ANCOR’S STATE SHARE ENVIRONMENTAL SCAN REPORT
UPDATED July 6, 2005

This State Share Environmental Scan Report is part of ANCOR’s ongoing environmental scanning process.  This information can be of help to members in their own planning processes as well.  Activities in one state often find their way into others.  It is useful to have information about potential problems—and their solutions—in advance.

These narratives were developed for State Share Environmental Scan by ANCOR’s state representatives, state association executives and regional directors for use at the March 20-22, 2005 Management Practices Conference held in Phoenix, Arizona.  It is important to remember that the focus of each report is based on the perspective of the individuals who report for the state.  ANCOR does not research the accuracy of information contained in these reports.
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Key to Grid Questions
New State Consumer Control Directive – Yes/No

Systems/Service Delivery Changes – Yes/No
Medicaid Funding Reductions – $ or %

Contract Reductions or Increases – % +/-

Elimination of Medicaid Optional Programs/Services - Yes/No

Enacted Wage Enhancements – $ or %

Proposed/Enacted Provider Rate Cuts – $ or %

Litigation ADA/Olmstead – Yes/No

Litigation Medicaid – Yes/No

Litigation Wages – Yes/No

Federal ICFs/MR Look Behind Past 12 months – Yes/No

Federal HCBS Waiver Review Past 12 months – Yes/No

Provider Input on MRDD Related Waivers – Yes/No

Key to Grid Symbols
* (asterisk) --  Indicates additional information on pages following grid (by topic).

M – million

B – billion

-- (two dashes) --  Indicates no information received in response to question.

Environmental Scan Questions

Medicaid Reform/State Fiscal Environment – What Medicaid reform efforts is your state considering?  How are providers being engaged in the process to make reforms?  What long-term supports and other optional services for people with disabilities are being curtailed?  What changes have been placed on Medicaid eligibility?

Systems Change/Service Delivery Changes – Has there been a consumer control directive initiated in your state?  What system changes are currently being piloted, considered or implemented in your state?  

Promising Practices -- What promising/innovative service and supports delivery and business practices in your state have shown promise, may be of national significance and/or of value to other providers?  

Provider issues – What indicators of progress, current and potential challenges or opportunities exist in your state that may have ramifications in other states (e.g., workforce, unionization, budget cuts, service models and finance methodologies)?

Workforce – What successful strategies has your state implemented to address workforce issues?  What successful strategies have providers/your state provider association(s) implemented to address workforce issues?  Has your state introduced/enacted a workforce resolution?  How is your state using HHS systems change grant awards or demonstration grants to improve service delivery and address workforce development?

What’s Your Question – What question would your state providers like to pose to ANCOR’s State Share Environmental Scan?

STATE BACKGROUND MATERIALS 

AND ATTACHMENTS

Illinois

Supplemental Information/Supporting Documents….

(1/27/05)Leaders in The Arc:

The State has settled a lawsuit about residential services such as CILA and qualifying as an emergency situation. The results of the lawsuit indicate that if you are already in a day program or other Home & Community Based Waiver service, then you should also be eligible for CILA without being in an emergency situation. Read on for further details.

In November, 2004, a 25 year old person with developmental disabilities filed a federal lawsuit against the State claiming that the State was violating his federal civil rights by failing to permit him to obtain funding for a CILA residential placement. CILA is residential service in Illinois’ Medicaid waiver program. The individual was already enrolled in the Medicaid waiver program for day services. 

The lawsuit challenged the State of Illinois policies of limiting the availability of Medicaid waiver-funded residential services such as CILA only for persons who need emergency placement or other priority groups. In January, 2005, the State of Illinois settled the case and approved funding for a CILA residential placement for the person.

If any person with developmental disabilities that is currently enrolled in the Illinois Medicaid waiver program and receiving day services and has been unable to obtain CILA services because the family has been told that you must qualify as an emergency, you can contact:

Robert H. Farley, Jr., Attorney At Law

1155 S. Washington, Suite 201

Naperville, IL 60540

630.369.0103

farleylaw@aol.com
(2/3/05) Leaders in The Arc:
Bertrand v. Maram has been filed in federal court in Chicago against the State of Illinois by Attorney Robert Farley, on behalf of all developmentally disabled persons or mentally retarded persons aged eighteen and older who are enrolled and receiving services funded under the Illinois Medicaid Home & Community-Based Services (HCBS) program and who are seeking additional funding for more services offered in the HCBS program.

The Plaintiffs claim that the State of Illinois policy of denying funding for persons enrolled in the Illinois Medicaid waiver program for addition services which are part of the waiver program, such as CILA residential services, physical therapy services, occupational therapy services, speech, hearing, language and behavioral services, as well as personal care/direct support, respite, skilled nursing, transportation and emergency response, violated the federal civil rights of the disabled person.

For more information, please contact

Robert H. Farley, Jr., Attorney at Law

1155 S. Washington, Suite 201

Naperville, IL. 60540

630.369.0103

farlyelaw@aol.com
(2/1/05) Leaders in The Arc:
The Arc and many other state associations were invited by State Senator Jeff Schoenberg (D-9 Evanston) to discuss draft legislation permitting human service providers to opt into the state employees' group health insurance. His draft proposal would subsidize 50% of the premiums for providers. 

For now this is draft legislation for discussion purposes only, but this could be an excellent benefit for human service providers in Illinois. 

Implementation of PUNS (Prioritization of Urgency of Needs for Services) – Department of Human Services/Division of DD is implementing a statewide database system to establish a waiting list for services.  Reportedly will be used for future budget development.

Workforce and Compensation Studies:

1 – The Illinois Council on Developmental Disabilities has awarded a grant to the University of Minnesota to work with 18 (15 regular and 3 backup) agencies and other statewide stakeholders, e.g. State policymakers and Family Support/Advocacy representatives and trade associations on the Illinois Comprehensive Workforce Development Initiative.   The vision of the steering committee is:  people with developmental disabilities in communities throughout Illinois will have enough highly trained direct support professionals to make their dreams of full participation and self-determination a reality.  This is a three-year project.

2 – The legislature appropriated $300,000 to the University of Illinois – Urbana/Champaign to complete a study on rates paid to developmental disability providers for a variety of programs.  The report is due to the legislature by the end of March.

3 – The Department of Human Services/Division of DD has contracted with PNP Associates (Max Chmura) to analyze Community Funding Reports (CFRs) (annual cost reports submitted by community service providers) and collect additional information as needed for a report to the general assembly by the end of March.

Illinois Association of Rehabilitation Facilities/ NewsNotes:

IARF BH COMMITTEE TALKS BEST PRACTICES FOR CONVERSION TO FFS

The IARF Behavioral Health Committee met this week and focused on the number one issue in the community mental health system – conversion to fee-for-service (FFS).  The committee got updates on the progress of the test pilot agencies and the preliminary findings of the consultants (Parker & Dennison Associates) on provider readiness.  The group discussed ways the state could help provider’s cash flow issues, such as setting aside funds to help providers experiencing financial hardship.  

The committee devoted a large portion of time to a roundtable discussion on what agencies are doing to prepare for FFS conversion.  Conversion to FFS will require agencies to look at personnel issues and management styles because funding will be largely predicated on employee productivity.  There was also discussion on billing systems and software.  The Association will provide a list of the most utilized software vendors in Illinois in the near future.  

Division of DD converted developmental training to a fee-for-service beginning July 1, 2004.  They gave agencies who were receiving more the established rate (as compared to the per person cost of their existing grants) a transition grant to identify and enroll additional individuals during the fiscal year who will convert to fee-for-service beginning July 1, 2005.   DDD estimated an additional $16M would be garnered from Medicaid match.  An additional $3.5M is going into the DD system as a result of the additional Medicaid (only 1/3 of anything over $15 is going to additional services).  Under the governor’s proposed FY06 budget, DDD will convert supported employment and regular work programs will be converted to fee-for-service July 1, 2005.

STATE BACKGROUND MATERIALS 

AND ATTACHMENTS

Montana

Rural Disability and Rehabilitation
Research Progress Report #25
Montana Providers of Services to Adults with Developmental Disabilities: Urban/Rural Characteristics, and Direct Service Staff Turnover Rates and Replacement Costs 

Research and Training Center on Disability in Rural Communities
The University of Montana Rural Institute
August, 2004

Background: RTC: Rural researchers have documented the cost to Montana developmental disability service providers of replacing, hiring and training direct service staff (Research Progress Report #17, 2002). Our research also found a correlation between direct service staff turnover and increased incidence/costs of consumer injuries (Research Progress Report #3, 1999). These findings suggest that reducing turnover may improve consumers' well-being and save money. As part of a multi-stage effort to improve health outcomes for adult Montanans who live in supported environments and have intellectual and developmental disabilities, this report documents the next step in assessing the economics of direct service staff turnover.

Methods: In June, 2002, RTC: Rural researchers sent a Cost of Turnover to Service
Corporations and Organizations Survey to 33 Montana community and institutional
service providers. We asked Executive Directors and/or Human Resource Directors to complete the survey, which had been pilot-tested and developed with provider input (Research Progress Report #17, 2002). Thirteen community service providers and one state intermediate care facility (ICF-MR) returned surveys (42% response rate). This report looks at urban and rural data on providers' specific organizational and structural characteristics, including workforce size, budgets, and consumers served. It also examines urban and rural direct service staff turnover rates, job benefits, reasons for job exits, and replacement costs of staff recruitment and training. 

Although Montana is predominantly rural, the urban-rural geographic distribution of the fourteen providers is representative of the entire state. Five providers were in urban counties with populations of 55,000 or more and large labor market areas. These counties are regional trade and service centers serving market areas of multiple surrounding counties. Nine providers were in rural counties with smaller populations and a geographic orientation toward the urban trade centers. Summary descriptions for urban and rural providers are included.

Results:

Initial findings include: 

1. Urban service providers serve more consumers and employ more staff on average than rural providers.

2. Urban service providers have significantly larger budgets on average than rural providers.

3. Urban service providers have slightly more consumers in supported living situations and fewer in group home environments. For rural providers, this trend in residential placement is reversed. 

4. Rural service providers serve significantly higher numbers of consumers with severe disabilities than do urban providers. 

5. Turnover rates of direct service staff varied across service providers depending on the proportions of full-time, part-time, and relief pool employees.

6. Turnover rates were lowest among full-time staff, and highest among relief staff.

7. Average hiring costs associated with turnover rates were $1,085 for urban providers and $811 for rural providers.

8. Training costs per direct service hire averaged slightly above $600 for both urban and rural employers.

Provider Characteristics: An organization's direct service staff turnover is affected by: 1. Its size; 2. The wages it pays; 3. The benefits it provides; 4. The quality of management it offers; and 5. The types of consumers it serves. Table 1 shows urban and rural data for some of these factors, including direct service staff size, annual budget, consumer disability levels, and consumer living arrangements (group home or supported living). The table provides average and median values, plus a low-high range. "Urban" and "rural" designations are determined by a provider's county location.
Description of Table 1. Urban and Rural Provider Characteristics
	 
	All Providers (n=14)
	Urban Providers (n=5)
	Rural Providers (n=9)

	# of Direct Service Staff

	  Average
	67
	95
	50

	  Median
	60
	92
	35

	  Range
	5 to 95
	5 to 195
	14 to 97

	 

	Annual Budget

	  Average
	$1.5 million
	$3.3 million
	$900,000

	  Median
	$1.2 million
	$3.1 million
	$800,000

	  Range
	$400,000 to $5.3 million
	$1.7 to $5.3 million
	$400,000 to $2.1 million

	 

	% of Consumers with Severe Disability

	  Average
	23.2%
	19%
	62%

	  Median
	40%
	15%
	75%

	  Range
	2% to 100%
	2% to 36%
	35% to 100%

	 

	# of Consumers in Group Living

	  Average
	23
	44
	15

	  Median
	16
	41
	8

	  Range
	5 to 87
	5 to 87
	5 to 40

	 

	# of Consumers in Supported Living

	  Average
	19
	56
	6

	  Median
	18
	45
	4

	  Range
	5 to 93
	19 to 93
	5 to 15


The average urban service provider employed 95 direct service staff compared to the average rural provider's 50 direct service staff. Urban provider direct service staff ranged from five to 195 full-time, part-time, and relief/substitute staff. Rural provider direct service staff ranged from 14 to 97 employees.

