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PREFACE

State government spends more than §500 million dollars annually on long-term care services,
primarily on nursing home care financed by the Medicaid program. Approximately 77 percent of the state's
long-term care related Medicaid expenditures are for nursing home care, and the Medicaid program
finances approximately 70 percent of the nursing home care in the Commonwealth. The Medicaid program
also finances an array of home and community based services, including adult day care, respite care, and
assisted living care. In addition to the Medicaid program, the state provides long-term care related services
through five other Health and Human Resources agencies including the Department for the Aging; the
Department of Mental Health, Mental Retardation, and Substance Abuse Services; the Department of Health,
the Department of Rehabilitative Services, and the Department of Social Services.

In addition to long-term care, which affects a number of populations including but not limited to the
elderly, aging issues will be an increasingly important area of concern for state government. Virginians over
age 85 are the fastest growing segment of the state population. Aging issues potentially impact many if not
most of the areas of state government, including education, public safety, transportation, and economic
development, in addition to health and human resources.

Past studies of long-term care and aging issues have tended to treat the two issues as synonymous.
While there are important areas of overlap between these two issues; the two issues are distinct. Long-term
care effects populations other than the elderly (such as the mentally disabled), and most of the elderly do
not require long-term at any given time. At the same time, Aging issues include a variety of issues such as
programs for older drivers and employment opportunities that are not long-term care related.

Senate Joint Resolution 316, House Joint Resolution 655. and Item 12 of the 1997 Appropriation
Act directed the Joint Commission on Health Care to examine long-term care and aging issues. The Com-
mission formed a subcommittee to examine these issues. The subcommittee’s work included site visits to a
nursing home, assisted living facilities, 2 continuing care retirement community, a local Department of
Social Services, and an Arez Agency on Aging. The subcommittee also held four meetings during the fall of
1997.




This study examines financing and coordination issues related to long-term care. The study also

examines aging and elder rights issues. The studv resulted in 2 number of statutory changes, resolutions,
and budget amendments to be introduced during the 1998 General Assembly. These legislative actions
were adopted by the foint Commission on Health Care during its January 6. 1998 meeting. These include:

a bill establishing 2 Deputy Secretary of Health and Human Resources for Long-Term Care and
charging the Secretary of Health and Human Resources with (1) coordinating the implementation
of the state’s long-term care policy as established by the General Assembly, and (2) developing 2
long-range plan for financing long-term care for the elderlv and frail elderly (companion budget
amendments for $100,000 to fund the position and $350.000 for small demonstration projects
were also approved):

a bill eliminating the Department for the Aging’s statutory responsibilities for coordinating long-
term care (these responsibilities would now be assigned to the Secretary of Health and Human
Resources);

a bill strengthening the Governor’s Advisory Board on Aging by clarifving the powers. dutes. and
membership of the Board:

a bill strengthening the statutory foundation of the adult protective services program:

a bill improving enforcement of health and safety standards in wdult care residences by empower-
ing the Commissioner of the Department of Sacial Services 1o more quickly impose intermediate
sanctions.

a resolution continuing the joint Commission on Health Cares long-term care subcommittee and 4
companion hudget amendment funding staff for the subcomm:ttee:

a resolution directing the Joint Legislative Audit and Review Commission to stedy the mission and
operation of the Department for the Aging:

resolutions directing the Department of Health and the Department of Social Services (o report on
past studies of their long-term care licensure programs and the staffing and training needs of these
programs:

4 resolution directing the Virginia Retiremeni Svstem (6 study the ieasibility of offering a long-term

care insurance program for state and local government emplovees and retirees:




® 2 hudgeet amendment directing the Department for the Aging to privatize the elder rights program

and providing $130.000 (GF) in each year of the biennium to fund an elder rights hotline program;

® 4 budget amendment providing $i80,000 (GF) in each vear of the hiennium for the expansion of

the long-term ¢are ombudsman program statewide:

® 3 budget amendment providing $2.79 million (GF) in each vear of the biennium for the expansion

of the case management program through Area Agencies on Aging statewide.

Our review process for this study included an initial public briefing followed by a public comment
period during which interested parties forwarded us written comments on the report. In many cases, the
public comments, which 4re provided at the end of the report. provide additional insight into the various
topics covered in this study.

On behdlf of the Commission and its staff, [ would like to thank the Department of Medical Assistance

Services. the Department for the Aging. the Department of Social Services. and the Department of Health for
the assistance they provided during this study.

e TV fRowsen il
ane N husiak

Executive Director

January 9. 1998
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I. AUTHORITY FOR THE STUDY

House Joint Resolution 655, Senate Joint Resolution 316, and ltem 12 of the 1997 Appropriation Act
direct the Joint Commission on Health Care 1o establish as task force within the Commission to “addres-
outstanding long-term care and aging issues pertaining o the licensing, nancing. organization. and
regulation of long-lerm care facilities and communityv-hased services.” §JR 316 and R 6355 are showr i
Appendix A.

II. OVERVIEW OF LONG-TERM CARE AND
AGING SERVICES IN VIRGINIA

virginia’s svstem for long-term care and aging issues involves a number of different state and local
agencies. This chapter examines the financing, organization, and regulation of long-term care in Virginia.
as well as the State’s involvement in aging issues. In 4 recent report on long-term care. the 1.8, General
Accounting Office defined long-term care as “many different services aimed 4t helping people with chronie
conditions compensate for limitations in their ability to function independently.” The Commonweaiih's
policy on long-term care for the elderly is articulated in House Joint Resolution 602, approved hv the 1993
General Assembly, which states:

The Commonwealth’s policy for long-term care is to provide service to elderly individuals with
programs and in settings which maximize their zhility (o function as independently as pussible
and which encourage the principles of personal dignity. a decent quality +f life, individualiw.
privacy, and the right to make decisions.

In recent vears. however, the state has recognized as 4 matter of policy that there are @ varien ol
reasons other than aging that cause people to require long-term care services. This inciudes physica
injury. physical disability, chronic iliness. or mental disability. Thereisie tae poiicy for long-ierm cure for

the aging, articulated by HJR 602, should also apply 1o all persons in need o leng-term care services.

Demand for Services Is £xpected to Increzse Significantly

Demand for long-term care services for the elderly is expected 1o increase. i:ecause the number ol
clderly Virginians is growing raridiv. For example. the number of Virgink xpayees claiming she wxpaver
exemption ior being over 63 increased from 283 4<1in 1985 10 396,245 i 1994, The 192051 S Gensus
estimaied the number of Virginians over age 00 4t 869.630. with 59,705 sver e 85, by 2610, esumaics
are tha the number of Virginians over age 60 will increase by ahout 50 percent when comparad 1o 1990,

and ihe pereentage of Virginians over aged 83 will more e doubie wiren compared o 199




All Virginians over age 60 are potential consumers of services for the aging. However, not all elderly
Virginians will require long-term care, particularly institutional care. According to the Secretary of Health
and Human Resource’s report Aging in the Twenty First Century (House Document 45, 1995):

50 % of all persons aged 65 and older may spend some of their remaining life in a nursing
home. About 32% will stay at least three months, 24% at least a year, and 9% a1 least five
years. At any one time, about 5% of the elderly are in nursing homes and 22% of those are &5
or older. Because in the fuwre there will be a greater number of persons aged 85+, a corre-
sponding increase in the need for and use of nursing home care can be expected.

According to the 1990 U.S. Census, approximately one-fifth of elderly Virginians reported having at
least one mobility limitation or self-care limitation in 1990 (Figure 1). Mobility limitations refer to condi-
tions lasting greater than six months that limit a person’s ability to leave the home. A self-care limitation is
a health condition lasting greater than six months that limits a person’s ability to attend to personal needs
such as bathing, dressing, or toileting.

Studies since the 1980’s have indicated that the incidence of long-term care utilization among the
elderly may be declining.' The U.S. General Accounting Office’s 1995 Study Long-Term Care: Current
Issues and Future Directions * stated:

the extent of the nation’s future long-term care needs is clouded by uncertainty about medical
and technological advances. For example, breakthroughs could result in longer, healthier lives
for babv boomers as well as an increase in the number of vounger disabled persons who
survive low birth weight or accidents.

A person’s need for long-term care services is often assessed using two indices: activities of daily
living and instrumental activities of daily living. Activities of daily living (ADLS) refer to seven basic activi-
ties of life: bathing, dressing, toileting, bladder function. bowel function. transferring (moving between the
bed, chair, wheelchair, and/or stretcher), and eating/feeding. Instrumental activitics of daily living (1ADLS)
refer to eight basic activities of life that require higher cognitive functioning than ADLs: meal preparation,
housekeeping, laundry, money management. transporiation, shopping, using the phone, and home mainte-
nance.

“Bruce .C. Viadeck: Nancy A, Mitler: and Sieven Clauser: “The Changing Fuce of Long-Ternm Cure . feglih
Care Financing Review, Summer 1993.p. 7.

“U.S. General Accounting Office. Long-Term Care: Current Issues und Future Directions, GAQHIE[S-95-
109.p. 3.




FIGURE 1
IMPATRMENT STATUS OF VIRGINIA’S ELDERLY

Self Care & Mobility
Mobility Limitation imitati Limitation
t3!7% Selt-Cari lnatlon 6%

No Reported Limitation
83%

Source: 19N 1.S. Census.

A person’s level of need for services will vary with the number of ADLs in which the person is depen-
dent. Exhibit 1 shows a sample of how impairments can be ranked by severitv. It is important to under-
stand, however, that level of impairment is not necessarily 4 linear process. A person recovering from 4
severe illness. for example, may be dependent in four ADLs. and with appropriate rehabilitative care mav

recover either full functioning or only require assistance with one or ADLs.

As noted previously, not all Virginians in need of long-term care services are elderly. Non-elderly
who potentially need long-term care services include menually disabled people, people with chronic
ilinesses, and the physically disabled. At present, the State Medicaid program finances long-term care
services for children (who may require private duty nursing services under the technelogy assisted waiver) .

vouny, adulis, and middle aged persens in addition to the elderly.




EXHIBIT 1

IMPAIRMENTS CAN BE RANKED BY SEVERITY
(A PERSON WITH MORE SEVERE IMPATRMENTS OFTEN
HAS ALL OR MOST OF TIE LESSER IMPAIRMENTS)
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Financing of Long-Term Care Through Medicaid
The primary vehicle through which the State finances long-term care services is the Medicaid

program. The national Medicaid program was authorized as part of the Social Security Act Amendments ol
1965. Medicaid provisions are found in Title XIX of the Social Security Act. Public 12w 89-97. as amended.

The Department of Medical Assistance Services administers the Medicaid program [or the state.

In FY 1997, Virginia's Medicaid long-term cure related expenditures totled $500.585 819 million.
which represented approximately 22 percent of tordd Medicard expenditres. The state share of these long-
term expenditures was $243.,034,415 with i 1997 match riw of 51.45 percent federal and 4K.55 percent
staie. Of these long-term care expenditures. cpproximateh =0 percent were allocated for nursing home
care. The remaining 21 percent of Medicaid lone-term care expenditures in FY 1997 provided an array of

home and community-based services. Table 1 shows 1997 Medicaid long-term care expenditures.




TABLE 1
FY 1997 MEDICAID LONG-TERM CARE EXPENDITURES

Category Amoun!

Nursing Facility Care $397.311,396
Personal Care $85,375.987
Private Duty Nursing $13,854,807
Adult Day Care $1,538,349
Respile Care £1.362,502

ACR Intensive Assisted Living $1.142.777

Totai $500,585,819

Home and community based services are provided through the Medicaid program as a result of home
and community based service (HCBS) waivers granted to the state by the U.S. Health Care Financing
Administration (HCFA). Medicaid HCBS waivers allow states to implement alternatives to placing Medicaid
recipients in nursing facilities. Medicaid waivers for HCBS are allowed under Section 1915 (c) of the
Social Security Act.  States are allowed flexibility in determining the mix of services offered. the eligihili.ly
criteria, and the geographic area in which the waiver service are offered. In order to obtain waiver
approval, according to HCFA guidelines:

State Medicaid agencies must assure HCFA that, on average, the cost of providing home- and
community-hased services will not exceed the cost of care for the identica! population in an
institution. The Medicaid agency must also document that there are safeguards in place to
protect the health and welfare of beneficiaries.

Fortv-nine states® have received 4 total of more than 200 HCBS waivers. As of this writing, Virginid has
received five waivers 1o provide home and community based services. These waivers are summarized in
Exhibit 2.

As mentioned carlier. the Virginia Medicaid program finances iong-term care senvices for hoth the
elderly and non-clderly. To illustrate the age range of persons receiving long-ierm care services through

Medicaid in the Commonwealth, Figure 2 shows unduplicated recipients of Medicaid skilled nursing faciliny

© According to HICFA. Al Swaies except Arizona have ar least one such (HCBS watver! program. Arizos: s
a technical exceplion. thoueh. because i runs the equivalen: oy i HEBS wacver progran under section 117%
demorsivation waiver authorin.”

W



services for FY 1996, by age group. As can be seen from Figure 2, Medicaid skilled nursing services, which
are typically associated with the elderly, actually include all age groups. Similarly, adults of all age ranges
receive Medicaid adult day care services. Figure 3 shows the number of unduplicated recipients receiving
Medicaid adult day care services in each age group.

EXHIBIT 2
VIRGINIA'S HOME AND COMMUNITY BASED MEDICAID WAIVERS

Waiver Services Provided

Elderly and Disabled Waiver , Granted in 1982 to cover personal care services for elderly or
disabled persons who meet nursing home level of care criteria
and for whom community services will allow them to remain a
home. Modified in 1989 to cover adult dav health care and
respite care.

Technology Assisted Waiver Granted in 1988 to provide private duty nursing services and
respite care for persons under 21 who are dependent on
technological support and require ongoing nursing care and
otherwise would require hospitalization. Modified in 1995 10
include personal care.

AIDS Waiver Grantec in 1991 to provide private duty nursing, personal
care, respite care, and case management for HIV positive
individuzls . risk for institutionalization

Mental Retardation Waiver Provide: horme and community care for mentally retarded
persons who stherwise woild requirve institutionalizasion.
Services ipproved in 1991 include: residential support,
habitation, day suppor:, and therapeutic consultation. Services
approved iu 1994 include: .upponed emplovment, private duty
nursing, personal care, respite care. assistive technology, and
environmental modification services.

(Iniensive) Assisted Living Services uranted in 19906, this waiver covers services provided by a
licensed adult care residence for low-income adults who
require intensive assistance with the activities of daily living
(dependent in four or more activities of dailv living).

Source: Virginia Department of Medical Assistunce serrices, Satistical Record of the Virginia Medicaid Prograni. Oclober 196




FIGURE 2
FY 1996 UNDUPLICATED RECIPIENTS FOR MEDICAID SKILLED
NURSING FACILITY SERVICES BY AGE OF RECIPIENT

Over 85

24% Under 21
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21-44

8%

45-64
65-84 12%
51%
Source: The Statistical Record of the Virpinia Medicaid Program. Qctober 1996.
FIGURE 3
FY 1996 UNDUPLICATED RECIPIENTS FOR ADULT DAY CARE
SERVICES BY AGE OF RECIPIENT
Ovc;ro 85 Under 21
17% 1o, 21-44

11%

65-84
52%

19%

Source: The Statisticed Record of the Virginia Medicaid Program. October 1996.

