. Case management is denned as services that will assist
eligible individuals "in gaining access to needed medical, social, educational, and
other services." Once such services are approved for coverage in a state’s plan,
federal financial participation in the cost of targeted case management services is
made available at the state’s regular federal assistance percentage. Case
management can be targeted to specific populations without having to meet
Medicaid "'statewideness'" or comparability provisions. The group may be identified
bK age, type or degree of disability, illness or condition "or other identifiable
characteristic or combination thereof."

Medicare Catastrophic Coverage Act of 1988

The Congressional Research Service (1988) reports:

The Medicare Catastrophic Coverage Act of 1988 (P.L. 100-360) provides
that state Medicaid plans which impose day limits on payments for
inpatient hospital services must establish exceptions to those limits for
medically necessary Inpatient services for infants (up to age 1) in
hospitals which serve a disproportionate share of low-income patients,...
These changes have the practical effect of increasing compensation for the
treatment of premature infants, infants with acquired immunodeficiency
syndrome (AIDs), and other disabled infants in hospitals located in states
with Medicaid programs that impose durational limits, (p. 330)

Omnibus Budget Reconciliation Act of 1988 (OBRA 1988)

As of January 1988, all residents of federally funded nursing homes who
have mental retardation or developmental disabilities must be screened to
determine if they require 24 hour nursing care. By 1990 alternative appropriate
arrangements must be made for residents who do not reauire such care. States
must also screen all new admissions by January 1989 and cannot admit an
individual to a nursing home unless s/he has been determined to require the level
of care provided by ths nursing home (Bergman, 1988c).



\MEDICAJD: WAIVERPROGRAMS

HOME AND COMMUNITY BASED WAIVER

Purpose

This program (sometimes referred to as ''2176 waivers' based on its
authorizing statute) enables states to finance a variety of home and community
based, non-medical support services not usually covered by Medicaid for recipients
who would otherwise need more costly institutional care. Unlike service options
available within the state Medicaid plan, coverage of home and community-based
(HCB) services under the waiver requires the submission of a special application to
HCFA. Once approved, waivers are effective for a three year period and can be
renewed for a five year period. In its application, a state must designate which
types of services it wishes to cover, how the services are to be covered, the target
populations for the services, eligibility requirements, and other assurances. There
IS no limit on the number of waivers that can be granted to a state. The federal
share of the program ranges from 50% to 80% depending on the state federal
Medicaid assistance percentage.

Eligibility
The Task Force on Technology Dependent Children (1987) provides the
following discussion:

Eligibility is limited to Medicaid recipients who, in the absence of HCB
services, would require long term care in a hospital, skilled nursing facility, or
ICF/MR. States may restrict eligibility for waiver participation to recipients
residing in certain geographic areas in the state; to individuals being
deinstitutionalized; or to particular individuals for whom the Medicaid cost of
providing HCB services is less than the cost of providing institutional care.
States may expand income eligibility for the target population in two ways: 1)
by not deeming a certain portion of the family’s income to be available to the
individual receiving care at home; or 2) by raising the Medicaid income limit
to a level equal to three times the maximum payment made to an individual
under the SSI program... [This is referred to as the *30096" rule.] Individuals
becoming eligible under this higher income standard are required to
contribute to the cost of their care. (Task Force, 1987, p.102)

Substantial portions of this section were prepared by Gary Smith of the National
Association of State Mental Retardation Program Directors.



The ""300% rule™ may be used for persons who, because of excess income, are
not eligible for SSI; would be eligible for Medicaid if institutionalized; and will
receive the HCB services. A state may employ the 300% rule (or a variation
thereof) only to the extent it applies a similar standard to determine eli%ibility for
institutionally-based services, (i.e. income levels for waiver services can be no more
generous than for institutional services). The SSI payment for a couple in June
1989 is $553 per month. The 300% rule therefore allows eligibility for a couple
with income up to $1,659 per month.

Unlike a TEFRA state Medicaid plan amendment, a waiver (both the 2176
"regular'* waiver and the "'model'* waiver described next) permits a state to limit the
waliver of the deeming of a portion of a family's income to a discrete population.

Servicesprovided

States may provide services under the Home and Community Based Waiver
that are otherwise not covered by Medicaid, such as homemaker, respite care,
personal care services, minor home modifications, non-medical transportation,
emergency response systems, family consultation, habilitation and supported
employment programs, as well as augmented regular Medicaid services, (i.e.,
beyond the extent, scope, and duration of the states Medicaid services) such as
hourly shift nursing, personal care, medical supplies, durable medical equipment,
and other services as approved. Under a waiver, a state may relax limits
established for regular state plan services when such services are furnished to a
waiver reciFient; a state is not reauired to meet medicaid "'statewideness' or
""comparability’* requirements; ana a state may authorize Medicaid services it does
not cover under the state plan. Where it can be shown to be cost effective, the
waiver’may also be used to pay for an individual’s private insurance premiums.
Recent amendments to the waiver include employment related services and
supported employment as allowable HCB services.

Restrictions on Waiver Programs

In adopting Section (1915)(c) of the Social Security Act, Congress mandated
that a state must demonstrate that the average annual per capita costs of HCB
waiver services would not exceed the average costs of institutional services (e.g.,
ICF/MR. hospital, or nursing home payments) that would otherwise be furnished
to waiver recipients. In its implementing regulations for Section 1915(c), the
Health Care Financing Administration (HCFA) promulgated a complex formula,
designed to assure that a state’s proposed HCB waiver program was cost-effective.
The essence of this formula is that, in order to gain HCFA’s approval of its HCB
waiver application, a state must demonstrate that spending on long-term care
services (HCB waiver and institutional services) while a waiver is in effect will not
exceed expenditures that would have occurred in the absence of a waiver program.

HCFA provisions permit a state to develop waivers specific to individuals with
specific conditions and gauge cost-effectiveness against the costs of institutional
services furnished to this subset of clients. Hence, in targeting waiver sendees to



ventilator dependent children the costs of furnishing hospital-based services to
such children may be employed rather than the average costs of all hospital
services.

In practice, HCFA requires that a state demonstrate that: (a) not only will
long-term care per capita expenditures under a waiver not exceed those projected
to occur in the absence of offering waiver services, but also that (b) the number of
persons receiving long-term care services in a state will be no greater as a result of
offering waiver services. HCFA’s waiver request/renewal process includes
considerable negotiation concerning projected long-term care caseloads. In the
end, the projected caseload constitutes a *‘cap'* on a state’s utilization of long-term
care services on behalf of the target population. If, with a waiver, a state failed to
effect a reduction in long term hospitalization, HCFA would question the
effectiveness of the program.

As a consequence, the HCB waiver program is an anomaly among Medicaid-
reimbursable services. Whereas for other services, a state may not overtly limit
provision of services to a fixed number of recipients, a state must do so in its HCB
waiver program. Consequently, an HCB waiver program is not immediately
expandable due to increased recipient demand. Federal review criteria also place a
large premium on the deactivation of state institutional beds in order to expand
walver services. Finally, the HCFA formula itself creates a substantial financial
disincentive to offering lower cost services to waiver recipients. The waiver
formula does not permit states to realize the savings of offering lower cost services
and then to offer these savings to new persons. Therefore states tend to develop
waivers for relatively higher cost services, thereby obtaining more federal dollars,
rather than opting to offer the less expensive in-home services. This a key factor
behind explaining why in-home services typically do not command a significant
share of HCB walver spending in most states.

State Participation

Presently 39 states operate HCFA-approved HCB waiver programs targeted to
serving persons with developmental disabilities. The scope and range of services
offered under these programs varies enormously. As a consequence, determining
whether services are available under a state’s waiver program that could play a
role in meeting the needs of children at home requires an examination of the
particular sitate’s waiver program provision.



Purpose

The so-called ""Model Waiver'* option was developed by HCFA to create a
streamlined process for a state to offer home and community-based services (under
Section 1915(c) of the Social Security Act) to a relatively small number of
individuals. This program was intended to replace the case-by-case waiver
requests that emerged as an outgrowth of the "'Katie Beckett'* case which allowed
states to redeploy Medicaid funds for inpatient services to the support of in-home
services. However, the ""Model Waiver" Tprogram establishes no special
opportunities to initiate home services for children with severe disabilities apart
from generalized statutory authority governing the home and community-based
waiver program. Structurally, there is no substantive difference between the
model and the "2176" waiver program. The chief distinguishing characteristic of
""Model Waiver' programs has been their size and the types of services/individuals
states typically target. The model waiver represents an oloportunity for a state to
more discretely target waiver services to a participating client subpopulations ge.g.,
ventilator dependent children living at home), ana the model waiver is generally
oriented to serving children living at home. U\itil the passage of OBRA-87 in
December, 1987, HCFA restricted the size of Model Waiver programs to no more
than 50 individuals. Under OBRA-87, Model Waivers serving up to 200
individuals are now permitted. A state may propose to operate two or more model
waiver programs ana may operate a model waiver in addition to or in lieu of a
regular section 2176 waiver. If a state already has a 2176 waiver, the model
waiver application form permits the state to avoid repeating some material in its
request.