The average urban service provider's annual operating budget was more than $3 million (range of $1.7-$5.3 million). The average rural provider's annual budget was $900,000 (range of $400,000 to $2.1 million). 

Providers rated disability levels of the consumers they served on a scale of 1 = mild, 2 = moderate, and 3 = severe. Rural providers typically served consumers with more severe disability. The average rural provider rated 62 percent of the consumers served as having severe disability. The average urban provider rated 19 percent of the consumers served as having severe disability (range of 2 to 36%). The average urban provider served 44 consumers in group living arrangements and 56 consumers in supported living settings. The average rural provider served 15 consumers in group living arrangements and six in supported living arrangements. 

Turnover Rates: The survey collected turnover data for full-time, part-time, and substitute/relief direct service staff. During initial field-testing of the survey, respondents identified relief staff as an important population to be measured across providers. 
Turnover rates varied for full-time, part-time, and substitute/relief direct service staff 
(Table 2). Across all providers, part-time and relief staff turnover was generally higher than full-time staff turnover. This finding suggests that direct service is structured into a hierarchy of primary and secondary jobs. Primary jobs are permanent and full-time, with greater stability and opportunities for advancement. Secondary jobs pay lower wages, have less-desirable working conditions, are more unstable, and offer fewer opportunities for advancement. Experienced workers with skills and education may immediately qualify for primary jobs, while those with fewer skills and less experience qualify only for secondary jobs. Some job seekers specifically want temporary and/or part-time work, while for others these secondary jobs are an opportunity to demonstrate good work habits and accumulate experience before qualifying for primary jobs.
Description of Table 2. Urban/Rural Turnover Rates for 3-Month Period: Full-time, Part-time and Relief Direct Service Staff
	 
	All Providers (n=14)
	Urban Providers (n=5)
	Rural Providers (n=9)

	 

	Full-time Staff

	  Average
	9%
	17%
	4%

	  Median
	7%
	10%
	5.3%

	  Range
	0% to 11%
	5% to 11%
	0% to 6%

	 

	Part-time Staff

	  Average
	19%
	20%
	18%

	  Median
	14%
	19%
	13%

	  Range
	0% to 33%
	13% to 33%
	0% to 29%

	 

	Relief Staff

	  Average
	35%
	27%
	61%

	  Median
	40%
	29%
	33%

	  Range
	0% to 100%
	7% to 40%
	0% to 100%


Slightly more than half (55%) of the urban provider direct service staff worked full-time; 30 percent worked part-time, and 15 percent were relief staff. Three-quarters (75%) of rural direct service staff worked full-time; 15 percent worked part-time, and 10 percent were relief staff. Rural providers appeared to maintain relatively larger full-time workforces (with low turnover), and smaller proportions of relief staff (with high turnover). 

For the three months preceding the survey, both urban and rural full-time staff turnover rates were lower than part-time and relief staff turnover rates. For urban providers, the average full-time staff turnover rate was 17 percent and the part-time rate was 20 percent. For rural providers, the average full-time staff turnover rate was four percent and the part-time rate was 18 percent. Both urban and rural part-time rates range widely. Average turnover rates were highest for relief staff (urban = 27%; rural = 61%).  However, the extremely wide ranges of turnover rates for relief staff biased the median rural rate. 

Job Benefits: Providers indicated whether health insurance, paid vacation and sick leave, and retirement benefits were available to full- and part-time direct service staff (Table 3). No provider offered benefits to relief staff. 

In both rural and urban areas, full-time staff were offered more job benefits than part-time staff. Most providers (90-100%) offered health insurance to full-time staff; 60 percent offered health insurance to part-time staff. More rural than urban providers offered all four benefits to full-time staff, and 90 percent of rural providers offered retirement benefits (urban = 60%). More urban (80%) than rural (60%) providers offered paid vacation and sick leave to part-time staff. However, more rural (60%) than urban (40%) providers offered retirement benefits to part-time staff. 
Description of Table 3. Job Benefits Offered by Urban and Rural Service Providers to Full-time and Part-time Direct Service Staff
	 
	Percentage Offering Benefits

	
	All Providers (n=14)
	Urban Providers (n=5)
	Rural Providers (n=9)

	Full-time Staff

	Health Insurance
	95%
	100%
	90%

	Vacation Leave
	100%
	100%
	100%

	Sick Leave
	85%
	80%
	90%

	Retirement Benefits
	75%
	60%
	90%

	 

	Part-time Staff

	Health Insurance
	60%
	60%
	60%

	Vacation Leave
	70%
	80%
	60%

	Sick Leave
	70%
	80%
	60%

	Retirement Benefits
	50%
	40%
	60%


Reasons for Job Exits: Staff left their direct service jobs for various, usually voluntary, reasons. Urban providers had a higher rate of these voluntary "quits" than rural providers, which is consistent with the greater number of urban job opportunities and higher wages offered by other urban job sectors (Research Progress Report #27, 2004). Several urban and rural providers terminated employees, although the number of terminations/firings was relatively small. The third most-common reason for staff leaving direct service was promotion within the organization. The next most-common reasons, in order of frequency, were lateral transfers within the organization, family concerns, health issues, and re-locating.

Replacement Costs: The costs of direct service staff turnover include the costs of hiring and training replacement staff. Training costs are especially sensitive to worker turnover, as employers invest in training new staff and then lose that investment when the trained staff leave. 

Hiring costs include recruiting, screening, and interviewing new staff, plus the administrative paperwork required for identifying and hiring new employees. Training costs per hire include orienting supervisors and other staff, job shadowing to teach the job, supervising transition from learning to independent performance, and training costs for CPR, First Aid and other necessary direct service skills. 

Hiring costs averaged $1,085 for urban providers, with a wide range of $129 to $3,685 (Table 4). Rural providers had lower hiring costs that averaged $811, with a significantly smaller range than that of urban providers. Average new-hire training costs for both urban and rural providers employers were just over $600. Training costs had a wide range, from a low of $56 (urban provider) to a high of $2,450 (rural provider).
Description of Table 4. Urban and Rural Service Provider Costs of Hiring and Training Direct Service Staff (for 3-month period)
	 
	All Providers (n=14)
	Urban Providers (n=5)
	Rural Providers (n=9)

	Hiring Costs

	  Average
	$1,000
	$1,085
	$811

	  Median
	$717
	$730
	$706

	  Range
	$129 to $3,685
	$129 to $3,685
	$132 to $2,627

	 
	 
	 
	 

	New-Hire Training Costs

	  Average
	$620
	$608
	$630

	  Median
	$600
	$502
	$721

	  Range
	$56 to $2,627
	$56 to $2,130
	$75 to $2,627


Discussion: These data show significant differences between urban and rural Montana service providers in annual budgets, sizes of direct service staff workforce, and number of consumers served. They also highlight urban-rural differences in consumers' levels of disability and in the types of living environments provided. Each of these factors may affect the working environment of direct service staff workers and how they should be oriented and trained. For example, rural providers and direct service staff may need more training on supporting consumers with severe disabilities. Urban providers might benefit from management training on strategies for supporting direct service staff in larger organizations.

Our findings also confirm that direct staff turnover generates significant costs for providers. Replacement, recruitment, and training costs can consume three to five percent of a service provider's budget (Tables 1 and 4). The reasons for direct staff turnover are complex and may be related to wages, benefits, management/supervision, consumer characteristics, and/or to the larger economic environment. Providers should consider each of these factors when structuring a direct service work environment.

Next Steps: RTC: Rural researchers will analyze service provider characteristics and turnover rates. A separate survey targeted 243 direct service staff employed by six of the fourteen participating providers, and these data measure direct service job characteristics and staff satisfaction; management characteristics; and direct service work experience and other relevant demographic information (Research Progress Report #26, 2004). We will integrate the direct service staff data with the provider survey data and then systematically analyze these variables as determinants of turnover in full-time, part-time, and relief employees. We also plan to relate turnover of direct service staff to health care utilization and to limitations from secondary conditions.

Resources and References: 
Bainbridge, D. & Brod, R. (2004). Rural Disability and Rehabilitation Research Progress Report #26: Montana Providers of Adult Developmental Disabilities Services: Direct Service Staff Demographics, Job Characteristics and Job Satisfaction. Missoula: The University of Montana Rural Institute. 

Seekins, T., Traci, M.A., & Szalda-Petree, A. (1999). Preventing and managing secondary conditions experienced by people with disabilities: Roles for personal assistance providers. Journal of Health and Human Services Administration, 22, 259-269.

Seninger, S. & Traci, M. (2002). Rural Disability and Rehabilitation Research Progress Report #17: Analysis of Direct Care Staff Turnover: Preliminary Results and Observations. Missoula: The University of Montana Rural Institute. 

Traci, M., Szalda-Petree, A. & Seninger, S. (1999). Turnover of Personal Assistants and the Incidence of Injury among Adults with Developmental Disabilities: Rural Disability and Rehabilitation Research Progress Report #3. Missoula, MT: The University of Montana, Montana University Affiliated Rural Institute on Disabilities. 


For more information, contact:
Steve Seninger, PhD 
Steve.Seninger@business.umt.edu 
Bureau of Business and Economic Research
The University of Montana 406-243-2725 
Donna B. Bainbridge, PT, EdD, ATC, Director
Health Promotion for Adults with Developmental Disabilities
dbridge@ruralinstitute.umt.edu 
406-243-5741

Research and Training Center on Disability in Rural Communities
The University of Montana Rural Institute, 52 Corbin Hall, Missoula, MT 59812-7056
(888) 268-2743 toll-free, (406) 243-4200 (TTY), (406) 243-2349 FAX
rural@ruralinstitute.umt.edu 
http://rtc.ruralinstitute.umt.edu 
http://mtdh.ruralinstitute.umt.edu 

The information provided in this report was supported by Grant #R04/CCR818822-02 from the Centers for Disease Control and Prevention (CDC). The contents are solely the responsibility of the authors and do not necessarily represent the official views of the funding agency.

This Research Progress Report was written by Donna Bainbridge and Steve Seninger, copyright RTC: Rural, 2004. The Rural Disability and Rehabilitation Research Progress Report Series is edited by Diana Spas. It is available in standard, large print, Braille, and ASCII DOS text formats.
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New Jersey

ALLEN'S SOCIAL SERVICES LOAN REDEMPTION PASSES SENATE

     A bill (S2334) sponsored by Senator-Diane Allen, (R-7), that would provide loan redemption for students to finance undergraduate study in exchange for full-time employment as a direct care professional at non-profit social service agencies was passed by the Senate.

     "The purpose of this program is to address the current and projected critical shortage of direct care professionals in New Jersey's non-profit social service agencies," said Allen.

     The redemption of loans under the program shall not exceed $5,000 per year of principal and interest of eligible student loan expenses in return for satisfactory completion of a full year of approved employment. The total loan redemption amount cannot exceed $20,000.

     "The social service field can be so rewarding because you have a chance to make a real difference in people's lives," added Allen. "College debt should not dissuade someone from this important career choice."

SHORT SURVEY OF STATEWIDE DD ASSESSMENT PRACTICES

January 20, 2003

Brad Hill

Minneapolis, MN

bhill@isd.net

612 825-7587
	
	Statewide assessment
	Eligibility
	Reimbursement rates

	AL 
	The ICAP will be used for rate setting beginning in 10/03.


	The ABS and other instruments are used by providers to determine adaptive behavior deficits in 3 of 6 areas of functioning.  We do not have a separate eligibility for Division services and for the waiver, and the waiver requires the same ABS or other instrument, etc.... as is required for ICF-MR. 

 

We would like to use the ICAP instead of the ABS, and set a number or set of numbers to determine eligibility. An IQ of less than 70 and a certain score on the ICAP would determine eligibility. Using the ICAP in this way would give the providers an incentive to use it and would give us data on the people being served. 


	Cost based rates.  In the “big” waiver, which has been in operation for 21 years, we negotiate rates agency by agency, on the basis of cost. 