In addition to Medicaid funding for long-term care services, other federal programs that provide
[unds for aging related long-term care services include the Older Americans Act and the Omnibus Budget
Reconciliation Act (OBRA). Additionally, the General Assembly has provided general funds for certain
long-term care related services such as the auxiliary grants program administered through the Department
of Social Services, and the respite care, ombudsman program, and case management programs funded
through the Department for the Aging,




Funding of Aging Services Through The Older Americans Act

The Department for the Aging (VDA) is Virginia's designated single agency to administer the Older
Americans Act as amended. The Older Americans Act was approved by Congress in 1965 4s part of the
Great Society initiatives of the 1960's. In FY 1997, the Commonwealth expended $18.155.127 in federal
funds under the Older Americans Act. These expenditures are summarized in Table 2.

Federal funds for individual care services and nutritional services are allocated by VDA to the 25 Area
Agencies on the Aging using an allocation formula. This formula includes the following measures:

®  population 60+ weighted 30 percent,
®  rural residents 60+ weighted 10 percent,

B poverty rate among people 60+ weighted 50 percent, and

®  minority population 60+ below poverty weighted 10 percent.

In most instances, this formula is also used to allocate state general funds appropriated by the
General Assembly. However. three programs funded through the Department for the Aging are not allo-
cated according to this formula but instead use a request for proposal (RFP) process where funds are
provided to agencies that submit 2 successful RFP as determined by the VDA. These services are the
ombudsman program, case management, and respite care.

TABLE 2
DEPARTMENT FOR THE AGING 1997 EXPENDITURES
UNDER THE OLDER AMERICANS ACT

Category Lxpenditure Amount
Agency Operations $563,852
Individual Care Services $8,225.367
Nutritional Services $0,366,133
Total $18,155,127

Source: Virginia Department for the Apng.

Funding Through The Omnibus Budget Reconciliation Act (OBRA) of 1987
The Omnibus Budget Reconciliation Act of 1987 included 2 number of long-term care related

provisions. For example, OBRA established the regulatory framework through which nursing homes are
certified for Medicaid and Medicare by the t1.S. Health Care Financing Administration. In addition. OBRA




established the Preadmission Screening and Resident Review program (PASRR). The PASRR program
screens nursing home residents to identify individuals in need of specialized mental health or mental
retardation services. OBRA also provides federal funds for providing services to individuals with physical
disabilities living in nursing homes. These services are provided by the Department of Rehabilitative
Services (DRS) through a subcontract with the Department of Mental Health, Mental Retardation. and
Substance Abuse Services.

General Fund Appropriations for Long-Term Care Services
Through the Department for the Aging

The General Assembly has appropriated generat funds for 2 variety of long-term care services,
including such core Older Americans Act services 4s congregate meals and transportation. It is important
to understand that services are long-term care related to the extent that they compensate for an individual's
ahility 1o function independently. These include services provided through the aging network such as the
respite care program, case management . and local guardianship program. In addition, the General
Assembly has appropriated general funds through VDA for specific programs including the pilot projects
for adult guardianship. the Norfolk Senior Center, the Oxbow Center, and the Korezn Intergenerational and
Multi-Purpose Senior Center.

At present, the respile care program, case management program, and local guardianship program
are awarded to local agencies (generally but not always Area Agencies on Aging) through a RFP process.

The Auxiliary Grant Program

The General Assembly also provides general funds for the auxiliary grant program for low-income
residents of adult care residences. The auxiliary grant program provides a supplement between the
resident’s Supplemental Security Insurance ($S1) and the maximum auxiliary grant rate set by the Appro-
priation Act. For FY 1998, the Appropriation sets the maximum auxiliary grant rate at $725 per month for
most of the state and at $799 per month in Planning District &, which encompasses most o Northern

Virginia.

Localities dre responsible for funding 20 percent of the auxiliary grant supplement. with the remain-
ing 80 perceni provided by the general [und. The average monthly grant {for FY 1996, e mast recent vedr
for data was availuble. was $236. For 2 grant of this amount. the state would pay $188.%0t :nd the respon-
sible locality would pay $47.20. In FY 1997 the auxiliary grant program expended $i9.322.55¢. Of this
amount, $15.458.040 came from the staie general fund and $3,864.510 came from local governments.

In 1993, the General Assembly approved lunding lor assisted living services (sometimes relerred

t s levels of care) for ACR residents. This funding, which became available upon adoption of the neces-

9



sary regulations, provides a supplement to the auxiliarv grant for residents assessed as requiring assisted
living (regular assisted living) or intensive assisted living services. For ACR residents assessed as requiring,
“regular” assisted living services, the state provides a general fund supplement of $90 through the general
fund to the basic auxiliary grant. For ACR residents assessed as requiring intensive assisted living services.
the state provides a Medicaid supplement of $180 to the hasic auxiliary grant. Exhibit 3 shows the compo-
sition of sample auxiliary grant. ACR residents in Northern Virginia (Planning District 8) can receive a
higher auxiliary grant, with 2 maximum residential auxiliary grant for Northern Virginia of $799, as
opposed to §725 for the remainder of the State.

EXHIBIT 3
COMPOSITION OF SAMPLE AUXILIARY GRANTS

Source of Funds Residential Regular Assisted
Assisted Living Living

Resident Income (SS1) $444 $441 $441
Auxiliarv Grant (State Share) $224.80 $224.80 $£224.80
Auxiliary Grant {Local Share) £56.20 §56.20 $50.20
Assisted Living Supplement (General Fund) n/a $90 n/4
Intensive Assisted Living Supplement

(Medicaid Funds, 51.49 federal share, 48.51 state share)  n/a n/a SI80
Total §723 $815 S90S

Source: JCHC staff analysis.

REGULATION OF LONG-TERM CARE BY STATE GOVERNMENT

State government is involved in regulating several different aspects of long-term care service
deliverv. The state regulates long-term care insurance and continuing care retirement community Contracts
through the State Corporation Commission’s Bureau of Insurance. The state licenses lotg-term care
facilities and certifics nursing homes for eligibility for the lederal Medicaid und Medicare program.
Licensure of long-term care facilities is discussed in more detail in the next chapter. The state also regu-
lates construction of new nursing homes or construction of additional nursing facility beds through the
Department of Health's Certificate of Public Need (COPN) program.

10



The COPN program for regulating nursing home beds is closely related to the Medicaid program,
because a goal of the COPN program is to minimize Medicaid nursing home costs. This is accomplished by
restricting the supply of nursing home beds in cach planning district. While this approvai limits the
Medicaid’s potential exposure to nursing home costs, some may argue that the COPN program impacts
industry charges on other individuais.

The General Assembly imposed 2 moratorium on nursing home beds from 1988 to 1996. The 1996
General Assembly lifted the moratorium on nursing facility beds and substituted a request for application
process wherebv the State Health Commissioner issues a request for application (RFA) for nursing facility
beds within planning districts identified as needing additional nursing home beds.

ORGANIZATION OF STATE GOVERNMENT LONG-TERM CARE
AND AGING SERVICES IN VIRGINIA

Long-term care services in Virginia include a network of six agencies within the Health and Human
Resources Secretariat and four networks of local agencies. The networks of local agencies involved in
long-term are services include 25 Area Agencies on Aging, 40 Community Services Boards, 35 local health
districts of the department of health, and 122 local departments of social services. Aging services have a
focal point in the Department for the Aging and the aging network, but aging issues potentially impact a
wide range of state and local agencies.

Six State Agencies Are Involved in Long-Term Care

Six state agencies within the Health and Human Resources Secretariat are involved in providing long-
term care services. These agencies include: the Department of Medical Assistance Services (DMAS), the
Virginia Department of Health (VDH), the Department of Mental Health Mental Retardation and Substance
Abuse Services (DMHMRSAS), the Department of Rehabilitative Services (DRS), the Department of Social
Services (DSS). and the Department for the Aging (VDA). Figure 4 shows Virginia's long-term care system
for the clderly.

Department of Medical Assistance Services: DMAS finances long-term care services through the
State’s Medicaid program. Medicaid long-term care services include skilled nursing care, nursing facility
care, hospice, home health, personal care, private duty nursing, adult day care, respite care, case manage-
ment, durahle medical equipment and supplies, physical therapy, occupational therapy, and speech therapy.
As mentioned previously, Medicaid also finances the intensive assisted Living supplement for ACR auxiliary
grant recipients assessed a5 needing intensive assisted living services. In addition to financing an array of
long-term care services through Medicaid, DMAS administers the nursing home preadmission screening
program and annual resident reviews.

11



FIGURE 4
VIRGINIA’S CURRENT LONG-TERM CARE SYSTEM FOR THE ELDERLY
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Department of Health: VDH is responsible for licensure and certification of nursing homes and home
health agencies, in addition to licensure of acute care facilities. VDI also administers the certificate of
public need (COPN) program for nursing homes and certain other health facilities. Through local depart-
ments of health, VDH also provides nursing home preadmission screening, personal care, home health
services, case management, and home health visits.

Department of Mental Health, Mental Retardation, and Substance Abuse Services: DMHMRSAS
provides long-term care services for the geriatric mentally ill at three state mental health facilities: Catawba
Hospital, Piedmont Geriatric Hospital, and Eastern State Hospital. DMHMRSAS also administers the OBRA

12



program for preadmission screcning and review of nursing home residents who are mentally ill or mentally
retarded. State training centers and mental health institutes also serve as long-term care facilities for some
patients. DMHMRSAS also provides a variety of home and community based services for the mentally
disabled and substance ahuse dependent through 40 Community Services Boards.

Depariment of Rehabilitative Services: DRS administers three programs providing long-term care
services. These are: personal assistance services, the long-term rehabilitative case management program.,
and the OBRA program for the physically disabled. DRS’s OBRA program for the physically disabled is
operated under a sub-contract from DMHMRSAS.

The personal assistance services program operated by DRS provides allows individuals with severe
physical and sensory disabilities to employ personal assistants. This program is a collaboration between
DRS and the Centers for Independent Living (CILS). The CILS provide client skill development, assessment,
counseling, and assist in recruiting and training personal assistants. DRS administers the program, assists
in screening clients, and provides technical assistance.

The long-term rehabilitative case management program operated by DRS provides services to meet
the needs of people with neurological and other severe physical disabilities. Two-thirds of the current
clients have brain injuries, and one-half of the clients have multiple disabilities such as brain and spinal
cord injuries. Services provided under the program include intensive, individualized case management,
advocacy. and interagency coordination.

The OBRA program currently provides specialized services to 141 individuals with very severe
physical developmental disabilities living in nursing homes or who are nursing home eligible and are
receiving home and community-hased services. Services provided to these individuals under DRS's OBRA
program include customized wheelchairs, communication devices, and environmental controls.

Depariment of Social Services: DSS administers the auxiliary grant program, licenses homes ior
adults and adult day care centers, and oversees the adult services and adult protective services programs
which are conducted by local depariments of social services. The auxiliary grant program was described
previously in this chapter. The licensing program is responsible for kicensing 612 adult care residences in
Virginia in addition to adult day care centers. The DSS adult licensing program will be discussed in more
detail in Chapter 1T

The state’s 122 local departments of social conduct the activities of the adult services and aduli
protective services programs. The adult protective services program investigates complaints of ahusc.
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neglect, or exploitation of adults. The adult services program provides purchased home based services
including companion, chore, and homemaker services, case management, nutrition services, transporta-
tion services, adult foster care, family care services, and adult day care. Local departments of social
services also conduct preadmission screenings for nursing home placement and conduct assessments and
assessments for adult care resident placement.

Department for the Aging: VDA is the State’s designated single agency for administering the Older
Americans Act. VDA allocates funds from the Older Americans Act to the 25 Area Agencies on Aging using 2
formula described previously. The department also allocates general fund appropriations for case manage-
ment, respite care, and the state ombudsman program. At the direction of the General Assembly, the state
ombudsman program is conducted by't.he Virginia Association of Area Agencies on Aging operating under a
contract from the Department for the Aging.

Area agencies on the aging provide an array of services including advocacy, case management,
information and referral, adult day care, home health services, personal care services, homemaker
services, residential repair and renovation, transportation services, home delivered meals. financial
counseling, legal assistance, home visits, chore services, job training and placement assistance, wellness
services, and insurance counseling. While all AAAs provide transportation services and congregate meals,
not all of the abave-listed services are provided by all AAAs.  For example, not all of the State is presently
covered by the case management, respite care, and ombudsman programs funded through or initially
funded through general fund appropriations by the General Assembly. Sixtv percent of the state’s local
jurisdictions are covered bv ombudsman services. Sixtv-one percent are covered bv case management
services. Forty percent are covered by respite care services.

Aging Issues Potentially Impact a Number of State Agencies

While the State’s role in long-term care is largelv confined to the above mentioned six agencies
within the Health and Human Resources Secretariat. a number of state agencies are potentially involved in
aging issues. For example, the Department of Taxation administers the tax credit for older Virginians. The
Department of Housing and Community Development is potentially involved in housing issuces for older
adulis, and the Department of Motor Vehicles is potentially involved in transportation issucs. The Virginia
Community College Svstem and other state institutions of higher education provide educational instruction
thatis of interest to many older Virginians. The Virginia Retirement System administers a pension program
for retired state and local emplovees. Moreover. the aging of Virginia's population presents an cconomic
development ()ppnrtuniﬁ/ and chalienge for the State’s Commerce and Trade agencies.
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III: FINANCING AND ORGANIZATION OF
LONG-TERM CARE AND AGING SERVICES

BACKGROUND

From 1982 until 1995, long-term care was coordinated by the Long-Term Care Council, which
consisted of the agency heads of the health and human resources agencies responsible for long-term care.
The Council was chaired by the Secretary of Health and Human Resources. The 1989 study of long-term
care by the Commission on Health Care for All Virginians identified that the financing and administration of
long-term care services at the state and local level were fragmented and that there was a need to establish
leadership at the state level for this issue. In 1990, in an effort to provide this leadership through the Long-
Term Care Council, the General Assembly established two positions to staff the Long-Term Care Council.
The Council’s staff members were housed within the Department for the Aging. These staff positions were
eliminated when the Council was allowed to sunset in 1995.

Interviews with state agency staff suggested that the Long-Term Care Council eventually moved away
from the model of agency heads meeting together, to coordinate long-term care policy. Apparently the
practice developed where agency heads would send deputies or other lower ranking representatives in lieu
of attending in person. Some state agency staff interviewed also perceived that the Long-Term Care Council

suffered over time from time constraints on the Secretary’s ability to provide full-time guidance to the
Council.

The Long-Term Care Council provided a valuable discussion forum, but it did not prove to be
effective in coordinating long-term care policy. A growing consensus formed in the early 1990’s that a
structural solution was needed to address the issues of lohg-term care coordination. Consequently,
attention turned to structural consolidation of the state agencies involved in long-term care as a means for
improving coordination of long-term care policy, as well as financing and delivery of long-term care
services. The General Assembly passed HJR 603 which requested the Secretary of Health and Human
Resources to develop a plan for state level consolidation by October 1993 and a plan for local level
consolidation hy October 1994.