Eligibility

Model Waiver eligibility criteria parallel those employed for the 2176 home
and community-based waiver program. HCFA encourages a state to utilize the
Model Waiver mechanism when it is seeking to cover a relatively small number of
individuals. In addition, where coverage of children living at home is desired,
HCFA also encourages (but does not mandate) that a state consider concurrently
applying for a waiver of the ""deeming'* of parental income as a means of
broadening eligibility for Model Waiver services. A state, however, may apply for a
waiver of "'deeming'* wh«n it is seeking HCFA approval of a "'regular’* HCB waiver
program application.

Services Provided

While a state may propose to include an array of medical and non-medical
services in a Model Waiver program application, HCFA guidelines urge states to
restrict Model Waiver programs to a limited set of services. As with a "'regular'

This section was largely prepared by Gary Smith of the National Association of
State Mental Retardation Program Directors.



waiver program, a state may propose to cover medical services not otherwise
furnished under its state Meaicaid plan and to augment the extent, scope and
services available under the state plan.

Other Notes

In most instances, states have employed the Model Waiver program to extend
Medicaid coverage to relatively discrete, low-incidence target populations. Since
utilization of home and community-based services is capped, some states have
found the Model Waiver program to be a preferable alternative in covering home
care services for children with severe disabilities to opting to add TEFRA 134
coverage under the state Medicaid Blan. Like "'regular’ waiver programs, however,
the Model Waiver program cannot be viewed as a means of achieving broad-based
Medicaid coverage of non-institutional services. A "model"* waiver may be
appropriate in the case where the services a state wishes to furnish vary markedly
from those that would be furnished under its regular waiver or if the institutional
costs that would be incurred in the absence of a waiver are differentially higher
than settings such as an ICF/MR.

WAIVER PROGRAM FOR "BOARDER BABIES"

The Congressional Research Services reports (1988):

The Medicare Catastrophic Coverage Act of 1988 (Public Law 100-360)
establishes a new waiver program targeted at boarder babies,"" children
who are infected with the acquired immunodeficiency syndrome virus
(AIDS) virus or who are drug dependent at birth and who may remain in
hospitals indefinitely because of problems in finding an alternative
placement. The new 1915(e) waivers will allow states to provide services
to such children, as well as to any children with AIDS, who (i) are under
age 5, (ii) are receiving or are expected to receive federally funded adoption
or foster care assistance, and (iii) would be likely, in the absence of
waivered services, to require the level of care provided by a hospital or
nursing facility. Covered services could include nursing care, physicians
services, respite care, prescription drugs, medical devices and supplies,
transportation, and any other service requested by the state aud approved
by the Secretary.

As with other home and community-based services waivers, the state is
required to provide assurances that the health and safety of waiver
participants will be protected, that there will be financial accountability for
program funds, and that the projected per capita cost of the program mil
not exceed the costs that the Medicaid program would have incurred for
the same individuals in the absence of a waiver, (p. 343)
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INTRODUCTION

The Community Care Program for the Elderly
and Disabled (CCPED) is in its fifth year of
operation. With the combined efforts of
County Boards of Social Service/County Wel-
fare Agencies. Medicaid District Offices,
Case Management Sites, service providers,
‘amilies, other support persons, and other
committed individuals in government,
CCPED has served more than 5,000 elderly
and disabled individuals in New Jersey since
October 1, 1983.

The intent of this report is to look back at the
first three years of CCPED to see how the
program has evolved, identifying its strengths
ar;d successes as well as areas that may re-
guire change or attention in the future. The
report also contains statistical data concern-
ing the population served. By reviewing the
data collected and issues that have been
raised by program participants, we can plan
more effectively and responsibly for the fu-
ture.



LOOKING BACK—
HISTORY AND EVOLUTION OF CCPED
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Cost-Effectiveness.

In order to comply with Federal cost-effec-
tiveness requirements which stated that, the
cost of home and community-based services
could not exceed the cost of institutional
care, a 70% of nursing. home cost-cap was
imposed on each individual’s service pack-
age, This meant that the total amount of ser-
vices paid for by Medicaid under CCPED
could ‘not exceed 70% of what Medicaid
would have paid for that |nd|V|dua| ina nurs-
ing home.

The removal of pharmaceuticals from the
service package enabled CCPED clients to
receive more home care services, such as
homemaker and home health aide services,
under this service cost-cap.

In 1986, New Jerse)é amended the CCPED
program o allow 10% of the caseload to be
served at 100% of nursing home costs, with
90% of the caseload remaining at the 70%
cost-cap, This was done to accommodate
sicker clients who needed more services to
remain at _home than .could be provided
within the 70% cost limit.

Initiated In the fourth walvered Xear this
change meant a change from a 70% service
cap 0 $770 80 - $1,063.86 to a 100% service
cap of $1,101.15- $1,519.80 a month {the
hgh and low fi ?ures representing the skl
and )mtermedla "B" nursing home levels of
care

C
Cost-Share Requwements—

Federal regulanons re u|red tﬂat a|| recipi-
ents shared in the cost of the services re

ceived when their income exceeded mainten-

ance needs. Medical expenses not subject to
payment by a third party were considered
deductibles from this cost-share. Mainten-
ance needs were defined by the Federal gov-
ernment as the Social Security Income ( SI)
standard. This amount changed from $333.4

a month in 1983 to $307.25 2 month in 1986.

New Jersey felt that this re?ulatmn posed a
hardship on many individuals who had much
higher living costs, and served as a deterrent
to-apply for CCPED and needed services.
New Jersey petitioned the Federal gavern-
ment to allow an additional $150 for nainten-
ance needs but the request was denied. New
Jersey then opted to use state funds to allow

3
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up to an additional $75 per client for mainten-
ance costs so that more individuals could
choose CCPED as an alternative to nursing
home care. With assistance from New Jersey
Senator Bill Bradley through the mechanism
of an amendment to the Consolidated Om-
nibus Budget Reconciliation Act of 1985,
states were allowedJ;ﬂralse the malntenance
needs" deductible. 7In 1986, New Jersey
elecfed to add an additional $75 or a total of
$150 to the SSI standard as the allowable
maintenance deductible for the cost-share.
This meant that clients could deduct up to
$150 for maintenance, plus medical and re-
medial expenses from 'their income before
paying the cost-share for CCPED.

Eligibility Requirements

The eligibility criteria for CCPED in 1983 were
as follows:

» Individuals had to be 65 or gver, OR de-

termined disabled under the Social Secur-

|t%/ Act and recelvm% Social Securlt dis-
li be eligible for Medi-

Ity payments, AN
care.

* Individuals had to meet Medicaid's skilled
or intermediate nursing home level of care
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APPLICATION AND ENROLLMENT
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manager, etther (a nurse or a social worker
can be employe

Included in the responsibiljties o f the case
manaﬁer are assessment of the ment Erfe
aratlo faserwfepan whic mcHde (?
mal and. informa P orts), Cost-S e-
termltnatlon0 OOF '?as"?n azgrgttcne e|ver
monitorin Vi ISt
vocatln gfor t(he cﬁlent and/or tqamrt as
needed ase ana ers, have ger orme
ce tlonw eettn{g eh nts' nee s |n
ost-effective manner hile ensuring that
quahty care is given,

ThIS regort concludes with segments of un-
?o licite etters sent to cgse mana ers b
amilies. of clients served und er

These Ietters attesé to t 3 qUﬁ lity o case
management provided under this”program.

Home Health Services

Home Health servmes |nclud skilled nursin
homemaker home ealth altfes gh ysical agd
0ccu atlon terag)les s(g)ﬁe lang uag

atholog % med|ca| oclal WOrK Services and
erta|n edical supplies.

