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REPORT OF THE SECRETARY OF HEALTH AND HUMAN RESOURCES
LONG-TERM CARE AND AGING SERVICES

PREFACE

House Joint Resolution (HJR) 603 of the 1993 Session of the General Assembly directed the
Secretary of Health and Human Resources to develop a plan to restructure and consolidate all
aging and long-term-care programs. To ensure that the plan had the input and guidanceof major
stakeholders, the Long-term Care and Aging Task Force was appointed. The report which
follows reflects the deliberations of the Task Porce.

The Task Force report sets forth a plan to consolidate long-term care and aging functions from
four state agencies into a restructured agency which would be responsible for the planning,
administration, management, development, regulation, and funding of long-term care and aging
services. Thereport also discusses local level systemsdevelopmentand recommends the creation
of an advisory group to assist in the further development of local long-term care and aging
delivery systems.

I support the recommendations of the Task Force and am hopeful you will act favorably on
them. The Task Force report has been presented to the Joint Commission on Health Care. The
Joint Commission will likely playa lead role in deciding how the recommendations in the report
should be acted upon.

A vision for the future of long-term care and aging services in the Commonwealth is before you.
I urge you to not delay in acting on the recommendations of the Task Force. Implementation
of the recommendations will provide the opportunity for the efficient and effective development
and management of a systemof long-term care and aging services to better meet the current and
future needs of the citizens of the Commonwealth.

1~~·!Yt/~
Howard M. clillum
Secretary of Health and Human Resources

December 28, 1993
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LONG-TERM CARE AND AGING SERVICES

Executive Summary

In 1993 the General Assembly passed House Joint Resolution No. 603 requiring the
Secretary of Health and Human Resources to develop a plan to restructure and
consolidate all aging and long- term care programs. To ensure that the plan has the
input and guidance of major stakeholders, the Secretary appointed the Long-Term
Care and Aging Task Force. The Task Force is composed of individuals and persons
representing organizations with an interest in aging and long~tenn care services. The
report which follows reflects the deliberations of the Task Force itself and the work
of its three subcommittees-- State, Local, Services/Linkages/Public~Private.The Task
Force also gave consideration to comments received at its public forums for input
before the deliberations began and at public hearings on the draft plan. Information
received from state agencies and other sources was also considered.

The report sets forth a plan to consolidate long-term care and aging functions from
four state agencies into a restructured agency which would be responsible for the
planning, administration, management, development, regulation, and funding of long
term care and aging services. These functions are currently carried out across four
agencies, and the consolidation would offer the opportunity to provide for the efficient
and effective development and management of a system of long-term care and aging
services. Such a system would offer the Commonwealth an opportunity to plan and
respond to current and future needs of the citizens of the Commonwealth.

The report also discusses local level systems development and recommends the creation
of an advisory group to assist in the further development of local level systems. Such
an advisory group would be made up of representatives of local government, providers
of services, and consumers. Included also are sections on issues to be considered in the
development of local level long-term care systems and in the implementation of the
state level consolidation.

The Task Force also suggested that the Commonwealth's long-term care and aging
services be focused on the client with the goal of providing maximum independence
for the longest possible time. Individual choice in the selection and provision of
Iong-term care services should be stressed. A broad array of services is encouraged
with communities selecting services needed in their specific areas from three categories:
home-based services, community-based services, and residential services.
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State Leyel Responsibilities

Recommendation One:

A consolidated and restructured state-level long-term care and aging
agency should be established and operational by January 1, 1995.

The following programs, services, and functions were identified by the Task Force to
be included in the consolidated agency:

From the Department for the Aging:
All programs, services, and functions, including:

the Long-Term Care Ombudsman Program
in-home and adult day care services
home delivered and congregate meals
respite care
elder rights, including guardianship
transportation

From the Department of Medical Assistance Services:
Nursing home and home health provider rate setting, audit,
and cost settlement (including provider appeals)

Long-term care information management support

Quality care assurance including:
home and community-based care waiver
administration
home health utilization review
hospice program administration
nursing home patient class validation and utilization review
long-term care service pre-authorization
nursing home pre-admission screening

From the Department of Social Services:
Adult Services
Adult Protective Services, including guardianship
Auxiliary Grant payments
Central/regional office administration of Adult Services,

Medicaid and the Auxiliary Grants Program
Licensing of homes for adults (adult care residences) and adult day care

providers
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From the Department of Health:
Licensing and certification of nursing homes and home health providers
Nursing home pre-admission screening

Recommendation Two:

The consolidated agency should be served by a policy board
comprised or citizens, consumers, providers and other persons with
expertise or interest in long-term care and aging services.

The Task Force was concerned that the board which governs the agency be a policy
making board with authority to influence the administering agency, and that it be
composed of citizens and consumers who were knowledgeable about long-term care.
The Task Force urged that statutory language ensure consumer representation. The
board should be comprised of persons from various geographic areas, and should
clearly represent rural, as well as urban and suburban areas.

The policy board should be appointed on July 1, 1994~ along with the new director of
the agency, so planning for full implementation at the state and local level can begin.

Recommendation Three:

The long-term care system should serve individuals or all ages
needing long-term care services.

Long-term care services are needed by persons of all ages. However, the Long-Term
Care and Aging Task Force's primary focus has been on older persons, as mandated
by HJR 603. Younger persons receiving long-term care services in nursing homes,
homes for adults, and through the Medicaid-funded home- and community-based
waiver programs for the elderly and disabled have also been included in the Task
Force's discussion. Programs at the Department of Medical Assistance Services which
serve the younger disabled and adult programs and at the Department of Social
Services which serve all adults are included in the consolidation. The Task Force
recognized that younger persons need long-term care services and views the
consideration of the inclusion of persons who are younger and disabled as critical to
the effective and efficient delivery of long-term care services. The Task Force
recognized that these needs for long-term care were beyond its charge and urges that
the General Assembly give consideration to the Iong-term care needs of all Virginians.
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Recommendation Four:

The Task Force endorses the use of the Uniform Assessment
Instrument (UAI) and recommends the development of a "short
form" of the UAI Cor use when appropriate.

Standardization in assessing need for services will facilitate equitable distribution of
resources. The Uniform Assessment Instrument (DAI) provides an opportunity for
standardization of assessment. The UAI was developed as a component of the Case
Management for Elderly Virginians Pilot Project and currently is being revised for
application to all publicly funded long-term care services. The VAl provides a
mechanism to complete a comprehensive review of an individual's needs and resources.
The UAI does not need to be completed for all individuals seeking Iong-term care
services. Therefore, the Task Force supports the development of a "short form" for
those situations when a comprehensive assessment is not needed, but urges that
criteria also be developed to ensure appropriate use of the "short form."

Local Level Responsibilities

Recommendation Five:

The state entity should establish a local implementation planning group in
July 1994 to begin to consider the issues related to local service delivery.
The local long-term care and aging services delivery system should be
established and operational as soon as possible and no later than January
1, 1998.

The Task Force recognized the need to acknowledge the diversity across Virginia in
delivering long-term care and aging services. There was consensus that local flexibility
in administration and delivery of services was required at the local level but that
guidance about expectations for statewide service delivery needed to be given. The
Task Force agreed on principles for local level responsibilities and a: list of such
responsibilities. The Task Force also identified issues for consideration as the local
level delivery system is further developed. The Task Force indicated that additional
time was needed to allow a full discussion of issues and to offer detailed
recommendations for improving the local delivery system.
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LONG-TERM CARE AND AGING SERVICES

I. INTRODUCTION

In 1993 the General Assembly passed House Joint Resolution No. 603 which required
the Secretary of Health and Human Resources to develop a plan to restructure and
consolidate all aging and long term care programs. The legislature requested that the
Secretary look at programs administered by the Department for the Aging, the
Department of Health, the Department of Medical Assistance Services, and the
Department of Social Services. The resolution is as follows:

BOII8e Joint Reeolution No. 603 (1993 Se8sion)

WHEREAS, the Commonwealth's elderly often have problems obaaining Deceuary health and
tJOCial serviea because or lragmented responsibilities among etate aDd local ageDcies~ each with varying
responsibilities, application procedures aDd defiDitioDS; aad

WHEREAS, this fragmentation creates dirraeulties in coordinating the timing, availahility~ and
appropriateness of services tor the elderly; aDd

'WHEREAS, one of abe most BerioU8 public policy _ue confronting the CommoaweaJth is the
financing 01 the health care industry; and

WHEREAS, the cost ol long.term care &eniee will continue to eeealate as the number of elderly
citizens increases r.pidly through the first hair of the 21st century; and

WHEREAS, in the 1992 (I8CaJ year~ the CommoDwealth invt:8t.ed more than 1240 million in
general lunds lor publicly funded long.term eare Rn-ieee; now~ therefore, be it

RESOLVED by the House of' Delegates, the Senate concurring That the Seerelary 01 Health and
Human Resources be requested 10 appoint a task force composed 01 repreeentativt:8 or the appropriate state
agencies, local health aDd social Ben-ice agencies, area agencies on .118, appropriate CODSlimer and
advocacy 8"0upe and provider representatives 10 develop a plan to restructure and conaolidaae Virginia's
agemeDt of long-term care lervices lor the elderly; and be it .