PAST REORGANIZATION PROPOSALS

There have been three consolidation proposals for long-term care services in state government,
the first two of which would have also impacted aging issues. The 1994 General Assembly considered and
deferred action on a propesal by the former Secretarv of Health and Human Resources Howard Cullum that
would have consolidated most long-term cure services and responsibility for aging issues in 2 Department
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of Aging and Long-Term Care Services. The second proposal. presented in November 1994, by Secretary
of Health and Human Resources Kay James, would have consolidated most long-term care and aging
services as a division within DMAS. The third proposal, presented to the 1996 General Assembly by the
Joint Commission on Health Care at the request of the Secretary of Health and Human Resources, would
have consolidated responsibility for licensure of long-term care facilities within the Department of Health.
This proposal was defeated on the floor of the Senate.

1994 Cullum Proposal Would Have Created a Consolidated Agency

As noted previously, the 1993 General Assembly approved House Joint Resolution 603, which
requested the Secretary of Health and Human Resources to present a consolidation proposal for state
agencies involved in long-term care by October 1993. The Secretary was directed to develop a plan for
local level consolidation by October 1994. To prepare this plan, the Secretary developed a Long Term Care
and Aging Task Force.

The resulting plan was presented in HD 44 (1994) and is often referred to as the Cullum proposal.
This proposal would consolidated most long-term care and aging services in a greatly expanded Depart-
ment of Aging and Long-Term Care Services. This proposal was presented to the 1994 General Assembly in
SB 575 and HB 1267. The proposal was strongly supported by advocates for the aging but was opposed by
the nursing home industry and by the new administration, which requested that legislative action on the
proposal be deferred until the 1995 General Assembly.

As proposed by SB 575 and HB 1267, the Department of Aging and Long-Term Care Services would
have encompassed :

® 2l functions and programs in the Department for the Aging,
@ the adult care residence and adult dav care licensing program of the Department of Social Services,

m  the long-term care financing and planning components of the Department of Medical Assistance
Services, and

m  the Department of Health's licensure and certification program for nursing homes and home health

agencies.

Figure 5 shows the agency proposed by SB 575 and HB 1267. It is noted that HD) 44 had recom-
mended including the consolidation of the adult services, auxiliary grant, and adult protective services
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programs from DSS. However, this aspect of the proposal was not included in the resulting legislation due
to opposition from local social services departments and the perceived need for further study of these

functions.

FIGURE 5: CULLUM PROPOSAL
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November 1994 James Proposal Would Have Consolidated
Long-Term Care, Aging, and Disability Services Within DMAS

When the General Assembly deferred action on SB 575 and HB 1267, it approved HJR 2(9). that
requested the Seeretary of Health and Human Resources to “review the plan for state-level consolidation of
certain long-term care and aging services within a single state agency and develop 2 plan for the coordi-
nated delivery of such services at both the state and local levels.” The resulting plan was presented by the
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Secretary in November 1994. This proposal recommended consolidation of most long-term care and aging
services within the Department of Medical Assistance Services. The proposal would also have eliminated
the Department for the Aging. These services would have been placed under a newly created position of
Deputy Director for Aging, Disability, and Long-Term Care Services (Figure 6). This proposal recognized
that long-term care services encompass more than the elderly population, and sought 1o broadly define the
meaning of long-term care and the populations to be served by a consolidated agency.

In addition to the long-term care financing and planning functions already conducted by Depart-
ment of Medical Assistance Services, this newly created division of DMAS would have included:

u  all functions and programs of the Department for the Aging,

& adult services, adult protective services, auxiliarv grants program policy, and adult care residence/
adult day care licensing program of the Department of Social Services,

m  licensing and certification of acute and long-term care providers performed by the Department of
Health,

®m  Personal Assistance Services and Centers for Independent Living programs from the Department of
Rehabilitative Services, and

m  uilization review of the Medicaid mental retardation waiver, Medicaid mental retardation state plan
community option services, and utilization review of Medicaid mental health state plan option
services conducted bv DMHMRSAS.

The November 1994 plan of the Secretarv of Hezalth and Human Resources is sometimes referred to
as the James proposal. This proposal was stronglv opposed by advocates for the aging. Advocates for the
aging were concerned that organizational placement of the Department for the Aging’s functions within
DMAS would create an inherent conflict between VDA's advocacy mission and DMAS's mission of control-
ling long-term care costs. Concern was also expressed that collapsing the Department for the Aging into 4
division of DMAS would reduce the visibility of aging and long-term care issues in state.  Additionally.
concern wis expressed that DMAS was an inappropriate location for lung-lcrm care and aging services,
because the agency’s [ocus was on financing of 2 public assistance program. The 1995 General Assembly
did not take action on either the Cullum proposal or the James proposal (the James proposal was never
introduced in the form of legislation).
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FIGURE 6

CONSOLIDATION PROPOSAL PRESENTED BY THE SECRETARY OF HEALTH
AND HUMAN RESOURCES IN NOVEMBER 9 OF 1994
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Several Other States Also Examined Creation of A
Consolidated Long-Term Care Agency

At approximately the same time that Virginia was examining consolidation of long-term care services
in a single agency, other states were examining the same concept. For example, task forces studying long-
term care in California, Idaho, New Mexico, and Texas recommended consolidation of long-term care
services in a single state agency during the period 1993-1997. However, relatively few states have finalized
action to consolidate long-term care services in a single agency. The two states most frequently associated
with the concept of a single agency are Washington and Oregon. Both states viewed creation of a consoli-
dated agency as a means to improving service delivery and controlling long-term care costs.

Washington created a single state entity to manage most long-term care services. This entity is the
Aging and Adult Services Administration, which is part of the Department of Social and Health Services.
This agency controls the state’s entire long-term care budget, including general fund appropriations, Older
Americans Act funds, and Medicaid long-term care funds.

Oregon also consolidated LTC responsibilities into one agency, the Senior and Disabled Services
Division of the Department of Human Resources. Oregon also created 2 single point of entry for consum-
ers to receive long-term care services. In Oregon, Area Agencies on Aging act as a single point of entry for
LTC services and manage Medicaid long-term care programs.

Most states, however, have not been successful in creating a single agency to manage long-term care
financing and delivery. 1t is important to note that in hoth Oregon and Washington the “single agency” is 2
subordinate unit within a larger health and human services agency rather than 2 free standing agency.
Florida created 2 Department of Elder Affairs, that is involved in long-term care policy making and delivery
of services. However, the agency does not have lead responsibility for either licensure or financing, two
other major aspects of long-term care services.

There are several difficulties in creating a consolidated state agency. First, the needs of long-term
care populations differ, and it is difficult for a single agency to tailor programs and solutions t» meet the
needs of different populations. Additionally, creation of a consolidated agency raises concerns shout the
advisability of housing functions such as licensing and financing or ombudsman services and licensing
together. Another concern in creating 2 consolidated agency is the past experience in Virginia of atiempting
to consolidate multiple agencies within a Secretariat. The Department of Environmental Quatity (DEQ) was
created by the 1993 General Assembly to eliminate fragmentation of environmental protection services
among four environmental agencies. DEQ has experienced a number of morale and management issues
since the agency began operation, some of which are related 1o the merger itself.
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Another concern in implementing 4 consolidated agency is that long-term care financing is rapidly
evolving s states implement 4 number of innovative demonstration projects using Medicaid waivers. Some
financing options that the state may choose to pursue in the future, such as managed care, would poten-
tially reduce or even obviate the need for state level or local consolidation, because the managed care entity
would act as the broker to purchase needed services at the local level, with the state paying a capitated rate
for individual enrollees to the managed care entity. States, including Virginia, are also experimenting with
blending acute and long-term care service delivery. The trend towards blending acute care and long-term
care financing streams is antithetical to the notion of segregating long-term care funding from acute care
funding by placing long-term care funding in a consolidated long-term care agency. Moreover, states are
increasingly recognizing the importance of tiloring managed care projects to meet the needs of special
populations, which may be more difficult to accomplish within a consolidated agency.

Nevertheless, a consolidated agency approach remains a policy option that the Joint Commission on
Health Care may choose to pursue. If this option is selected, the need for a carefully crafted implementa-
tion plan cannot be overemphasized. The experience of DEQ should be examined to identify lessons
learned in consolidation of multiple state ugencies.

1996 Proposal Would Have Consolidated Licensure of Long-Term Care Facilities Into
the Department of Health

After neither large-scale consolidation proposal was approved by the 1995 General Assembly, the
Secretary of Health and Human Resources requested that the Joint Commission on Health Care introduce
legislation to consolidate licensure of long-term care facilities within the Department of Health. This
proposal, SB 367, would have removed responsibility for licensure of adult care residences and adult day
care from the Department of Social Services, and placed this responsibility within the Department of
Health, which already licenses and certifies nursing homes, home health agencies, and acute care facilities.

This proposal was strongly opposed by the adult care residence industry and was defeated on the Senate
Floor,
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POLICY OPTIONS FOR STATE LEVEL CONSOLIDATION

The following options address state level consolidation. If Option II is selected, this would preclude a
number of the policy options presented later in this chapter.

OPTION I: TAKE NO ACTION WITH REGARD TO CREATION OF A SINGLE STATE AGENCY
FOR LONG-TERM CARE AND AGING SERVICES

OPTION II: INTRODUCE LEGISLATION CREATING A CONSOLIDATED STATE AGENCY FOR
LONG-TERM CARE AND AGING SERVICES

FINANCING OF LONG-TERM CARE SERVICES

One of the key objectives of past reorganization proposals was to streamline state financing of long-
term care services. The state is currently a significant pavor for all long-term care services, and it is the
majority payor for nursing home services. The state’s financing structure for long-term care could be seen
as institutionally biased, in that the majority of the state’s long-term care related Medicaid expenditures are
for institutional care. Financing of long-term care services will become increasingly challenging as demand
for long-term care increases. One challenge for the state is promoting family in individual responsibility in
meeting long-term care needs, where government would become a partner, not the majority payor, in
financing long-term care costs. Another challenge for the state is blending various long-term care funding
streams for long-term care services to both better meet the needs of long-term care consumers and to
minimize risk for the State.

Notwithstanding the lack of state-level consolidation of long-term care, Virginia has pursued a
number of innovative strategies for financing long-term care services and for minimizing the need for
institutional care, which is hoth expensive and potentially unattractive for consumers. These strategies
include preadmission screening for nursing home placement, Medicaid waivers, levels of care in adult care
residences, case management, respite care, and the pre-PACE program.

VIRGINIA’S APPROACH TO LONG-TERM CARE FINANCING

Virginia has taken a number of innovative steps over the past two decades o improve financing of
long-term care services. encourage consumer choice, and minimize costs. Exhibit 3 shows steps Virginid
has taken in long-term care financing and service delivery since 1977, Each of these steps is discussed in
more detail below.
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ISSUE
Nursing Home
Preadmission Screening

Medicaid Waivers

Case Management for
Elderly Virgimans

Assisted Living

Uniform Assessment Instrument (UAI)

Program for All-Inclusive Care for the
Elderly (PACE)

Source: JUHC staff analysis.

EXHIBIT 3

VIRGINIA’S APPROACH TO LONG-TERM CARE

PAST ACTION
{1977) Began Nursing Home
Preadmission Screening

(1982-1996) Obtained Five Medicaid
Waivers to Provide Home and Community
Based Services

(1991) Pilot Case Management Program
Initiated

(1993) Levels of Care Established for
Aduli Care Residences (Formerly Known
as Homes for Adults)

(1993) UAI Development Begins

(1995) General Assembly directs DMAS to
seek a vaiver for 2 PACE demonstration

project

MOST RECENT ACTION
(1982) Expanded Preadmission
Screening

(1996) Obtained Assisted Living Waiver

(1996) Pilot Phase Ends, program now
covers 82 localities

(1995) General Assembly clarifies
conditions that may be Treated in ACRs,
Revises Staffing Required. and Requires a
Needs Assessment for ACR Residents

(1994) Implementation of UAI Training
for 3,000 Persons Sttewide

(1996) Pre-Pace model developed with
Sentara.

Nursing Home Preadmission Screening Assures Appropriate Placement, Minimizes

Medicaid Costs

virginia was one of the first states in the nation to implement nursing home preadmission screening.

The purpose of preadmission screening is to ensure proper placement of residents and to prevent individu-

als from being placed in more expensive nursing home care when they would be more appropriately

served by less expensive community options. Nursing home preadmission screenings are conducted by
staff from local departments of health.

Medicaid Waivers Allow the State to Finance Home and Community Based Services
As Chapter 11 illustrates, the State has obtained Medicaid waivers to offer an array of home and

community based services. These services allow individuals o receive needed services in their home or in

the community, rather than in 4 nursing home. Some current waivers have the potential to be expanded.

For example. the current waiver for assisted living services is restricted to individuals assessed as depen-

dent in four or more activities of daily living (ADLS). Some other states hzve made more extensive use of

Medicaid assisted living services. by using less restrictive criteria for eligibility.
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Case Management for Elderly Virginians Project

The case management for elderly Virginians pilot project began in 1992, when the General Assembly
appropriated $1.2 million to fund pilot case management projects. At present, 82 (61 percent) of the
State’s 135 localities are covered by the case management program. The purpose of the case management
program is to assess the needs of elderly Virginians and to coordinate delivery of services to most effectively
meet those needs. The case management program was initiated with general funds, and it is currently
funded and implemented by Area Agencies on Aging. The case management program offers great potential
for coordination of care at the local level, but it has not vet achieved statewide impact, hecause the pro-
gram has not been funded for statewide implementation.

Uniform Assessment Instrument (UAI)

The purpose of the UAI is to standardize the assessment of persons in need of or in potential need of
long-term care services statewide. U'Al's are administered by a variety of service providers, including staff
of long-term care facilities, Area Agencies on Aging, local health departments, community services boards,
and local departments of social services. In 1994, statewide training was conducted for approximately
3.000 persons who anticipated administering UiAl's.

Interviews with state and local agency staff suggested two opportunities for improved implementation
of the AL First. continual, uniform training would help ensure consistency in UAI training (the state
initially offered uniform training for the UAI. but this training is now conducted separately by different
entities administering the UAl). Second, improved electronic access to the UAI database mainuined by
DMAS would assist local agencies.

* In addition to these two suggestions from staff involved in administering the UAI, JLARC's 1997 report
Services to Mentally Disabled Residents of Adult Care Residencies recommended improving the UAl w
better assess the needs of the mentallv disabled. JLARC recommended establishment of an inter-agency
task force to “address the limitations of the Uniform Assessment Instrument for individuals with mental
disabilities.” This task [orce could also consider impmvcd training tor administration of the UAIL
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Sentara Site Has Implemented a Pre-PACE Site

The Program for All-Inclusive Care for the Elderly (PACE) is a program which serves frail elderly
in the community under a capitated financing arrangement, primarily under sponsorship from the Medic-
aid and Medicare programs. The PACE concept was started in San Francisco by the On Lok Program. The
PACE program, which received approval as a HCFA demonstration project, has been replicated nationwide.
The 1996 and 1997 General Assembly sessions enacted legislation fostering the establishment of a pre-
PACE site in Norfolk that is operated by Sentara Senior Community Care. As of September 1997, the
program enrolled approximately 50 at-risk elderly persons. The program provides adult day care and 2
combination of managed acute care and long-term care services to program participants. The 1997
federal budget agreement lifted a previously existing cap on the number of PACE sites nationwide. offering 2
potential for multiple PACE sites within the state.