Licensed certified home health ggenmes
under contract to the Division of Medical A

sistance and Health Services provige these
services. These ; .encies have provided ex-

cellent home care to clients and have been
Sgcir;\éétuab?e part o? (he CCPED service

Prospective retmbur?ement of home health
services est lftshed or the program remain
a major Hro em In CCPED, F BS are nase
upon’ audited data secured from Medicare

st reports since New Jersey Medicaid plg

/i Medicare nnuPle? ?f reimburs

ent gencles are. particularly concerned
that the Visit rate paid under Medicare does
not accomm?date the chronic care required
ah CCPFD clients, To remeft%/ this problem,

hourly fee for home hea a| e serV|ces
was Su %este ne |n Im
Rllement 8on the choice o t agency in
ovember 1

Another rowi t? groblem IS the insu f|C|ent
ntam ero %ertt ed homemaker/home heath
aides, particularly in some aphical
areas t0 meet thg demands f ong?t ?nepcare
Inade u te tr ns ortatton systems com-
g Glu h) d In sdme Instances
ides are unable to et to a client's home to
provide the serwces

The New Jersey Department of Human Ser-
vices and De[r)a¥tmeﬁ {n at(h haveztormed
an interdepartmental tas orce to djscuss
Issues related to the homem ker/home
health aide shorta%e A report will be 1pres
ented to both Com |33|oners per g orm
mg the asis for increase in the avalability of
staff in the home care arena. It s feltt at'the
demand for services unger f: Iﬁ Has
provided a mechanism f or| entifying this
veloping need in New Jersey.

Homemaker Service

Homemaker Service has heen the backbone
of CCPED and has grown from 43% of total
seryice payments In"the first year of 8CPED
to 62% of total payments in'the third year
s e
resmEg (tl chousehold tags’ksgsuch gh ht
o eplnrge, nrtn earse) reepnatratrlé)tré aneneral'O
impu
ﬁ)wr than for Home health a|degserV|cel
makes this the most sou?ht after service in
However, atI}enc es continually feel
that Medjcaid IS no meetlng true sérvice
costs and annuaIIy request e Increases.

A nev/ groug fa enues was enhsted to be-
come approved Medicaid é)row ers o th|§
service area. About 57 B netarY

non-profit agencies have been enrolled since



983 Re uired to m eet DhVIShﬁ standargs.

e aso ere trarne in t process

In turn eogoed a new set of rela-
tronshrps with MDOs and case managers.

Due to the growing number o encres and
a neeq to. ass re_continuin rtgr care
ccre |tat|on the Indust U orte
y the rvrsron a require ent or |car

oartrchatron of the e agencjes. Ail agencies
roviding homemaker servrce are now re-
uired_t become accr (trtehd bﬁr the Natronat
-IomeCarmg ounor oundation. 0
Hospice a e are(} or the Commission
on Accre tatr or_Home are ased In

Jersey, January 1 1988 for
oroprret ry a encies and June 30, 1988 for

non-profit” agencies. hortage, of par
rof ssronalg arti Iarf E ?rcantpwréh
hese a?encres snce omemaker service 1S
their primary agency service.

Medical Day Care

Medrcal Da Care offers a variety of health,
social ag suPOporérve services In G[orty nine
Medicaid a centers located I, nurs-
|an; omes eestan set‘rn s, or affiliated
with_hospitals. AIthou nly ¢ % of CCPED

ments were made or med |ca da care,

com rehensive (Fac a e o serv Ces IS

ene |a to cIrents ble t ve their own
ome ne to five ayéawee naveraq
e |ca ay cahe pe iem s considerably
than” ot ome care Services
urchased S ﬁarately for th? same trrq
Sl
r urs Vis) v
%narflor drs%lne sonp%ut It also provide
needed socrarza jon and peer contacts

Social Adult Day Care

Social Adult Daty Care emphasrzes social anﬂ
recreatronal activities jna'g rrf setting, wit
some health monrtorrng ents atten mq
social day care do not sua need medica
attentron durmri the day but may need close
general s ro(erv sion to prevent suc behav-
|ors as wandering. Lesa than 1% of t e tota
ex enditures are” for this se‘vrce A soora
ay care centers must be public Ey funded an
monitored to partrJ ater CCPED. They also
requrre a Medicaid" provider agreemerit.

Respite Care

Respite Care is g temporary service offered
on n as needed pasjs to refieve families car-

ng for Indlividyals at home. It can be provided
at ome by a homemaker/home health aide,

] R —_ ft— -

employed by appraved agencies or in nurs
Ing homes by facllities whrch havea Med |card
Pr vider ag eement. T e reim urse[nent of
espite car Eagursm home equals erther
the facrlrtyss illed or intermediate care rate.

There is a need for more nursmg ﬂom s to
|orovrde respite care. The servicg nas een
ited be[cause facrlrtref annot predict when
ed wr ecome av% le or res Ite care,
T erefo amrlresrn 0 need to be away a
a specit |c time u%ua cannot be gu rantee
the  availability of @ bed when needed.

Resprt? care |n the hgme by a home
mak%r home ehalth alde |s not awaﬁ/
feasinle due to t eshortaﬂe of aides willing
to work weekends or evenings.

Medical Transportation

Medical Transportation is non-emergenc
transﬁortmg ? %Irents by a surtaBIe veh?ﬁe t)o
obtal eb 3ervrce This servrce 5
ﬁ]rovr ed by traditional Medicaid Rrove
edrcal trans gortatron roviders, USI ﬂ
examg h coaches, or lﬁ/ Ve |c|es
rovided t ng the countg welfare a en
les Medicaid-funded tranSportation
grams.



LETTERS OF SUPPORT

We have Fece jved humerous unsolicited let-
ters from tamilies clrﬁnts sentto ¢ se man
ement sites érn e Division of Medical
??HCG and Health Serviceis (DMAHS).
The ollowing are excerpts from these letters.

TO: Bergen County Board of Social
Services, October 20, 1986.

TO WHOM IT MAY CONCERN:

“M mother as a recrprent of the CCPED
ram oramostt ree ears (Passe
awa on Au ust t] dre In her
own’ home, wr |swha sewane ﬁ
was 8/ gears ol and was,terrified (as | thrn
ﬁst older Peoga are% é’f not being able to
take care of hersel having to"go to a
nursing home. Your Program enabled her to

stay in her own home and her own surroynd-
Ings, and for that | am very, very grateful."

TO: Passaic County Board of Social
Services, November 13, 1986.

"l wapt to re-emphasize what | expressed. to
you In our recent telephone conversation
concerning r%/verg deep appreciation for
your many kindnesses.

There is little question |n m mrnd that you
wenh out of your Wa¥ roul to mx
mother and my srste |n assrstr g them |
terrneeds Ina ay and age wh e

eral gubr 1S of ent mes crifical of those ho
?erv In the public sector | can attest to the
act that you personity, in the highest sense,



W

a dedicated H]ubhc servant who has a deep
concern for the publrc citizen.’

"\ A TS [
TO MCOSS Nursrng Inc., January 30, 1987.

"On J) mother and maysel
wou| j e to ?fh) %s ur %pDnrecr tion an§
9ratrtuu renree?rtrcular for your Rtrongragn and_
fo you, p yucorue qui

As y?u well kn%w this %ram has enabled
my elderly mog ert? remain at home, In fam-
|||ar and com fortable surroundings and still
receive the care and attention So vital to
someone of ninety-one.

The case management has
Pro essronn] vv%ether rt e on a me
nancial or emotional level.

You have aways een there 'In the Wrng

readg to he D ank lvou for the progrdm
nd thank you for being part of it

TO: Division of Medical Assistance & Health

Services, Office of Home Care
Programs, November 25, 1986.

"My father-in-law became an active Rartr |-
Ea t I the Communrtg Care Program for the
der| v and Disabled on November 19, 1986
Lwoud like to exnre%s our aPJ)recratron for
IS acceptance Into the program

heen thoroHPChaly

| was ver ressed by, and. wish to ac-
knowe ﬂ ap reciation, the verg
courteo rcr anner In which w
ere ntervrewedb ourstaf Each one was

riend |y, warm andy Ynterested

hanh you, not onl vour assistance but
ﬁso or this ver posr lve experience In
uman services.

TO:  The Administrator of the DMAHS,
Office of Home Care Programs from a
Regional Staff Nurse employed in a
Medicaid District Office.

"Since | hav started doin re $5€SS é %n
m%ﬁ?sSItone a arcrgsrm rovaevde hsrcal
and ment zﬂfy ppy P physicall

It was heartwarmrng to me, rErartrr:ularlg when
Isawarec lent yesterday ‘that I'had n tseen
} e She looked so much hetter and
rre van

chatty. Last year, when | saw er
%%hr]gd that sh% would be able to be kept

Thrs proved to, me that this vj)ro ram reaIIZ
works. The ﬁmrl y is pleased with the service
and only ask that they stay the same.

Three cheers for CCPED!"

POPULATION SERVED

The olloYvrn IS an a al srso ata com iled
a

rpopu tion serve urrn first three
te/rre]as f CCPED, representr g 4075 recipi-
Sex

Of the 4,075 clients served. 76% were
females: 24% were males (Chart 3).