RESOLVED FURTHER~ That all aging, and long-term eare planning, financing and lervice
programs administered by the DeparbDent or Medical AIBi&lance Services, the Department 01 Social
Seniees, the Department lor the Aging and the Department or Health be evaluated to determine a plan to

realrucblre and coll8Olidate Beniees for &he elderly. The plan ahall also addreM the trainiD! and abe
coordination and collaboration among agencies that administer long-term eare serviee8 and delivery at the
local level lor the elderly. The Secretary .ball 80Iieit public comment on the implementation of luch piau
prior to pre&enting it 10 the Joint CommiMion on Health Careon Oc:tober 1, 1993.

The tuk loree shall eomplete its work in time to lubmit its findings and reeommeadationl to Ihe
GoverDor aud the 199' General Aeeembly .. providecl in the procedures 01 the Division 01 ~lative
Automated Syatem8 lor the pr0ee88iDg 01 iegi&lative doeumenl&.

To ensure that the plan has the advice and guidance of major stakeholders, the
Secretary appointed the Task Force on Long-Term Care and Aging. The Task Force
is composed of individuals and persons representing organizations with an interest in
aging and long-term care. (See Appendix I for a listing ofTask Force members.] Public
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forums in six locations across the state were held to receive comments on the issues
the Task Force should consider. A report was prepared; 1500 copies were distributed.
Public hearings on the report were again held across the state. This report reflects the
work of the Task Force, which assessed and incorporated comments received in the
forums and public hearings and information received from state agencies and other
sources.

The process followed by the Task Force included review of the findings from the public
hearings and establishment of guiding principles for its work. It then divided into
subcommittees--State, Local, and Services/Linkages/Public-Private--for consideration
of the issues. The report which follows considers the deliberations of the Task Force
itself and the work of its three subcommittees and represents the majority views of the
Task Force. It should also be noted that the Task Force, as mandated by HJR 603,
focused primarily on the elderly, while recognizing that persons who are younger and
disabled also have long-term care needs that will require consideration in the future.

II. BACKGROUND AND NEED

In 1990 the interim report of the Joint Subcommittee on Health Care for All Virginians
outlined the following as problems in Virginia's long-term care system:

•

•

•

a lack of strong leadership at the state level to coordinate services among
the state agencies;

a fragmented service delivery system at the local level in most localities;
and

an inadequate supply of community services.

Concurrently~ a t the federal level and across the country, the focus on
institutional/residential services as the primary vehicle for long-term care services was
changing. There was a growing consensus that long-term care services needed to
include not only institutional services, which are primarily medically based, but also
home- and community-based services which focus on the individual's ability to live in
his/her own home or community. Services are seen as needing to be more socially
oriented, and a critical component is providing choices for the individual. Federal,
state and local officials also recognize that substantial sums ofmoney are being spent
on a system which meets neither the needs nor the wishes of most consumers.

The need to end the institutional bias in long-term care has previously been reflected
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in a number of efforts funded by the federal government., including the long-term care
Channeling Demonstration grants which substitute case-managed home care for
institutional care and the Medicaid waivers which permit the use of Medicaid funds
for home- and community-based care. Even broader expansions of the federal role in
supporting home- and community-based care can be anticipated with the upcoming
health care reform and a variety of long-term care proposals being considered by
Congress.

Driven by the rapidly growing elderly population and an ever expanding') expensive
institutionally based system") the Joint Commission on Health Care with the support
of the General Assembly directed that the Commonwealth begin to look at the future
of long-term care and aging services and the way those services should he delivered.
Long-term care has become the fastest growing component of the health care industry
because of better medical technology and changes in population demographics")
longevity, and morbidity.

The cost of long-term care services will continue to increase with or without a change
in the current organization and delivery of long-term care services. According to U.S.
Census figures, Virginia experienced a 55.3 percent increase in its nursing home
population from 1980 to 1990. Projections for growth of the elderly population for the
Commonwealth indicate that the number of older persons will continue to grow. From
1990 to 20 I0 the numbers of elderly will increase approximately 27 percent for persons
age 65 to 74; 38 percent for persons age 75 to 84; and 97 percent for persons over 85.

Shifts in the population's age distribution will have important implications for the
financing of all human services and will create a political imperative for change in the
planning') management, financing, and delivery of long-term care services. Because the
shift is imminent, it is important to begin planning now for restructuring before
Virg-inia's service and financing structure is overwhelmed by the demographic and
sociological changes which will occur.

1t should be noted that the majority of the elderly are cared for by family. The
National Council on Aging reports that 2.7 million adult children are caregivers for
their parents. Most of the caregivers are women who are, because of social and
economic changes, more likely than ever to be employed outside the home. Because
of these societal changes") many families') therefore, are prevented from caring for
family members or may need help to maintain or assume care for the elderly in their
own homes.

Tn Man)' ways., the long-term care needs of the elderly are more social than medical.
An administrative mechanism to assess care needs, to link people to services') and to
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control unnecessary costs is needed. Two other resolutions passed by the 1993 General
Assembly reflect an awareness of these issues. House Joint Resolution No. 601
requires the development and implementation of a statewide comprehensive case
management system for long-term care. House Joint Resolution No. 602 establishes
a long-term care policy for the Commonwealth which reflects the need for additional
community-based services, support for families and other informal caregivers, and
maximum independence and choice for consumers. (See Appendix II for copies of these
two resolutions.)

ID. CURRENT SYSTEM AND FUNDING

Description of' the Current System

At the federal, state, and local level there is a complicated and overlapping array of
financing and service programs for long-term care. In Virginia, four state agencies--the
Department of Medical Assistance Services, the Department for the Aging., the
Department of Social Services, and the Department of Health--have a role in long
term care. At the community level, there are numerous local entities--area agencies
on aging, health departments, social service agencies--as well as private and private
nonprofit agencies which deliver services and playa role in managing the system. (See
Appendix III for a description and listing of current system of agencies and services.)
Although the focus of the Task Force as requested by HJR 603 was on these four
agencies, other agencies such as the Department of Mental Health, Mental Retardation
and Substance Abuse also playa role in providing long-term care services to various
groups.

Approximately half of the long term care costs are paid for by consumers and their
families. Medicaid pays the majority of publicly funded costs for long-term care
services. The Commonwealth pays one half of the cost of Medicaid in addition to
varying degrees of support for other long-term care services. In addition to Medicaid,
other major federal funding sources are the Older Americans Act and the Social
Services Block Grant. The chart below depicts money that is budgeted for long-term
care and aging services in Fiscal Year ~94 by the four agencies involved in long-tenn
care. It includes the areas considered for restructuring.
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Long-Term Care and Aging Funding lor FY994

(in Millions)

Department for the Aging s 25.3

Department of Social Services 41.8

Department of Medical Assistance 466.5
Services

Department of Health 4.3

Total S 537.9

The chart above includes funding for both administrative and service costs. See
Appendix IV for detailed information on funding budgeted for these agencies.
Additional funding sources include Medicare, Veterans Affairs, and long-term care
insurance.

IV. FINDINGS FROM THE PUBUC FORUMS AND HEARINGS

Approximately 800 persons attended public forums and subsequent public hearings
held by the Task Force across the state. Persons in attendance represented local
governments, departments of health and social services, community services boards,
and area agencies on aging, as well as consumers, caregivers, and family members.
General comments from both forums and hearings are summarized by topic below.