 

We intend to change this waiver into fee for service with a new rate setting methodology in October, 2003. The new waiver does not include residential services, but does have the three rates for day habilitation, plus additional hourly services. This waiver is a fee for service model with three rates for day habilitation, determined by ICAP Service Scores. The provider will be paid one rate for a person with a Service Score of 3 and a different rate for a person with a Service Score of 7. We have implemented this structure in a brand new waiver which is set up to introduce fee for service and several other concepts new to the state.



	AK
	ICAP.  The ICAP is used to assess functional abilities of people applying for HCB waiver services for people with MR/DD.  The ICAP is administered by a Arbitre, Inc., a contractor selected through the state bidding process.
	Applicants for HCB Waivers are drawn from a wait list of individuals who have been pre-screened. (We don't have any ICF-MRs).

Applicants must have one of five diagnoses: MR, MR like condition, epilepsy, seizure disorder or autism and score accordingly on the ICAP.  In addition, the person must meet financial eligibility and must have an agreed upon Plan of Care.  There must be providers in the applicant's community with the capacity to provide services, and we must stay within the federally agreed upon funding formulas.


	Individual rates.  At this time we create individualized rates for every service, for every recipient, and every provider, every year.  It is difficult to process so many applications efficiently, and our costs are soaring.  

We have capped care coordination services, but program growth and costs have been soaring.  In 2002 the legislature mandated growth caps.  We anticipate that intense scrutiny of program costs by providers will be necessary. 

	AZ
	ICAP.  The ICAP is completed for individuals newly enrolled into the Division and then as prescribed by the Individual Support Plan team to identify areas related to long term goals.  In some cases it is used in the eligibility process to determine whether a person has significant delays in one of seven defined major life areas.
	Arizona defines developmental disability under statute as someone with 1) mental retardation; 2) autism; 3) cerebral palsy; 4) epilepsy; and the person must have significant delays in three of the seven major life areas as defined.   There must be appropriate assessments (such as a psychological, psychiatric evaluation, or medical evaluations) to document one of the four qualifying diagnosis.  The ICAP is sometimes used to document adaptive behavior deficits.
	Negotiated rates.  Rates are negotiated with agencies and base rates are set for each service for individual providers with some adjustment negotiated on a case by case basis.  

The Division is working toward fixed rates to provide greater equity across providers.



	AR 
	No single statewide assessment.

There are no particular named standardized tests that are required for continued services, only a requirement for annual plans/needs assessments to determine appropriate services with assessments conducted as needed.  These service needs are determined by the individual/guardian and provider.  Licensure reviews are made which review consistency of file information and appropriateness of services/treatment based on assessments conducted.
	Arkansas Statute defines developmental disabilities in the standard manner.  The Arkansas (1915c) Waiver is more specific by requiring that the person must have substantial functional deficits in 3 or more of six areas: self-care; understanding and use of language; learning; mobility; self-direction; and capacity for independent living.  Persons whose functional deficits are caused solely by mental illness are excluded, but dual diagnoses of MR and MI do qualify.

There are various guidelines about who can "diagnose" the categorical disabilities (e.g. physician for CP or physician AND psychologist for 'other' category).   Currently all Wavier eligibility determinations for initial application and re-certification are being made by one of the DDS Program Management psychology staff.  Although no specific test is named as being required, the Waiver requires that eligibility determinations must be based upon a written, signed and dated report that verifies results on intellectual and/or adaptive behavior assessments.  We generally ask for standardized tests normed against the general population so standard scores can be compared to see if the person's functioning is in the MR range.  Exceptions to this may occur when the person's functioning is so impaired they are untestable by standard tests.   Re-certification for Waiver is determined on a one, three or five year basis depending on the individual's age.  


	Fixed rate.  DD services for residential care are at a fixed rate depending on the number of days of service ($10,800 or $4,800 per year).  Some residential are supported apartments where there may not be daily contact.  Day programs are also a fixed rate per day of service, but day program rates vary across the state.

Waiver services are based on a daily rate of $160 (to keep costs below institutional rates).  Within that daily rate, rates for the specific services will vary according to provider, and number of services being offered to individual.  Although we keep an eye out for 'unreasonable' rates or increases in rates, these are generally determined by the provider.




	CA 
	CDER. The Client Development Evaluation Report is completed every three years or updated annually on all clients over the age of 3. 

http://www.dds.cahwnet.gov/FactsStats/pdf/DS3753_CDER.pdf
	Eligibility using state DD definition is based on clinical assessment done through each of 21 non-profit regional service centers 
	Cost based rates. Regional service centers determine cost based rates for day and residential programs.  Based originally on a model developed by Price Waterhouse, facilities are initially vendored at a certain reimbursement level related to staff ratio and other costs.  Each regional center has its own method of quantifying each client’s difficulty (A – I). Some use the CDER, others rely on team consensus.  Clients assessed at a certain level are placed in facilities vendored to serve that level.  http://www.dds.ca.gov/Rates/rates.cfm 



	CO
	No single statewide assessment.

Local case management agencies (Community Centered Boards) use various assessments, including the ICAP, but none are required by the state. A state developed Level of Need Checklist or, on an experimental basis, the NC-SNAP are required for certain special funding variances.
	Community Centered Boards, which are private non-profit entities designated by the State, are the only statutory agencies able to determine eligibility for services in the Colorado DD service system. They use the Colorado definition of developmental disability from statute. Intelligence testing and adaptive behavior testing is used for eligibility determination.
	Negotiated rates. CCBs negotiate rates with individual providers. Within each facility each person can have a different rate based upon the specific needs for that person.

CCBs, whose case-mix varies somewhat, receive $114 to $140/client/day for combined day residential services.  The amount is constant for all clients within each CCB.  Each CCB’s average changes slightly each year as certain individuals are allocated extra funds based on special needs.  

Requests for individual allocations above the standard rate require the completion of a state developed Level of Need Checklist or, on an experimental basis, the NC-SNAP.  State staff review the checklist and determine the allocation rate based on professional judgment. The added funds go into the CCB’s pool.



	CT
	No single statewide assessment.


	Connecticut has a central eligibility unit which determines eligibility for DMR services. We do not require a particular standardized instrument.  Our website has more information on eligibility. www.dmr.state.ct.us.


	Negotiated rates.  Reimbursement rates for services are determined through contract negotiations.  We do not have a fee structure.  We do not require a particular client assessment at this time.

	DE 
	ICAP will soon be used as an interim step in rate setting.


	We can send you an electronic 
copy of our DDDS Eligibility Policy.
	We are currently in the process of utilizing the ICAP as an instrument for identifying the needs of each person, which will in turn be entered into a rate matrix for provider reimbursement for each of our residential site locations.  Use of the ICAP is an interim step for Delaware in its quest to have a rate structure that supports the individual needs of each person which is then echoed in the appropriate rate and reimbursement methodology.



	FL
	Currently developing a needs assessment
	Refer to our Support coordination guidebook.  
	
Currently rates are whatever is necessary to secure the service for an individual.  Some providers have low rates and some extremely high rates for comparable services.  This is a major problem we are working on at present. 

Florida has a contract with Mercer to develop a needs assessment that will tie to costs for services.  It is not complete or tested at present.



	GA
	The ICAP is used as part of an assessment of an individual’s needs.  They are also used for Respite Rates.  Georgia is exploring alternative assessment methods and if this occurs, the ICAP would no longer be used.
	Waiver eligibility is determined through a level of care (LOC) process (DMA-6).  The individual must require the same LOC as a person who enters an ICF/MR.  There is also an assessment done by an ID team in which it is determined that a person is MR (or DD with similar needs to those of the waiver population), is Medicaid eligible, and in need of services.   
	Rates were initially determined prospectively and are now capped for most people. 

Rates for personal support services are based on individual needs and frequency.  This rate is approved by the region.  

For respite services, we use the ICAP to establish 4 different rates based on ICAP scores.  



	HI 
	
	Hawaii revised statues define MR, DD, and eligibility to DDD services. It is essentially a needs based definition.  

 

One must have MR (55), a developmental disability, or a severe to profound impairment, with moderately to severely impaired adaptive skills. 

 

One is also presumed to be eligible when exiting the DOE if categorized as severely or profoundly mentally retarded, severely multiply handicapped, or autistic.

Eligibility for general DDD services and eligibility for Waiver services differ somewhat.

 
	Rate setting methodology for waiver services, based on a methodology recommended by Deloitte and Touche, involves the following factors.

     a. Direct service costs are expenses associated with personnel who provide face-to-face “hands on” service to clients.  Allowances are included for costs such as vacations, sick leave, holidays, and training (a total of 41 leave days/year).  Direct service hours are multiplied by standard hourly wage rates and by a benefits package to calculate the total direct service staff costs.

     b. Direct service costs also include personnel who directly supervise direct service staff.  This is computed on an average span of control (where applicable), standard hourly wage, and a benefits package at 14%.

     c. Program support and administration costs include professional consultation, payroll personnel costs, accounting personnel costs, and other administrative/management costs.  This is computed based on a standard of 15% of total service reimbursement.

     d. Administrative oversight is computed on a standard 3%.

Base hourly rates for personnel for specialized services are based on the data from the Hawaii Department of Labor and Industrial Relations, “Wage Survey 2000” and the Federal Bureau of Labor Statistics, “2000 National Employment and Wage Data from Occupational Employment Statistics Survey.” 



	ID
	The SIB-R is used to determine level of care. 
	Idaho law does not require a particular test to determine that an individual is DD.  We accept medical diagnosis and IQ scores from a variety of tests.  Among eligible DD clients, we use the SIB-R to determine eligibility and level of care for ICF/MR placement, the DD and ISSH waiver, and Katie Beckett services for children.  We also use the score for determining which children are eligible for intensive behavioral intervention services.
	Rate determination, mostly historically based, varies as to the service.  Residential habilitation may be based on institutional costs or on the old adult foster care system, with room and board a separate portion paid by the client.  Rates for services such as developmental therapy are based on what the costs were years ago when the Dept. provided the service, with adjustments for transportation costs and overhead costs of the private agency.   Rates for paraprofessionals and for services such as speech therapists corresponds to what Medicare pays for similar services.



	IL
	The ICAP is used in rate setting as well as by service providers who use it as one assessment (among others) to obtain information for individual service planning.  

 
	Illinois contracts with 18 pre-admission screening agencies that complete clinical assessments for people seeking services.  These agencies make determinations regarding the need for 24-hour nursing care and active treatment.  The same assessments are used for both the ICFs/MR and for Waiver services.  Additional criteria are imposed for the Waiver, e.g., the client must reside in certain types of settings, must meet priority population criteria, etc.
	Rate setting for both ICFMR and Waiver residential service uses the ICAP to determine a level of functioning for each individual.  This level of functioning is a major component of each methodology, being translated primarily into staff ratio assumptions.   There are standard statewide rates for non-residential Waiver services.

We are currently exploring the possibility of using ICAP scores as factors in selecting individuals for utilization review. For example, we believe behavioral planning and intervention services are underutilized in our Waiver programs.  We wish to select a sample of individuals for review on a routine basis, and we are considering the ICAP scores to assist with sample selection.



	IN
	An adaptation of the DDP
	To be eligible for DD services in Indiana an individual must have a mental and/or a physical impairment (other than a sole diagnosis of mental illness) that begins before the age of 22 and is expected to continue indefinitely, with substantial limitations in at least 3 of the following areas: self care, language, learning, mobility, self-direction, capacity for independent living, and economic self-sufficiency.


Information used to make this determination includes
development assessments, parental information, existing assessments from schools, Vocational Rehabilitation, etc.  In addition, Indiana utilizes a version of the Developmental Disabilities Profile (DDP) based on the one used by Kansas and the one used by New York.
	Reimbursement rates are established by the Indiana Office of Medicaid Policy and Planning.  Many rates are per unit.  A few are daily rates.  The service an individual receives is based on the person centered planning process and an individualized support plan (developed by the planning team which includes the individual, family/guardian, case manager, providers, and others invited by the individual).

Reimbursement rates for each unit of service are the same across the state.  For the most part, our waiver services are paid at a per unit rate or a daily rate.  The number of units of each service that an individual receives is based on the specific needs and living situation of that individual.  Someone who needs one-to-one staffing at all times will have a higher "budget" than another individual who does not require that intensive staffing.  

There are three waiver services (Adult/Children's Foster Care, Adult Day Services, and Health Care Coordination) that have different levels of services available with a different rate for each level.  An individual who has significantly more needs receives a higher level of services (which has a higher rate) than an individual who is able to perform more activities independently. 