Age

The numbers f individuals served over
age 65 |ncrﬁ ed from 8Q% to 87% []om 1983
to 1985, e pre onderance of the rech
ents In'the 75-84 egroup It is interesti

fo note that a sizeable groug .an average 0
%)7/0 were over the age of 85 in 1985. (Chart

Al ﬁhree years of the rogram reflected a
ﬁrmr ar age picture, t sf%t that CCPED'S

zcr)njrt]e ers(elrvcee p\av% ¢ Iscouraged the

more extensive
ervice covera e and were better accommo-

dated und er edicaid's Home and C m
munrtP/ ased Services Waivers for Blin
Disapled Children and Adults, known as

Medrcards Model Waivers.

Race

Race variations as rIustrated hﬁrt 5 aP-
eare to e unusua dstaf until t arwee
omPare fo t e populatjon’ I New ersev
nursn homes. evet -nine percent of ind
vrdua served under CCPED Were white, with

17% black recipients, and 2% Hispanic re-

m

1



cipients in 1985, Medicaid resrdents in nurs
m homes In 1986 were 84% w rtﬁ
ck and 1% HrsRanrc revealing that th e
[)achal varlation of t ﬁ]onulatron nrolled In
programs was Si

Living Arrangements

Other characteristics of CCPED recrprents
were examined. C art 6.sh ows the livin ar

ran emento enro ﬁes Th %r st nu
i, resre wrt gtc ren, 303
rved alone lived with a S ouse an

1.1% had oth er arrangements, such as livin
i 2 i nerrrf o e S
important in this
prog raﬁP the avart?ﬁbrlrt 8 anpadua]ttchrldtor
quse provided the néeded support for the
Fpmterje fervrce recelved under Ep H
act th at] about 1/3 of the recl rents ||ved
alone, athou gh ditficult to accR 1y r}]
Frned pro essronas attests to t es e
the freedom of choice given to all indivi
Faselectrnr%r this ro ram. Many Bersons re
used . to ter n rsing homes, despite the
unavarlabr fami and t e limitation of
services. owever number . of these
"loners” did have frrends or children. who
lived nearby and looked in on the recipient
on a requldr basis.

Income Level and Cost Share

Income levels of CCP D clients as seen in
CUIarreth rwerg resgﬁcteg ram ?re elrgsrbfl?tm (r)gt
&5/02]?1 dﬁ rncome ? om $368 f0 5521
onth, a consid era numbg (92 had
%her Incomes, from 522 89 onth
lower  Incomes 00} under $367 a
month éyet were melrgrble or regular Medi-
cald cause o S

usal o[] arental In-
gomes hcomes which exceeded
|mt())nth al ou%h the matxrmr#]m In-
come eligibili a mopth
mary reason %r t?ns can Be attnbuted to |[t)h
costs are lia rIrta/ requrrement All recrgrent?
Were require accordance wrth dera
requlation to share In the cost o care, The
cost-share was determined ny ?uctrn a
standard marntenance allowa ce Phus med
cal and remedial exp enses rom. the crents
gross Income. Those clients with high |
omes.had a hrgh cost-share thereb drs
couraging partr Ipation ~in the program
Those™ individ u%s would urchase sefvices
directly rather than through CCPE
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Diagnosis

anar¥ dra%noses of CCPED recrprents are
! usstlr(aaed ro eC hartas8a gr gura]t%srt 3 rrg
P ng In 91% Tt ep OB [atron s¥erve
mainin drsorder? oec rrrnrly at equal drs
tn ution, were, difficulties with nervous sys-
e(m res Iration, metabolism, mu?c l0-
skeletal rﬁroble S, cancer aHd menta dh
orgers, Alolrso ers a eare to not% nl
rerelr(rencnhlﬁtod th(erel%ile/rel 0 %gr atrorrr ”otu? ron
9esrd|ng In ?on |[rerm care P] cr?trgspTﬁere-
fore, this in ormatron apo a]ed to cfon irm the
appropriate targeting of the popufation.

Level of Care

Federérl regulatrons regurre that cIrents
served under CCPED mutr%%urrea vel o
care rovided in a nursrn% me, alt oug
gy choosehto remal e wit r

vrcs ee Attachment A ora escription of
ghe three |evels of nursing home care.) Chart
ce rly demonstrates th tCCPED IS ttract

In eapPro nfrte rr)ogér ation. The level of
caeﬂ individuals serv underC PED over
the three years compares favorably to the



Medrcard pogulatron served rn New Jerse trents ho are rnstrtutronalrged i rs under
rsrr&% homs Note that In Year Sne t and? e that termination from C

RI Crentf\| ere assesse ﬁ ts from death or admission to a nursrng W
Level compared to8a ome.

ursin Facrlrtygs
0 antr?nts asse i SNF in nursing omes

9% 0 ‘ent e asselsse nterj Length of Stay on Program
trPJGGdQ/te (%‘Fare aetrceln sin nurs.rneve gr?reg o Chart 11 illustrates the |en th of time clients
C F |t |%|: B |r t 23/ long term care servrces rogram, it s
are acrr Gve compare % Inferesting to nofe that 98% were sely d "

atje ts  nuring homes. ﬁ ee é & uqnéer ore that. 0

YV?,SE?] {rhercl%tveedstoere was great D arrt:y remained on CCPED over a ear “The frarItZ

care requir of the _popujation served attributed to
rec dErents t0 t 0Se in nurschag homg rnce shortenr gpoﬂ program involvement.

Vediend Medicel Lyauaton W%Sahts! e By

edical uaty

terming medical elrgrmrty jo CCPED and for Payment of Services

nursrn home Iacement |t|sconc|uded that Charts 12-14 demonstrate the change in pay-
has indeed aPprorﬁrrate G'yta rgeted. in- ments made torservrces overthethreegears

rvrdarals Who wrthou home an cg munrt There Was a noticeahle growth in funds ex-

ased care would have been candid or homemaker servrces All other

ates or Een ed
ervice exgendrtures remained about the

nursing home admission.
gmens rew from amost

As a added note it aEBeared that the indi- %%?106000 o Ve One 13 more than

viduals serve d in some In; ion in Year Three as é program be %ecame

mi
rsrﬁannucrgic’n avgm esensrhlcce ‘%{]et a thg?geﬁegveég btettter Ianown and served a larger population
e cons?derabfy higher in the C8PED po% Stalewide.
ation. Chart 15

- Chart 15 compares expenditures under
Termination CCPED 't nuPsrn r?re expenditures.
Chart 10 delrneates the prr ipal reasons for Although the avera§e costs per CCPED re-

ch year of the_program

Ci
termination from C W th the majorit ot cipjentIncreased e
?rents In the ag ﬁlf E 5 84, \) y atprs ighest cost In Year three, it wa stil
merous chroniC ilfnesses and atchrng only on-third of nursing home costs.

13



CHART 1

THREE YEARS OF CCPED

PHASING

IN THE COUNTIES
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Enrollment
Process

Nursing Home

. Fi,naB cial Eligibilit
o Disability Determimation
(if unde age 0)

Medical EI|g|b|I|ty

Aﬁgro n?teness of CCPED
Care

Authonzatlon of Services

* Service Plan
o Arrange Services
« Monitor Care

CBSS—County Board of Social Services

or Codnty Welfare Agency
MDO—Medicaid District Office
CMS—Case Management Site

CHART 2

Hospital Home
Income  Maintenance Applicant
Techniclan
(Assessment)

Caregiver  Nurse SW  Applicant

CMS

Case Manager

Service
Providers

Caregiver/Client *'Home"





















CHART 9

LEVEL OF CARE

CCPED COMPARED TO NURSING HOME (NH)

LEGEND
ICF-A
ICF-B
CCPED NH CCPED NH CCPED NH leviEGE' [TARE
ICF-A = Intermediate Care Facility
YEAR ONE YEAR TWO YEAR THREE S = Siied Norcing: Facnior ™
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CHART 1

TO 3 MONTHS
22 20
LESS THAN ONE MONTH
13.5%
3 TO 6 MONTHS
24,1% 2 YEARS TO 3 YEARS

1.7%

18 MONTHS TO 2 YEARS
3.9%

1 YEAR TO 18 MONTHS

6 TO 9 MONTHS 11.5%

13.2% 9 MONTHS TO 1 YEAR

9.2%



CHART 12

TOTAL AMOUNT PAID FOR SERVICES
YEAR ONE

$690,197.00

HOMEMAKER

CASE MANAGEMENT

TRANSPORTATION/
SOCIAL DAY CARE

PHARMACY

1% RESPITE CARE
HOME HEALTH MEDICAL DAY CARE

SERVICES/PERCENTAGE OF TOTAL PAYMENT
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M Byarf™d