The Department of Medical Assistance Services and the State Corporation Commission’s Bureau of
Insurance are currently researching issues that need to be addressed by the 1998 General Assembly
reparding the PACE program. JCHC stalf will report at a later meeting on needed legislative changes

DMAS Has Prepared a Grant Proposal for Blending
Medicare and Medicaid Financing

In September 1997, DMAS submitted a grant proposal to the Robert Wood Johnson Foundation
(RW)) for blending Medicare and Medicaid delivery and reimbursement for individuals who are dually
eligible for Medicare (by virtue of age or disability) and Medicaid (bv virtue of income below Medicaid
thresholds). The Virginia project is titled the “Virginia Medicare/Medicaid Integration program™ and it
designates DMAS as the lead agency.

The state’s grant application requested $300 000 in funding from RWJ over a two-vear period, with
the state contemplating providing $150.000 in matching funds. The grant proposal would be implemented
in cooperation with Sentara. The target population for the project will include Medicaid/Medicare dual
cligibles in Tidewater, an estimated population of 12.000. 1f funded. the program expects enrollment of
approximately 2,500 by vear three of the project. The department is committed to involving all entities at
the state and local fevel in implementing this proposal.

Blending Medicaid and Medicare funding is an exciting approach for more effectively leveraging
all available funding streams to better serve the acute care and long-term care needs of dually eligible
persons. The DMAS grant proposal, il implemented, could serve as 4 foundation for 2 program that would
altimately serve dually eligible persons staewide.
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Encouraging Long-Term Care Insurance Offers A Means of Promoting Individual Choice
and Personal Responsibility in Meeting Long-Term Care Needs

LTC insurance is an insurance policy that pays for the cost of receiving future long-term care. Long-
term care insurance is offered in a variety of forms, including individual policies, policies through continu-
ing care retirement communities, group policies. and as a rider to individual or group life insurance
policies. Long-term care insurance was rare a decade ago, but nationally the number of policies sold
nationwide has been increasing rapidly during the past decade, growing at an annual rate of approximately

23 percent per vear (this rate of growth means that the cumulative number of policies sold doubles every
3.13 years).

FIGURE 7

Cumulative Number of LTC Policies Sold in
the U.S., 1987 to 1995 (Figures in Thousands)
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In 1995 (the most recent year for which daa are available), long-term care insurance policies in
Virginia paid about $44 million in claims, compared with approximately $470 million in Virginia Medicaid
expenditures for long-term care in 1995. While the growth in the sales of long-term care insurance is
encouraging, the continuing challenge regarding LTC insurance is how to encourage vounger and/or
healthier persons to purchase LIC insurance {or themselves. Another possibility is to market long-term
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care insurance 4s an emplovee benefit for vounger, working adults to buy to cover aging parents. This
option potentially benefits emplovers by relieving employees of some of the stress (and related lost produc-
tivity) associated with long-term care costs and uncertainty.

In 1996, Congress ok a step Lo encourage purchase of long-term care insurance. The Health
Insurance Portability and Accountability Act (commonly referred to as the Kennedy-Kassebaum bill) of
1996 allows a federal tax deduction for part or all of long-term care insurance premiums paid. There are
limits on this deduction, however. First, the total amount of the deduction is limited. The federal limits on
deductions allowed for long-term care insurance premiums range from $200 for a person 40 vears of age
or less to $2,500 for a person aged 71 and older. Not all taxpavers with long-term care insurance can
claim the deduction, however. Taxpavers who do not itemize on their return cannot claim the deduction.
Moreover, the deduction for long-term care insurance premiums is treated as a medical expense. A
taxpayer cannol deduct medical expenses that do not exceed 7.5 percent of gross income. Therefore, 2
taxpayer without significant out of pocket medical expenses would not be eligible to claim the deduction
for long-term care insurance. As Virginia tax law generally conforms to federal law, corresponding deduc-
tions are also allowed for {ilers who itemiz on their Virginia income taxes.

Other states have considered a varicty of approaches to encourage the purchase of long-term care
insurance. These include tax credits, modified Medicaid spend down provisions for persons who have
purchased long-term care insurance, and long-term care insurance for state emplovees. Alaska and Litah
currently offer long-term care insurance as an optional benefit for state government emplovees. The
General Assembly has considered offering long-term care as an optional beneiit for state emplovees.
Information about this option for future use continues to be collected for future use by the Commission on
the Management of the Commonwealth’s Workforce.

Long-term care insurance is not an ideal product for evervone. Individuals whose assets are already
at or near Medicard spend down limits would gain relatively little from purchase of long-term care insur-
ance, according 1o the National Association of Insurance Commissioners publication 4 Shopper’s Guide to
Long-Term Care Insurance. However, from the state perspective and from the perspective of many
individuals with more substantial assets, long-term care insurance is potentially a “win-win™ proposition.
From the state peespectise, increasing the number of Virginigns who have long-term care insurance
reduces the future costs of the Medicaid program. For individuals. long-term care insurance offers «
means of protecting hard-carned assets from being depleted by long-term care costs, and it ollers a means

of enhancing their censumer cheice in selecting fong-term care options.,
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Managed Care is One Option for Financing and Delivery of
Long-Term Care Services

States have generally been more aggressive in implementing managed care for acute care services
than for long-term care services. Arizona is the only state at present that has implemented managed long-
term care statewide. The Arizona Long-Term Care System (ALTCS) has been credited with producing cost
savings, though some of these cost savings mav be related to more restrictive eligibility criteria for the

program.

Other states have experimented in a limited way with long-term care through demonstration projects
such as PACE and Social HMO’s. According to a study by the Urban Institute, however, it is not clear
whether or not such demonstration projects have resulted in cost savings. While challenging to implement,
managed care offers an interesting possibility for both controlling long-term care costs and improving
service delivery.

One decision to be made in designing managed care programs for long-term care is the population
or populations to be targeted. The PACE program targets persons eligible for both Medicaid and Medicare.
The Arizona program targets both the elderly and the disabled who are in need of long-term care. Social
HMO's typically target the frail elderly.

Virginia’s current efforts with the pre-PACE program and the State’s grant proposal for hlending
Medicaid and Medicare should prove to be useful laboratories for experimenting with managed long-term
care. These projects should be carefully evaluated o glean lessons learned for the potential implementa-
tion of managed long-term care on a broader scale.

Repeal of the Boren Amendment Provides States With Additional Flexibility in Nursing
Home Reimbursement

The 1997 federal budget agreement repealed the Boren Amendment. The Boren Amendment. named
for former Senator Boren of Oklahoma, required state Medicaid programs to establish reimbursement
rates for hospitals, nursing facilities, and intermediate care facilities that were reasonable and adequate to
meet the costs incurred by efficiently and economically operated facilities. The Boren amendment had the
effect of directing state reimbursement policy 10 consider nursing home costs, while not necessarily

considering the costs of other long-term care settings in establishing reimbursement levels.

Repeal of the Boren amendment presents both 4 challenge and an opportunity [or states. The
challenge will be 10 design an appropriate reimbhursement policy that both controls costs and lunds quality
care. The opportunity will be 1o consider long-term care reimbursement policy more holisucally whilc
controlling costs and providing quality care.
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Voucher Proposal Identified By HJR 209 of the 1996 General Assembly

HJR 209, approved by the 1996 General Assembly, directs the Joint Commission on Health Care to
study the concept of using vouchers for long-term care services. This proposal, which was conceived by an
assisted living provider in the Commonwealth, would involve providing consumers eligible for government
financed long-term care services (whether through Medicaid or Medicare's post-hospitalizatior. 90 day
coverage for nursing care) vouchers to purchase long-term care services. Each individual would be
assessed, using the LIAl or equivalent instrument. to determine the level of need and corresponding
voucher amount. This amount would be capped for most individuals at a rate significantly higher than
current ACR reimbursement. but significantlv lower than current nursing home reimbursement. This would
then provide an incentive for consumers to use assisted living facilities rather than nursing home care. The
proposal is predicated on the belief that moving consumers from nursing facility care io assisted living care
would reduce Medicaid long-term care spending, even with significantly increased levels of reimbursement
for both residential and assisted living care in ACRs.

As noted earlier, this proposal would represent a major structural change in Virginia’s svstem of
financing and delivering long-term care. An analysis of the proposal in 1995 bv DMAS staff indicated that
the proposal would require both Medicaid and Medicare waivers. The originator of the proposal indicated
that, to be fair to the nursing home industry, this proposal would involve either subjecting ACR’s to the
Certificate of Public Need process or eliminating the COPN requirement for nursing homes. This would
repr.sent 4 major structural change to Virginia’s regulatory svstem for long-term care. The proposal, as
described 1o JCHC staff. would not contemplate anv enhanced or increased regulation of ACRs. However,
this proposal would require changes to the Code of Virginia to modifv or eliminate the provision of §
63.1-174.001 that prohibits ACRs from admitting or retaining individuals with thirteen specific conditions
or care needs.

The proposal assumes significant cost savings (in excess of $100 million per vear) from moving
essentiadly all category A and B residents from nursing facilities into assisted living facilities. At this time,
given the lack of experience in any other state with precisely this wpe of voucher proposal. it is difficult w
test the proposal’s assumptions regarding cost savings. However, the cost savings attributed (o the proposal
would need to be weighed against additional demand for services generated by the proposal. 1t is noted
that the proposal would likelv encounter significant resistance from a variety of long-term care providers,
including the nursing home industry. The proposal might also meet significant resistance from the ACR
industry. o the extent that the ACR industry might resist either absorbing nursing home eligible residents or
heing subjected to the COPN process.
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The CSA Model for Pooling Long-Term Care Financing

The Comprehensive Services Act (CSA) was approved by the 1993 General Assembly. The purpose
of the Comprehensive Services Act was to improve the case management of at-risk vouth, control costs for
services to at-risk vouth, and improve service delivery. The CSA program is currently being studied by the
Joint Legislative Audit and Review Commission, whose report is expected in mid-October 1997. According
to JLARC's 1997 workplan,

The goals of CSA include preserving the family unit, providing treatment services to at-risk
children in the least restrictive environment, and providing greater local control and flexibility
in the use of CSA funds. The impetus for the study resolutions has been persistent increases in
the caseloads and cost of CSA. In response to these upward trends, JLARC has been directed to
develop proposals that might help slow the growth of the program.

The JLARC report on the CSA program will merit careful study, as it may offer lessons learned for
implementing a pooled funding approach for long-term care that would avoid some of the preliminary
problems encountered by the CSA program.

Responsibility for Long-Term Care Policy Coordination Needs to Be Reallocated

At present § 2.1-373.4 of the Code of Virginia states that “The Virginia Department for the Aging is
designzited as the state agency responsible for coordinating all long-term care efforts of state and local
human services agencies.” Since the abolition in 1995 of the positions that staffed the Long-Term Care
Council, this provision of the Code of Virginia has proven problematic. The department does not have the
staff resources or expertise to effectively coordinate long-term care policy (though the depariment has
produced a background report on long-term care coordination for the Secretarv of Health and Human
Resources). Moreover, the department. which is the smallest state agency involved in Virginia's long-term
care system, does not have the authority needed to coordinate the efforts of larger agencies.

it is not clear that the Department for the Aging ever can or should be able to coordinate long-term
care policy. VDA's stakeholders include all of the aging in Virginia, most of whom will either never require
long-term care services or will require such services only episodically. Therefore, the departments
mission is broader than simply long-term care.

Further, VDA has statutory responsibility for oversight of Arceas Agencies on the Aging (AAAs). How-
ever, the department does riot have oversight of the other principal agencies involved in local long-term
care service delivery: local departments of social services, community service boards. and local health
departments. 1n fact, VDA's close links with AAAs mav make it difficult for VDA to be seen 45 a neutral
broker between the various local agencies involved in long-term care service delivery.
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At the request of the current Secretary of Health and Human Resources, the Commissioner of the
Department for the Aging has convened a multi-agency task force regarding Long-term Care Coordination.
Besides the Department for the Aging, other agencies represented on the task force include the Department
of Medical Assistance Services, the Department of Rehabilitative Services, the Department of Social Services,
DMHMRSAS, and the Department of Health. While this Task Force is chaired by the Commissioner of the
Department for the Aging, the other task force members include second or third level managers and
assistants to agency heads.

While the task force is a potentially useful exercise for long-term care coordination, it lacks staff.
authority, and high-level representation. As such, the task force is not a long-term solution to long-term
care coordination. To the extent that an individual or entity should be charged with responsibility for long-
term care policy coordination, this responsibility should be assigned to the Secretarv of Health and Human
Resources and staff support for this responsibility should be housed in the Office of the Secretary.

POLICY OPTIONS FOR LONG-TERM CARE

FINANCING AND COORDINATION

These policy options 4re not all mutually exclusive. They also do not represent the entire range of
options that the Joint Commission on Health Care may chose to consider.

OPTION I: TAKE NO ACTION

OPTION II: DIRECT STAFF TO OFFER ANY NEEDED ASSISTANCE TO THE WORKFORCE
COMMISSION IN ITS DELIBERATIONS ON ESTABLISHING A PROGRAM TO OFFER STATE
EMPLOYEES LONG-TERM CARE INSURANCE AS AN OPTIONAL EMPLOYEE BENEFIT.

OPTION I1I: INTRODUCE A JOINT RESOLUTION REQUESTING THE VIRGINIA RETIREMENT
SYSTEM TO STUDY THE FEASIBILITY OF OFFERING A LONG-TERM CARE INSURANCE OP-
TION AS A RIDER TO THE STATE’S EXISTING GROUP LIFE AND/OR OPTIONAL GROUP LIFE
PROGRAMS FOR STATE AND LOCAL EMPLOYEES.

OPTION IV: INTRODU'E A JOINT RESOLUTION REQUESTING THE SECRETARY OF FINANCE,
IN COOPERATION WITH THE SECRETARY OF HEALTH AND HUMAN RESOURCES. TO CON-
DUCT A COST-BENEFIT ANALYSIS OF THE COSTS AND BENEFITS ASSOCIATED WITH A TAX
CREDIT FOR PURCHASE OF LONG-TERM CARE INSURANCE.

OPTION V: INTRODUCE LEGISLATION DESIGNATING DMAS AS THE LEAD AGENCY
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FOR FINANCING OF LONG-TERM CARE. DIRECT DMAS IN CONSULTATION WITH APPROPRI-
ATE STATE AGENCIES (INCLUDING VDA), TO PREPARE A FIVE-YEAR PLAN FOR FINANCING
LONG-TERM CARE SERVICES IN THE COMMONWEALTH. THE PLAN SHOULD IDENTIFY
ADDITIONAL STRATEGIES FOR BLENDING MEDICAID AND MEDICARE FOR DUALLY ELIGIBLE
INDIVIDUALS AND FOR MANAGED LONG-TERM CARE.

OPTION VI: ELIMINATE THE STATUTORY PROVISION THE DEPARTMENT FOR THE AGING IS
RESPONSIBLE FOR COORDINATING LONG-TERM CARE

Under Option VI, the Joint Commission on Health Care would introduce legislation to repeal § 2.1-
373.4 of the Code of Virginia. Repealing this section would eliminate the Department for the Aging's
statutory responsibility for coordinating long-term care efforts at the state and local level.