State Level Restructuring

•
•
•
•
•
•
•
•

•

support for more consistency across long-term care programs
general support for state restructuring/govemment streamlining
include licensing of homes for adults- and nursing homes
include housing in the state level planning
offer leadership for training of all providers
include regulationllicensing of home care providers
minimize duplicative investigations and reporting
include Department ofMenta} Health, Mental Retardation and Substance
Abuse Services
assess costs and potential savings

5



Local Impact/Options

•
•
•
•
•
•

desire for local flexibility
need for a continuum of long term care services in each locality
support for a "phased-in" approach
financial flexibility at the local level
need to examine local fiscal ramifications
no cost shifting to localities

Impact on Consumers/Caregivers

•
•

•

support for sliding fee scale and inclusion of those who can pay
responsive system which allows local flexibility to meet consumer needs
in a more streamlined manner
involvement of consumers in planning of restructuring

Delivery of Services

•
•
•
•
•
•

need for core services
use Uniform Assessment Instrument for services
need for single point of entry
consider housing and transportation
need uniform definitions and consistent eligibility
need respite care and adult day care

Public/Private Relationships

•
•
•
•

Funding

•
•
•
•

include tax incentives for providers to give care to indigent
use private providers for chore and companion/home care
stress "creative" partnerships with private sector
look for linkages with long-term care insurance

flexibility in use of funding at the local level
statewide "gap filling" funds needed
no cost shifting to localities
insure that new consolidated structure requIres no additional
administrative funding
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V. DEFINITION AND GUIDING PRINcrPLES

Definition

The Task Force adopted the following definition of long-term care:

Long-term care is the system of policies and
programs that provides social, health and related
supportive services to individuals of all ages who
are limited. in their ability to function over an
extended period of time.

As directed by HJR 603, the Task Force focused on those persons age 60 or above as
its primary target population. The Task Force recognized that persons who are
younger and disabled also need long-term care that will require consideration in the
future.

Guiding Principles

The Task Force also adopted the following guiding principles to provide a framework
for its work and for the proposed further development of long-term care services in
Virginia.

A long-term care system should:

Be directed toward individuals of all ages;

Focus on the client with the goal of providing maximum independence and allowing
individual choice in the selection and provision of long-term care services;

Promote and preserve personal dignity, individuality, privacy, the right to make choices,
and the right to a decent quality of life;

Support the family and informal clIl'egivers as the primary source ofcare and assist, not
replace, the current informal caregivers;

Prooide preventive services;

Ensure the availability to all Virginians of a continuum of care through a eomprehensioe
network of in-home, community- based anJ residential services which are responsive to the
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unique need]s) of individuals;

Ensure affordable, available quality care;

Support local flexibility and geographic diversity as well as cultural, racial, and gender
diversity;

Eru:ourage publirlprivate partnerships;

Serve all income levels with the use of a sliding fee scale for those who can pa)'" some or all
of the costs of services; and

Ensure that priority for Virginia's long-term care and aging programs and policies target
persons with the greatest economic and furu:tional need.

Administrative Principles

In order to envision and guide the future of long-term care and aging services and provide the
infrastructure to accomplish the efficient and effective delivery of those services, the Task
Force adopted administrative principles.

A long-term care and aging system should:

Consolidate State level management, planning, and financing;

Simplify administration at the state and local level with a locus of accountability;

Keep administrative costs low;

Maintain finan.cial flexibility at the local level;

Be phased-in to ensure orderly development;

Provide uniformity in policy, definition, and service delivery in ail long-term care services;

Provide a uniform case management definition;

Ensure the availability ofcomprehensive case planning and management including a client
assessment for individuals with multiple needs;

Require screening for appropriate level and setting for care;

Implement reimbursement policies that support goals;
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Require an evaluation componem '0 assess quality, effectiveness, cost, and change in long
term care outcomes to include resource allocation, elietu level data, and other management
information;

Require a state plan for long-term care;

Not shift costs to localities;

Promote cost'containment mechanisms; and

Provide reasonable payment to providers of long-term care services.

VI. STATE LEVEL RESPONSmILITIES

Currently, the planning, administration, management, development, regulation and funding
of long-term care and aging services is the responsibility of, at least, four state agencies. The
Task Force recognized Virginia's increasing aging population, changing family structures, and
improved medical technology which increases longevity and therefore increases the demand
for long-term care services. The Task Force concluded that consolidation of the long-term
care functions of the four state agencies provides the capacity to plan and respond to future
needs. Currently, implementing changes in long-term care can be difficult because it requires
the action and support of multiple agencies. Consolidation and restructuring will provide for
the development of a unified mission and consistent goals for long-term care and aging
services. Uniformity of guiding principles and philosophy will guide the administration,
management, development and funding of long-term care services in a restructured, unified
agency.

Goals of CoDsolldating State Agency FUDctioDS

The Task Force established the following goals for consolidating state agency functions:

•

•

•

consolidate the administration, planning, management, regulation and funding
of state long-term care and aging programs;

ensure state level authority and accountability;

further the development of a full array of affordable, high quality home-based,
community-based and residential services;
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•

•

•

•

•

•

•

•

provide publicly funded long-term care services in each locality to include in
borne, community-based, residential services, protection, public education, and
preventive care;

develop and implement a uniform assessment process to ensure individuals
receive services most appropriate to their needs;

effectively plan for nursing homes, adult care residences and other residential
settings to meet the needs of the population;

allow the state to maximize funding for service delivery and opportunities for
cost containment;

maximize the use of state and federal funding to expand home and community.
based services;

encourag~ the development of public/private relationships;

provide adequate regulatory oversight of providers to ensure the delivery of
quality services; and

promote public understanding of long-term care and aging issues and services.

Responsibilities and Functlons of State Government

Administering a statewide system of long-term care and aging policies and programs is the
responsibility of state government. The Task Force identified the following functions and
responsibilities to be contained in a consolidated agency.

Ensure the availability of affordable, high quality services by:

•
•
•

establishing provider and service standards;
promulgating regulations, licensing providers and enforcing standards; and
assuring the administration of a certificate of public need program.

Develop policy, including:

•
•
•

provider and service standards, such as credentialing and training;
standards for client assessment and case management; and
standards for staff and provider training.

Provide protection, advocacy, public education, and consumer information, including
a grievance system which provides for complaint handling and resolution and a
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consumer appeals process for eligibility for services.

Maintain demographic and service utilization infonnation for planning and program
development and for consumer and local government use.

Conduct planning and research for program development. including facilitating the
development of appropriate manpower.

Evaluate the effectiveness of programs, including impact on consumers.

Finance programs and services. including managing payment systems, providing
reimbursement, and budgeting.

Provide training and staff development for staff and training and technical assistance
for providers.

RecommeDded Programs, Services, aDd FUUCtiODS of the Consolidated Agency

ReeommeDdatioD One:

A coDsoJidated aDd restructured state-level long-term care and aging agency
should be established hy JaDnary 1, 1995.

The consolidation of state agency functions should allow the state to maximize funding for
service delivery and opportunities for cost containment. Through consolidated administration,
planning, management, regulation, and funding of long-term care and aging programs, there
should exist an opportunity for providing a full array of services, most appropriate to the
needs of the people, while controlling the rate of growth of costs. The consolidated agency
should foster an environment that encourages and offers incentives for cost containment for
the public and private aspects of the long-term care system.

The ,following programs, services, and functions were identified by the Task Force to be
included in the consolidated agency.

From the Department for the Aging (YDA):

• All programs., services.and functions. including:
the Long-Term Care Ombudsman Program
in-home and adult day care services
home delivered and congregate meals
respite care elder rights, including guardianship
transportation
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From the Department of Medical Assistance Services (DMAS):
• Nursing home and home health provider rate setting, audit, and cost settlement

(including provider appeals)

•

•

Long-term care information management support

Quality care assurance including:
home-and community-based care waiver administration
home health utilization review
hospice program administration .
nursing home patient class validation and utilization review
long-term care service pre-authorization
nursing home pre-admission screening

•

FroID the Department of Social Services:
• Adult Services
• Adult Protective Services, including guardianship
• Auxiliary Grant payments
• Central/regional office administration of Adult Services, Adult Protective

Services, Medicaid and the Auxiliary Grants Program
Licensing of homes for adults (adult care residences) and adult day care
providers

From the Department of Health:
• Licensing and certification of nursing homes and home health providers
• Nursing home preadmission screening

Such a state structure would:

•

•

•

•

identify one entity as accountable for long-term care and aging policy and
programs;

provide centralized control over the budget process for multiple funding
streams;

ensure coordination in program development and implementation;

integrate licensing/certification and resource development with program
development and funding, including:
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bringing together two rate setting teams from the Department of
Medical Assistance Services and Department of Social Services, and

developing compatible regulations between adult care residences
and nursing homes;

•

•

..
•

•

•

•

retain and continue to emphasize current programs of the Virginia Department
for the Aging which are 1Ul1long-term care but which provide services to older
Virginians and their families, including., but not limited to, information and
referral, emergency services, congregate meals, respite care, legal services,
residential rep.air and renovation, transportation;

co-locate many programs and functions and integrate service delivery functions
which may have been confusing and duplicative, including:

Adult Protective Services and Long-Term Care Ombudsman
programs,
Department of Social Services and Virginia Department for the
Aging funded in-home services, and the Medicaid personal care
program;

facilitate the development of uniform policy and definitions for programs;

develop long-term care expertise;

manage growth by controlling and targeting funding;

maximize funding for service delivery; and

assume state responsibility for developing needed programs, such as
guardianship.