TOTAL AMOUNT PAID FOR SERVICES
YEAR TWO

$4,060,389.00

HOMEMAKER
CASE MANAGEMENT

1% TRANSPORTATION/

SOCIAL DAY CARE
1% RESPITE CARE

MEDICAL DAY CARE
5%

HOME HEALTH

SERVICES/PERCENTAGE OF TOTAL PAYMENT



CHART 14
AESS 05 e

YEAR THREE

$8,544,333.00

HOMEMAKER
CASE MANAGEMENT

TRANSPORTATION/
SOCIAL DAY CARE

1% RESPITE CARE

MEDICAL DAY CARE
4%

HOME HEALTH

SERVICES/PERCENTAGE OF TOTAL PAYMENT



CHART 15

EXPENDITURES AND AVERAGE PER CAPITA COSTS
CCPED vs. NURSING HOME

YEAR ONE—10/83 THROUGH 09/84

EXPENDITURES RECIPIENTS AVG. COST/RECIP.
010D $ 690,197.00 462 $ 1,478.00
NURSING HOME ... $332,063,329.00 29,157 $11,389.00

YEAR TWO—10/84 THROUGH 09/85

EXPENDITURES RECIPIENTS AVG. COST/RECIP.
CCPED ...ovvcvviin o $ 4,060,389.00 1,416 $ 2,868.00
NURSING HOME ... $363,338,654.00 30,521 $11,905.00

YEAR THREE-10/85 THROUGH 09/86

EXPENDITURES RECIPIENTS AVG. COST/RECIP.
CCPED ......oceoun $ 8,544,333.00 2,197 $ 3,889.00
NURSING HOME $375,460,917.00 32,281 $11,631.00

*SOURCE: EXTRACTED FROM ANNUAL FEDERAL REPORTS
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NURSING HOME LEVEL OF CARE CRITERIA

I&e é%lowmg g %OHS Were tak 0 from the Long Term Care Services Manual. N.J.AC. Title

aptere chapter 1, 9 19

"Level IIl, skilled nursing Patlent gans a person with acut? or subacute medical andj/or
mentﬁl dy funcgon requi mg? skille nur3|9 psycho-socia Hd restoratlve care durjn
a 24-hour period. The Level atlent requires ¢ ntmuous 24- ouraV|ab| Ityof n rsm
ersonnel at the ||3ensfd nurse level u Fr the %enera direction of a [)gslstere
essional nurse and will require other Skl ed services on an mtenswe asIS Inclu

e abllltfltlon The dysfunctlon ma n¥ Involve one or several ¥SIOO ical S stems ma
De stailized or not, with symptonts subsjding or mcreasm t|ent %/
fast_chair-fast, semi- ambula t or ambulap rg\mt ar VVIF ?(ut asS|st|ve devices), D
termination of tnT level of care re(l,]unes an |dentrfication of skills required and ewdence
ggatl raé a practical matter such care can only be provided ina Long Term Care Facility

"Level IV-A, intermediate care . atlent means 3 person with EP ?/sma and/or menta|
and/or so jal dys unction re(ﬂum? a a v?/ basis supstantial ass stancevnth ersonal
care, smvovmg dactn{) les 0 %| ng Nursing care at l[eve IV-A must b?
Brow e ours *Ilcense and nonlicensed personnel under the genera
Irection of areg|sten? rofessional nurse. These gatlents require (ionhnued restora-
tive an 1ps cho-socia s rvices which as a practical matter can only e provided In
a Long Term Care Facility setting.

Level IV-B, intermediate ?af atient" means an ambu‘ant or semla bulant person
vv|t hgsn:al and %r menta ){3 nction requiring minjma aSS|stancevnt ;t)ersona ciare
% asis. The Level [V-B p tient requn%s continuo sogm e avallabi ){
of license and nonlicensed personnel for each 24-hoyr period yncer th? 9enera
dlrect|on of a licensed ractlcal nurse. The patients at this; Ievel of care will %une
continuing restoratjve, revent|ve and maint nance care Which as a practical matter
can ?nl¥ Fprcr ided i a Long Term Car dﬁ’: settn% The Level IVB a|ent 15
H |rry self-suf uentwatlvmeso al IVI rvvlthout self-hel eV|ces
hiis/ner needs usually have greater socidl thar medical significance.
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The Community Care Program for the Elderly
and DJsabIed_(CCPED) IS In its fifth year of
operation. With the ‘combined efforts of
County Boards of Social Service/County Wel-
fare  Agencies. Medicaid District Offices.
Case, Management Sites, service providers,
families, other support persons, and other
committed individuals in government.
CCPED has served more than 5.000 elderly
and disabled individuals in New Jersey since
October 1. 1983,

1
o*‘*j"-_ o o_o' _;f. < e . * B

The intent of this report is to look back at the
first three years of CCPED to see how the
program has evolved, identifying its strengths
and"successes as well as areas that may re-
quire change or attention in the future.” The
report also"contains statistical data concern-
n% the l|oopulat|on served. By reviewing the
data collected and issues that have heen
raised by program participants, we can plan
{nore effectively and responsibly for the fu-
ure,



LOOKING BACK —

HISTORY AND EVOLUTION OF CCPED

Governor Kean in his SFY 1984 budget in-
cluded a $10.5 million apEroprlatlo_n from the
State's Casino Revenue Fund to finance two
major initiatives in home and community-
based long-term care:

+ The Community Care Program for the
Elderly and Disabled _

o Medicaid's Personal Care Assistant Ser-
vices Program

The funding of these two programs rep-
resented a major shift in State policy toward
developing a more halanced Iongz_-term care
system—one without the “institutional bias"
which forced elderly and disabled into nurs-
mq homes, hut rather one oriented toward
helping families care for their kin. It was an
effort on the part of New Jersey to provide
a full continuum of care so that individuals
could have access to services and settings
more appropriate to their needs and circum-
gtta?ces. as well as more cost-effective for the
ate.

The Community Care Program for the Elderly
and Disabled (CCPED) was_created in New
Jersey in response to the Omnibus Budg)et
Reconciliation Act of 1981. Section 2176,
Public Law 97-35. which encouraged the de-
velopment of home and. community-based
services rather than institutional proq_rams.
The Sixth _Omnibus Budget Reconciliation
Act of 1985 provided the Dasis for program
revisions.

CCPED was initially approved inJune of 1983
for a three-year I_zoeno by the United States
Department of Health and Human Services,
Health Care Fmancm? Administration (HCFA)
with an effective date of October 1 1983.
Jomtlz funded by Federal Title XIX monies
and the State of New Jersey Casino Revenue
Account funds. CCPED "was phased in
thrqughout the state over the three-year
period. CCPED was designed to serve a
maximum of 1,800 individuals at any ong time
at home Dby the end of the third year, offering
a limited package of home and’ community-

based services. These individuals otherwise
would have been eligible to receive Medicaid
services only in a nursing home setting.

Phase-In

The first phase of CCPED began in seven
counties on October 1. 1983, with nine coun-
ties added on October 1, 1984, and the final
five counties added on October 1, 1985 (See
Chart 1?. This phase-in of counties and popu-
lation allowed time to implement the program
effectively. Important aspects of the phase-in
were: oufreach to the communities; the train-
ing of staff involved in the enroliment pro-
cess;, recruiting, enrolling and trammg
providers; training individuals who woul
provide comprehensive case management
services to each client; and the development
and implementation of a uniform assessment
and service delivery system.

Services

Phase One of CCPED offered a package of
eight services, consisting of case manage-
ment, home health_ services, medical day
care, pharmaceuticals, _non-emergency
medical transportation, social adult dar Care,
homemaker, and respite care to eI|P|b e indi-
viduals. These services were selected as
most necessary to assist individuals remain
home and to complement services available
under Medicare. Phase Two, effective Qcto-
ber 1, 1984, eliminated pharmaceuticals as
part of the service package. Since most
clients also met the eligibility requirements
for New Jersey's Pharmaceutical Assistance
for the Aged and Disabled (PAAD) Program,
it had been administratively difficult to_ ter-
minate their PAAD and offer'pharmaceuticals
under CCPED.

The client received a monthly Medicaid card
from Blue Cross/Blue Shield Tnsurance Com-
Pany attesting to CCPED eligibility. This card
isted the seven CCPED services fo which the
client was entitled.



Cost- fE{cLivenes*

In ordef to comply with Federal Tost-effec-
tiveness requirements which stated that the
cost of home and community-based services
could not exceed the cost of institutional
care, a 7000 of nursing.home cost-cap was
imposed on each individual's service pack-
age. This meant that the total amount of ser-
vices paid for by Medicaid under CCPED
could not exceed 70% of what Medicaid
would have paid for that individual in a nurs-
ing home.

The _removal of pharmaceuticals from the
service package enabled CCPED clients to
receive more home care Services, such as
homemaker and home health aide services,
under this service cost-cap.

In 1986, New JerseX amended the CCPED
program to allow 10% of the caseload to be
served at 100% of nursing home costs, with
90% of the caseload remaining at the 70%
cost-cap, This was done to dccommodate
sicker clients who needed more sen/ices to
remain at _home than could be provided
within the 70% cost limit.

