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PREFACE

State government spends more than $500 million dollars annually on long-term care services,

primarily on nursing home carefinanced by the Medicaid program. Approximately 77 percent ofthe state's

long-term care related Medicaid expenditures arefor nursing home care, andtheMedicaid program

finances approximately 70percent ofthe nursing horne care in the Commonwealth. The Medicaid program

also finances anarray ofhorne 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 carerelated services

through five other Health and Human Resources agencies including the Department for the Aging; the

Department ofMental Health, Mental Retardation, and Substance Abuse Services; the Department ofHealth,

the Department ofRehabilitative Services. and the Department ofSocial Services.

Inaddition to long-term care, which affects a number ofpopulations including butnotlimited to the

elderly, aging issues will bean increasingly important areaofconcern for state government. Virginians over

age H5 are the fastest growing segment ofthe state population. Aging issue; potentially impact many if not

most ofthe areas ofstate government, including education, public safety, transportation, and economic

development, in addition to health 311d human resources.

Past studies oflong-term care and aging issues have tended to treat the two issues as synonymous.

While there are important areas ofoverlap 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 ofthe elderly do

not require long-term atany given time. At the same time, Aging issues include a variety ofissues such as

programs for older drivers andemployment opportunmesthat arenot long-term carerelated.

Senate Joint Resolution 316, House Joint Resolution 655. and Item 12 ofthe 1997 Appropriation

Act directed theJoint Commission on Health Care to examine long-term care andaging issues. The Com­

mission formed asubcommiuee to examine these issues. The subcommittee's work included site visits to a

nursing home, assisted living facilities, a continuing care retirement community, a local Deparunent of

Social Services, and an Area Agency on Aging. The subcommittee also held four meetings during the fall of

1997.
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This study examines fmancing and coordination issues related to long-term care. The study also

examines aging andelder rights issues. The study resulted in a number ofstatutory changes. resolutions.

and budget amendments to be introduced during the 1998 General Assembly. These legislative actions

were adopted by the jointCommission on Health Care during itsJanuary 6. 199~ meeting. These include:

• abill establishing aDeputy Secretary of Health andHuman Resources for long-Term Care and

charging the secretary of Health and Human Resources with (1) coordinating the implementation

ofthe state's long-term carepolicy asestablished by the General Assembly, and (2) developing a

long-range plan for financing long-term cm-e for the elderly and frail elderly (companion budget

amendments for$100,000 to fund the position and $350.000 for small demonstration proiects

were also approved) :

• a bill eliminating the Department for the AginR's stauuory responstbthues for coordinating long­

tenn care (these responsibilities would now be assigned to theSecretary of He-J.11h and Human

Resources) ;

• a bill strengthening theGovernor's AdVIsory Board on Aging hy darifyin~ the powers. dunes. and

membership ofthe Board:

• .a bill strengthening the statutory foundation oftheadult protective services program:

• a bill improving enforcement ofhealth and safety standard." in t.dult care residences hy empower­

ing the Commissioner ofthe Department ofSocial Services to more quickly impose iruermcdiate

sanctions:

• a resolution continuing the joint Commission on Health Care's long-term caresuhcommiuec and a

companion budget amendment funding staff for the suhcomrmuee.

• a resolution directing theJoint Legislaiive Audit and Review Commission to smuy the mission and

operation oftheDepartment for the A,ging:

• resolutions directing theDepartment of Health and the Department ofSocial Services to report on

past studies oftheir long-term care licensure prourarns and the staffing and training needs of these

programs:

• a resolution directing theVirginia Retirement Svstem lo study the ieasihililv of offering a lone-term

care insurance program for state and local government cmplovees and retirees
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• a budget amendment directing the Department for the Aging to privatize theelder righl'\ program

andproviding S130,000 (;n in each year ofthebiennium to fund anelder rights hotline program;

• a budzer amendment providing Si XO,()()O ((;F) in each year of the biennium for the expansion of

the long-term care ombudsman program statewide:

• a budget amendment providing ~2.79 million (GF) in each year ofthebiennium for theexpansion

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

Our review process for this study included an initial public bnefing followed by a puhlic comment

period during which interested parties forwarded uswritten comments on the report. In many cases, the

public comments. which are provided at the end ofthereport. provide additional insight into thevarious

topics covered in this study.