	IA
	
	DD services aren't a specific category of service in Iowa.  Services are provided to individuals with DD through some waivers based on SSI disability determinations.  Some individuals are eligible under state plan services based on their SSI eligibility.  Other services may be provided through the county funding.
	Some waiver services are paid by a fee schedule, some are negotiated between the consumer and provider, some are set by a cost report and some are Medicare rates.   Rates for county funded services are negotiated between the county and providers.

Some counties may use the ICAP to determine the need for services.  Counties pay the non-federal share for individuals with mental retardation who access Home and Community Based Services, Intermediate Care Facilities for Individuals with Mental Retardation or other services that are outside of Medicaid. The State oversees the programs but the counties organize the service delivery system.



	KS
	BASIS (Basic Assessment and Services Information System) for statewide DD database, which incorporates scores from the New York DDP.

For eligibility, some regions use the Ohio Eligibility Determination Instrument.
	KS has 28 local non-profit agencies that determine eligibility and services.  Eligibility follows standard definitions of DD and MR. Some regions use the Ohio Eligibility Determination Instrument for DD.


	There are five reimbursement tiers based on administrative and client characteristics (1= most severe) determined by New York’s DDP.  The DDP has three indexes: adaptive, maladaptive, and health.  A client’s tier is the lowest (most severe) tier of the three.

	KY 
	NC-SNAP
	Individuals applying for the Kentucky Medicaid Home and Community Based (Supports for Community Living) waiver currently complete and submit a one page application form which requires the Axis I, II and III diagnoses signed by a physician or QMRP.  When funding is available, allocations are made to individuals on the waiting list.  Individuals in emergency status on the waiting list are the first priority for funding.  The individuals then have to meet ICF/MR level of care as determined by our Peer Review Organization and if not already Medicaid eligible, apply and meet Medicaid resource eligibility limits.        
	Waiver service providers are reimbursed on a fee for service basis.  KY uses the North Carolina Support Needs Assessment (SNAP) to determine level of need for all individuals in the waiver program.  A high intensity add on rate is added to the normal reimbursement rate for specific services for individuals who score a Level 5 on the SNAP assessment.

  

Kentucky is currently looking at other reimbursement structure options.  



	LA 
	None currently required, but developing reimbursement methodology using ICAP.

In a pilot program two regions are using the ICAP and other records to verify eligibility.

The Vineland is encouraged for 
psychological evaluations.


	Eligibility is determined through psychological evaluations that include the Vineland or similar scales and, if needed, intelligence testing.  Regional office staff then decide from this information and the available records whether someone meets criteria based on state law.  

We are currently piloting a new system using the ICAP.  It relies on face-to-face interviews, screening using the ICAP, record reviews, professional
eligibility reviews, and requested additional assessments as needed. The responsibility for the eligibility decision relies on the professional interdisciplinary team.


	Louisiana's Medicaid program has been directed, through the
appropriation process, to develop a reimbursement methodology using the ICAP.  We are just getting into the RFP phase

	ME
	
	Maine does not have use the term "DD Services" and only has services on the adult side for mental retardation, autism, and some PDD.
Mental retardation uses the 1984 DSM definition and focuses primarily on IQ score and age of onset.  Autism and PDD is by licensed professional diagnosis.  No testing required.


	By negotiated report from provider.  Rates are individually set in Waiver Medicaid Services and contractually set in other Medicaid and state grant funding based on the availability of funds.

	MD 
	Individual Indicator Rating Scale is used for reimbursement.
	An individual must meet the criteria for a developmental disability as stated in the Annotated Code of Maryland.  It states "a developmental disability means a severe chronic disability of an individual that: 1) Is attributable to a physical or mental impairment, other than the sole diagnosis of mental illness or to a combination of mental and physical impairments; 2) Is manifested before the individual attains the age of 22; 3) Is likely to continue indefinitely; 4) Results in an inability to live indefinitely without external support or continuing and regular assistance; and, 5) Reflects the need for a combination and sequence of special, interdisciplinary or generic care, treatment or other services that are individually planned and coordinated for the individual."


	Maryland has a Fee Payment System of flat rates for residential, day and supported employment services based partly on an individual’s health/medical and supervision/assistance needs as determined by the Individual Indicator Rating Scale. 

http://www.ddamaryland.org/AppForms/IIRS.pdf 

Rates are updated and published in regulations annually. 

Rates for CSLA services are also set annually, but are based on the number of hours needed and whether the person resides in a 1, 2 or 3 person setting.

	MA 
	ICAP soon will be used for eligibility determination.
	As part of our strategic planning initiatives, Massachusetts will be using the ICAP as an assessment tool for determining eligibility for MR services through the Department of Mental Retardation 

The current Massachusetts HCBS for MR provides waiver services to individuals over the age of 18 who are MR (not DD).  
	Rates for waiver services are contract specific.  Each waiver service may have multiple payment rates depending on the service provider and the service unit type.   In other words, one provider of day services could be paid $35 a day while another provider of day services could be paid $25 an hour.  The rate methodology allows for using the costs of the contract less certain room and board and administrative costs, divided by the capacity of the program, and adjusted for the service unit type (hour, day, etc.).   These rates are submitted to the Commonwealth's rate setting agency and, once approved, are used in claiming FFP through our single state Medicaid agency.



	MI 
	
	Eligibility is determined and services are provided through regional Community Mental Health Centers, each according to its own plan.  Generally speaking they use a standard definition of DD, and use any standardized assessment scale of their choice in combination with a Person Centered Planning (PCP) process to determine eligibility.
	Michigan has 4 waivers for children and adults as well as elderly disabled and seriously mentally ill.

Capitated waiver payments are forwarded to each Community Mental Health Center.  CMHs negotiate individual rates for each client with each provider, typically using client assessment data, Person Centered Planning information, and taking into consideration each provider’s historical operating costs.



	MN
	MN Minnesota DD Screening Document
	Minnesota determines eligibility for DD services through Rule 185 (Minnesota Rules, Parts 9525.0004 - 9525.0036), which you can access at www.leg.state.mn.us . 

 

Minnesota uses the DD Screening Document to record the results of an assessment or evaluation of the person's needs and abilities.   This is where the county documents the person's risk status (or level of care), the services the person is currently receiving, and the services the person would like to receive in the future, including county-funded, state-funded, or MA-funded services including the MR/RC waiver.

 


	Minnesota's MR/RC waiver has an aggregate funding methodology.  When a person begins receiving MR/RC waiver services, he/she is assigned to one of four resource allocation levels based on his/her needs and abilities.  The level is determined by the automated Medicaid Management Information System based on the information in the person's most recent full team s Minnesota DD Screening Document.  

Resource allocation levels range from about $84,000/yr for level one to about $47,000/yr for level four.  Funds are pooled for all waiver clients in each county, and then used by the county to serve all MR/RC waiver clients in that county.  

For information on the ICF/MR level of care guide:  http://www.dhs.state.mn.us/FMO/LegalMgt/Bulletins/pdf/2001/01-56-27.pdf


	MS
	
	Eligibility for the waiver is determined by the Diagnostic and Evaluation Teams at one of our five regional centers.  They establish the need for ICF/MR level of care. 
	There is a set rate for each service.  There are no levels of service. For example, the reimbursement rate for attendant care is $16/hour whether the person is total care or requires minimal assistance.  

	MO
	Missouri Critical Adaptive Behaviors Inventory (MOCABI).

http://www.sos.state.mo.us/adrules/csr/current/9csr/9c45-2a.pdf
	Missouri uses the Missouri Critical Adaptive Behaviors Inventory as an assessment tool for adults.  It was designed to facilitate eligibility screening of applicants who apply for state services by helping to evaluate functioning in the six areas of major life activity as specified in RSMo 630.005.1(8).  A two page instrument is used to determine if ICF-MR level of care is met.

For children, Missouri uses age appropriate instruments such as the Vineland to determine functional limitations.  The same two page instrument is used to determine if ICF-MR level of care is met.


	Cost based negotiated rates. Missouri sets a maximum allowable rate for each service.  Providers are asked to complete a budget that shows cost to provide the service and the rate is then negotiated with each provider.  So for the same service in the same town there could be providers with a variety of rates.

	MT 
	ICAP with MT supplement
	Eligibility for DD adult services, including both general funded services and Medicaid waiver funded services, is established by DDP field staff using an adult eligibility "Clinical Decision Making Worksheet" developed by Bill Cook.  ICAP scores and IQ test scores are normally the two most critical pieces of information needed.  


	There is no formal means of setting rates for persons based on level of disability, except that broadly, persons with intensive service needs are funded at higher rates that persons in standard services. 

The ICAP may help in determining whether a person is referred for intensive services, but there are no formal ICAP or ABAS standards which must be met in order for a person to be considered intensive.  The rates paid for intensive work services and residential services currently vary from provider to provider. 



	NE 
	ICAP
	An individual must be a Nebraska resident and meet the state's definition of developmental disability. Nebraska has expanded the federal definition of the developmental period to age 22. We require supporting documentation.
	The ICAP is used to provide equitable distribution of available funding based on the person's assessed abilities.  Level of support for individuals new to services or requesting increases is determined using formulas based on historical funding levels and their relationship to individuals' abilities as assessed by the ICAP.

	NV 
	No single statewide assessment We are looking at the NC-SNAP –The North Carolina Support Need Assessment to determine level of care for all individuals in the waiver program
	A regional eligibility team determines applicant’s eligibility after careful review of the individuals   various assessments, clinical records, and intake interview with the person, family/guardian applying for services, etc.  The ICAP is one of a variety of assessment tools and testing instruments that can be used.  The diagnosis is made in accordance with the criteria set forth in "Mental Retardation: Definition, Classification and System of Supports,"
	Cost based negotiated rates. MR services are administrated at the State level.  Rates are approved for both ICF-MR and the Home and Community Waiver by the Department of Human Resources - Division of Health Care Financing and Policy Unit. 

The State just completed a intensive study (AB- 513) which was to develop and implement a sound methodology for the establishment and periodic adjustment or rates paid by the State of Nevada for contracted health and human services. 

	NH
	
	Under our eligibility standard He-M 503
	Cost based negotiated rates.  The rate structure supports individually negotiated budgets developed based on needs identified in the individual's service agreement.



	NJ 
	
	Eligibility is determined on the basis of residency, the presence of a documented developmental disability that occurred prior to age 22 and the severity and chronicity of the disability (the VABS-Vineland Adaptive Behavior Summary is often used for this purpose).  A psychologist makes the final determination of eligibility.


	Reimbursement rates are determined by the RFP process through competitive bids.  

	NM
	
	New Mexico determines eligibility for the DD Waiver using three criteria: 1) The person must have a developmental disability that manifested before the age of 22 and that limits their ability to function in three or more major life areas. 2) The person must have either mental retardation or a specific related condition.  3) The person must meet Medicaid financial and level of care (ICF/MR) requirements. 

We require a standardized adaptive behavior assessment completed by a qualified individual, but not a specific test.


	New Mexico determines a basic funding level (ARA, Annual Resource Allotment) for individuals on the DD waiver based on age (Children, Young Adults, Adults), Level of Care (1, 2 or 3) and residential status.  Level of Care is determined using clinical assessment and use of an adaptive behavior assessment (we do not require any specific tool or assessment).


Additional funding is linked to service need.  For example an individual in need of residential services receives funding in addition to their ARA, based on the type of residential service they use and on their level of care.  

Rates for each service are based on cost studies (required every three years) and other factors such as legislatively mandated cost of living increases. Providers are funded for a specific number of service slots each fiscal year. When a slot is vacant providers must use names from the DD Waiver Central Registry (wait list) to fill the vacancy.



	NY
	Developmental Disabilities Profile (DDP) 
	Eligibility is determined in accordance with NY State Mental Hygiene Law and an advisory issued by OMRDD.


	The DDP is used in part to assist with rate setting.

	NC 
	The North Carolina Support Needs Assessment Profile

(NC-SNAP) 
	The definition of developmental disability is defined in state statute.  The NC-SNAP is used to determine level of need for all consumers.  

In addition, the one page assessment form FL2 is used to determine eligibility into the North Carolina Medicaid Program Long Term Care Services. 