Initiated in the fourth waivered year, this
change meant a chan%e from a 70% service
cap of $770.80 - $1,063.86 to a 100% service
cap of $1,101.15-$1,519.80 a month (the
high and low _flgures representing the skilled
ggrde)lntermedla e “B" nursing home levels of

Cost-Share Requirements

Federal regul_atmns required that all recipi-
ents shared in the cost of the services re-
ceived when their income exceeded mainten-
ance needs. Medical expenses not subject to
payment by a third party were considered
deductibles from this cost-share. Mainten-
ance needs were defined by the Federal gov-
ernment as the Social Security Income ( SI)
standard., This amount changed from $333.4

a month in 1983 to $367.25 @ month in 1986.

New Jersey felt that this re?ulatmn posed a
hardship on many individuals who had much
higher living costs, and served as a deterrent
to apﬁ)ly for CCPED and needed services.
New Jersey petitioned the Federal govern-
ment to allow an additional $150 for mainten-
ance needs but the request was denied. New
Jersey then opted to use state funds to allow

up to an additional $75 per client for mainten-
ance costs so that more individuals could
choose CCPED as an alternative to nursing
home care. With assistance from New Jersey
Senator Bill Bradley through the mechanism
of an amendment to the Consolidated Om-
nibus Budget Reconciliation Act of 1985,
states were allowed J<>-raise the maintenance
needs deductlbte. *In . 1986, New Jersey
elected to add an additional $75 or a total of
$150 to the SSI standard as the allowable
maintenance deductible for the cost-share.
This meant that clients could deduct up to
$150 for maintenance, plus medical and re-
medial expenses from their income before
paying the cost-share for CCPED.

Eligibility Requirements

The eligibility criteria for CCPED in 1983 were

as follows:

* Individuals had to be 65 or over, OR de-
termined disabled under the Social Secur-

itg_Act and receiving Social Security dis-
ability payments, AND be eligible for Medi-

care.

» Individuals had to meet Medicaid's skilled
or intermediate nursing home level of care



requirements (even though the choice was
home care).

* Individual incomes had to exceed the SSI
community standard up to the institutional
cap ($1,008 as of 1/1/86), or individuals
had 1o be ineligible in the community be-
cause of SSI Deeming Rules. (This meant
that individuals were determined
financially eligible on the basis of their own
income.)” Parental and spousal income
were nof considered (deemed) indetermin-
ing eligibility.

* Individual assets could not exceed the
amount allowed to receive Medicaid ser-
vices under the institutional program.
Again, parental and spousal resources
were not deemed in determining eligibility.

o Cost of services could not exceed an estab-
lished amount which reflected 70% of nurs-

ing home costs to Medicaid.

In 1986, these criteria were modified as fol-
lows:;

* Individuals not determined disabled by the
Social Security Administration could be
determined disabled by the Bureau of

Individuals who were not eligible for Medi-
care but had other health insurance cov-
erage. which included hospital and Cphg/s-
ician coverage, could qualify for CCPED.

Services for 10% of the CCPED slots could
cost up to 100% of Medicaid nursing home
costs, rather than 70%, For example, an
Intermediate Care Facility (ICF) Level A at
70% was $985.98 and ‘at 100%, it was
$1,408.55, allowing an additional 5422.57
to be spent for Service needs. This in-
crease became effective in the beginning
of the fourth year.

Expenditures Under CCPED

The cost-effective features of CCPED, name-
ly, the use of case management as the pivotal
service. to_orchestrate fne service plan and
the utilization of the 70% service cost cap for
most recipients, has resulted in considerable
savings to the State. As evidenced in Chart
15, the cost of providing services to CCPED
recipients in the home was considerably less
than if they had heen institutionalized.
Althou?h the average costs increased each
ear of the program, at its highest level in
ear Three, the cost of serving the CCPED
recipient was only one-third of what it would
have been ina nursing home, $3,889 as com-
gared to $11,631. Chart 9 demonstrates that
CPED recipients are much the same as
nursmP home residents. Therefore, CCPED
not only is appropriately targeting those who
are at rsk of institutionalization hut is serving
them at less cost.

Final Note

We are pleased to conclude this section with
the information that CCPED has been re-
newed for an additional five years, to Sep-
tember 30, 1991, Upon our request, HCFA
also_approved an annual increase in com-
_munl(tjy care slots for each new waivered year
in order to meet the contmumq demand for
ser\llb%els. The allowable slots will reach 2,900
in .

The following sections. of this report discuss
in more detail the application and enroliment
process, demographic and fiscal data and
observations and recommendations concern-
ing CCPED.



The over%ll aﬂlmrnrstratron of CPED IS car-
ried out by the Depart Human Ser-
vrce Division of t\{t |stan and
Hea th Services, Wrt In the O Ice 0 Home
Care Programs he apg lication and en-
rollment | éJer formed loc I%b y the C ounty
Board of Social aervr es/Count %e

A enc andt e Medicaid Ci O]strrct |ce Int
|c nt's ounty of residence. Ero-

S, gescn rn his sectign an sum
anze on Chart 2. has not changed since
the program egan in 1983.

Applicant

At the Hme of %[:]Jlrcatron the mdrvrdual maK
live at home in communrtY ﬂne or Wlt
others: ma ospatal o[] nursing home;
roomrnr}r ome. The |nd|vr ua
can be Teferred to the County B Ldo oclal
Services/County Welfare Agency by a variety
of sources.

Countly Board of Social Services/County
Welfare Agency (CBSS/CWA)

The mdrvrdual makes ormal aﬁﬁlrcatron at
the CBSS/CWA servin eco of_resl-
dence The CBSS/CW lains CCPED. to
the aPplrcant an rn accord nce with existing
olicles an I|r])roce Ures etermrnes the ap-
licant’s financial elrgrbrlrt The. In ormaé
Cgpting ncome ant reéct‘ot%es'%ve“ o
wel| as 0 lqgibill U
e S et F I
costs areTabrlrt and ensures thatdrsaery
has een etermrned if the applicant is under
05 years of age

Medicaid District Oflice (MDO)

When _ the aP licant has been determrned
frnancraIIY eléjrble for CCPED, a reterral IS
made to the MDQ serving the_county of resi-
dence. A Medicaid Re |ona\| Staff Nurse and
Me rcal Social Care Specialist visit the appli
cant to assess the level of care required,
evaluate the aﬁgroi)rrateness of CCPED for
the applicant and d euss the choices of care
(home" or Institutional care),

The Nurse and Social Care Specialist then
discuss the case with a Medicaid Physician

Specjalist. If the applicant has been de-
termined tP be medrggll¥ raneed o[)care and
the cost of home care 1o e reim Hrsg [¥
Medicaid Is prokected to not excee e |
strtutronal servr e cost-cap estab |she
|n |vr al, the gpPhc nt 15 enrolled In
% oferre the Case M anage
ment ite within' the county.

Case Management Site (CMS)

U on receipt of the referral, the ca?e man
ager vr?rts e client and. with Input from the
client, tami member attendin hoysrgran

Medrcard taff, and service™ providers

Rrepares a Service plan to meet the crent]
eeds.. The case manager then assjsts t

client in securing services approved In the

service plan, Th cIrentT needs and service
rogram are ¢on nuous ey onitored by the
S manager while the client remains in

Delivery of Services

CCPED provides access to seve ser]vrceS'

case manag ement ome ome-

maker, medical da?]/ care, socral adult dérly

cafe resgarte care, and non- emergency me
transportation.

A flescrrptron of each service area, an
analysis of seryice™ utilization, gualrt
surance, and other service issues follow.

Case Management

Each CCPED recip |ent receives case man-
%gement srvrces flom a case manager
sed In a designated case management Site
Prt)rove y e Division of Medical As
sistance and He h Services. Case manage
ment sites are located in home health ag&n-
cies, county boards of social servrces/count
welfare a encres Medr ard District Office
homemak er home healt keagencres ang
one area oftrce on aging. The Dé&partment of
Humap Services ﬁm hasrzes an inter-
rscrp F pproach fo case manag ement
J tséota needs can be evalu-
ate a ressed. This means sites must
og ase mEnagers who are both nurse?
clal_ workers. In sites where a smai
number of cases only warrants one case



Cfrhurse Y% 0Mal worker

Included in the responsibiljti
er.are assessment o
rc rnc ude

termrnatron
rvrces an
the client and or
Case managers. have
ce tronaIIy well In
ost-effective manner whi
qualrty care is given.

rt concludes with segments of un-
c(as managers b

U\rty of case
r t IS"program.