OPTION VII: INTRODUCE LEGISLATION REQUIRING THE SECRETARY OF HEALTH
AND HUMAN RESOURCES TO COORDINATE LONG-TERM CARE POLICY AND TO
REPORT ANNUALLY TO THE JOINT COMMISSION ON HEALTH CARE REGARDING
COORDINATION ISSUES IN LONG-TERM CARE
Under Option VII. the joint Commission on Health Care would introduce legislation giving the

Secretary of Health and Human Resources specific statstory responsibilities for the coordination of long-
term care. The Joint Commission on Hezlth Care may also wish to consider requiring the Secretary of
Health and Human Resources to report annually on coordination issues in Long-Term Care. Additionally.
the General Assembly may wish to create a position in the Secretary’s Office to assist the Secretary in long-
term care coordination.

COORDINATION OF AGING POLICY

Prior consnlidation proposals for long-term care and aging issues have tended to view the two issues
as synonymous with respect to coordination of policy. However, the two issues can he viewed as distinct.
State long-term care policv is inextricably linked with the Medicaid long-term care program and the state’s
role as a pavor for long-term care services. Manv of the individuals who require long-term care services

are not aged. but instead require long-term care due to mentai or physical disabilit,

Additionally, agencies primarily involved in long-ierm care policy are all located within the thealth and
Human Rescurces Secretarial. 1lowever, the state's aging policy must encompass the majority of seniors
who either never require fong-te'm care or require long-term care only episodically and who never receive
Medicaid-financed services. Furiher, responsibiliiy tor 4ging assues is divided among agencies m the
Commerce and Trade, Health and Hluman Resources, Finance. Education, and Transportalion Seeretdrials.
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Therefore, aging needs to be considered as a distinct policy arena for state government. In examin-
ing ways to improve aging policy and service delivery, one issue that stands out is the need to strengthen the
Department for the Aging. A number of individuals interviewed during this study suggested the need to
strengthen VDA. In particular, concern has been expressed about the department’s staffing, mission, and
authority. Moreover, concern has been expressed about the extent to which a state agency can successfully
provide advocacy for aging issues and forge the private-public partnerships that will be increasingly
important to meeting the needs of older Virginians.

1996 Report of the Secretary of Health and Human Resources Recommended Strength-
ening the Department for the Aging Education Focus

A 1996 report of the Secretary of Health and Human Resources, House Document 64, recommended
strengthening the Department for the Aging’s

focus on educating the public (including individuals, businesses, employers, policy makers,
local governments, and elected officials) to increase public awareness of the issues facing an
increasing larger older population, and to encourage personal responsibility and the develop-
ment of policies, programs, services, and producis for an aging society.

One challenge that the Department for the Aging faces in plaving an increased role in public educa-
tion and research is the significant staff reduction that the agency has undergone during the past several
vears. The Agency’s maximum employment level (MEL) has been reduced from 33 to 22. Four positions
within the department are currently vacant, giving the department 18 active staff. Of these positions, six are
clerical or fiscal in nature, leaving only twelve program staff for the department to administer its responsi-
bilities under the Older Americans Act and to conduct public education. To better understand the chal-
lenges that VDA is facing, JCHC staff conducted structured interviews with 11 of the department’s 18 staff
members. In interviews with JCHC staff, VDA staff consistently identified limited staffing and an unclear
mission as two of the department’s most significant challenges.

At present, it appears that the department’s staffing may not be adequate to administer the Older
Americans Act, much luss assume other functions. In determining an appropriate staffing level for the
department. the Governor and General Assembly will need to carefully consider the mission for the depart-
ment and the extent to which that mission extends bevond administration of the Older Americans Act. The
State’s aging population has been increasing rapidly. 2s the department’s staffing level has been declining.
The continuing increase in the number of older Virginians creates a pressing need for mere rescarch,
public education. and advocacy with respect to aging issues. There is also a need for aging policy coordi-
nation 1o allow the state to better meet the needs of aging Virginians.

The Department for the Aging is the logical entity to coordinate aging policy for the state. This is a
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role best conducted by a state agency, which can serve as a clearing house for information on aging issues
and as a facilitator of multi-agency initiatives. VDA is also the logical entity to conduct rescarch and
analysis of aging issues {or the Commonwealth as well as to conduct public education.

The Governor’s Advisory Board on Aging is Not Clearly Defined in Statute

The Governor’s Advisorv Board on Aging is presently 2 purely advisory budy concerning aging issues
implicitly established in § 2.1-373 of the Code of Virginia which states “the Governor is authorized to
select such persons as may be qualified. as an advisorv board. to assist the Department |{or the Aging] in
the performance of the duties imposed upon it herein.” While the board plavs a useful role in discussing
aging issues, it has not historically been at the {orefront of developing aging policy for the Commonwealth.

The General Assembly may wish to consider reconstituting the existing board to more clearly
define its authority, responsibilities, and membership. One possible model to consider include the Board
of the Virginia Retirement System, which has some members appointed by the Governor and others by the
Joint Rules Committee of the General Assembly. This approach has succeeded in making governance of the
retirement svstem a pmnership between the executive and legislative branch.

Advocacy for Aging Issues May Be More Appropriate for the Private Sector

State agencies have inherent difficulties in conducting advocacy. A state agency is also not the optimal
vehicle for forging the public/private partnerships that will be an increasingly important part of meeting the
needs of elderly Virginians. The General Assemblv may wish 10 consider creating a private sector entity
such as a foundation or private authority to address the Department for the Aging's advacacy function.
This private sector entity could also serve as a catalvst for private-public partnerships on aging issues.
Creating 4 private sector entity to address these issues would allow the Department for the Aging to concen-
trate on addressing aging issues hest handled within the purview of government: administration of the
Older Americans Act. service to and technical support of Area Agencies on Aging, research and education
on aging issues, and aging policv coordination throughout staie government. The private seclor entity

would have the flexibility and freedom e best conduct advocacy and 1o {orge privaie-public partnerships.
Policy Options for Aging Issues

The following policy options regarding aging issucs are offered {or consideration by the Joint Com-
mission on Health Care. These policy options do not represent the universe of aliernative directions that
the Joint Commission on Health Care may wisih to pursue. but they do provide 2 range of options. These

options are not all muwally exclusive.  The Joint Commission on Health Care may wish to select several of

the options listed helow.
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OPTION I: TAKE NO ACTION

linder Option 1, no specific actions would be recommended by the Joint Commission on Health Care
to the 1998 Session of the General Assembly.

OPTION II: INTRODUCE LEGISLATION DESIGNATING THE DEPARTMENT
FOR THE AGING AS THE FOCAL POINT FOR COORDINATION OF AGING POLICY
AMONG STATE AGENCIES.

Uinder this option, the General Assembly would introduce legislation amending § 2.1-373 of the Code
of Virginia specifving that the Department for the Aging was responsible for coordinating the
Commonwealth’s Aging policy. Under this option, it may be necessary to reallocate resources to the
department or within the department for purposes of aging policy coordination. The Department for the
Aging should also be strengthened to allow it to effectively conduct research into aging issues.

OPTION III: REQUEST AN INDEPENDENT REVIEW OF THE ORGANIZATION AND OPERATION
OF THE DEPARTMENT FOR THE AGING

Under this option, the Joint Commission on Health Care would request an independent review to
report to the 1999 General Assembly regarding the organization of the Department for the Aging. Alter-
nately, the Joint Commission on Health Care could direct staff to conduct this review as part of the process
of developing the fiscal impact of policy options. Staff could be directed to prepare the report for the 1998
Session of the General Assembly.

OPTION IV: CREATE A PRIVATE AUTHORITY TO SERVE AS A FOCAL POINT
FOR ADVOCACY ON AGING ISSUES.

U'nder this option, the Joint Commission on Health Care would introduce legislation creating or
advocating a private authority to serve as a focal point for advocacy on aging issues. This authority could
he based on the legistation that created the Virginia Health Care Foundation or the Virginia Economic
Development Partnership. A private authority to address aging issues could also serve as a focal point for
public-private partnerships in delivering aging services to meet the needs of elderly Virginians.

OPTION V: INTRODUCE LEGISLATION STRENGTHENING THE GOVERNOR’S ADVISORY
BOARD ON AGING AND CLARIFYING THE POWERS, DUTIES, AND MEMBERSH!P OF THE
BOARD.

The Governo*'s advisorv board could be reconstituted as a executive-legislative branch partnership to
help establish aging policy for the Commonwealth. Under this option the Joint Commission on Health Care
would introduce legistation codifving the authority, responsibilities, and membership of the Governor’s
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Advisory Board. The Joint Commission may wish to consider specifving that 4 certain number of the
members of the newly reconstituted Advisory Board on Aging be appointed by the Joint Rules Committee of
the General Assembly (in 2 manner similar to appointments to the Board of the Virginia Retirement
System). The Joint Commission on Health Care may also wish to consider legislation explicitly granting the
Advisorv Board on Aging a role in developing aging policy and may wish to require annual reports by the
Board to the General Assemblv.

REMAINING REORGANIZATION ISSUES

This issue brief has not addressed the issue of local service delivery or the purchase of services
function at the state level. because these issues are closelv related to financing options that may be pursued.
The choice of financing policy options would influence local service deliverv. Therefore, the General
Assemblv may wish to consider directing the joint Commission on Health Care to extend its study of long-
term care and aging issues to examine local service delivery and related financing issues.
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IV. LICENSURE OF LONG-TERM CARE FACILITIES, ELDER RIGHTS, AND ADULT
PROTECTIVE SERVICES

One of the key roles of state government is protecting the health, safety, and welfare of vulnerable
persons. In the area of long-term care and aging services, the state licenses long-term care facilities. The
state also provides funds for long-term care ombudsman services and programs for adult protective
services and elder rights. This chapter discusses policy options for improving these services to better meet
the needs of all Virginians in need of these services.

LICENSURE ISSUES

As noted previously, responsibility for licensure of long-term care facilities is divided between the
Department of Health and the Department of Social Services. The Department of Health licenses nursing
facilities (as well as certifying them for Medicaid and Medicare) and home health agencies, in addition to
licensing acute care facilities. The Department of Social Services licenses adult care residences (formerly
known as homes for adults), adult day care, and district homes for the aged.

Prior Reviews of DSS Licensing of Adult Care Residences Raised Concerns

The DSS adult licensing program has been the subject of concern since the Joint Legislative Audit and
Review Commission’s (JLARC) 1979 Review of Homes for Adults. This report raised concerns about DSS
licensing staff training, use of sanctions, and uniformity of enforcement. In 1989, the Commission on
Health Care for All Virginians directed JLARC to conduct a follow-up to the 1979 study. JLARC's 1990
Follow-up Review of Homes for Adults in Virginia also raised concerns about these issues, but con-
cluded that the program should remain with DSS. JLARC's 1997 Review of Services for Mentally Disabled
Residents of Adult Care Residences expressed concern that DSS enforcement and staff training were not
adequate to mect the needs of ACR residents and to ensure compliance with standards. JLARC aiso raised
concerns ahout the DSS enforcement program and the staffing of the program, citing the department’s lack
of use of intermediate sanctions and the informal practice of allowing certain facilities to operate with
expired licenses due to lack of staff to conduct timely renewal studies.

Concerns Continue To Exist Regarding the DSS Licensing Program, Some Concerns
Have Been Expressed Regarding the VDH Nursing Home Survey Process

During this review. JCHG siaff identified five factors that raise concern about the organizational
placement of the DSS adult licensing program. These are:

®m  feedback from DSS adult licensing staff. most of whom believe the program shouid be located
elsewhere.
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® the significant differences between the children’s licensing program and the adult care residence
licensing program that make it difficult for DSS staff to administer both programs,

®  the compatibility of the adult licensing program with the overall mission of DSS (which increasingly
focuses on welfare reform),

m  the potential for increased economy and efficiency that would result from locating all long-term
care licensure within the same agency. and

®  reduction in the number of regulatory agencies with which long-term care providers need to
interact. ‘

Aside from the organizational placement of the licensing program. JCHC staff identified concerns
regarding the enforcement sanctions available to DSS and the training of DSS staff. DSS has never attempted
to use “intermediate sanctions,” which would be sanctions such as a monetary fine that are more serious
than a provisional license but not as drastic as loss of licensure. JCHC interviews with and surveys of DSS
staff also identified concerns with the training received by DSS licensing staff, particularly with regard to
mental health and medical issues.

* However, some concerns were also identified regarding the Department of Health's licensing
program. Representatives of the nursing home industrv have expressed concern about VDH’s current
enforcement approach. A study conducted by DMAS and the University of Virginia's Department of Health
Evaluation Sciences of the VDH nursing home survey process identified industry concerns “that the state
survey process needed to be more consistent, educational, and outcomes oriented.” In addition, the stdy
recommended additional training for both state staff and riursing home staff and 4 shift to “promoting
continuously improving outcomes™ through the survey process. Improved communication between state
staff and nursing home staff was also recommended, as was an improved process for transferring residents
from facilities that lost certification as a result of the survey process.

It is important to emphasize that most of the activities of the VDI certification program lor Medic-
aid and Medicare are driven by regulations promulgated by the U.S. Tiealth Care Financing Administration.
While issues of consistercy, communication. and training are within the purview of the state o address. the
overall survey process ard the resulting penalties are matters of (ederal law and regulation. not state law or
regulation.

JCHC staff conducted three major research activities as part of the review of the lieensing function.
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First, 2 mail survey questionnaire was administered to 2ll VDH and DSS long-term care licensing staff.
Responses were received from approximately 82 percent of VDH staff and approximately 85 percent of DSS
staff. Second, JCHC staff observed a nursing home survey and a number of inspections of adult care
residences. Third, selected staff within each program were interviewed, as were representatives of the
rclevant industries.

DSS Staff Expressed Concern About the Licensing Program
As part of the mail survey, long-term care licensing staff from both VDH and DSS were asked to

identify the best organizational location for the licensing program in which they worked. Table 3 compares
responses to this item from VDH and DSS staff. As can be seen from Table 3, 91 percent of VDH long-term
care licensing inspectors responding to the survey indicated that the nursing home licensure and certifica-
tion program should remain within VDH. By contrast, only 33 percent of DSS adult care licensing special-
ists responding to the survey indicated that the adult care residence licensing program should remain with
DSS. The remaining 67 percent of DSS adult care licensing specialists responding to the survey were
divided on whether the program belonged in a separate department (43 percent), VDH (14 percent), or
DMHMRSAS (10 percent).

TABLE 3
RESPONSES TO THE ITEM:
WHAT IS THE BEST ORGANIZATIONAL LOCATION FOR THE
LICENSING PROGRAM IN WHICH YOU WORK?

Preferred Location VDH Staff Responses DSS Stafff Responses
Department of Socia! Services N/A 33%
Department of Health 91 % 14%
Separate Department of Licensing 9% 43%
Other 0% 10%

Sosurce: JCHC survey of VDH long-term care inspectors and DSS adult program licensing specialists, September 1997.

A significant number of DSS licensing specialists also expressed concern about whether the DSS
licensing program was adequaie to protect the health and safety of ACR residents. ‘Thirty-eight percent of
DS licensing specialists disagreed with the staiement “the DSS licensing program is adequate to protect the
health and safety of ACR residents.” By contrast, only 18 percent of health department long-term care
inspectors disagreed with the statement, “The VDH long-term care licensing/certification program is
adequate to protect the health and safety of nursing facility residents.” Table 4 presents these data.
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DSS Has Never Imposed Intermediate Sanctions

Regarding enforcement of existing adult care regulations, several DSS licensing staff expressed
frustration with the department’s inability to use intermediate sanctions. As noted above, intermediate
sanctions are sanctions less serious than revocation or denial of licensure, but more serious than placing a
facility on a provisional license (the licensing equivalent of prohation).