The MR2 (also a 1 page assessment form) is used
to determine eligibility into the North Carolina Medicaid Program for Mental Retardation Services (ICF and HCBS). 

Both forms must be signed by a physician to determine eligibility.
	Rates are established based on available funding and discussions with the Division of Medical Assistance, providers, advocates, and the Division of Mental Health/Developmental Disabilities/Substance Abuse Services.  The NC-SNAP Overall Level of Eligible Supports does not translate directly into reimbursement levels but it is a part of the discussion when rates are reviewed.  There are three studies being conducted to examine the relationship between NC-SNAP scores and funding.  

For our HCBS services (we serve about 6,000 consumers) and for our MRMI population (we serve about 1400 consumers) we are replicating the Wyoming DOORS model for resource allocation (Campbell and Fortune).  Instead of using the ICAP, we have been using the NC-SNAP.  Our initial results for the HCBS data account for about 67% of costs.  We have identified 20 variables that significantly contribute towards costs.  For the MRMI population, we can account for about 85% of costs.  

A third study involves 2,500 consumers receiving services through community private ICF settings (typically groups with 3-6 consumers).  A lot of discussion is occurring with this group since historically, the DDP has been used for establishing reimbursement rates.  Not everyone is in agreement that the NC-SNAP should be used.



	ND
	Progress Assessment Review (PAR)
	Upon referral, a DD case manager meets with the consumer and/or legal representative to complete intake and begin a case planning process.  A list of desired outcomes and potential supports is developed.  The case manager assesses the need for generic services and immediately assists with referral to those services not dependent upon DD eligibility. 

The Progress Assessment Review (PAR) is completed during the initial visit(s), prior to eligibility determination.  Information derived from the PAR provides Regional Eligibility Teams with information regarding limitations in seven major life activities.  The team determines eligibility for Developmental Disabilities Case Management services by applying the criteria in North Dakota Administrative Code (NDAC) 75-04-06. Historical information is gathered and arrangements made for additional evaluations and assessments that are needed.


	Cost based negotiated rates.  DD providers submit budgets to the DD Unit prior to the beginning of each fiscal year. Each provider has a target number based on base year (historical, audited) costs inflated forward by legislatively approved inflationary increases; direct contact salary/fringe benefit allowances (based on approved direct contact FTE's); adjustments for accreditation; and other adjustments including allowable costs the provider is currently incurring but had not been incurring during the base year. The provider's proposed budget is compared against the target number.


An adjustment is applied to decrease/increase the provider's proposed budget to the target number.  Administration and general client costs are allocated to programs, adjustments are made for Day Supports, to ICF/MR's (if applicable) to determine an interim rate per unit of service. The provider bills units of service and is reimbursed based on the interim rate. At the end of the provider’s fiscal year, a cost report is submitted and a compliance audit is performed. Upon finalization of the audit, final rates are issued. 



	OH 
	Ohio Eligibility Determination Instrument 

DDP (adapted, soon, for funding)
	Age 0-3: eligibility is based on having one developmental delay or having an established risk;

Age 3-6: two developmental delays or having an established risk;

Age 6-15:  substantial functional limitations in 3 of 6 major life activities as determined by Ohio Eligibility Determination Instrument, a functional assessment of adaptive behavior skills; 

Age 16+:  substantial functional limitations in 3 of 7 major life activities (adding economic self-sufficiency) as determined by the Ohio Eligibility Determination Instrument.

The full text of the criteria is contained in Ohio Administrative Code rule 5123:2-1-02 at: www.state.oh.us/dmr. 
	Reimbursement for waiver services is based on a negotiated rate up to a ceiling.  Rates are negotiated between each of 88 counties and their service providers.  

Ohio is developing a new reimbursement model for services as well as an assessment instrument, an adaptation of the DDP, which will assign a funding range based on the assessment score.  

Ohio also reimburses for rehab services through the Medicaid state plan.  These services are currently reimbursed on a cost-settled basis, although we are planning to move to a fee schedule that may have regional adjustments.  For other services, county MR/DD boards provide the majority of funding for services through local tax levies.  Reimbursement rates for locally funded services are determined at the local level.

	OK
	
	For Home and Community Based Waiver services: Oklahoma DDSD only serves persons with mental retardation who require an ICF/MR level of care.   If disability has not been determined through the SSA, it is determined by staff at the Oklahoma Health Care Authority (OHCA), based on medical history and social summary.  The Oklahoma Health Care Authority determines level of care based on the same information and a psychological evaluation.  The DHS field operations division determines the financial eligibility.  
	Oklahoma reimburses specific services with a standard rate per unit of service.  

The specific services and number of units the individual will receive is established in a plan of care developed by the individual, his/her representative, a team of professionals and service providers, and a case manager, subject to review.  No standardized assessment is required.

 



	OR
	Any standardized, norm-referenced test that is appropriate to the age, culture, language, and communication and functioning level of the individual.


	Using a standard definition of mental retardation, individuals with a pattern of IQ < 66 are automatically eligible.  Those with IQ 66-75 also need to be 2 or more standard deviations below average in at least two adaptive behavior areas.  The Vineland is used widely, but any standardized test that has been normed with the normal population can be used.
	There are state established base rates with adjustments for level of need as judged by state staff using “crisis funding” criteria.  

Base rates are set in a variety of different ways.  In some cases they are just commonly accepted.  Sometimes the rate is based on a pre-set budget that, in turn, is based on a particular staffing level such as 2-2-1 staff (day, afternoon, night awake) for five clients, or for three clients, etc.  In other cases, the staffing need is determined and a budget is calculated using a standard number of hours and a standard hourly wage along with other personnel expenses.  Then funds are added for consultation and other services and supplies.

	PA 
	Any standardized assessment tool. 

ICAP is only used in some counties, mostly in western PA.
	Pennsylvania provides services to people with mental retardation, not developmental disabilities, using DSM-IV criteria.  The Eligibility Bulletin is at:

\http://www.dpw.state.pa.us/omr/OmrBulletin/OmrClarEligMR4210-02-05.asp
	Negotiated rates.  MR services are administered at the county level.  Each county uses its state allocation to negotiate rates with the providers, with an end of period adjustment for costs actually incurred.  In the future rates will be determined prospectively and providers paid only for units actually rendered, placing them at slightly more risk.

	RI
	Personal Capacity Inventory

Situational Assessment


	RI uses the federal definition for DD, which includes MR.  An eligibility team assesses about 300 people a year, reaching consensus on each eligibility decision. 


	Eligible clients are assigned a caseworker who completes a Personal Capacity Inventory and a Situational Assessment.  The PCI quantifies skills in seven major life areas into 1 of 4 or 4+ levels of need, each with a corresponding range of funding.



	SC 
	ICAP with SC supplement
	There are three divisions: MR/RD, Head and Spinal Cord Injury, and Autism.  

MR eligibility uses a standard definition, including significantly sub-average intellectual functioning, concomitant deficits in adaptive behavior, manifested during the developmental period.  Any standardized test of intelligence or adaptive behavior normed on the general population is acceptable. Although the ICAP is required for everybody for funding, the Vineland is also often used to document eligibility.  

Similar guidelines are used to diagnose Related Disabilities: the person must have a severe, chronic condition which is related to mental retardation and must require services similar to those for a person with mental retardation.  The person must score in roughly the "severe" range on a measure or adaptive behavior or must require extensive assistance from another person in carrying out activities in three of six adaptive behavior areas. 

High Risk Infants (0-3) and At Risk Children (3-6) may be determined to be eligible for services based on a number of factors, including extreme prematurity with accompanying developmental delays, low test scores, neurological or genetic diagnoses, or family history.  Infants are eligible for all appropriate DDSN services except the HCBS Waiver.  At risk children do not receive "funded" services but are served on a time-limited basis for family intervention and service coordination.  
	The ICAP Service Score, adjusted by several supplemental questions, determines one of five funding bands for each individual in service.

	SD
	ICAP  
	Eligibility uses the standard definition of MR and DD, using any widely accepted IQ test or psychological evaluation in combination with adaptive behavior data from the ICAP.


	Approximately every 4 years, DD providers conduct time studies to estimate how much time is spent with individuals or groups of clients.  Multiple regression is then used to build models which best explain variation in time logged with each client.  These models are turned into formulae which are used to generate "predicted" units for each client and rates are then determined prospectively.  Most predictor variables come from the ICAP.

The ICAP is also used to aid in selecting cases for utilization review.  



	TN
	Pre-Admission Evaluation (PAE) for waiver eligibility
	Eligibility for DMRS services is based on a diagnosis of mental retardation, i.e. an IQ below 70 and deficits in two or more adaptive skill areas, based on any valid scale.  Eligibility for our waiver services is determined by the Medicaid agency using the Pre-Admission Evaluation (PAE).
	Reimbursement rates are based on the staffing pattern ratio required by the individual, or by the combination of individuals who share a home, as determined by the individual's circle of support and approved by DMRS. There is no "scale" for the circles of support to use in making their determination of staffing requirements, which has resulted in a wide range of rates, in particular for residential services. 



	TX
	ICAP with TX supplement
	The following groups are considered part of the eligible "priority population":

1) Mental Retardation - state law definition very similar to 1983 AAMR definition - 2 or more standard deviations below the mean on IQ (standard error adjustments not accepted), significant limitations in adaptive behavior (standardized scale) & evidence of onset prior to age 18.

2) Pervasive Developmental Disorders - eligible for both state & Medicaid funding.  Medicaid Waiver program has 75 IQ cut-off; ICF/MR does not.

3) Related Conditions - Similar to federal Developmental Disabilities definition, except that mental health diagnoses alone do not qualify.  List of qualifying medical conditions (e.g., any sort of brain damage, genetic disorder, or other congenital condition usually qualifies).  Significant limitations in at least 3 of 6 life skill areas required, as is onset prior to age 22.  Eligible for Medicaid funding (subject to above limitations), but not state funding.

4) Early Childhood Intervention - Up to age 3, children with significant developmental delay, or a condition likely to result in such delay, are eligible for special ECI programs, for which there can be no waiting list.


	State funding is usually budgeted on a program level, but development of individual budgets with these funds has been done on a pilot basis.  

In ICF/MRs, funding is based on facility size and each client’s Level of Need (LON) category, determined by the ICAP Service Level, and possibly modified by serious medical or behavioral issues.  LON 1 is ICAP Service Level 7-9; LON 5 is ICAP Service Level 4-6; LON 8 is ICAP Service Level 2-3;  LON 6 (yes, the sequence is screwy) is ICAP Service Level 1; and LON 9 is a person requiring 1 on 1 supervision during all waking hours for dangerous behavior.  All individuals with a given LON receive the same reimbursement in a similar-sized facility.

 In the Waiver program support services are generally paidat an hourly or daily rate.   Although most services are reimbursed a set rate regardless of the LON of the individual, there are a few in which the rate for the same type of service varies by the LON.  ECI funding is handled by a separate state agency.

	UT
	ICAP administered to all DD clients at intake, and as needed thereafter.  Scores are placed in MIS system.


	Utah uses the standard definition of developmental disabilities.  Anyone with an ICAP Service Score of greater than 90 is not eligible.
	Have a rate table for person centered budgets.  ICAP is used (five levels) to determine broad parameters.

	VT
	 
	Clinical eligibility is determined by a psychologist according to state statute.
	Most services are funded via the home and community-based waiver.  Each waiver recipient has an individual budget.  There are guidelines for some services (e.g., case management can't exceed $46.79/hour) but there are no uniform statewide rates. 

Funding priorities established by the State via a public process and outlined in the State System of Care Plan.  


	VA
	VA Level of Functioning Survey

Any published (i.e., ICAP, CALS, ABS, etc.) or provider-developed functional assessment may be utilized to aid in the development of Individual Service Plans (ISPs).  Providers are required to obtain approval from Office of Mental Retardation Services staff (under agreement with the state Medicaid agency) for their chosen functional assessment forms.    Providers must also incorporate information from case managers’ Social Assessments (formats also to be approved by Office of Mental Retardation Services staff) in the development of ISPs. 
	VA uses a standard definition of developmental disability to determine eligibility for its Individual and Family Services Developmental Disabilities Waiver and the AAMR definition of mental retardation for its Mental Retardation Waiver.  In either case, the individual must be found to have significant needs in 2 or more of 7 skills categories on VA’s Level of Functioning Survey. 