I nts needs in
ile ensuring that

etters sent to

f clients serv
T ese Ietters attes to t
management provi ed un

Home Health Services

Home Health servic
homemaker home heath aldes,
occu atrona

ertarn grhe

es mclud(e skrlled nursrn
e

oral WOrk servroes a
dical supp Ies.

Licensed certified home. hea
under contract to the Division 0
sistance and Health

SEIVICES provi
services. These agencies h

ave provrge

cellent home care to clients and have oegen
ggcig\é%quab?e part otC Ehe CCPED service

Prospective erp]bg rsement of home health
Services est IS oFtE%prpgram remain
amaorH es ar ase
upon” audite ata secured from Icare

t reports, since NeWJerF Medrcad pg
acks Medicare rrncrpe ot reimburs
ent. Agencies are. particularly concerned
that the Visit rate paid”under Medicare doe
not acoommpdate the chronrc care require
XCCPFD clients. To remepIK this problem,
an hourly fee or home health aide servrces

was su este l?]y ne rn r Im
Rllement n the choice o t agency in
ovember 1
Another growing problem i th msu[]" t
num eroqcertrt?erﬁ)homema er/home elth
aides, artrcu ar rn some rge]oonap ical
area meet thé demands fo e care,
Inadequ te tr%nsrp]ortatron systems com-
oun In same_Instances
ides are u able to get to a client's home to
provide the services.

The New Jersey Deﬁartment of Human Ser-
vices and Department of Health have ormed
an rnterdegartmental task force tﬁ )scuss
Issues related to omema er/home
health aide shortargne Are ort wr 08 pres-
ented to both Com rssroners er a s form-
rng the asis for increase in th ava\ thrtyo
staff In the home care arena, It is ett at’the
demand for services unréer F R Bas
provided a mechanism for identifying this
veloping need in New Jersey.

Homemaker Service

Homemaker Service has been the backbone
of CCPED and has grown from 43% of total
seryice payments In"the first year f CPED
to 62% of total payments, in“the third year.
Homemakerser IC provrdes both asrc per
sonal. care s&r% as bathing, roomrng
reserg ousehold tasks such a Ir nt
ouse eprng, meal preparation and sh p
pwge rerm ursement  rate, generaey
[ tan ome health aide™ servic
makes this the most sought after seryice In
However, a%encres continually feel
that Medjcaid is no meetrng true service
costs and annuaIIy request e Increases.

A new groug fa encres was enlisted to be-
come appr ve e roar rovrders ot this
Service area priet ar

non-profit agencres ave een enro srnce



W.To

]h83 aIFs{eC\rv”ed to. m et DhVIShﬁ standards,

Iﬂ Umere g/aelpo eé d NEw se% pFOI(’:ee?:lS

tronshrps with MDOs and case managers.

Due to the rowing number of a oencres and
a need to. assure ontr(rjrurn ua ity of care
cere |tat|on bg he Indust ’\ﬁ)éported
the Division as a require ent or dicaid
rtrc“oatron of these gsencres All agencies
rovrdt bomema er erv(rjce atrhe NO\tV re-
uired_to.become accr e Nationa
HomeCarrng Councll fq (h ﬁ/oun dation o|
Hospice an ome Care) ort e Commission
on Accredrtatron) or Home C are based in
Jerse Januar 1988 for
Rroprret ry a%en les and June 30 1?88 for
rofit ag ncies. The fhorta e para-
Prof ssional articular E icant with
nese a?encres snce omémaker service I
their primary agency service.

Medical Day Care

Medrcal Da Care offers a variety of health,
socra an su Joortrve servrces In forty nine
car aplp ed genters located I nurs-
%] nomes teestandrn settrn s, or affiliated
h hospitals. Ithoug nly 4% of CCPED
oa ments were made or medrcal day care,
comﬁ)re ensive gac age of seyvices IS
oene ora to cIrents ble t ve their own
1ome (o ne to five oayéawee naveraq
med |ca ay ahe pe[] iem s considerably
ess an ot ome care SErvICes
Purchase eaﬁarately for te same time
rame Medr Care _qf erF not on
neolrcal anq nursing supervisjon for the ver
rail or disapled person, but it also provides
needed socialization and peer contacts.

Social Adult Day Care

Social Adult Daty Care emphasizes social anﬂ
recreatrona vities rnagr?up settrng Wit
some heath monrtorrng Clients datt nal o,
social_day care do not suaynee me |ca
attentron urrn the day but may need close
general su{o sion to prevent such behav-
|ors as wandering. Less than 1% of the tofal
ex enditures are for thrs servrce AII socral
ay care centers muyst be Ioub |c€/ funded and
manitored to participate in CCPED. T er¥aso
requrre a Medrcard provrder agreement

Respite Care

Res ite Care |s 3 temporary service offered
n as needed basls to refieve families car-
for Indivi tr]als at home. Itcan be provided

at ome by a homemaker/home hedlth aide.

employed by approved agencies or in nurs
Ing homes by facllities whr hhave a Med |card
Pr vider ag eement. T e reimh urse ent of

espite car ursin s elther
theq‘acrlrtys sErlél1 8 or in ermegrat care rate.
There is a need for mare nursrng homes to
|orovrde respite care The servicé has been
mrted because acl |t|es annot predict when

become aVﬁ le or respite care,
Therefore families who need to be away at
% pecific tr,ne usuaB/can ot be guaranteed

availabilit ed when needed.

Respite care in the home by ome-
mal?er? home eatpr r?e rs not atways

feasible due to the shorta%e of aides willing
to work weekends or evehings.

Medical Transportation

Medical Transportation is nop-emergenc
trans ortrng o? Pents byasurtagle veh?%e t)o
0 tatn %at dservrce ThiS servrce
R}rogr ded by traditional Medicaid rove

|ca| trans ortatron roviders, u | ﬁ
examg c?]coac es, or ti Ve |c|es
rovided t the countg we are a en
les Medrcar -funded tranSportation

grams.

St



LETTERS OF

We tgave trece jved umerous unsolicited let-
ters from families o mﬁnts sentto c se man
%ement sltes é‘” e Division of Medical
A ?ﬂnce and Health Services (DMAHS).
ollowing are excerpts from these letters.

TO: Bergen County Board of Social
Services, Octdber 20, 1986.

TO WHOM IT MAY CONCERN:

“M mother vYas a reC|p|ent of the CCPED
ram oramostt ree %ears She passed
awa on Augu uf she d|e In her
own” home, |§ |swa sewanted She
was 87 gears old and was terri |ed (as Iﬁhmk
most ol Peoep ?reé) not b emg ab e to
take care of hersel awr%; ?go to a
nursing home. Your Program enabled her to

SUPPORT

stay in gr own home and her own surrom
Ings, and for that | am very, very gratefu

TO: Passaic County Board of Social
Services, November 13, 1986.

"| want to re- emghasue what | expressed. to
Xou In our recent telephone conversatm
oncerning r¥very eep appreciation for
your many kindnesses.

There is little question in my mmd that you
wenh out of your wa?/ toh rPul to mx
mother and my S|ste m a33|st| I%; them 1
the|r needs, | na ay and age wh e the gen-
eral gubhﬁlso ?nUmes crifical of those wn
?erv In the public s?ctor Lcan aﬁtest fot

act that you personity, In the highest sense,
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T0: MCOSS Nursrng Inc., January 30, 1987.

"On J) half o mother and mgsel

would [ike to e s ur reclation an

?ratrtu e re ar grt Rro ram, an
ou |np rtrcu foryour contintied guid-

ance ana ep

As you well know, this ro%ram has enapled
my elderly mot er to remain at home, In fam-
|I|ar and com fortable surroundings and stil
receive the care and attention So vital to
someone of ninety-one.

been thoroyghl

The case management has H?
Pro essional, wnether it be on a medrcal,
nancial or emotronal level,

You, have always n(there in the wrngm

reaand thah)k you fo B/Orlngooatrrt]eoPrﬁgr

TO: Division of Medical Assistance & Health
Servrces Office of Home Care
rograms November 25, 1986.

"My father- |n law became an active |oart| |-
E? t In the ommnnrtx Care Program Tor the
dery and Disanled on November 19, 1986
Lwou like to exoress our aPE{Jrecratron for
IS acceptance Into the program

POPULATION

The followrng IS an anal sis of data com ||ed
on polatron served urrn% the first three
gﬁass of CCPED, representing 4,075 recipi-

Sex

Of the 4.075 clients served. 73% were
females, 24% were males (Chart 3).

Age

The numbers of individuals _served over
age 65 mcreased from 80/0 to 87% from 1983
to 1985. with the re onderance of the recrﬂ
ents |nt 15-84 age ¢ roup It is interestl

to note that a Sizeable gro E -an average 0
[217/0 were over the age™of 85 in 1985. (Chart

@l g

Lwas veg 'ﬁ) ressed hy. and . wish to ac-
nowled aee ap reciation, veNg
courteous and eficl nt anner In'which

ere |ntervrewe t(tjyyour staff. Each one was
riendly, warm and interested.