TABLE 4

RESPONSES TO THE QUESTION:
IS YOUR AGENCY'S LICENSING (OR LICENSING/CERTIFICATION) PROGRAM
ADEQUATE TO PROTECT THE HEALTH AND SAFETY OF RESIDENTS?

Response DSS Staff VDH Staff
Strongly Agree 0% 36%
Agree 57% 45%
No Opinion 5% (0%
Disagree 38% 18%
Stronglv Disagree 0% 0%

Source: JCHC staff surrey of DSS adult program licensing staff and VDH long-term care medical facilities inspectors, Sepleniber
1997

The Code of Virginia currently permits DSS 1o reduce licensed capacity of a facility, freeze new
admissions, or petition to impose 2 civil charpe. However. all of these intermediate sanctions 4re subject to
the same administrative appeal process as a decision 1o denv or revoke licensure. Therefore, DSS’s policy
has been to seek denial or revocation of licensure rather than imposing intermediate sanctions. Recogniz-
ing that intermediate sanctions may often he more appropriate than closure of 4 facility, JLARC's recent
adult care and child care reports recommended giving the DSS Commissioner unilateral aﬁlhnrily o
impose monetary fines or other iniermediate sanctions in cases of serious licensing violations.  Enforce-
ment options to closure of facilities is particularly important for long-term care licensing programs.
because of the potential disruption caused by transferring medically frail residents.,

DSS Staff Expressed Concern About Training

In addition to concern about the sanctions available, DSS staff expressed concern about training
needs. In interviews with JCHC staff, licensing specialists pointed out that the broud nature of the ACR
industry required training in mental health, medical. and building code issues, among others. A number of
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DSS staff have pursued training on their own such as medication administration training. However, 68
percent of DSS staff responding to the JCHC survey identified additional training needs. The most common
needs identified were for medical training (particularly regarding medication), training on mental health
issues, and training regarding aging issues.

DSS Licensing Staff Are Also Responsible for Licensure of Child Care Facilities

DSS’s Division of Licensing licenses child day care facilities in addition to licensing adult care resi-
dences, adult day care, and district homes for the aged. In fact, the majority of DSS licensing specialists are
allocated to the children’s program. As of July 1, 1997, DSS allocated 49 full-time equivalent employees
(FTE) licensing specialists to the children’s licensing program and 17 FTE licensing specialists to the adult
licensing program. In other words, 74 percent of the DSS licensing specialists are devoted to the
children’s program.

Additionally, many licensing division staff are required to work in both the children’s and the adult
licensing program. Forty-five percent of DSS adult program licensing staff responding to the JCHC survey
indicated that they also have a caseload in the children’s program. This is problematic due to the limited
overlap between the two programs and the corresponding requirement that staff learn the regulations and
master the technical knowledge associated with two unrelated programs.

Most DSS staff responding to the JCHC survey disagreed with the statement that “the DSS child care
licensing program and adult care residence licensing program are closely related and should be carried
out by the same agency.” Responses to this item are shown in Table 5.

TABLE 5

DSS ADULT LICENSING STAFF RESPONSES TO THE STATEMENT:
TIIE DSS CHILD CARE LICENSING PROGRAM AND ADULT
CARE RESIDENCE LICENSING PROGRAM ARE CLOSELY RELATED AND
SHOULD BE CARRIED OUT BY THE SAME AGENCY

Response Percentage of Responses
Strongly Agree 0%
Agree 33%
No Opinion 14%
Disagree 38%
Strongly Disagree 14%

Source: [CHC survey of DSS licensing staff, September 1997,
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The Adult Licensing Program Is Not a Core Part of DSS’s Mission

The Department of Social Services is the state’s lead agency for implementing welfare reform and for
addressing child care regulation and financing. The Department’s protective services functions (child
protective services and adult protective services) are part of its historical mission and are delivered by local
social services agencies. Regulation of the adult licensing program, however, is delivered at the state level
and is at best a peripheral part of the Department’s overall mission. In interviews with JCHC staff, DSS adult
program licensing staff frequently indicated that the adult program does not command DSS management
attention and is not viewed as an important part of the department’s activities.

The statute establishing the DSS licensing program makes the state’s interest in protecting the health
and safety of residents clear. Section 63.1-174, of the Code of Virginia states “The State Board [of Social
Services] shall have the authority to promulgate and enforce regulations to carry out the provisions of this
article and to protect the health, safety, welfare, and individual rights of residents of adult care residences
and promote their highest level of functioning.” Past proposals to transfer licensure of ACRs away from DSS
have been criticized for failing to recognize the “social model” of DSS regulation and for trving to substitute
a “medical model.” However, legislative intent for regulation of adult care residents clearly goes beyond a
purely social model, in that the Code of Virginia clearly directs that the adult licensing program protect
the “health, safety, and welfare” of residents. This focus on health and safety issues has only increased with
statutory and regulatory changes allowing ACRs to house residents who require assisted living or intensive
assisted living services.

Increased Efficiency Potentially Would Result from Consolidation of Licensure

The presence of assisted living and intensive assisted living residents, who require a higher level of
care, in ACRs highlights the changing nature of long-term care, where individuals are now cared for in a
continuum of settings, rather than either remaining at home or being cared for in a nursing home. In fact,
Continuing Care Retirement Communities (CCRCs), which include independent living, assisted living, and
nursing home beds is a growing part of the state’s long-term care system. CCRC's presently are regulated by
both the Department of Health, which regulates the nursing home beds, and the Department of Social
Services, which regulates the assisted living beds.

Consolidation of state-level licensure of long-term care facilitics would be consistent with the chang-
ing nature of long-term care, which emphasizes diversity of long-term care settings, and with the state’s
policv of establishing a continuum of care for long-term care recipients. Consolidation would also aliow
for cross-training of staff, providing additional flexibility for two programs which historically have been
understaffed. Moreover, 2 combination of the primarily medical backgrounds of VDH staff members with
the primarily social work background of DSS staff members would allow for an improved approach to
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regulation that emphasized both a medical and 4 social model. Just as ACR residents have medical needs
that need to be considered in designing a regulatory program, nursing home residents also have social
needs that need to be considered.  Consolidation of the state’s two long-term care licensing programs and
associated staff would potentially allow the state to more efficiently and effectively serve the medical and
social needs of long-term care residents.

Some Neighboring States Have Consolidated Licensure of
Long-Term Care Facilities Into A Single Agency

States such as Oregon and Washington that have created single state agencies for long-term care have
consolidated licensure of long-term care facilities into those agencies. Additionally, many Southeastern
states have consolidated licensure of long-term care facilities into a single agency. For example, in North
Carolina. the Department of Human Resources, Division of Facility Services licenses both nursing homes
and adult care residences (in addition to home health agencies). Exhibit 5 shows the agency or agencies
responsible for licensure of long-term care facilities in seven Southeastern states.

State Agency Agency
Licensing Nursing Homes Licensing ACRs (Assisted Living
Florida Agency for Health Care Administration Agency for Health Care Administration
Georgia Department of Human Resources Department of Human Resources
Kentucky Division of Licensing and Reguiation Department of Housing
Maryland Department of Health and Mental Hypiene Department of Health and
Mental Hygiene
North Carofina Department of Human Resources Department of Human Resources
South Caralina Department of Health and Environmental Control Department of Health and
Environmental Contro!
Tennessee Depariment of Health Reguiations Pending to Require
Department of Health to Certify
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POLICY OPTIONS FOR LICENSURE ISSUES

The following policy options regarding Long-term Care licensure are offered for consideration by
the Joint Commission on Health Care. These policy options do not represent the universe of alternative
directions that the Joint Commission on Health Care may wish to pursue, but they do provide 4 range of
options.

OPTION I: TAKE NO ACTION

Under Option I, no specific actions would be recommended by the Joint Commission on Health Care
to the 1998 Session of the General Assembly. Option 1 recognizes the resistance that anv proposal for
consolidation of long-term care licensure would likely encounter. Option I does not preclude the Commis-
sion from directing the staff to conduct further research on consolidation issues.

OPTION II: INTRODUCE LEGISLATION TO CONSOLIDATE LICENSURE OF LONG-TERM CARE
FACILITIES WITHIN THE DEPARTMENT OF HEALTH

Option I would involve introducing legislation to consolidate licensure of long-term care facilities
within the Virginia Department of Health. Senate Bill 367. introduced by the Joint Commission on Health
Care during the 1996 Session of the General Assembly. would serve as a model for this legislation. This
option would also involve the Joint Commission on Health Care introducing budget Ianguage to provide
necessary positions and funding the Department of Health 1o implement its new responsibilities. The failure
of SB 367 to gain the approval of the 1996 Session of the General Assembly suggests that some modification
of SB 367 may be necessary to temper the strong opposition of the adult care residence industry to consoli-
dation of licensure within the Department of Health. This could involve modification of the hill to avoid
concerns about the imposition of 2 purely “medical model™ on the ACR industry.

OPTION III: INTRODUCE LEGISLATION CREATING A SEPARATE DEPARTMENT OF HEALTH
CARE AND LONG-TERM CARE QUALITY IMPROVEMENT

Option [l would involve introducing legislation to create a separaie Department of Tlealth Care and
Long-Term Care Quality Improvement to consolidate all licensure activities for long-term care and acute
care (VDH staff point out that if long-term care Yicensure were removed from VDI, then acute care licen-
sure would need to be removed as well). This agency could focus 9n outcome oriented continuous
improvement in health care delivery. Legiskation creating the agency would also need o create a board ©
promulgate the agency’s regulations and (o serve as a public forum for health care quality issues in Vir-
ginia. Option I would require directing the Secretary of Health and Human Resources 1o develop an
implementation plan for creation of the new agency by 4 date certain (for example September 1, 1998).
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with the agency to begin operation on January 1, 1999. Option III would involve the transfer of 34 FTE
from the Department of Health and approximately 20 FTE from the Department of Social Services. How-
ever, additional FTE would need to be allocated to the newly created department to conduct the administra-
tive tasks now handled by the licensing programs parent agencies and to provide mental health expertise.

OPTION IV: TAKE NO ACTION WITH REGARD TO CONSOLIDATION OF LICENSURE, BUT
ADDRESS CONCERNS RELATED TO THE EXISTING LICENSING PROGRAMS

Under this option, the Joint Commission on Health Care would, under this option, introduce legisla-
tion granting the DSS Commissioner enhanced enforcement authority for licensing programs, such as the
ability to impose intermediate sanctions without administrative appeals (appeals to circuit court would be
permitted). This aspect of the legislation might be modeled on legislation approved by the 1996 General
Assemblv that gave the DEQ director unilateral civil penalty authority in cases of severe environmental
violations. The Joint Commission on Health Care would also introduce legislation requiring DSS to contract
with the Department of Health and the DMHMRSAS to assist in licensure of ACRs with assisted living
residents (Department of Health) or a preponderance of residents presenting mental health or mental
retardation diagnoses. Under this option, the Joint Commission on Health Care may also wish to introduce
budget language directing DSS to identify training and staffing needs for the licensing program. Finally, the
Joint Commission on Health Care would introduce 4 joint resolution requesting that VDH report to the
1999 General Assembly on its implementation of recommendations made by the DMAS/UVA review of the
nursing home survey process.

It is noted that this option would not address a number of concerns about licensure, including
fragmentation of licensure and the limited overlap between the ACR licensing program and the mission of
DSS. Further, this option would not achieve the potential economies and efficiencies that could be realized
from consolidation of licensure.

OPTION V: MOVE LICENSURE OF ADULT CARE RESIDENTS WITH RESIDENTS

ASSESSED AS REQUIRING ASSISTED LIVING TO THE DEPARTMENT OF HEALTH AND RE-
QUIRE THE DEPARTMENT OF HEALTH TO SUBCONTRACT WITH DMHMRSAS TO LICENSE
FACILITIES WITH A PREPONDERANCE OF RESIDENTS PRESENTING

MENTAL HEALTH OR MENTAL RETARDATION DIAGNOSES.

Under this option, the Joint Commission on Health Care would introduce legislation placing
responsibility with the Department of Health for licensure of adult care residences with residents assessed
4s requiring regular assisted living or intensive assisted living services. The legislation would also require
that the Department of Health subcontract with the Department of Mental Health, Mental Retardation, and
Substance Abuse Services to provide assistance with licensure of facilities with a preponderance of resi-
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dents presenting mental health or mental retardation diagnoses. The Joint Commission on Health Care
would also introduce budget language to provide necessarv positions and funding the Department of Health
to implement its new responsibilities.

ELDER RIGHTS AND PROTECTIVE SERVICES ISSUES

Virginia’s state svstem for protecting the rights of the elderly consists of four main elements:
m  adult protective services within local departments of social services:

®  the state long-term care ombudsman program, managed by the Virginia Association of Area
Agencies on Aging (VAAAA);

®  Jocal long-term care ombudsman programs offered by Area Agencies on Aging; and

w the elder rights program within the Department for the Aging.

The Code of Virginia Presently Permits. But Does Not Explicitly Establish An Adult
Protective Services Function for Social Services

One important structural issue related to aging issues concerns the adult protective services function.
Adult protective services is a function of local departments of social services, who investigate complaints of
the abuse, neglect, or exploitation of adults, including seniors. While this program is operating statewide,
the program does not have a sufficient basis in statute. The Code of Virginia has not established 2 unit
within the Department of Social Services to manage the adult protective services program (this is presently
accomplished by the DSS adult services unit). In addition, the General Assembly has not created a central
registry of adult abuse and neglect cases in the Commonwealth, though there is a central registry of child
abuse and neglect cases. This is in contrast with the child protective services program, which is established
in statute.

The only current statutory provision for adult protective services is found in Section 63.1-55.1,
which states:

Each local board, to the extent that federal or state matching funds are made availuble to cach
locality, shall provide, subject to supervision of the Commissioner and in accordance with rules
prescribed by the State Board, protective services for persons who by reason of advanced age,
impaired health, or physical disability cannot, unaided, take care of themselves or their affairs
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and have no relative or other person able, available and willing to provide guidance, supervi-
sion or other needed care and for persons sixty years of age and older who are abused,
neglected or exploited. The requirement to provide such services shall not limit the right of any
individual to refuse 1o accept any of the services so offered, except as provided in §63.1-55.5.

A statute establishing 2n adult protective services program could be modeled on the statute establish-
ing the child protective services program. Itis important to emphasize that this would not be adding 2 new
program, simply codifving and strengthening an existing program and emphasizing its importance within
DSS and local departments of social services.

The State Ombudsman Program is Currently Conducted by the Private Sector (VAAAA),
But the Elder Rights Function Remains Within State Government

The state long-term care ombudsman program is now carried out by VAAAA. The General Assembly
directed the Department for the Aging 1o contract with VAAAA to administer the state ombudsman program.
The purpose of the long-term care ombudsman program is to provide advocacy on behalf of long-term
care residents. The state ombudsman program helps coordinate the efforts of long-term care ombudsman
statewide and provides coverage in the 40 percent of the state that is not currently covered by 2 local
ombudsman program.