Completion of the Level of Functional Survey for children under the age of six is to be guided by the Developmental Milestones Assessment tool, which lists skills appropriate to a typically developing child during the early years of life.  This tool was devised based on information from the American Academy of Pediatrics.


	Rates are negotiated with providers.  Most rates are based on an hour as a unit of service.  Day services (including the group model of supported employment) are based on a unit structure encompassing several hours of service. 



	WA 
	For eligibility only, any standardized assessment tool, except that the ICAP is required every 24 months to determine, in part, eligibility for “other condition.”
	For the most part, WA uses a standard definition for developmental disabilities.  Eligibility for DDD does not guarantee any paid services.  Rules for eligibility for DDD are not the same as the rules for Waiver eligibility, which has additional requirements.

      


	Rates for residential services are individualized based on client need: the number of direct care staff hours needed by the client according to his/her service plan, as judged by the case manager and other regional staff, negotiated regionally, reviewed by a cost reimbursement analyst, and approved by the division director.  Staff hours are paid at a pre-determined rate specific to county categories (MSA, Non-MSA and King County).  In addition to the direct staff rate, an administrative and non-staff rate is determined based on the size and specific non-staff cost requirements of the service agency.  

Rates for day programs are based on available funding and the needs of the individual.  Rates for other providers (e.g., respite, Medicaid Personal Care) are based on funding and/or directive provided by the Legislature.   Medicaid personal care, a state plan (not Waiver) service, has published reimbursement rates related to client need as determined by the state’s Assessment for Medicaid Personal Care (MPC).  MPC rules and rates are administered by Aging and Adult Services for all Medicaid eligible adults and children



	WV 
	ICAP for ICF-MR facilities and group homes, but not for MR/DD Waiver services.
	The individual must have a diagnosis of either mental retardation or developmental disability (related condition), chronic in nature, require active treatment (training), with substantial deficits in 3 of the 7 major life areas. Eligibility is determined based upon a psychological evaluation, medical evaluation, and social history.

No specific assessment is required, but the Adaptive Behavioral Scale is often used.  The Vineland, Bailey, and Battell are utilized for children age three and below.  


	

	WI 
	
	WI uses the federal definition of DD.  A form is completed by a doctor or RN and a social worker/case manager that describes diagnosis, treatment and functioning.  


	Level of funding is determined by the county, typically based on historical costs of the person or of persons with similar needs. 



	WY 
	ICAP is used for eligibility, documentation of service needs, and funding.
	For MR/DD Wyoming requires a qualifying diagnosis by a physician and/or clinical psychologist, and an ICAP Service Score that is greater than 2 SD below the mean for the individual's age.  The initial ICAP results are used to confirm clinical eligibility, and may be repeated in less than a year when continued eligibility is questionable.

Eligibility for the Children's Waiver is a full scale intelligence quotient of 70 or below  and an ICAP  age adjusted Service Score of 70 or below  or an ICAP adaptive behavior quotient score of 50 or below for children ages birth through 5 years of age or an ICAP adaptive behavior quotient score of 70 or below for individuals ages 6 through 20.  

Children with related conditions must have an ICAP age adjusted service score of 70 or below or an ICAP adaptive behavior quotient score of 50 or below for children ages birth through 5 years of age or an ICAP adaptive behavior quotient score of 70 or below for individuals ages 6 through 20.

For the Acquired Brain injury Waiver the individual must meet the waiver’s medical definition of brain injury (reviewed by Physician and RN) and receive a neuropsychological evaluation.  Eligibility is based any one of the following tests: Mayo Portland Adaptability Inventory score of 42 or more; California Verbal Learn Test II Trials 1-5 T score of 40 or less; 
Supervision Rating Scale score of 4 or more; or 
Inventory for Client and Agency Planning (ICAP) score of 70 or less. There are financial eligibility standards as well.
	Funding is determined for each client through a DOORS formula that incorporates ICAP data, paired with payment history for existing clients. Rates for approximately 20 specific services are itemized, but the total cost is within an overall individually budgeted amount.  Reimbursement is for the entire plan of care for one year.
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HOUSE CONCURRENT RESOLUTION
EXPRESSING THE SENSE OF THE GENERAL ASSEMBLY THAT THE CRISIS IN RECRUITING AND RETAINING DIRECT-SUPPORT PROFESSIONALS IMPEDES THE AVAILABILITY OF A STABLE, HIGH QUALITY DIRECT SUPPORT WORKFORCE.

 

Subtitle

EXPRESSING THE SENSE OF THE GENERAL 

ASSEMBLY THAT THE EMPLOYMENT CRISIS IN 

DIRECT-SUPPORT PROFESSIONALS IMPEDES THE 

AVAILABILITY OF A STABLE, HIGH QUALITY 

DIRECT SUPPORT WORKFORCE. 

 


WHERAS, more than three hundred thousand (300,000) Arkansans have disabilities, including individuals with developmental disabilites, and approximately three hundred fifty thousand (350,000) Arkansans are age sixty-five (65) and over; and

 


WHERAS, individuals with disabilities and those in the aging community have substantial limitations in their functional capacities, including limitations in two (2) or more of the areas of self-care, receptive and expressive language, learning, mobility, self-direction, independent living, economic self-sufficiency, and the continuous need for individually planned and coordinated services; and

 


WHERAS, for the past two (2) decades individuals with disabilities and those in the aging community and their families have increasingly expressed their desire to live and work in their communities, joining the mainstream of American life; and

 


WHERAS, the United States Supreme Court, in its decision in Olmstead v. L.C., affirmed the right of individuals with disabilities and those in the aging community to receive community-based services as an alternative to institutional care; and

 


WHERAS, the demand for community supports and services is rapidly growing, as states comply with the Olmstead decision and continue to move more individuals from institutions into the community; and

 


WHERAS the demand will also continue to grow as family caregivers age, individuals with disabilities and those in the aging community live longer, waiting lists grow, and services expand; and

 


WHERAS, our nation’s long-term care delivery system is dependent upon a disparate array of public and private funding sources and is not a conventional industry, but rather is financed primarily through third-party insurers; and

 


WHERAS, Medicaid financing of supports and services to individuals with disabilities and those in the aging community varies considerably from state to state, causing significant disparities across geographic regions, among differing groups of consumers, and between community and institutional supports; and

 


WHERAS, outside of families, private providers that employ direct-support professionals deliver the preponderance of supports and services for individuals with disabilities and those in the aging persons living in the community; and

 


WHERAS, direct-support professionals provide, on a day-to-day basis, a wide range of supportive services to individuals with disabilities and those in the aging community, including habilitation, health needs, personal care and hygiene, employment, transportation, recreation, and house keeping and other home management-related supports and services so that these individuals can live and work in their communities; and

 


WHERAS direct-support professionals generally assist individuals with disabilities and those in the aging community to lead a self-directed family, community, and social life; and

 


WHERAS, private providers and the individuals for whom they provide supports and services are in jeopardy as a result of the growing crisis in recruiting and retaining a direct-support workforce; and

 


WHERAS, providers of supports and services to individuals with disabilities and those in the aging community typically draw from a labor market that competes with other entry-level jobs that provide less physically and emotionally demanding work, and higher pay; and

 


WHERAS, annual turnover rates of direct-support workers range from forty percent (40%) to seventy-five percent(75%); and

 


WHERAS, high rates of employee vacancies and turnover threaten the ability of providers to achieve their core mission, which is the provision of safe and high-quality supports to individuals with disabilities and those in the aging community; and

 


WHERAS, direct-support staff turnover is emotionally disruptive for the individuals being served; and

 


WHERAS, many family members are becoming increasingly afraid that there will be no one available to take care of their sons and daughters with disabilities and aging individuals who are living in the community; and

 


WHERAS, this workforce shortage is the most significant barrier to implementing the Olmstead decision and undermines the expansion of community integration as called for by President Bush’s New Freedom Initiative, placing the community support infrastructure at risk;

 

NOW THEREFORE, 


BE IT RESOLVED BY THE SENATE OF THE EIGHTY FOURTH GENERAL ASSEMBLY OF THE STATE OF ARKANSAS, THE HOUSE OF REPRESENTATIVES CONCURRING THEREIN:

 


THAT the Arkansas General Assembly expresses its sense that community inclusion and enhanced lives for individuals with disabilities and those in the aging community is at serious risk because of the crisis in recruiting and retaining direct-support professionals, which impedes the availability of a stable, high quality direct-support workforce.

 

BE IT FURTHER RESOLVED, that the Arkansas General Assembly seeks to address the crisis by taking advantage of all resources, both federal and state, for developing and expanding career options and opportunities to meet this workforce crisis of direct-care professionals in Arkansas.

/s/ C. Taylor
HOUSE ADVANCE JOURNAL AND CALENDAR - Monday, April 12, 2004 (maine)

ORDERS


(4-1) On motion of Representative CRAVEN of Lewiston; the following Joint Resolution: (H.P.1460) (Cosponsored by Senator EDMONDS of Cumberland and Representatives: CANAVAN of Waterville, HUTTON of Bowdoinham, KANE of Saco, NORTON of Bangor, O'BRIEN of Lewiston, PERCY of Phippsburg, PERRY of Calais, WALCOTT of Lewiston)

JOINT RESOLUTION IN RECOGNITION AND SUPPORT

OF MAINE'S DIRECT SUPPORT PROFESSIONAL WORKFORCE
       WHEREAS, there are more than 19,300 people in the State who have mental retardation or some other developmental disability as defined by the Federal Government. More than 5,000 of these people are receiving support through the Department of Behavioral and Developmental Services; and

       WHEREAS, people with mental retardation or other developmental disabilities have substantial limitations on their functional capacities, including limitations in 2 or more of the following areas: self-care, receptive and expressive language, learning, mobility, self-direction, independent living and economic self-sufficiency; and

       WHEREAS, for the last 20 years, people in the State with mental retardation or other developmental disabilities have expressed a desire to live and work within their communities; and

       WHEREAS, the State continues to uphold the United States Supreme Court's integration mandate of the federal Americans with Disabilities Act of 1990 in Olmstead v. L. C. and E. W. and affirms the right of people with mental retardation or other developmental disabilities to receive community-based services instead of institutional care; and

       WHEREAS, our Nation's long-term care delivery system is dependent upon an array of disparate public and private funding sources and is not a conventional industry, but rather is financed primarily through 3rd-party insurers; and

       WHEREAS, the demand for direct support professionals will continue to increase as family caregivers age, people with mental retardation or other developmental disabilities live longer, waiting lists for services grow and types of services expand; and

       WHEREAS, direct support professionals provide a wide range of support services to people with mental retardation or other developmental disabilities on a day-to-day basis, including habilitation, health needs, personal care and hygiene, employment needs, transportation, recreation and housekeeping and other home management-related supports and services, so that these people can live and work in their communities; and

       WHEREAS, direct support professionals assist individuals with mental retardation or other developmental disabilities in leading self-directed family, community and social lives; and

       WHEREAS, private providers and the people for whom they provide supports and services are in jeopardy as a result of the growing crisis in recruiting and retaining a direct support professional workforce; and

       WHEREAS, private providers who employ direct support professionals typically draw from a labor market that offers other entry-level jobs that provide less physically and emotionally demanding work and higher pay and other benefits; and

       WHEREAS, high rates of employee vacancies and turnover threaten the ability of private providers to achieve their goal to provide safe and high-quality supports to people with mental retardation or other developmental disabilities; and

       WHEREAS, this workforce shortage is the most significant barrier to fully implementing the United States Supreme Court Olmstead decision, undermines the expansion of community integration as called for by President Bush's New Freedom Initiative and places community support and the community support infrastructure at risk; now, therefore, be it 

       RESOLVED: That We, the Members of the One Hundred and Twenty-first Legislature of the State of Maine now assembled in the Second Special Session, on behalf of the people we represent, acknowledge that building a stable and well-trained direct support workforce to provide supports and services to people with mental retardation or other developmental disabilities is important to advancing the State's commitment to community integration for those people and to the personal security for them and their families; and be it further

       RESOLVED: That suitable copies of this resolution, duly authenticated by the Secretary of State, be transmitted to Governor John E. Baldacci and Sabra Burdick, Acting Commissioner of Behavioral and Developmental Services and for appropriate distribution throughout the State.
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HOUSE MEMORIAL 15
46th legislature - STATE OF NEW MEXICO - second session, 2004
INTRODUCED BY
James Roger Madalena
 

A MEMORIAL
EXPRESSING RECOGNITION AND APPRECIATION FOR DIRECT-CARE STAFF WHO PROVIDE DEVELOPMENTAL DISABILITY COMMUNITY-BASED SERVICES.
 