R~mmeDdatioD Two:

The eonsolidated ageucy should be 8el'Ved by • policy board eompri~ of
eitizens, CODSumers, providers aad oth~ peniODS with exputiae or iDteresl
ill long-term care aDd agiag services.

The Task Force was concerned that the board which governs the agency be a policy-making
board with authority to influence the administering agency, and that it be composed of
citizens and consumers who are knowledgeable about long-term care. The Task Force urged
that statutory language ensure a significant number of consumers be on the board. The board
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should be comprised of persons &orn various geographic areas, and should clearly represent
rural, as well as urban and suburban areas.

The Task Force urges the new policy board to consider developing a mechanism which allows
for local and regional input of consumers and advocates to the state-level policy Board and
utilizes external expertise as appropriate. The Task Force recognizes the contributions of
existing boards and committees at the state and local level to the development of the long
term care and aging system and encourages their continued interest and input into the
development of the system in the Commonwealth.

-
Recommendation Three:

The long-tenn care system should include individuals oc.n ages Deeding
long-term care services.

Long-term care services are needed by persons of all ages. However, the Long-Term Care and
Aging Task Force's primary focus has been on older persons, as mandated by HJR 603.
Younger persons receiving long-term care services in nursing homes, homes for adults, and
through the ~Iedicaid-fundedhome- and community-based waiver programs for the elderly
and disabled have also been included in the Task Force's discussion. Programs at the
Department of Medical Assistance Services which serve the younger disabled and adult
programs at the Department of Social Services which serve all adults are included in the
consolidation. The Task Force recognized that younger persons need long-term care services
and views the consideration of the inclusion of persons who are younger and disabled as
critical to the efficient and effective delivery of long-term care services. The Task Force
recognized that these needs for long-term care were beyond its charge and urges that the
General Assembly give consideration to the long-term care needs of all Virginians.

Recommendation Four:

The Task Force endorses the use of the Uniform Assessment Instrument
(VAl) and recommends the development of. "short form" oC the UAI Cor
use when appropriate.

Standardization in assessing need for services will facilitate equitable distribution of resources.
The Uniform Assessment Instrument (VAl) provides an opportunity for standardization of
assessment. The VAl was developed as a component of the Case Management for Elderly
Virginians Project and currently is being revised for application to all publicly funded long
term care services. The UAI provides a mechanism to complete a comprehensive review of
an individual's needs and resources. The VAl does not need to be completed for all
individuals seeking long-term care services. Therefore, the Task Force supports the
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development of a "short form" for those situations when a comprehensive assessment is not
needed, but urges that criteria also be developed to ensure appropriate use of the "short
form."

Proposed Time Frame for State Implementation

The Task Force recognizes that adequate time must be allowed to reorganize at the state level
and to plan with localities for the implementation of any changes at the local level. The Task
Force proposes tba4: the director of the agency be hired and the policy board be established
at the state level on July 1,1994. Consolidation and implementation of the state level agency
would occur on January 1, 1995. During the transition for both the state and local level,
programs in both State and local agencies would continue to operate as they cunently do.
Full implementation of the local level changes would not occur until January 1998. ( For full
details on the time frames see section XI Time Frames for Key Long-Term Care
ReStructuring Activities.)

The proposed time frame would allow for the following:

•

•

•

•

•

•

•

•

•

an orderly time frame and process for realizing the vision laid out by the Task
Force;

allows time to utilize Medicaid waivers to the State's advantage;

allows time to study and resolve local implementation concerns;

allows the Uniform Assessment Instrument (UAI) to be implemented
(scheduled for July 1, 1994);

allows consolidation of licensing at the state level in advance of local changes;

allows for local service delivery to continue in its present form until such time
as local implementation plans can be fully developed and reviewed by localities;

allows time to further review the curre.nt local system and to determine
whether there are problems in the current system which may need to be
addressed;

allows time to consider the impact of federal health care refonn and to
integrate with any long-term care proposals at the federal level; and

snows enough time for orderly implementation so ultimately there is less
disruption to consumers.
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Other Issues Rel.ted to State wDsolidatioD

The Task Force also considered including the Certificate of Public Need Program (COPN) in
the restructured agency, but decided that COPN for long-term care services should continue
in the Department of Health at present. When the moratorium on construction of new
nursing homes is lifted by the General A£sembly, consideration should be given to transferring
the COPN program to the consolidated agency.

Other administrative matters that need to be considered are the appeals process and the
designation of the Office of the Secretary of Health and Human Resources as the single state
agency for Medicaid. The consolidated agency and the new board should ensure that a
process for client appeals and grievance procedures is established, possibly incorporating the
components currently housed in the Department of Medical Assistance Services and the
Department of Social Services in the consolidated agency. The designation of the Secretary
as the single state agency for Medicaid would create balance between the consolidated agency
and the remaining Department of Medical Assistance Services. Such a designation is for
administrative purposes, and would not have an impact on the programs retained by the
Department of Medical Assistance Services. .

The Commonwealth should continuously reassess its long-term care and aging system to make
sure that it is appropriately meeting the needs of its citizens. One important reassessment
would be reviewing the decision Wl1 to include the long-term care programs of the
Department of Mental Health, Mental Retardation and Substance Abuse Services
(DMHMRSAS) in the consolidation at this time. DMHMRSAS is 8 major provider of long
term care services in the state, and review of the inclusion of those programs should be
considered as the system is reassessed in the future.

VII. LOCAL LEVEL RESPONSmn..ITIES

The Task Force recognized the need to acknowledge the diversity across Virginia in the
delivery of long-term care and aging services. There was consensus that local flexibility in
administration and delivery of services was required at the local level but that guidance about
expectations for statewide service delivery needed to be given. The Task force agreed on
principles for local level responsibilities, a list of such responsibilities, and issues for local
implementation. It recognized the important link between state and local programs and that
changes at the state level will have an impact on the local level. The Task Force agreed that
there was not sufficient time to allow a full discussion of local issues and to make final
recommendations on local implementation.

RespoDSibilities of Local GovuDDlent

The following were identified as responsibilities of local government related to long-term care
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and aging services which are being carried out by local governments or their designees in
varying degrees across the state:

•
•
•

•
•

•

•

planning;
program coordination;
development of policy and procedure for local long-term and aging care
services;
protection of vulnerable citizens through Adult Protective Services;
provision of, or contracting for the provision of, long-term and aging care
services;
evaluation of. local long-term care and aging services, service delivery and
programs; and
auditing.

These responsibilities are currently being provided directly, delegated to an appropriate
human service 01' aging entity, or contracted. In the system envisioned those options would
still be available to carry out long-term care and aging responsibilities.

Reeommeudation Five:

The state entity should establish a local impJemeatatioD plauDiag group in July
1994 to begin to consider the issues related to local service delivery. The local
loug-tenn eare audagiog services deJivay system should be established aDd
opu'ationaJ as 800D as possible aDd DO latel' thaD JaJluary 1, J998.

Implementation Issues for Local PlanDiJag Group

The Task Force, through public hearings and its subcommittee and Task Force deliberations,
developed a preliminary list of issues the planning group might wish to consider as steps are
taken to enhance the local service delivery system. The list includes:

• options for administering long-term care and aging on the local level, including
the possibility of a state administered option; -

• cost shifting and potential cost to localities;

• allocation formulas;

• determination of the need for new programs such as guardianship;

• requirement for 8 locality plan for long-term care and aging services; and
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• mechanisms for local consumer input and ways to forward that input to the
state level.

The Task Force agreed that localities must ensure that there is a local mechanism which shall:

•

•

•

Determine the needs of elderly persons and others needing long-term
care services;

Develop the area plan and budget to submit to the proposed
consolidated state department; and

Review and evaluate the effectiveness of the plan in meeting the long
term care needs in the locality.

In order to ensure that adequate planning and consideration is given to local configurations
for administration and service delivery, the Task Force, in its time frame for implementation,
recommends the establishment of a new local implementation planning group to further study
local implementation issues in conjunction with the new policy board and the agency director.
(See Section XI Time Frames for Key Long-Term Care Restructuring Activities.)