According to most who are involved with ombudsman program, privatization of the program has
been 2 success. One concern, however, involves the program being housed in a different organizational
location from the elder rights program, which remains within the Department for the Aging. The elder
rights program provides advocacy services for all seniors, not just persons in long-term care settings. The
ombudsman and elder rights programs can be viewed as complementary programs, and they may benefit
from being housed within the same entity. One of the rationales for moving the ombudsman program to
the private sector was the belief that the functions of the program could best be implemented outside of
government. This same logic may also apply to the elder rights program. Therefore, the General Assembly
may wish to consider transferring responsibility for the elder rights program to VAAAA. VAAAA would then
manage both the clder rights program and the state long-term care ombudsman program.

Significant Portions of the State Lack Ombudsman Coverage

AL present, 60 percent of ihe state’s jurisdictions are covered by ombudsman services provided
through Arca Agencies on Agirg. The remaining 40 percent of the state receives ombudsman services {rom
the Office of the State Ombudsman, located in VAAAA. However, the state ombudsman’s office s only two
staff members and is not sufficient to provide ombudsman services to 40 percent of the state. in addition to
the duties of administering the overall ombudsman program. The General Assembly may wish to consider
providing funding to extend the ombudsman program statewide.
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POLICY OPTIONS FOR ELDER RIGHTS AND PROTECTIVE SERVICES

The following policy options do not represent the entire universe of options that the Joint Commission
on Health Care may decide to pursue with regard to elder rights and protective service issues. Options 11
through IV are not mutually exclusive: the Joint Commission on Health Care could choose to implement any
or all of these policy options.

OPTION I: TAKE NO ACTION.

Under this option, the Joint Commission on Health Care would take no action during the 1998
Session of the General Assembly regarding elder rights and protective services issues.

OPTION II: INTRODUCE LEGISLATION CODIFYING THE ADULT
PROTECTIVE SERVICES FUNCTION

Under this option, the Joint Commission on Health Care would introduce legistation codifving the
adult protective services function. This legislation could be modeled on the legislation establishing the
child protective services function.

OPTION III: PRIVATIZE THE ELDER RIGHTS PROGRAM BY MOVING RESPONSIBILITY AND
FUNDING FOR THE PROGRAM FROM THE DEPARTMENT FOR THE AGING TO THE VIRGINIA
ASSOCIATION OF AREA AGENCIES ON AGING.

Under this option. the Joint Commission on Health Care would introduce legislation and/or budget
language transferring responsibility for the Elder Rights program from the Department for the Aging to the
Virginia Association of Area Agencies on Aging.

OPTION IV: INTRODUCE A BUDGET AMENDMENT PROVIDING $180,000
(GENERAL FUNDS) TO PROVIDE STATEWIDE COVERAGE FOR THE
LONG-TERM CARE OMBUDSMAN PROGRAM.

Under this option, the Joint Commission on Health Care would introduce a budget amendment
providing $180,000 to extend coverage tor the long-term care ombudsman program statewide. The Joint
Commission on Health Care mav also wish o consider introducing 2 budget amendment expanding the
case management program through Area Agencies on Aging staiewide. The estimated cost of this expansion
would be $2.8 million.
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SENATE JOINT RESOLUTION NO. 316
! g the Joint Commission on Health Care to establish a task force to address outstanding long-term care and aging

Agreed 10 by the Senate, February 17, 1997
Agreed 10 by the House of Delegates, February 13, 1997
WHEREAS. consistent with national trends. the Commonwealth's population is aging; and

WHEREAS. over the next decade. the Commonwealth's eiderly population is expected to increase four times as rapidly as
the gencral population; and

WHEREAS. the provision and financing of long-term care services to the elderly and chronically disabled populations is one
of the most important public policy issues facing the Commonwealth; and

WHEREAS. it is imporiant for federal, state. and local government long-term care policy regarding the provision and
financing of services to recognize both the health care and social needs of the elderiy and chronicaily disabled; and

WHEREAS. the ultimate goal of the long-term care system is 10 maintain the functional status of the elderly and chronically
disabled populations; and

WHEREAS, long-term care and aging services should be delivered in the communities where the elderly and their families
live; and

WHEREAS, the Commonwealth's policy for long-term care, as adopted by the 1993 General Assembly through House Joint
Resolution No. 602. is to provide service 10 elderly individuals with programs and in settings which maximize their ability to
function as independently as possible and which encourage the principles of personal dignity, a decent quality of life,
individuality, privacy. and the right to make choices; and

W’ 1AS. respite care is one method used to enable persons to stay in home settings and to avoid restrictive care as long as
r =: and

WHEREAS. respitc care works both for the client and the family by providing care, variety of schedule, and recreation; and

WHEREAS. respite care allows farnily and home caregivers to locate their loved ones in appropriate facilities for short
periods of time when the caregivers cannot provide regular care; and

WHEREAS. respite care is being provided in a variety of long-term care settings; and

WHEREAS. long-term care insurance products arc varied in what portions in the continuum of long-term care they cover:
and

WHEREAS. the number of companics offering long-ierm care insurance and the number of policies sold continues to
mercase at a rapid rate. and such policics recently received favorable tax treatment from the 1996 "Kennedy-Kassehaum™
heatty care reform bill: and

WHEREAS. long-term health carc delivery has cvolved and is now being provided in nursing facilities. assisted living
facilities, and continuing care retirement communites: and

WHEREAS. rcgulatory provisions governing the construction and funding of long-term care beds must be designed to
promote cllicient and cconomic nperation ot these beds; and

WHEREAS. the complexity of the financing streams for long-term care services requires a careful and thorough analysis to
cnsure appropriate federal. state. and local government financing policy; and

WHEREAS. other states and the federal govemment are actively seeking ways 1o optimize the use of public funds to serve
the erowing clderly population; and

W <AS. a growing numbcr of states arc planning or implementing risk-based managed care programs for adults who are
ct tfor both Medicaid and Medicarc; and



WHEREAS, the recently established Pre-PACE site in Virginia is a program which fully integrates the use of hcalth care and
long-term care dollars, provides a comprehensive packaoe of services to persons living in the community, provides
incentives for quality and cost control, and provides a service delivery model that may be applicable to other ciderly.
chronically ili, and younger populations; and .

WHEREAS, any changes in the long-term care and aging service delivery -ystems shoul® be accomplished in a manner that
maximizes the efficiency and effewvenc« of the existing system and should not shift costs to localitics or requirc any
unfunded mandates for localities; and

WHEREAS. two proposals have been recommended to consolidate and restructure certain functions of the various state
agencies currently involved in planning, administering. managing. regulating, licensing and funding long-term carc and aging
services, and neither proposal has been implemented; “and

WHEREAS, the lack of a centralized locus of responsibility has hindered Virginia's progress in long-term care service
development; and

WHEREAS, consolidation of the acute and long-term care delivery system holds much promisc in serving the clderly and
disabled, but requires significant role dlfferenuauon among various public and pnvale service providers at the local level:
now, therefore, be it

RESOLVED by the Senate, the House of Delegates concurring, That the Joint Commission on Health Care he dirceted o
establish a task force to address outstanding long-term care and aging issues pertaining to the licensing. financing.
organization, and regulation of long-term care facilities and community-based services. In addition. the joint commission
shall include in its deliberations study of additional ancillary long-term care issues such as the availability of and funding for
-respite care and the consistency to which long-term care insurance policies currently being offered in the Commonwecalth
meet the various needs of its citizens.

The joint commission's task force shall conduct its study in cooperation with the Secretary of Health and Human Resources:
various state agencies. including the Department of Medical Assistance Services. the Department for the Aging. the State
Department of Health. and the Departmcm of Social Services; local governments; various long-term carc and aging consumer
and provider organizations; and other affected stakeholders. -

An estimated $125.000 is allocated for the cost of staff or consultant support. Such expenses shall be funded by a separa.
appropriation by the General Asscmbly.

The Joint Commission on Health Care shall submit its findings and recommend::tions to the Governor and the 1998 Session
of the General Assembly in accordance with the procedures of the Division of Legislative Automated Systems for the
processing of legislative documents.




HOUSE JOINT RESOLUTION NO. 655
ecting the Joint Commission on Health Care to estublish a sk force to dddress ouistanding long-term care and aging
SUeS.

Agreed to by the House of Delegates, February 20, 1997
Agreed to by the Senate, February 19, 1997

. WHEREAS. consistent with national trends. thc Commonwealth's population 1s aging; and

WHEREAS, over the next decade. the Commonwealth's elderly population is expected to increase four times as rapidly as
the general population; and

WHEREAS, the provision and financing of long-term care services to the elderly and chronically disabled populations is one
of the most important public policy issues facing the Commonwealth; and

WHEREAS. it is important tor federal. state, and local government long-term care policy regarding the provision and
financing of services to recognize both the health care and social needs of the elderly and chronically disabled; and

WHEREAS. the ultimate goal of the long-term care system is to maintain the functional status of the elderly and chronically
disabled populations: and

WHEREAS, long-term care and aging services should be delivered in the communities where the elder'y and their families
live; and

WHEREAS. the Commonwealth's policy for long-term care. as adopted by House Joint Resolution No. 602 (1993). is to
provide service to elderly individuals with programs and in settings which maximize their ability to function as independently
as possible and which encourage the principles of personal dignity. a decent quality of life. individuality. privacy. and the
right to make choices; and

IEREAS. respitc care is one method uscd to enable persons 10 stay in home settings and to avoid restrictive care as long as
isiblc: and

WHEREAS. respite care works both for the client and the family by providing care. variety of schedule. and recreation; and

WHEREAS. respitc care allows family and home caregivers to locate their loved ones in appropriate facilities for short
periods of time when the caregivers cannot provide regular care; and

WHEREAS. respitc care is heing provided in a variety of long-term carc settings: and

WHEREAS. long-term care insurance products are varied in what portions in the coatinuum of long-term care they cover:
und

WHEREAS. the number of companies offering long-tern- care insurance and the number of policies sold continues to
mcrease al a rapid rate. and such policies recently received favorable tax treatment from the 1996 "Kennedy-Kasschaum”
health care reform hill: and

WHEREAS. long-term health care delivery has evolved and is now being provided in nursing tacilitics. assisted living
lacilities. and continuing care retirement communities; and

WHEREAS. regulatory provisions governing the construction and {unding of long-term care beds must be designed 1o
promotce cfficient and cconomic operation of these beds: and

WHEREAS. the complexity ol the financing streams {or fong-tcrm care scrvices reguires a carciut and thorough analysis 1o
cnsure appropriate lederal. state. and local government {inancing policy: and

" WHEREAS. other states and the federal government arc actively secking way~ 1o epiimize the use of pubtic tunds to serve
the growing clderly population: and

JEREAS. a growing numbecr of states are plunning or implementing risk-bascd managed care programs for adults who are
2ible for both Medicad and Medicare: and



WHEREAS, the recently established Pre-PACE site in Virginia is a program which fully integrates the usc of health care and
long-term care dollars, provides a comprehensive package of services to persons living in the community. provides
incentives for quality and cost control. and provides a service delivery model that may be applicable to other clderly.
chronically ill, and younger populations; and

WHEREAS. any changes in the long-term care and aging service delivery systems should he accomplished in a manner that
maximizes the cfficiency and effectiveness of the existing system and should not shift costs 10 localitics or require any
unfunded mandates for localities; and

WHEREAS. two proposals have been recommended to consolidate and restructure certain functions of the various stale
agencies currently involved in planning, administering. managing. regulating. licensing and funding long-term care and aging
services, and neither proposal has been implemented; and

WHEREAS, the lack of a centralized locus of responsibility has hindered Virginia's progress in long-term care service
development; and

WHEREAS., consolidation of the acute and long-term care delivery system holas much promise in scrving the elderly and
disabled. but requires significant role differentiation among vanous public and private service providers at the local level:
now, therefore. be it

RESOLVED by the House of Delegates. the Senate concurring. That the Joim Commission on Health Care be direcied to
establish a task force 10 address outstanding long-term care and aging issues pertaining to the licensing. financing.
organization, and regulation of long-term care facilities and community-based services. In addition. the Commission shall
include in its deliberations study of additional ancillary long-term care issues such ux the availability of and funding for
respite care and the consistency to which long-term care insurance policies currently heing offered in the Commonwealth
meet the various needs of its citizens.

The Commission's task force shall conduct its study in cooperation with the Sccretary of Health and Human Resources;
various state agencies. including the Department of Medical Assistance Services. the Department for the Aging. the Statc
Department of Health. and the Department of Social Services: local governments: various long-term care and aging consumer
and provider organizations: and other affected stakcholders.

An cstimated $125.000 is allocated for the cost of staff or consultant support. Such cxpenses shall be funded by a scparaic .
appropriation by the Gencral Assembly.

The Joint Commission on Health Care shall submit its findings and recommendations 1o the Governor and the 1998 Session
of the General Assembly in accordance with the procedures of the Division of Legislative Automated Systems for the
processing of legislative documents.
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JOINT COMMISSION ON HEALTH CARE

SUMMARY OF PUBLIC COMMENTS:
LONG-TERM CARE / AGING STUDY PHASE 11 REPORT

INDIVIDUALS/ORGANIZATIONS SUBMITTING COMMENTS

A total of 33 individuals and organizations submitted original comments in response to the Phase I1
Issue Brief. In addition, approximately 375 employees of local deparuments of social services submitted

form letter comments on the study.

American Association of Retired Persons
Arlington County Department of Human Services
Capital Area Agency on Aging

Central Virginia Area Agency on Aging

Department of Mental Health, Mental Rewardation,
and Substance Abuse Services

Mrs. Shirlev H. Gary

Governor’s Advisory Board on Aging/
Department for the Aging

Health Insurance Association of America
LOA Arca Agency on Aging

LOA Area-Agency on Aging/New River Valley Agency
on Aging Ombudsman Program

New River Valley Agency on Aging

Norfolk Long-Term Care/Commission on Aging

Northern Virginia Long-Term Care Ombudsman Program
Northern Virginia Aging Network

Portsmouth Task Force on Aging

Richmond Korcan Senior Citizens Association

Ripening to Vintage Fund of Alexandria. inc.
Senior Services of Southeastern Virginia
Shenandoah Area Agency on Aging

Southern Area Agency on Aging

Vallev Program for Aging Services. Inc.
Virginia Adult Home Association

Virginia Assisted Living Association

Virginia Association of Area Agencies on Aging

Virginia Association of Area Agencies on Aging, Office
of the State Ombudsman

Virginia Association of Nonprofit Homes for the Aging

Virginia Association of Regional Health Planning
Agencies

Virginia Codlition {or the Aging

Virginia Deparument of Social Services
Virginia Health Care Association

Virginia Hospital and Healthcare Association
Virginia League of Social Services Eaecutives
Mr. James . Watkins




POLICY OPTIONS INCLUDED IN PHASE II ISSUE BRIEF

POLICY OPTIONS ON OVERALL CONSOLIDATION

OptoOn It ... Take No Action
Option Il ... Introduce Legislation Creating a Consolidated Agency
.......................................................... for Long-Term Care and Aging Services.

Policy Options for Long-Term Care Financing/Coordination

L0711 1 18 RPN Take No Action

Option Il .......uoreciiinecinecceerecesaannan. Direct Staff to Offer any Needed Assistance to the
Workforce Commission in Its Deliberations on Estab-
lishing a Program to Offer State Employees Long-Term
Care Insurance as an Optional Employee Benefit.