     WHEREAS, community-based agencies statewide deliver quality services to children and adults with developmental disabilities and to children with, or at risk of, developmental delay; and
     WHEREAS, there are more than forty-five thousand individuals in New Mexico with developmental disabilities; and
     WHEREAS, there are more than six thousand children in New Mexico that have, or are at risk of, developmental delay; and
     WHEREAS, persons with developmental disabilities have substantial functional limitations related to a mental or physical impairment, including mental retardation and brain trauma; and
     WHEREAS, persons with developmental disabilities require specialized, lifelong individualized services and support; and
     WHEREAS, persons with developmental disabilities and their families have increasingly expressed their desire to receive community-based and community-integrated services in preference to institutional care; and
     WHEREAS, the demand for community-based care continues to grow as family caregivers age, individuals with developmental disabilities live longer, waiting lists grow and services expand; and
     WHEREAS, other than family caregivers, private provider employers of direct-care professionals deliver the majority of services for persons with developmental disabilities and children with developmental delay; and
     WHEREAS, direct-care professionals provide a wide array of supportive services to individuals with developmental disabilities and to children with, or at risk of, developmental delay on a daily basis, including habilitation, personal care, employment, transportation, recreation, residential support and children's early intervention services, so that these individuals can successfully live, attend school, work and participate in community life; and
     WHEREAS, high employee vacancy and turnover rates of more than fifty percent annually threaten the ability of providers to achieve their core mission, which is the provision of safe and high quality support to individuals with developmental disabilities; and
     WHEREAS, direct-care professionals are well-trained committed individuals, dedicated to providing quality individualized services to persons with developmental disabilities and to children with, or at risk of, developmental delay;
     NOW, THEREFORE, BE IT RESOLVED BY THE HOUSE OF REPRESENTATIVES OF THE STATE OF NEW MEXICO that recognition and appreciation be expressed to New Mexico's large cadre of direct-care professionals who provide quality community-based services to persons with developmental disabilities and to children with, or at risk of, developmental delay; and
     BE IT FURTHER RESOLVED that a copy of this memorial be transmitted to the statewide association of developmental disability providers.
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Direct Support Professional Resolution by Assembly Peter Rivera

K2571 of 2004 - adopted  on 06/23/04 

  RECOGNIZING direct support professionals and urging the New York State Congressional Delegation to support efforts directed toward community inclusion in order to enhance the lives of individuals with mental retardation or other developmental disabilities

 WHEREAS, It is the sense of this Assembled Body that community inclusion and enhanced lives for individuals with mental retardation or other developmental disabilities is at serious risk because of the crisis in recruiting and retaining direct support professionals, which impedes the availability of a stable, quality direct support workforce; and

 WHEREAS, There are more than 135,000 New Yorkers with developmental disabilities being served, including individuals with mental retardation, autism, cerebral palsy, Down syndrome, epilepsy, and other related conditions; and 

 WHEREAS, Individuals with developmental disabilities have substantial limitations on their functional capacities, including limitations in self-care, receptive and expressive language, learning, mobility, self-direction, independent living, and economic self-sufficiency, as well as the continuous need for individually planned and coordinated services; and

 WHEREAS, For the past quarter century individuals with developmental disabilities and their families have increasingly expressed their desire to live and work in their communities, joining the mainstream of American life; and 

 WHEREAS, The Supreme Court, in its Olmstead decision, affirmed the right of individuals with developmental disabilities to receive community-based services as an alternative to institutional care; and 

 WHEREAS, The demand for community supports and services is rapidly growing as New York State complies with the Olmstead decision and continues to move more individuals from institutions into the community; and

 WHEREAS, The demand will also continue to grow as family caregivers age, individuals with developmental disabilities live longer, and waiting lists grow; and 

 WHEREAS, Outside of families, voluntary not-for-profit providers that employ direct support professionals deliver the majority of supports and services for individuals with developmental disabilities in the community; and

 WHEREAS, Direct support professionals provide a wide range of supportive services to individuals with developmental disabilities on a day-to-day basis, including habilitation, health needs, personal care and hygiene, employment, transportation, recreation, and housekeeping and other home management-related supports and services so that these individuals can live and work in their communities; and

 WHEREAS, Direct support professionals generally assist individuals with developmental disabilities to lead a self-directed family, community, and social life; and 

 WHEREAS, Voluntary not-for-profit providers and the individuals for whom they provide supports and services are in jeopardy as a result of the growing crisis in recruiting and retaining a direct support workforce; and

 WHEREAS, Providers of supports and services to individuals with developmental disabilities typically draw from a labor market that competes with other entry-level jobs that provide less physically and emotionally demanding work, and higher pay and other benefits, and therefore these direct support jobs are not currently competitive in today's labor market; and

 WHEREAS, Annual turnover rates of direct support workers can exceed 40 percent; and 

 WHEREAS, High rates of employee vacancies and turnover threaten the ability of providers to achieve their core mission, which is the provision of safe and high-quality supports to individuals with developmental disabilities; and

 WHEREAS, Direct support staff turnover is emotionally difficult for the individuals being served; and 

 WHEREAS, Many parents are becoming increasingly afraid that there will be no one available to take care of their sons and daughters with developmental disabilities who are living in the community; and 

 WHEREAS, This workforce shortage is the most significant barrier to implementing the Olmstead decision and undermines the expansion of community integration as called for by President Bush's New Freedom Initiative, placing the community support infrastructure at risk; now, therefore, be it

 RESOLVED, That this Legislative Body pause in its deliberations to recognize direct support professionals and urge the New York State Congressional Delegation to support efforts directed toward community inclusion in order to enhance the lives of individuals with mental retardation or other developmental disabilities; and be it further 

 RESOLVED, That this Legislative Body pause further to support efforts which promote a stable, quality direct support workforce for individuals with developmental disabilities that advances our State's commitment to community integration for such individuals and to personal security for them and their families; and be it further 

 RESOLVED, That copies of this Resolution, suitably engrossed, be transmitted to each member of the Congress of the United States from the State of New York.

ANCOR MEDICAID WORKS 

BACKGROUND MATERIALS
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MEDICAID WORKS!

ENABLING PRIVATE PROVIDERS TO ENHANCE THE LIVES OF 

PEOPLE WITH DISABILITIES

Medicaid Guarantees Coverage for more than 8 million People with Disabilities

· Provides vital lifetime health and long-term care coverage that allows more than 8 million low-income people under age 65 with severe disabilities to live and work in their communities. There is no other health and long-term care coverage available at any cost that provides the comprehensive services and supports necessary to enable them to live and work in their communities.
· Guarantees access to a specific set of comprehensive services recognized as necessary for people with disabilities.

· Covers “optional” services critical to people with disabilities that the private market, Medicare, and SCHIP do not cover. These services can include home and community based waivers, prescription drugs, home health, personal care, and ICFs/MR.

· Responds to the needs of people with disabilities – more so than any public or private program – going beyond what private health care offers.

· Joins in uniting the nation – a federal and state partnership – by investing in health and long-term care priorities. Medicaid provides states the open-ended financing and flexibility (determining eligibility, services, waiving certain federal requirements) needed to provide a comprehensive range of innovative services, pay for changes in enrollment and beneficiary needs, adjust to new technologies, and reflect existing economic conditions.

Medicaid Provides Economic Stimulus to States and Localities

· It aids the economic activity and development of states and communities by generating health and long-term care jobs that in turn adds significantly to the tax base.
Medicaid Enables All Other Parts of the Health Care System to Work

· Private Health Insurance relies on Medicaid to keep premiums lower by covering individuals with low-income and complex needs and higher cost coverage with comprehensive services
.

· Medicare relies on Medicaid to finance half the coverage needed by low-income beneficiaries not covered by Medicare (even after Medicare prescription drug coverage is implemented).
· Public Health, Safety-Net Hospitals and Clinic Infrastructure rely on Medicaid to respond and support local emergency services and national public health care needs including immunization programs, epidemics (HIV/AIDS), bioterrorism, as well as emergency services.
THE REAL FACTS ABOUT MEDICAID

· MYTH: The Medicaid program is broken with costs spiraling out of control.

· FACT: Medicaid spending has been increasing more slowly than the private market.  From 2002-2004, per person Medicaid spending rose 6.7%, almost half the rate of the private market (12.5%) despite serving a sicker and needier population.

· FACT: Medicaid is more efficient than traditional private health insurance programs. It costs less per person than private coverage for people who have similar health status.

· MYTH:  Medicaid spending is hampering other state priorities and is a drain on state resources.

· FACT:  In FY 2003, Medicaid spending comprised 16.5% of state general fund expenditures, less than half of state spending on elementary and secondary education (35.5%). 

· FACT: In a review of 17 studies on the economic impact of Medicaid, every study found that Medicaid generates state and local economic activity. The return on every state dollar spent on Medicaid results in $1.92 to $6.22 in new economic activity, depending on the state. On average, Medicaid generates nearly 70,000 jobs per state.

· MYTH: Medicaid provides Cadillac benefits when the nation can only afford a Chevy.

· FACT: Medicaid covers people who cannot get private coverage, people with disabilities and other low income populations – people who private insurers generally do not cover.

· FACT: Medicaid provides a level and range of comprehensive health care and long-term services that are necessary and essential to meet the needs of people with disabilities, like preventive care, prescription drugs, home care, habilitation and home and community services.

· FACT: Medicaid helps buffer the drop in private health coverage during recessions. It protects families who lose private coverage when they become unemployed or because their employers drop coverage, thus preventing larger increase in the uninsured population. Currently, some 45 million Americans are uninsured. If Medicaid had not covered low-income people who lost private health coverage during the recent recession, that number would be much higher.
· MYTH: Medicaid is an antiquated program, inefficient and unsustainable.

· FACT: Medicaid is managed efficiently by states. Because states pay up to half of all Medicaid costs, they have a powerful incentive to hold down costs. In recent years, states have taken unprecedented measures to hold down Medicaid costs, saving tens of billions of dollars for both states and federal government.

· FACT: Medicaid supports work. It fills in gaps in our employer-based health care system for low-income working families whose employers don’t provide coverage, and who can’t afford to buy coverage on their own. Medicaid insures that low-income families don’t have to leave their jobs and go on welfare to obtain health care coverage.
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ANCOR’S

TOP TEN THINGS TO KNOW ABOUT MEDICAID IN 2005*

10.  As measured by expenditures, Medicaid is America’s largest single health and long-term supports program.

· Total (federal and state) Medicaid spending is projected to be $329 billion in 2005 or 2.6% of (GDP) gross domestic product.   

· Medicaid accounted for 17% of all U.S. health care spending in 2003.

· Medicaid is the single largest source of funding for long-term care in the U.S.  

9. As measured by enrollment, Medicaid provides health and long-term supports coverage for more individuals than any other program—53 million Americans:

· 25 million children
· 13 million low-income uninsured adults
· 8 million individuals with disabilities
· 7 million elderly individuals.
8. Medicaid has been a major factor in limiting growth in the number of the uninsured.

· Between 2000 and 2003, the number of uninsured increased from 40 million to 45 million.
· During the same period, Medicaid enrollment increased by 9 million enrollees.
7. Medicaid enrollment jumped 40 percent in the past five years.

· Statistical reviews indicate that increasing enrollment accounted for most of the spending growth in recent years.
· State projections indicate a further 5% enrollment growth in 2005.
6. Most Medicaid beneficiaries are not on welfare.

· More than 75% of those currently on Medicaid are not receiving cash assistance under welfare.  This represents a 180 degree reversal in this ratio compared to the 1985 caseload.
· Medicaid was delinked from welfare in 1997 with the major changes made in the welfare law.
5. Medicaid fills the gaps in Medicare.