VIII. SERVICES

In envisioning the future of long term care and aging, the Task Force took a long-range view
of the service system and the service delivery network. Acknowledging that services are
delivered at the local level, the Task Force offers the following concepts and ideas for
consideration by the local implementation planning group and consolidated agency.

Support for the Consumer and Family

Support for the caregiver and family members is implicit in the notion of service provision.
Services should support, not supplant, the role of the caregiver and family . It is recognized
that without the family members, caregivers, and informal support network it would be
impossible to develop sufficient services to help persons remain as independent as possible for
as long as possible.

Support for family caregivers should include the following:

•
•
•
•
•

formal linkages such as information and referral and case management;
consumer education on quality and availability of services;
respite care;
support groups for caregivers; and
encouragement to employers to include family leave time in benefits packages
and eldercare in resource and referral services.
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Priuciples for Suvice Delivery

A ny structure for long-term care and aging services should permit some degree offlexibility
in local administration but assure general statewide consistency in the availability of a
continuum of long-term care services.

There should be a single coordinated source of planning and policy development for long
term care and aging services at the local level to ensure accountability, cooperation, and
coordination.

No matter what the entry point for long-term care services, each agency should use the
Uniform Assessment Instrument. If the system has multiple points of entry, each age~
must use the assessment data alroody gathered without requiring duplicate assessments.

There nlust be adequate public education so that prospective users of long-term care and
aging services will know how to access and enter the system.

Implementation ofany changes in local long-term. care and aging services should bephased
in on a schedule which will allow local governments the advance planning time needed.

There are differences in service availability and accessibility between localities; therefore,
localities are encouraged to consider issues which cross jurisdictions and may require cross
jurisdiction cooperation and consolidation.

Consolidation of long-term care and aging services must not shift costs from the state to the
local level.

A ny new administrative or service responsibilities at the local level must be accompanied
by adequate state or Federal funding.

Overall service level must not be reduced as a result of consolidation, and there should be
no diversion of service funds into administration.

Themes lor Service Delivery

In keeping with a consumer-focused service delivery system, the following themes
were identified by the Task Force as basic to the provision of long-term care and aging
servrces:

• priority for home-care options for those who might otherwise need
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•

•

•
•
•

•

institutional care
the right of individual consumers to participate in care planning and to
make choices about services;
the importance of housing options as the service delivery settings within
which long-tenn care services are provided;
the importance of transportation to enable persons to access services;
the importance of public-private collaboration;
the necessity for provision of medical and mental health care when
needed by the long-tenn care consumer; and
the importance of public assistance benefits when needed to ensure access
to services.

Prevention was also an area that was emphasized by the Task Force. Preventive
services and health promotion should be provided to maximize the individual's
physical, cognitive, emotional., sensory and psychosocial well being. Strategies include:

•

•

•

encouraging and enabling older people and their families to attain three
forms of fitness: social, mental health, and physical;
providing a comprehensive continuum of community-based health and
social services conducive to health maintenance and self reliance; and
assisting elderly individuals to gain access to knowledge., skills and other
resources that may be used in meeting personal health goals and
objectives.

Preventive services are emphasized even though it is recognized that at least initially
resources must be prioritized to meet the most immediate needs of the most impaired.
Other states" experiences have shown that services which prevent those not currently
Medicaid eligible from "spending down" and becoming Medicaid eligible for nursing
home care can result in significant savings.

Scope of Services

The Task Force studied the long-term care services needed in each community and
determined that each community should include an array of home-based, community
based and residential services in order to respond to consumer need. The Task Force
considered identifying a core of Iong-term care services which would be available in
each locality. The tremendous variation in service need from consumer to consumer
as well as differences in service availability and informal support systems points to the
desirability of a broad alTay of services being available to consumers. This array is
shown as a "wheel of services" to demonstrate that the consumer receives the services
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in a variety of settings. (See Appendix VI.)

The Task Force believes that localities should be given the ability to tailor services to
their local needs choosing from the array of services, but should ensure that service
options include services from those grouped under the three categories: horne-based
services, community-based services and residential services.

A broad range of services available for home and community-based care has been
found to be most effective in meeting the individual's need while reducing the
unnecessary expenditure of available funds. The key is to have a mechanism, such
as case management, to make sure that the services provided are appropriate to the
individual's need. In the system which is envisioned, services will be authorized by
a case manager who is aware of total resources and who individualizes services for each
consumer.

Such an approach supports consumer preferences, but has also been shown in other
states to be cost effective. For example, if options are not available, services which
do not adequately meet the individual's need may be provided. A more expensive
service may be provided when the consumer needs a less expensive, but unavailable,
service.

IX. OTHER ISSUES RELATED TO SERVICE DELIVERY

This section also contains a number of concepts, ideas, and issues which the Task
Force discussed and which should be considered by the local implementation planning
group.

Case management

Case management is a process to coordinate and monitor a wide range of health and
social services to meet an individual's needs. As noted earlier, case management is
being addressed in response to HJR 601, but case management was also addressed by
the Task Force because it is seen as such a key function in long-term care. It is the
unifying component which identifies needs and links individuals with appropriate
services. The case management process generally includes case finding,
presereening/intake, assessment, care planning, implementation, monitoring,
evaluation, reassessment, and case closing.

A long-term care system should be implemented which initially uses case management
services now available but which moves toward a case management system where
publicly funded services are identified and authorized. Empowering the case manager
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to authorize services, as well as broker services, would improve service delivery and
ensure the effective use of resources. The issue of service authorization as it relates
to case managers continues to be studied, but as managed care becomes an integrated
component of the health care community, it may become apparent that, at a future
date, case managers for long-tenn care services may need to authorize services as a
cost containment mechanism.

Acknowledging that work on case management is underway as a result of HJR 601,
the Task Force endorsed the principle of service authorization as an appropriate model
for provision of case management statewide because it would empower the case
manager to arrange and approve payment for specific services needed by individual
consumers.

Some Task Force members felt that to avoid the appearance of a conflict of interest
when the case manager authorizes services, the case management entity should
generally not be the service provision entity. However, it is recognized that, because
of the Commonwealth"s geographic diversity, in some rural areas, agencies or
organizations may need to continue to perform both case management and service
delivery. In addition, alternative methods of case management , including those
currently providing and/or authorizing direct service delivery are recognized as being
sufficiently effective to merit full study and consideration. The Task Force urges that
the local implementation planning group further examine this issue.

Consistent eligibility requirements

The Task Force encourages the use of a consistent approach when establishing income
and resource limits for eligibility determination for long-term care and aging services
be considered by the local implementation planning group. Currently, the varying
definitions of income and resources used in determining an individual's eligibility for
publicly funded services are inconsistent across programs, difficult to understand, and
create barriers to service access and delivery. Consistency is needed when income and
resources are addressed in establishing financial eligibility criteria for the variety of
long-term care services. The Task Force recognizes that federal requirements create
some of the inconsistencies.

Sliding lee scale

A sliding fee scale should be utilized in order to include all persons with the ability to
pay for services. Cost sharing arrangements, with the cost amount varying by income,
were endorsed as an essential element in the development of a long-term care delivery
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system. The system envisioned would be one where those with the lowest incomes
receive fully subsidized care while those with moderate incomes receive partial support
for community care services. It would also recognize the differing costs of living across
the Commonwealth, and the local service delivery implementation group should
include this in local implementation requirements.

Public/private relationships

The long-term care system should maximize public/private relationships as well as
make maximum use of all resources. Public/private relationships and partnerships
can enhance service delivery as well as facilitate broad-based participation in the
development of long-term care services. Important in the development of
public/private relationships are adequate reimbursement rates {or providers of long
te1'J!l care services as well as timely reimbursements for such services.

Businesses as employers can also play a role in supporting their employees in
caregiving roles. The Task Force encourages the proposed consolidated agency to:

• provide information on the effect that long term care can have on their
employees and the business (through reducing employee absenteeism, for
example etc.);

• undertake specific marketing efforts targeted at business, labor, and
business/service organizations such as Chambers of Commerce, Private
Industry Councils, and Kiwanis to provide information on the effect of
long-term care on businesses and employees; and

• sponsor special events targeted at the business and labor communities to
discuss long-term care needs of businesses and employees and possible
solutions, including flexible work schedules, resources and referral service
for eldercare, and dependent care assistance programs.

x. SERVICE LINKAGES

Linkages are essential in the coordination and delivery of long-tenn care services.
Working relationships among community service agencies need to be more open and
flexible in some cases and, in others, more formalized through the use of service
protocols, service agreements, and/or memoranda of understanding at the state and
local level. The Task Force urges that the consolidated agency and the local planning
implementation group consider the linkages it explored.
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The Task Force identified the following issues which require the development of other
linkages with the long-tenn care delivery system.