Thank you not onl I){our assistance but
ﬁlso for this ver pos lve experience In
uman Services.

TO: TheAdmrnrstratorofthe DMAHS,
Office of Home Care Programs from a

onal Staff Nurse.employed In a
Megolrca?d Dr%trrct Of?r y

"Since | hav ée started dorngsreaasessgn é %n

m}/ assi ne %
lfents {0 appy and Improve ysrcally

h
and ment alfy

It was heartwarmrng to me. artrcularlg when
terday that ['had n tseen

| saw a recipient ye
tnayear dﬁe ooked so rmuch better and
ren chatty. Last en | saw

I do] btle%nthat she Woulgebe a qe to be kee|or
ome.
ram reallg

Thi 5provec} to. me that thJs V\ﬂo

Wor ﬁmryrs }oease th the service
and only ask that they stay the same.
Three cheers for CCPED!"

SERVED

Al ﬁhree years of the ,orogram reflected a
simi ar age picture. It felt that CCPED's
limited s(ervce pa% Iscouraged the
goun er disabled’ who heed more extensive
ervice covera e gnd were Detter ac ommo

nd er edicaid's Home an (?
munbt ased Services War ers for Blin
Disapled Children and Adults, known as

Medicaid's Model Waivers.

Race

Race variations as |I|ustrateo| hart 5 aP
eared to be unusual to staff, untjl the gwee
omp are fo t e Oh) atjon’ In New ersey
nursrng omes eve t%nrne percento rndr
viduals served under CCPED were white, with
17% black recipients, and 2% Hispanic re-

MM:



Ing homes In 1986 were 84% white. 10%

lack and 1% His anrc revealrng hat the

[)achal variation of t ﬁtQP ation énrolled In
programs was similar.

cr§|ents in 1385, Medicaid residents. in nurs-

Living Arrangements

Other characteristics of CCPED remﬁrents
were examined. Chart 6 shows the living ar-
ran emento enro ees. The %r? tnu
A) resid e wrth adult c ren, 30

rve one % lived with a spouse and

% ad oth er arran eme fs, so as Irvrng
th a sioling, friend, or ot er relative. Sinc
e sum)ort networ IS so Important in this
program, the availability 0 an adult chrld or
s ouse orovided the nee ed suEport or th
limited Service recelved under
fact that about 1/3 of the reci rents ||ved
alone, alth?ugh difficult to acc R [y
cerned pro essionals, attests to t es e
of the freedom .of choice grven toall in rvrd
uas e ectrn this program Many 8ersons re-
fused t% er nursr homes. despite t e
unavaila |t amr and t e limitation 0
servrces \ﬁ/ever numb e f these
'loners” did haye friends or c ldren. who
lived nearbay and_looked In on the recipient
on a reguldr basis.

income Level and Cost Share

Income levels of CCPED clients as seen in
Chart 7 were restrrcted by the elrgrbrlrty re-
urrem%nt(f of the o ram § most
45%?1 Income %68 to
onth, a considerabl num % (9 % had
highe ( incomes, from $522 to $899 a month
and lower Incomes 27%* under $367 a
month (yet were meIrrOane or regular Medr
cald because of spousal or. parental In-
gomes Few had Incomes whnich exceeded
month although the maximum In-
come eligibil |w was $1, O%a month, The ph
mar reason or this can be attributed to t
cost-share lia |I|tr¥ requrrement Al recr |ents
were require accordance with Federa
%u lation to share In the cost of care The
ts are was determined by deductrng a
stan Jd marr(]te[tance aIIow?nce &us edi-
cal and remedial expenses from. the clj ents
gross Income. hose clients with high In-
omes_ had a hrgh cost-share, thereby dis-
couraging Prtr Ipation In the program
Those™ Individuals ‘would purchase  sefvices
directly rather than through CCPED.

Diagnoois
imary diagnoses of CCPED recipients are
ﬁ[rrsstrggeg riﬂbleC artas8a grhgulgnt%s p omr%{
PorYd m%% m the p OBU ation syer cf
maining disor ers 0ce rrrn? at equal dis-
tnbutron were difficulties, with nervoussg(

espiration, metabolis

sintetaf A?Fr)otﬁems cancer a menta? h
orgers, d ord esa ear to not

re ectrveo tee erly po uatron rnt
rqram hut descnptrve 0 a S ?rg ﬁron
esid rn%r In_long-term care facllities. T ere-
fore. this Informatiqn ap? a] 0 con irm the
appropriate targeting of the population.

Level of Care

Federal regulatrons re urre that cIrents
served under CCPED muyst % uire a | o]
care rovi ed in a nursrn% me, alt ou
ay ch oose to remar home wit
vrc S, (See ttac ment A %r a (escrip tron ot
the three [evels of nursing home care Chart
9¢c e%rl y demonstrates that CCPED IS ttract
In e apPro nfite ?o ératr n. The leve
care of individuals served under CCPED over
the three years compares favorably to the



Medrcar opulation served in New Jerse trent re institutionalized, it is_ under-
Oho'?n wpe that fermination Erom (% E

TursrrégP s Note that in Year gne ][
clients were assessed SKi od ts rom death or admission to a nursrng
ursrn Facrlrty SNF Level compared to 8% ome
8 dyatr nts ng)e ed SNF |n nursing omes
9% 0 ent $S sse Inter- Length of Stay on Program
me |gte g re Facl A leve| compare

Chart 11 illustrates the length of time clients
Pen% In nursing home 5 e oh CCBED et conercd

5% CCPED lents were at Inte medrate
Ong term care Services program, I s

AIE Fag'}ét ts( |3nurlse|‘,’]el Gompare dtéer&s[trn (50 nofe that 398 Were served in
Years Pdﬁcatee' o wag great sngrérnt A S'X mo%er A rart
ween the levels of care reguired e i served Zttnbuteg y
recrgrents 0 those in nursrng omes Srnce hortenn? pH A ol emant
NG5 RN T Ve i
ucijcal ical Evaluat
termine edrcafelr bﬁlt for CCPﬁD agdf Payment of Services
nursrng ome ace At |sconc uded that Charts 12-14 demonstrate the change in pay-

has In ee a pro nate ete in- ments madeforservrces over the thyee years.
|vrda|als Who w e an munrt There as a noticeahle growth in ty ﬂ S ex-
ased care wou ave een can ates for Eende or homemaker“services. Al other
nursing home admission. ervice exgendrtures remaineq about the

ments W 110 most

As an added not'/. it aEBeared that the indi- %%@”06000 o % One %remore NS

viduals served in CCPED could in some In-
million in Year Three as ro ram ecame
stances ha]e been srcker] than those served Petter known and servers Eargger poplation

In nursing homes, since t ercentages
e consrgderably higher In the C8PED po% Statewide.
ation, Chart 15
: Chart 15 compares expenditures under
Termination i wfsing. home - expenditures
Chart 10 delrneates the pn cipal reasons for Athou h the avera e costs er CPED re-
termrnatron from C hhe maJont y of cipen |ncrease edch ear f the, program
Ing Nnu- at' Its highest cot n Yy ar three, it was stil

lents In the age_grou 5 84. h
merous chronrg |r(tJn ?es and m atchrng pa- only one-third 0 nursing home ‘costs.

13



CHART 1

THREE YEARS OF CCPED

PHASING IN THE COUNTIES
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CCPED
Enrollment
Process

Nursing Home

# Fmanmal E|I%Ibl|lt}q
Disability Determimation
(f under age 65)

e Medical E||g|b|I|ty
e Aﬁgro n?teness of CCPED
e C Care

e Author|zat|on of Serv ces

Service Plan
Arrange Services
Monitor Care

® (D

CBSS—County Board of Social Services
or County Welfare Agency

MDO—Medicaid District Office

CMS—Case Management Site

CHART 2

Hospital

cant

=V
Home
Income Maintenance Applicant
Technician
(Assessment)
Caregiver Nurse SwW Applicant
L]

Case Manager

Caregiver/Client "Home"

S









CHART 5

LEGEND
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LEVEL OF CARE

CCPED COMPARED TO

CCPED NH

YEAR ONE

NH

YEAR TWO
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NURSING HOME

CCPED NH

ICF-A
iCF-B
YEAR THREE snr

(N H)

LEGEND

|CF-A

ICF-B

SNF

LEGEND
LEVEL OF CARE
Intermediate Care Facility
intermediate Care Facility
Skilled Nursmg Facility
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CHART 10

REASONS FOR TERMINATION

NURSING HOME
37%

MOVED
DEATH OUT OF STATE
37 %
HOSPITALIZED

MORE THAN 30 DAYS
13%
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