· 42% of all Medicaid expenditures are for the 7 million individuals who are also on Medicare (dually eligibles).
4. Medicaid is efficient compared to private health coverage.

· Between 2000-2003, Medicaid per capita growth in the cost of acute care was 6.9%.
· For employer-sponsored health insurance the figure is 12.6%; while the number for all private insurance coverage is 9%.
· Medicaid administrative costs are in the range of 4 to 6% while commercial insurers administrative costs are often well above 10%.
3. Total Medicaid spending has increased significantly since 2000, but is projected to increase at a much lower rate over the next decade.

· Medicaid spending is projected at $330 billion in 2005.
· Spending increased on average by 12% in 2001-2002; by about 9.5% in 2003-2004.
· Spending is projected to increase between 7 and 8% over the next decade.
· Drivers include enrollment growth and rapidly rising costs of prescription drugs and hospital care.
· Drivers also include the cost of paying for Medicare premiums and co-payments, and for long-term care and prescription drugs not covered under Medicare for the dual eligibles.
2. Medicaid spending growth has outpaced overall inflation and state revenue growth.

· This is due to high annual cost growth in the broader health care industry and recent difficult years for overall state revenues.
· State revenues finally increased slightly in 2004 by 3.4%; while Medicaid spending growth averaged 9.5%.
· Health care inflation is increasing at two to three times the rate of general inflation.
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And, the Number One Thing to Know About Medicaid in 2005

1. Medicaid does the job it was asked to do—and much more. 

· Medicaid is one of the most successful and cost-effective programs administered by government.

· It makes a positive difference in the health and long-term care needs of over 53 million of the nation’s vulnerable citizens.

· It provides a fiscal stimulus to states and communities.  It produces a return of $2 to $6 in new economic activity for every state/local dollar invested in Medicaid; it generates nearly 70,000 jobs per state; and it adds to state/local tax bases.

· However, Medicaid is a victim of its own success.

· Medicaid was designed as the safety net health care program for low-income pregnant women and children, people with disabilities and the elderly.  Medicaid not only picks up the tab for this safety net program—but it is also now pressed into duty as the nation’s single largest source of funding for all long-term care. In addition, some federal and state lawmakers look upon Medicaid as the backbone to address America’s 45 million uninsured.
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*Note:  The above Ten Things to Know About Medicaid in 2005 were derived in part from highlights in the National Governors’ Association’s report Medicaid in 2005:  Principles & Proposals for Reform, as well as ANCOR analysis and data from Georgetown Health Policy, Center on Budget Policy and Priorities, and Families USA.
For further information, contact:  Suellen R. Galbraith

Director for Public Policy

ANCOR

703-535-7850

sgalbraith@ancor.org
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ANCOR Statement to Governors on Medicaid Reform

Providers of Supports to People with Disabilities Share A Mutual Interest 

In Ensuring That The Federal Government Carries Its Fair Share Of Medicaid’s Financing

The American Network of Community Options and Resources (ANCOR) and its more than 800 private providers of supports and services to more than 350,000 individuals with disabilities share a mutual interest with governors and state officials in making certain that the federal government carries its fair share of the Medicaid financing burden.

Medicaid Works! Historically, Medicaid has done its job well – uniting the nation through a federal and state partnership by investing in our common health and long-term care priorities. Designed as a safety net, Medicaid has not only met this challenge, but has been called upon to serve as the nation’s primary public funder of all long-term care services and to address an ever growing number of uninsured Americans.

However, for too long, the federal government has not paid its fair share of Medicaid costs. For example, the costs of prescription drugs and long-term services for individuals dually eligible for both Medicare and Medicaid have been shifted from the federal government onto the states. As a consequence, states are struggling not only to finance their health care but other policy priorities such as education. States are also struggling with increased health care costs, increased enrollment in the program as a result of the loss of employer coverage, and the increasing cost of long-term care.

Recently, the Administration has proposed reductions in the Medicaid program by withdrawing $60 billion in federal funds over the next ten years. Most of the savings from these cuts will only save money for the federal government, and in total the Administration’s budget proposals would increase state costs by $34 billion over five years. By further reducing the federal funds available to states, the federal government will shift even more costs to the states. States will not be able to absorb these costs without cuts in funding for other state priorities; cuts to Medicaid programs by decreasing benefits, eligibility or provider payments; or raising taxes.

The Administration’s budget also includes a proposal to work with the states to “modernize” the State Children’s Health Insurance Program (SCHIP) and Medicaid that gives the states new flexibility to expand Medicaid coverage for low-income individuals by restructuring the coverage available to current beneficiaries. The budget proposal states that these changes will be carried out without any increase in federal funding, implying that a cap on federal funding for at least part of the Medicaid program is a component of the Administration’s plan. (In the absence of any such cap, the Congressional Budget Office would say that the increased flexibility will drive up Medicaid costs.)

A cap on federal funding would sever the link between increases in health care costs and the provision of federal funding to help states cover these costs. Governors recognized this in the NGA’s recent statement on the Administration’s budget in which they specifically opposed caps on federal Medicaid funding. States would be at risk of having to cover an even greater share of the costs of covering long-term services and other costs for a rapidly rising aging population. Medicaid beneficiaries would be at risk of cuts in coverage, reductions in benefits or reduced access to quality services. Therefore, we as providers have a mutual interest in making certain that the federal government carries its fair share of the Medicaid financing burden.

There are some proposals in the Administration’s budget, such as the plan to save money on the way states pay for prescription drugs, which would save money for both states and the federal government without harming Medicaid beneficiaries.  Proposals like these warrant further consideration.  Providers of supports to people with disabilities can help design increased efficiencies in the Medicaid program and help deliver more effective supports to enhance community living and work. However, any federal savings should be reinvested in the program to help states deal with growing enrollment and coverage of long-term services.

As you meet with the Administration and Congressional leaders to discuss Medicaid, proposals to provide states with more “flexibility” may be discussed. But more flexibility with less federal money or caps on federal funding for the program will only give states the flexibility to cut back on coverage, benefits, and provider payments. As you discuss proposals, we believe the following principles might be useful:

· Reasonable efficiencies in the program should be considered. Proposals to change Medicaid that do not reduce coverage, benefits or access for beneficiaries warrant consideration. One proposal that might meet this test is the one that the President proposed that would change the way the Medicaid program pays for prescription drugs.
· Policies that save the federal government money must also generate accompanying savings for states. Proposals that simply shift costs to states will hurt states’ ability to maintain health and long-term care coverage for people with disabilities under Medicaid, increasing the likelihood that states will cut back coverage and benefits, leading to even larger numbers of uninsured and underinsured people.
· Any federal savings must be reinvested in the program to help states maintain Medicaid coverage. States are coping with Medicaid cost increases that result from: enrollment increases due to economic downturns and reduced access to employer-based coverage; increases in underlying health care costs; increased need for long-term care services as the population ages. Federal savings must be reinvested in the program to help states meet these challenges.  

ANCOR and its members, providing supports and services to people with disabilities, look forward to working with you to protect, strengthen and modernize the Medicaid program in a way that benefits states, consumers and providers. We believe that decisions about Medicaid are not budget decisions – but rather policy decisions – and should be made in the context of policy discussions. Ultimately, these policy decisions reflect our nation’s values.

Thank you for your commitment to people with disabilities and the other vulnerable citizens who are so dependent on the Medicaid program.

THE SKY’S THE LIMIT FOR LEADERSHIP CHANGE

The sky’s the limit – we know it’s true

But how many of us really believe it – is it just a few?

We’re all gathered here in the Valley of the Sun

To do what “Moose” Millard told us to do – to learn and have fun.

Although we haven’t seen Suellen curled up in a luggage rack

Or Renee being hauled out on a stretcher, flat on her back..

We’ve seen the “Southwest Airlines” spirit out in the hall.

People networking and laughing and having a ball!!

The plumber’s truck says, “A flush is better than a full house”!

And we heard that to have a negative attitude should make you feel like a louse!

“People First Leadership: A flight to Success”

We have come to Phoenix to learn from the best!!

The ANCOR leaders started the week off with meetings and such --

Getting updated with staff and committees – just getting in touch

With all of the many things that we’re engaged in to date..

We came together to hear about exciting things – we just couldn’t wait!

“Purpose, Joy and Commitment – A toolbox for change”

David Pitonyak brought those tools for us to arrange!

He told us all that we are relational beings and that is so true.

That’s why we’re going out to dinner with others in groups – me and you.

He challenged us all to tell stories about one another

And he mentioned about “going to the river first” – that was his mother!

What he was really challenging us all to do

Was to make sure that people we serve have those relationships too.

We must all go home, go up the mountain and then come down

And think about how we can rid ourselves of chaos – we are duty-bound!

“To be vulnerable with no friends is surely a disaster” David said

How will we think about this tonight as we go to bed?

Let the beatings and self-flagellation stop right now

We won’t have it here – it isn’t allowed!

Now, under the floorboards is a pot of gold!!

I hope we all find it before we grow too old.

Medicaid, Medicaid, Medicaid it’s on everyone’s lips!!

We are all here now, sharing our tips…

Kathy Meath said Missouri is redesigning this program very soon…

And so it is in several other states, it’s a familiar tune!!

Sid Katz from New Jersey has invited Kathy to visit his state..

She will feel better about Missouri – she’ll think they’ve got a great rate.

Peter Kowalski talked about Maine’s latest scam…

They are moving people around like checkers – they don’t give a damn!

Some providers are getting increases but some are being cut…

Who can understand the rationale – it must be some kind of nut!

Litigation in Montana, Kansas, and Arizona is going strong.

Don’t worry it’s coming to your state – it won’t be long!

Raising the salaries of DSP’s is the aim

But finding the money is the name of the game…

We heard about “taking wind out of sails” but how about “wind under the wing”?

In this day and age, it seems to be an unheard of thing!!

Inconsistency of Audit interpretation and the rule of GAAP..

Wendy sees no rhyme or reason for this they’re all over the map!!

The billing fiasco in Maine reflects a state run amuck…

We’ll get some money in the fall if we are in luck!!

We’re going to need it from what we’ve heard in State Share

Medicaid is being threatened and will the President care?

Some state Medicaid agencies have savings and we wonder why..

They make all kinds of excuses for not passing it on – my oh my!

In Wyoming there was a big investigation with an interesting result --

My God there’s a culture of advocacy in the state department –what an insult!

Skepticism is being expressed by one after another…

The air is stifling – we’re all going to smother!

New funding methodologies such as rate-setting abound..

It’s the newest game that some states have found…

To ratchet down services and to balance their bills

They just don’t realize it won’t cure all the ills.

Tricks are being pulled in the name of consumer control..

We’re all being asked to come into the fold..

What are they up to with this one, we ask…

This is no time to sit on our laurels – no time to bask!

We have learned many things in the last few days

Remembering and applying some of these things will certainly pay

For example, the next time your state tells you its easy to hire

Just say “Liar, Liar, Your Pants are on fire!!!”

ANCOR is always so happy to see you at our Conference year after year

The relationships built with one another become so dear..

We owe it to ourselves to break bread together…

Regardless of the challenges whatever the weather!

And let’s not forget what brings us all here…

It’s not the weather and it’s not the beer!

It’s the worthy missions that drive us to find new ways..

To figure out how to support people better regardless of who pays.

We hope that ANCOR can be a support in your life

To be a help to you when you’re in the midst of strife

Please turn to us when the going gets rough…

We’ll give you technical assistance and hopefully no guff!!

Go well and positively into the conference remaining…

Looking for the opportunities and new ideas that you will be gaining..

Thanks so much for just being you..

And committing your lives to doing the work that you do.

Don’t forget the passion and the soul of the work that brought you here..

All will be lost if we don’t possess this, I greatly fear…

Go well into the warm evening sun…

Get out to the restaurants and just have fun.

Come back tomorrow with a brand new friend…

One who you can talk to when this conference ends…

ANCOR stands ready to advocate for you

Because we absolutely believe in what you do.!!!

And last of all let us think long and hard as we go to bed

Let us send our prayers to Terry Schiavo and think about what was said…

Let us not let this ever happen to the people we know…

And if someone tries we will always say NO. 

Bonnie-Jean Brooks

ANCOR Management Conference

Phoenix, Arizona 

March 20, 2005