•

•

•

•

Transportation. Transportation is the key to accessing services. The
Task Force encourages additional funding for transportation and supports
the work of the Specialized Transportation Council.

Housing. Housing is a generic term which relates to the setting in which
long-tenn care services are provided. Case management and the array of
long-tenn care services should support the consumer's choice of housing,
subject to availability and appropriateness.

Mental Health, Mental Retardation and Substance Abuse Services and
Other Agencies. The greatest integration possible should occur between
services provided through the Department of Mental Health, Mental
Retardation and Substance Abuse Services (DMHMRS.AS) and
community services boards and the long-tenn care service delivery
system. Also important are linkages to the departments for the Visually
Handicapped, for the Deaf and Hard of Hearing, and for Rehabilitative
Services-vall of which provide necessary services for the long-term care
population. At the state and local level, formal mechanisms, such as
memoranda of understanding and contracts, should be created to ensure
maximum integration. As previously stated, reexamination of the
inclusion of long-term programs of DMHMRSAS should be included as
the state continues to examine its long-term care system.

Financial Benefits. The importance of linkage between long-term care
services and financial benefits can be enhanced by:l) co-locating long
term care services, when feasible, with federal and state financial benefit
programs; 2) authorizing case managers to take applications for a variety
of benefit programs; 3) encouraging and developing volunteers to provide
financial counseling and assistance to persons applying for long-term care
benefits; 4) linking with financial eligibility functions performed in local
departments of social services; (5) encouraging people to plan for their
possible needs for long-term care services; and 6) expanding outreach
efforts to maximize use of the Qualified Medicare Beneficiary (QMB)
option.
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•

•

•

•

•

Social Security. The Task Force encourages strong linkages with the
Social Security Administration. and urges that ways in which application
for Supplemental Security Income (SSI) can be taken by case managers
be explored.

Department 01 Veterans AffaiI'8. The Task Force recognizes that many
services are provided through this department and seeks to ensure that
case managers are aware of the services of the Department of Veterans
Affairs and refer individuals to the Department when appropriate.

Acute-Care Facilities and Providers. The Task Force encourages strong
linkages with hospital discharge planners, physicians, and other providers
in order to ensure appropriate and timely transfer of individuals between
acute and long-tenn care services.

Long-Term Care Insurance. Formal linkages with the proposed
restructured agency and the State Corporation Commission Bureau -of
Insurance, should be established to ensure that long-term care insurance
is properly regulated and that consumers are knowledgeable about such
insurance.

The Virginia Insurance Counseling and Advocacy Project at the
Department for the Aging, which is cosponsored by the Bureau of
Insurance, should be continued to ensure that consumers are fully aware
of the benefits and risks associated with long- term care insurance.

Continuing Care Retirement Communities. Linkages should also be
formalized between the State Corporation Commission Bureau of
Insurance, which regulates the 39 continuing care retirement
commuriities (CeRe's) in Virginia, and the restructured agency.

XI. TIME FRAMES FOR KEY LONG-TERM CARE RESTRUcruRING
ACI1VITIES

October 1993

•

•

Long-Term Care and Aging Task Force submits report to the Secretary
of Health and Human Resources

Secretary submits plan to the Long-Term Care Council/Joint Commission
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•

•

•

•

Develop legislative proposals to establish state agency

Implement revised Unifonn Assessment Instrument (DAI) and client
level data base in Case Management Pilot Project

Continue Case Management Pilot Project efforts to develop common
definitions and eligibility criteria across human services programs

Govemor~s Conference on Aging on long-term care

January - March 1994: General A88embly action on legislative proposals

March 1994

•

June 1994

•

July 1994
•

•

•

•

Develop state agency implementation plan

Implement case management and use of VAl in adult care residences
(homes for adults)

Appoint Director

Appoint policy board

Adopt UAI for Medicaid-funded home and community-based services,
area agencies on aging and local departments of social services

Establish a local implementation planning group to address local delivery
issues in developing a long-term care and aging services system at the
local level.

January 1995

• Establish consolidated state-level agency
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January - February 1995:
General Assembly action on any additional housekeeping legislation related to the state
agency on long-term care and aging sernces

January 1995-November 1995

• Local implementation planning group continues study and reports
recommendations by October, 1995.

January - February 1996:
General Aaaemhly action on legislation on local long-term care and aging aervices
sys~m

April 1996

• Prepare implementation plan for local system

January 1997

• Begin implementation of local long-term care and aging services system
on a phased-in basis.

January 1998

• Implementation of locallong-tenn care and aging services system to be
completed.
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Appendix 1

LONG-TERM CARE & AGING TASK FORCE

To ensure the development of the plan had the input and guidance of all
interested parties, theSecretary ofHealthandHumanResources established the Long
Term Care and Aging Task Force. We wish to give special thanks and recognition
to the following individuals who served on the task force. Each memberalso served
on one of three subcommittees. The subcommittee on which the member served is
listed with their name.

TASK FORCE MEMBERS

William L. Lukhard

Robert Blancato (State)

Thelma E. Bland (Services)

Nancy Beekes (Local)

Paul Boynton (State)

EDen Bozman (State)

Edwin Brown (State)

Margo Clark (Services)

Peter Clendenin (State)

Jobn E. Cowbig (Services)

King E. Davis (State)

Catbie Galvin (State)

Barbara L. Glaser (Services)

Carol Hogg (Local)

Larry D. Jackson (Services)

Mary Blewit Kemper (Local)

AGENCY OR ASSOCIAnON REPRESENTED

Chairman

At Large Member

Department for the Aging

Virginia League of Social Semces Executives

Regional Planning Agencies

Virginia Home Care Alliance

Virginia Association or Local Healtb Directors

At Large Member

Virginia Health Care Association

Virginia Hospital Association

DepartmeDt of Mental Health, Mental Retardation
and Substance Abuse Services

Virginia Association of Area Agencies on Aging

Virginia League of Social Senices Executives

Virginia Association of Local Health Directors

Department of Social Serviees

Virginia Association of Nonprofit Homes for the
Aging
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Bruce U. Kozlowski (Local)

Richard W. Lindsay (Services)

Robert Lockridge (Local)

William Massey (Local)

Ann Morris (Services)

Dana Neidley (State)

Michael Osorio (State)

Robert M. Sager (Local)

Robert Schneider (State)

Bert Seidman (Local)

Lynne Seward (Local)

J. Howard Sbegog (Senices)

Robert B. Stroube (Local)

Katie Summers (Local)

John Taylor (Senices)

Jacqueline Thomas (State)

James Thur (Services)

Phyllis S. Tyzenbouse (Services)

Susan Williams (Serviees)

Joyce Wilson (Local)

Department of Medical Assistance Senices

The Medical Society of Virginia

Virginia Department of Planning and Budget

Virginia Associ.tion of Area Agencies on Aging

Virginia Association for Home Care

Virginia League of Social Services Executives

Virginia Association of Homes for Adults

Virginia Association of Counties

Governor"s Advisory Board on Aging

At Large Member

Virginia Institute 00 Adult Daycare

Old Dominion Medical Society

Virginia Department of Health

Alzheimer's Disease and Related Disorders
Commission

A1zheimer"s Disease and Related Disorden
Commission

American Association of Retired Persons

Virginia Association of Community Services
Boards, Inc.

American Association of Retired Persons

Virginia Association of Area Agencies on Aging

Virginia Municipal League
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Appendix 2
GENERAL ASSEMBLY OF VIRGINIA-1113 SESSION

BOUSE JOINT RESOLunON NO. 101

~i". tJt. S«twtll1)' of H«Ilth tIIUl HIUfUUt Raource. to d.velop and impl-m_,.t G

6llltIwid. comp,./WMiw. au. lfIIJJ'U¥_m.,.t "Y-.m for kNtI-u"" carw.

A&reed to by the HOlDe or Delegates. February " 1193
A&reecl to by tile 5eDate, February 23, 1"3 .