Option Il ....niiiiinninniiinnncennecisannes Introduce a Joint Resolution Requesting the Virginia
Retirement System to Study the Feasibility of Offering a
Long-Term Care Insurance Option as a Rider to the
State’s Existing Group Life and/or Optional Group Life
Program for State and Local Employees.

Option IV: ... Introduce a Joint Resolution Requesting the Secretary
of Finance, in Cooperation with the Secretary of Health
and Human Resources, to Conduct 21 Cost-Benefit
Analysis of the Costs and Benefits A:sociated With a Tax
Credit for the Purchase of Long-Term Care Insurance.

Option Voo Introduce Legislation Designating IMAS as the lead
Agency for Long-Term Care Financiag and Development
of Long-Term Care Financing Policy. Direct DMAS. In
Consultation with Appropriate State Agencies (Including
VDA), 10 Prepare a Five-Year Plan for Financing Long-
Term Care Services in the Commonwealth. The Plan
Should Identify Additional Strategies for Blending
Medicaid and Medicare for Dually Eligible Individuals
and for Managed Long-Term Care.

Option VI ..o Eliminate the Statutory Provision that the Department
for the Aging is Responsible for Coordinating Long-
Term Care.




Option VIL ..o

Introduce Legislation Requiring the Secretary of Health
and Human Resources to Coordinate Long-Term Care
Policy and to Report Annually to the Joint Commission
on Health Care Regarding Coordination Issues in Long-
Term Care.

POLICY OPTIONS FOR AGING POLICY

OPUON I ...oveeneerenrrirnrensieninrentrecenennes
Option Il: .......uveeeeicceeneneennenenennns

Option IH: ...t

OpUON IV: ....eeeiceieiienecincnenrecine e

OPHON V:eonniiiiiiiiiiciiciccecencannenenns

POLICY
Option I: ..ccceiriicnieeceie e e
Option Il ..o

option Ik ..

OPEON IV: oo

Opton V. ..o,

Take No Action

Introduce Legislation Designating the Department for
the Aging as the Focal Point for Coordination of Aging
Policy Among State Agencies.

Request an Independent Review of the Organization
and Operation of the Department for the Aging.

Create a Private Authority to Serve as a Fccal Point for
Advocacy on Aging Issues.

Introduce Legislation Strengthening the Governor’s
Advisory Board on Aging and Clarifying the Powers,
Duties, and Membership of the Board.

OPTIONS FOR LICENSURE
Take No Action

Introduce Legislation to Consolidate Licensure of Long-
Term Care Facilities Within the Department of Health

Introduce Legislation Creating a Separate Department
of Health Care and Long-Term Care Quality Improve-
ment.

Take No Action with Regard to Consolidation of Licen-
sure, but Address Concerns Related to the Existing
Licensing Program.

Move Licensure of Adult Care Residences with Residents
Assessed as Reguiring Assisted Living to the Depart-
ment of Health and Require the Department of Health
10 Subcontract With DMHMRSAS to License Facilities
with a Preponderance of Residents Presenting Mental
Health or Mental Retardation Diagnoses.




POLICY OPTIONS FOR ELDER RIGHTS AND PROTECTIVE SERVICES
107011 8 S Take No Action

Option IL: ..o Introduce Legislation Codifying the Adult Protective
Services Function

Option HI: ... Privatize the Elder Rights Program by Moving Responsi-
bility and Funding for the Program from the Depart-
ment for the Aging to the Virginia Association of Area
Agencies on Aging.

OptON IV: Lo Introduce 2 Budget Amendment Providing $180.000
(general funds) to Provide Statewide Coverage for the
Long-Term Care Ombudsman Program.

OVERALL SUMMARY OF PUBLIC COMMENTS

OVERALL CONSOLIDATION

Most commenters who addressed this issue supported Option 1. Commenters supporting Option |
included the Virginia Assuciation of \reza Acencies on Aging. the Virginia Coulition for the Aging. the Virginia
Hospital and Healthcare Association. the Virginia Heaith Care Association. the LOA Area Agency on Aging,
the Capital Area on Aging, the Centrai Virginia Area Agency on Aging. the New River Valley Agency on Aging.
Senior Services of Southeastern Virginiz, the Valley Program for Aging Services. the Southern Aret Agency
on Aging, the Portsmouth Agine Task Force. the Hampion Roads Legislative Advacacy Network. the Nortoik
Long-Term Care/Commission on \ging. and the Adult Senvices Program of the Depariment of Social
Services. Three commenters supported Option H. These were: the Virginia Association of Non-Profit

Homes for the Aging (which specilied the agency proposed by HB 1267/88 5731 the Ripening to Vintaec
Fund. Inc., and the Northern Virzinia Aging Network (\VAN). \VAN supporied Option 1] ~in theon ™ but

acknowledged difficulties in impiementing it.

LONG-TERM CARE FINANCING AND COORDINATION

Options 1L HIE and 7v. concerning long-term care insurance. were addressed joindy by most

commenters who addressed ihese issis. Most sl these commenierssapnoried alf three of these options.

Ontion 11 was supported by 17 commenters. Option TFwas sapperied I8 commenters, and Option B
was supported by 19 commenters, Csmmentoss whe seproricd @it ihree options included: the Virginis
Healih Care Association. the Virgin iiospitd and NHeihoare Associason. the American Assaciation of

Retired Persons (AARDP) | the Virsinia anecmpion o0 e twengies on Aeing (V40 the Virinia Coaliiion




for the Aging, the Virginia Association of Non-Profit Homes for the Aging, the Department for the Aging, the
Governor’s Advisory Board on Aging. the Capital Area Agency on Aging, the Central Virginia Area Agency on
Aging, the New River Valley Agency on Aging, the Southern Area Agency on Aging, the Vallev Program for
Aging Services. and Senior Services of Southeastern Virginia. The Hampton Roads Legislative Advocacy
Nework supported Options 1 and 1v. The Portsmouth Task Force on Aging supported Oz -uns 111 and TV.
The Arlington County Department of Human Services supported Option III. The Norfolk Long Term Care/
Commission on Aging supported Option IV. NVAN supported Options I, 01, and IV with the strong caveat
that the General Assembly needed to address consumer protection issues with regard to long-term care
insurance.

Regarding Option V. two commenters. the Virginia Health Care Association and AARP. supported the
option as written. A number of commenters supported Option V with various wording changes. These
commenters were: V4A, the Virginia Coalition for the Aging. the Hampton Roads Legislative Advocacy
Network, the Arfington Department of Human Services. and six Area Agencies on Aging. The Norfolk Long-
Term Care/Commission on Aging opposed Option V.

Option V1 was supported by cight commenters: V4A. the New River Valley Agency on Aging, the
Capital Area Agency on Aging, the Southern Area Agericy on Aging, the Valley Program. for Aging Services,
the Virginia Coalition for the Aging, AARP. and the Arlington Depar ment of Human Services.

Option VI1 was supported by four commenters: AARP. the Porismouth Task Force on Aging. the
Department for the Aging. and the Governor's Advisory Board on Aging. The Virginia Coalition for the
Aging, V4A. and six Ared Agencies on Aging supported Optin VI with vording changes. The Norfolk Long-
Term Care/Commission on Aging supported Opuion VI with an emphasis on local coordination.

The Virginia Hospital and Healthcare Association supported the concepts of Options V and VIT but telt
that legislation in these areas {or 1998 would be premature. as @ consensus did not vet exist. The Adult

Services Program of the Department of Social Services supported Gptions L 1v. VI and Vil

POLICY OPTIONS ON AGING ISSUES

Optisn | wis supported by the Virginia Health Care Assoctation. Option il was supperted by the
following commenters: V4A. the Virginia Cozltion for the Aging. AARP. five Area Agencies on Aving, the
Virginiz Association of Nonprolit Homes for the Aging. the Hampton Roads Legisiative Advocacy Network.
the Department lor the Aging. the Virginia Hosmital and Healtheare Association. and the Governor's Advisory

Beard on Aging.
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Option [T was supported by V4A, the Virginia Coalition for the Aging, AARP, five Area Agencies on
Aging, the Arlington County Department of Human Services, the Virginia Association of Nonprofit Homes for
the Aging, and the Norfolk Long-Term Care/Commission on Aging. Several commenters suggested that this
review be completed for the 1998 rather than the 1999 General Assembly.

Option TV was supported by two commenters: Senior Services of Southeastern Virginia and the
Hampton Roads Legislative Advocacy Network. Several other commenters expressed general support for
the idea but stated it required further study.

Option V was supported by: V4A, the Virginia Coalition for the Aging. seven Ared Agencies on Aging,
AARP. the Virginia Association of Non-Profit Homes for the Aging. the Hampton Roads Legislative Advocacy
Network. the Adult Services Program of the Department of Social Services, the Department for the Aging.
and the Governor’s Advisory Board on Aging. AARP suggested that. under Option V. the General Assembly
create an independent policy making Board on Aging to oversee the Department for the Aging, which would
become an independent agency.

POLICY OPTIONS FOR LICENSURE

There was no clear consensus among the parties suhmitting public comments regarding policy
options for licensure. Option [ was supported by the Arlington County Department of Human Services.
Option ! was also supperted by the Virginia Hospital and Healthcare Association. which noted that Option I
was 2 reasonable basis for further discussion. Option Il was supported by AARP. the Virginia Association of
Regional Health Planning Agencies. and Senior Services of Southeastern Virginia. Option 1 was opposed by
the Virginia Assisted Living Association and the Virginia Association of Homes for Adults. Option 11 was
supported by V4A, NVAN. the Office of the State Ombudsman, two local Ombudsman programs. the Virginia
Coalition for the Aging. and six Arca Agencies on Aging. Most of these commenters emphasized the need
for intermediare sanctions for licensure. Option 11 was opposed hy Senior Services of Southeasiern
Virginia. The Virginia Assisted Living Association (VALA) indicated that more details on the impiementation
of Option M1 were necessary hefore it could take 2 position on this option. Option IV was supported by the
Virginia Assisted Living Association. the Virginia Health Care Association. the Virginia Association of Non-
profit Homes for the Aging, the Norfolk Long-Term Car¢/Commission on Aging. and the Portsmouth Fask
Force on Aging. Option V was not supported by anv of the public comments.

The Virginia Association of Homes for Adults (VAHA) did not support any of the policy options for
licensure listed in the draft issue brief. Instead. VAIA suggested “giv[ing] the Commonwealth of Virginia
the authority to contract with willing and capable adult care residences o care for those [rail wdults whose




levels of ADLS, physical, and mental disabilities place them outside of the population we are permitied to
serve 4t present.”

POLICY OPTIONS FOR ELDER RIGHTS/PROTECTIVE SERVICES ISSUES

Option | was supporied by the Virginia Health Care Association. Options II, [, and IV re:=ived
relatively broad support in the public comment. All three of these options were supported by: V4A, eight
Area Agencies on Aging, AARP, the Northern Virginia Aging Network, the Richmond Korean Senior Citizens
Association. the Office of the State Ombudsman, two local ombudsman programs, the Adult Services
Program of the Department of Social Services, and the Arlington County Depariment of Hurman Services.
Several of these commenters suggested that the Commission consider the “Guardianship of Last Resort
Program™ and its potential as a statewide svstem.

The Virginia League of Social Services Executives. the Adult Services Program of the Department of
Sacial Services, and more than 375 local social services employees supported Option I, codifying adult
prutective services, but cautioned against creation of 2 central registry. These commenters suggested
enhanced use of the Uniform Assessment Instrument in lieu of creation of a central registry. The Virginia
Association of Non-Profit Homes for the Aging also supported Option H.

The Department for the Aging and the Governor's Advisory Board on Aging opposed Option T was
written but indicated flexibility regarding contracting out specific aspects of the program while retaining
overall responsibility for it.

Option TV was supported by the Virginia Association of Nonprofit Homes for the Aging and the Virginia
Association of Regional Health Planning Agencies. Several commenters also recommended expanding
Opiion 1V to include funding statewide access to the Case Management program offered through the Area
Agencies on Aeing.

The Adult Services Program of the Department of Social Services supported Options Ifl and IV.

OTHER COMMENTS

Mr. Jim Watkins, an adult care residence operator. wrote in support of the voucher proposal de-
scribed in the draft issue briel, suggesting that this proposal could save $100 million per vear, by his
calculations, by transferring nursing home residents to assisted living settings. Mr. Watkins stated. T favor
being licensed by the Health Department or under a consolidated agency if and only if the plaving field is




leveled between Nursing Homes and Intensive Assisted Living.” He further noted that “a voucher system
will decrease the amount of regulation required in both Intensive Assisted Living and Nursing Homes. This
will foster competition and increase the quality of care from all facilities because they will have to compete
for residents.” Mr. Watkins suggested that implementing the voucher system would require 2 minimum
reimbursement level of $900 for Level 1, $1,250 for Level I, and $1,500 for Level T (b). Mr. Watkins also
expressed concern about the Department of Social Services’ position against locked wings on Alzheimer’s
units within facilities licensed as adult care residences.

With regard to the issue brief's discussion of the Boren Amendment repeal and the voucher proposal,
the Virginia Hospital and Healthcare Association offered the general comment that *the focus should be not
on using the lowest cost long-term care setting but on selecting the most appropriate setting to meet the
needs of the long-term care population.”

Mrs. Shirley Gary, the daughter of 2 nursing home resident, commenied on the need for regulations
concerning staffing ratios within nursing homes. Mrs. Gary’s lewter included the signature of five other
citizens concerned about this issue.

The Health Insurance Association of America (HIAA) provided a documet outlining HIAA's *prin-
ciples for 2 shared public-private responsibility for financing long-term care.” HIAA supported efforts by
the state to educate consumers about the need for long-term care insurance and to promote purchase of
long-term care insurance.

The acting Commissioner of the Department of Mental Health, Mental Qetardation, and Substance
Abuse Services (DMHMRSAS) commented that it would be mere accurate to state that Community Services
Boards provide an array of community based services and supports to individuals with mental disabilities
and substance abuse dependence with public funds provided by the department and local governments as
well as other revenues and client fees. DMHMRSAS also commented that it supports improving the Uniform
Assessment Instrument (LAl to better assess the necds of individuals with mental disabilities. DMHMRSAS
also supported greater involvement by the department in the dicensure of adult care residences that aceept
persons with mental disabilities. However, the department cautioned that Options IV and V under licensure
would have budgetary implications for the department that need w he explored.

The program manager for the Adult Services program of the Virginia Department of Social Services,
offered several suggested wording changes 1o the draft issue brief regarding preadmission screening,
auxiliary grants, case management, and the uniform assessment instrument.




The Virginia Association of Homes for Adults (VAHA) supported continued training of licensing
specialists in ACR settings. continued funding of any new regulations by the state, adjusting the existing
regulations according to size of the facility. VAHA also opposed monetary fines for licensing violations.

NVAN supported creation of 2 seamless system for elder rights and endorsed the concept of an Elder

Rights hotline that is currently under study. NVAN also emphasized the need for flexibility in articulating the
Department for the Aging’s mission.
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0Old City Hall
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Richmond, Virginia 23219

Telephone: 804-786-5445
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E-Mail: jchc@leg.state.va.us
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