WHEREAS. muy elderl, VlrIInlaDl often aperleDce cllfftculty accessing loq-term care
.mces because they are t)'p1caI1y fraU ad uaaware of tile .mces they Deed or wbere
to ftDd tbem; aDd

'ft'IlEREAS. tile CommoaWealtll'. apendltures for Ioqoterm care IerVlces bave rtsec
rapidly AD tile pat decade aDd even more rapid II'Owth II utldpated by the ,ear 2000;
aDd

W'IIEREAS. tile Cae UlnlaelDeDt for aa~ Elderly PIlot~ !uIs demoDStrated that
cae mlUaemeDt caD DDt elderly VlrltDiaDl to appropriate Ioq-term care lervices wbieb
may delay or avoid Durslna bome plaeemeDt; aDd

WHEREAS. components of aD effedlYely administered Joaa-term care system lDdude
_ meat aDd comprebeDSIve aile plannlnl aDd DIIMrmeat for Joaa-term care lem~
aDd

WHEREAS. _! 5'lleat. c:ase pI,nn'"1 ad IDOIIItorlD& may easure tbat the elderly use
Ioq-term care lervlces In the mast appropriate aDd etftdellt way possible; ad

WHEREAS. overall costs for loq-term care can best be contained When program
eUllblllty Is taraeted toward persons who bave multiple llmltatlons lD performing actiVIties
01 dally Uv1D& -ben a man8aees care approach .. tiled IDd .ben cast lhariDg provlsloDS
are establlsbed; aDd

WHEREAS, local qendes may be able to alft aIItlDl staff resources to effective cue
aumaaement; DOW, tberefor~ be It

RESOLVED by tile Bouse 01 Deleptes. tile seDate coacuJTiDI. Tbat tbe Secretary of
Bealth and BUID8D Resources be requested to develop aDd Implement a stateWide
comprebeDSive cue IDIDIlemezal system WIltcb wW (I) be aval1able to Ie"e au elderly
dtizens; (11) bave autbority to authoriZe eupbllity for all pubUdy ftDanced loq-term care
.rvlces; (Ill) be IUpel'VlSed ud manlaees at tile "te level but admiDJstered at tbe local
level; and (Iv) be funded tbroup a combination of IuDdiDI .,un:es IDdudlD& federal. ute.
and local funds ad consumer fees (based OD abUlty to pay): aDd. be It .

RESOLVED FURTHER. nat the secretary of Health ud BWD8D Resources be
requested to require tIlat all pubUc bealtll aDd bUDWl resource qendes III the
Commonwealth lie a UDlform _aiueDt lDstrument. eommoD deftDJUoDS ad COmDlOD
criteria for all long-term carep~ by July 1, lltt; ucl. be It

RESOLVED FlNALLY. nat tile secretary of Health ud Bumaa Resources be requested
to develop aDd ImplemeDt a ..tewtde ellent level data ... for aD pubUdy tuDded
JoDl-term care services by July 1. 1195.

"Tbe Secretary Iball submit • P.... report to the JOIDt Commission OD Health Care.
abe Governor ad tile 1114 5eIIlOD of the General Aasembly _ provided In tbe procedures
of tbe DIVIsIon or Le&lsIaUge Automated Systems for tile processlDl of le&lslatlve
docUmezats.



· Appendix 2 GENERAL ASSEMBLY OF VIRGINIA-1193 SESSION
BOUSE JOINT RESOLUTION NO. 102

A&reed to by tbe Bouse of Deleptes, February 7, 1183
A&reed to by tbe senate. February 23. 1.93

WHEREAS. 12.5 perceDt of Yb1lnlaDs are lit 15 aDd older; aDd
WHEREAS, lb. Dumber of VlrJiDIaas lie 15 ud older wW IDcrease 32 perceat by tile

,., 2000; and .
WHEREAS, tile Common..ltb ...ftlted more IlIaD 1250 1DIIU0Il III Ioq-term care

.mces III FY 1112, Ud Its IDvestment wW IDcreIIe IIpltIcaaUl ID tile aut 20 years; and
WHEREAS. tile aeeels of lbe elderly populatiOD CaD belt be .mMI, Ud lb. services

CIa belt be admlDIstered aDd coonIlDated, at tile eommUDIty Iege1: aDd
WHEREAS. local fIulblllty ID provIcllD& Iel"VlceI _ould be eacourqed; ad
WHEREAS, lbe elderly dUzeDs of VIqIDIa Ibould recelve lIle DeC A. ry care aDd

.mces at lbe IeUt c:.t and III Ibe IeIIIt CODftDlDl lltuatloD; aDd
WIIEREAS. wltlalD budletary eoDltralDti. It .. appropriate tbat _vIDp ID anna·bome

.mces be reallocated to alteruUve care PJ'OII'IIDI lIIlder lIedk:ald aDd atber proarams;
and

WHEREAS. loae-term care PfOIJU1S _"e tile frailest ad most depeDdeat of VIJ'IlDla·.
adult clUzens; and

WHEREAS, lbe' Commonwealth mould baye a welkIeftned aad .~UDdated policy
'or JODI-tenn care services; aDd

WHEREAS. ID keeplq Wltb lbe preferences of most elderly ad disabled VIJ1Inians. a
lon&-term care system Ibould (I) provide mulmum lDdepeDdeaee for older and disabled
adults; (11) mulmJze commWllty-basecl care IltemaUvs for pubUdy fuDded 10DI-term care
services; (W) ensure. conUDuum 01 Ioq-term care .rvic:es III .cb locality; (Iv) allow
IDdlvidual choice 1D tbe .lecUon ad proVisioD of Joq-term care .rvices; aDd (y) support
famllies and other lDfonnal carealvers; DOW. tberefore. be It

RESOLVED by tbe Rouse of Deleptes. tbe 5eDate CODCUrrlq. Tbat tile Commonwealth
of Vlflinla be committed to proYldlq services to elderly IDdlvlduais tbroUIIl procrams aDd
ID settIop wbleb muimlZe tbelr ability to fuac:tlon • lDdepeadeDUy _ pcstble Jiven tbetr
pbysleal llmltatioDS and wbich eDcourqe tbe priDdples of penonal dlplty, individualityII

privacy. the ript to make cboices aDd lbe rlIbt to a deceDt Quality of Ufe.



VIRGINIA'S CURRENT LONG-TERM CARE SYSTEM FOR THE ELDERLY

SECRETARY OF IIEALTH LONG-TERM

AND HUMAN RESOURCES CARE COUNCIL

I I I I I
DEPARTMENT DEPARTMENT DEPARTMENT DEPARTMENT

FOR THE OF MEDICAL OF OF

AGING ASSISTANCE SOCIAL SERVICES HEALTH
SERVICES

• Provides through
Local AAAs
• Information

& Referral
• Case Management
• Transportation
• In-home Services
• Home Delivered/

Congregate Meals
• Ombudsman
• Respite

• Finances:
• Nursing Homes
• Home Health
• Hospice
• Personal Care
• Transportation
• Adult Day Health

Care
• Respite
• State MH Inst. for

the Elderly
• Case Management

• Nursing Home
Preadmission
Screening

• U.R. for LTC Services
• MR Waiver Services

• Licenses Homes for
Adults & Adult Day
Care

• Auxiliary Grant
Program - Homes for
Adults & Adult Family
Care Program

• Purchases
Companion/Chore,
Homemaker, Adult
Day Care

• Adult Protective
Services

• Adult Services
Program/Case Mgmt

• Licenses/Certifies
Nursing Homes and
Home Health Agencies

• Provides In-Home
Services through local
health departments

• Administers CON
Program



APPENDIX 3 (CONTINUED)

VIRGINIA'S CURRENT LONG·TERM CARE SYSTEM FOR TIlE ELDERLY

Long-term care services are presently administered in Virginia by, at Ieast, four agencies: the Department for
the Aging, Department of Health, Department of Medical Assistance Services.. and the Department of Social
Services. The Long-Term Care Council. comprised of these agencies and the Department of Mental Health,
Mental Retardation and Substance Abuse Services, Department of Rehabilitative Services, the Department for
the Rights of Virginians with Disabilities and the Department for the Visually Handicapped also guides the
administration of long-term care services in the Commonwealth. The long-term care related administrative
functions of the four agencies and the Council are as follows:

DEPARTMENT FOR mE AGING

•

Develops regulations, policies and procedures for an array of home and community-bued care
programs including the Ombudsman and Elder Abuse Prevention Programs.. adult day care,
access services, in-home services, case management, legal assistance, transportation, congregate
and home delivered meals, and respite care services;
Administers community-based services provided through 25 area agencies on aging;
Designates area agencies on aging and reimbuJ'8es for providing long-term care services;
Expands resources through public and private sector initiatives and grants;
Analyzes demographic data related to persODS age 60 and over;
Educates the public on aging issues and needs; and
Provides ltaff support to the Long-Term Care Council.

DEPARTMENT OF REALm

•

•

Licenses long-stay hospitals, nuning facilities. rehabilitation agencies and home health agencies;
Surveys long-term care facilities and agencies for participation in Medicare and Medicaid;
Issues certificates of Deedwhich entitle long-term care facilities and agencies to operate in the
Commonwealth;
Through local health departments delivers home health services and personal care services to
long-term care clients in their own homes~ and
Administers the nursing home preadmission screening program in each locality.

DEPARTMENT OF MEDICAL ASSISTANCE SERVICES

•

•

Develops regulations, policies and procedures for Medicaid coverage of long-term care services
including the following home and community-baeed services; Elderly &disabled - perlonaI care,
.dult day care. respite; Technology-assisted children - private duty nursing., respite. care
coordination; AIDSIHIV - Casemanagemen~ nutrition., peRonaJ care. respite care, private duty
Dursin~ and Mental retardation - residential support, day support, habilitation, therapeutic
consultation;
Pays claims for long-Slay hospital., mental health and mental retardation facility services,
nursing facility services, home and community-based care services under a waiver., home health
services and rehabilitative services;
Administers the nuning home preadmission screening program;
Performs quality assurance activities for aU its long-term care services including



•

preauthorizatioD and continued stay reviews;

Defines provider qualifications and contracts with qualified providers to serve Medicaid eligible
clients; and
Provides fmaneing for other long~term care services such a8:

hospice
durable medical equipment and supplies
physical, occupational and speech therapy.

DEPARTMENT OF SOCIAL SERVICES

•

Develops regulations, policies and procedures for adult lervices~ adult protective services,
auxiliary grants, and homes (or adults (licensure);
Licenses homes for adults and adult day care centers;
Administers community-bued and reaidentiallong-term care programs iDc1udingBupervieion
of 124 local department o( social services;
Reimburses local departments of social services (or providing long-term care services;
Supervises and performs policy compliance monitoring for local departments of social services;
and
Defines provider qualifications for locally approved service providers.

LONG-TERM CARE COUNCIL

§2.1-373.5 of the Code of Virginia sets out the duties of the Long-Term Care Council as follows:

providing leadership in the development of state policies and programs for the long-term care
system;
assuring that an appropriate supply and mix of quality long-term care services are available
in the Commonwealth;
assuring that long-term care services are appropriately targeted to the population in need of
such care within existing funds;
encouraging appropriate relationships between public and private sectors in the development,
funding, J'egulation~ and provision of community and home-based care;
providing public information regarding the continuum of long-term care services for both
providers and consumers; and
monitoring the development of administrative and fiscal controls of long-term services as
provided by the Virginia Department for the Aging.

In addition, §2.1-373.7 directs each city or county, or combination thereof, to designate a lead agency and
member agencies to coordinate local )ong~term services. The coordination committee is to guide the coordination
and administration of public long-term services in the locality.



Appendix 4

Service and Adtninistrative Funding
. Budgeted for FY '94

Stat. Agencl..: State Local Special Flde,.1
Long ·T.m Care • Aging Servlcel Total Fundi Fundi Fundi Fundi

,-0rIfU
IIWIF_)

AGING $25,355,571 '''183,358 AAA. '150,000 $17,022,220
(Includes c.e MInIgernent Pilot Protect) receive

local funds

HEALTH '.,272,40 $1,132,615 $721,965 $2,417,869

certificate ofPublic Need Program -
Long ·Term Care Component 34,398 6,091 28,307

Nursing Home Ucensing &Certification .,238,051 1,126,524 693,658 2,417,869

MEDICAL ASSISTANCE SERVICES ••,542,271 • 232,618,161 $233,923,310

Cost &Audit 2,484,901 1,242,451 1,242,450

Information Management 108,567 33,ne 74,789

Quality Assurance 3,948,803 1,342,732 2.606,071

Services toIndividuals 460,000,000 230,000,000 230,000,000

SOCIAL SERVICES $41,714,283 '15,155,620 $7,164,982 $31,126 $17,834,555

Adult Protective services &Adult Services 22,014,994 85,199 4,317,800 17,611,995
(Includes CfmtrallReglonal Office Administration)

Homes tor Adults &Adult Day Care Ucensing 1,037,528 998,402 39,126

Auxiliary Grants Payments 18,235,910 14,588,728 3,647,182

Medicaid· Adult Categories &Iwx. Grants 505,851 283,291 222,560
(ClntrlllRegionel Office Administration) ,.

TOTAl • 537,164,582 • 257,890,555 $7,114,182 $11,• $271.197,954

Note: This fwtding includes services for those under age 60 who are currentty being served.



Appendix 5

Array of Long-Term Care Services

Home-Based Services

Community-Based
Services

Residential
Services



Appendix 6

Information Sources
Report of the Long-Term Care and Aging Task Force

Sources consulted for information contained in this report included:

Reports

American Association of Retired Persons. 1992. State Long-Term Care System:
Region III Profile. Washington~ D.C.

American Association of Retired Persons. 1991. State Elderly and Long-Term
Care Databook. Public Policy Institute. W ashington, D.C.

American Association of Retired Persons. 1992. State Long-Term Care Reform:
An AARP Legislation Health Issue Briefing. Conference notebook, December
7-10.

Congressional Budget Office. June 1991. Policy Choices for Long-Term Care.

General Assembly of Virginia. 1987. Report of the Joint Subcommittee
Studying Long-Term Care. House Document No. 30. Commonwealth of
Virginia: Richnlond., Virginia.

General Assembly of Virginia. 1990. Interim Repolt of the Joint Subcommittee
on Health Care For All Virginians. Senate Document No. 35. Commonwealth
of Virginia: Hichmond, Virginia.

Joint Legislative Audit and Review Commission. 1993. Medicaid Financed
Lon~-rrermCare Services in Virginia. General Assembly of Virginia: Richmond.,
Virginia

National Association of Area Agencies on Aging. June 1993. The Role of the
Ag;ing Network in TJong-Term Care: Future Directions. Washington., D.C.

National Association of State Units on Aging. 1991. The Integral Role QfCase
Mana~ment in Authorizing Seryjces Under State Community Care Programs.
Office of Technology Assessment: Washington., D.C.



National Governors Association. 1988. State I~ong TenD Care }tefornt:
Deyeloplnent of Community Care in Six Statf"s. Center for Pnliey Hesearch.
Washington., D.C.

Pendleton, Sylvia; John Capitman, Walter Leutz, and Robin K. ()lnata. "1989.
State Infrastrlleture for Long-Tern) Care: A National Study of State Systerrls$
"1989. The Ileller School. Brandeis University. Walthalll., Mass.

Quinn., Joseph F. 1993. Poyerty and Ineonlc Seeurity AUH)ng ()ldcr Persons.
National Academy of Aging. Washington., D.C.

Secretary of Health and Human Resources. "Long-Term Care Vision Paper."
September 1992.

United States General Accounting ()ffiee. LQng~Ter,n Care Case Management:
State Experiencefo' and Implications for Federal Folie)'.

Articles

Kemper, Peter. 1990. "Case Managcnlcnt Agency System of Administering
Long-Term Care: Evidence from the Channeling Demonstration." The
(~eront()l()gist., Vol. 30,: No.6., pp. 817-824.

Hennessy, CaLherine Hagan. 1989. n Autonomy and Risk: The RoJe of Client
Wishes in Community-Based Long-Term Care." The Gerontologist., Vol. 29., No.
S., pp. 633-6:~9.

Other States

Delaware. "Heport on lite CounnuniLy-based Lon~ Tern. Care [\ieeds of
Delawares Elderly and Physically T)isabled." Spring 19<J:t

Florida Department of Elder ;\ffair~. "Long Term Care in Florida: ;\ Plan for
Building and Tntegratin~ a ConlinullHI of Counnllnity-Baspd and In~Lillllional

L()n~ 'ferns Care fOT Florjda"~ Elder~."



Indiana. Family and Social Services Administration. "Community and Home
Options to Institutional Care for the Elderly and the Disabled." 1992 Annual
Report.

Maine. Bureau of Elder and Adult Services Policy Manual. 7-1·91. Section
63.03.

Maryland. "Report of the Governor"s Commission on Health Care Policy and
Financing: Joint Recommendations of the Governor's Commission and the
Committee on Long-Term Care." December 20., 1991.

Massachusetts. "Executive Office of Elder Affairs. Agency Description."

New York. "Reforming Local Access and State Structure for Long-Term Care
in New York." Task Force on Long-Term Care. January 1993.

Oregon. "Senior and Disabled Services Division - Agency Overview." July 1992.

Washington. "Long-Term Care Commission"s Report and Recommendations to
the Legislature." January 1991.

Note:
Other states-vKansas, New Jersey, and North Carolina--were reviewed through
summaries provided by AARP.

Data Sources:

Virginia Employment Commission. Virginia Population Projections 2Q]0. June
1993.


	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	