On behalf oftheCommission andits staff, [ would like to thank theDepartment ofMedical Assistance

Services. the Department for the Aging. theDepartment of Social Services. and the Department ofHealth for

theassistance they provided during this study.

.<

V}:,,7l.<- '-lJ, ~~-i..-'

fane \. Kusiak

Executive Director

January 9. 199~
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I. AUTHORIlY FOR TIlE STIJDY

lIouseJoint Resolution 655, Senate jomt Resuluuon 316, and Item 12of the 199iAppropriation .''\Cl

direct the Joint Commission on Health Care to establish as task force within the Commission to "addrc-:

outstanding long-term careand aging issue:pertaining to the licensing, r:nancini~. orgar.;:t.alio:,. and

regulation oflong-term carefacihues and community-based services." SJR ~ J(, and IIJR 6;; are Sh()·,\.T !'­

Appendix A.

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

Virginia's system for long-term careand aging issues involves a number ofdifferent state and local

agencies. This chapter examines thefinancing, organization. and regulation oflong-term care in Virginia.

a." well as theState's involvement in aging issues. In a recent reporton long-term care. (he l.s, Genera]

Accountmg Offtce defined long-term care as "many different services aimed at helping people with ·.:hjl)m~

condiuons compensate for limitations in their ability to function independently" The Cnrnrnnnwealths

policy on long-term care for the elderly is articulated in House Ioint Resolution 602,approved hv the 19l)~

General As..semblv which states:

The Commonwealth's policy for long-term care is to provide service to elderly individuals wtth
programs and insettings which maximize their abllitv to function as mdependently as pnssihlc
andwhich encourage theprinciples ofpersonal digni~:. a decent qual1ty nf life, individualnv.
pnvac..y. and the righl to make decisions.

In recent years. however. (he state has recngnized a.... a matter Ill' policy that thereare :l '..arie!~ "I

reasons other than aging that cause people to require long-term careservice-. This includes physical

injury. physical disability, chronic illness. or mental disahiliu. Thcn::~;i"!: ~(1l.~ poi.L:y for long-term care for

the aging, aruculated hy IIJH 602.should abo apply to all persiJ!~.·. in need ;I; Irng-tcrm can-services.

Demand for Services Is Expected to Increase Significantly

Demand for long-term care xervic.-: ror theelderly b expectcu III incrca.sc. i.ccause the number :\1

elderlv Virginians is grO\\'jllg ra;.:Ji~. For example. the number oj Virginia tl.xpa) C7'~ (him i:;~ ihv t.rxpavcr

exempuon for h<:in~ 11\:':·1' ()) increased from 2?oH."H·I in I()X~ io 596.24~ h 19tH. 'n~e F)l,\j';; .S Census

estimated lhl' number llfVirginians over age 60 al X69.6:-;O. with ;1),701 1;\'<:1' a,~l' ~;. by lliin L':-\~;m~.uc~

are lh::~ lhl' number ofVirutnians over age (in will mcreasc h~ about 50percent when comp:;'l",'d lo 1990.

und illL· pl'rCl':ila~e til' Virginian~ over ageu K:; will more th;t;~ douoil' \\I~en «imparcd til Il); \1 \
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All Virginians over age 60arepotential consumers ofservices for theaging. However, notall elderly

Virginians will require long-term care, particularly institutional care. According to the Secretary ofHealth

and Human Resource's reportAging in the Twenty First Century (House Document 45, 1995):

50%of allpersons aged 65 and older may spend some oftheir remaining life in a nursing
home. About 32% will stay at least three months, 24% at least a year, and 9% at least five
years. Atanyone time, about 5% ofthe elderly are in nursing homes and 22% ofthose are ~5

or older. Because in the future there willbea greater number ofpersons aged 85+,a corre­
sponding increase in the need for and use ofnursing home carecan beexpected.

According to the 1990 lLS. Census, approximately one-fifth ofelderly Virginians reported having at

least onemobility limitation orself-care limitation in 1990 (Figure I). Mobility limitations refer to condi­

tions lasting greater than sixmonths that limit a person's ability to leave the home. Aself-care limitation is

a health condition lasting greater than sixmonths that limits a person's ability to attend topersonal 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 199; Study Long-Term Care: Current

Issues andFuture Directions zstated:

the extent ofthe nation's future long-term careneeds isclouded by uncertainty about medical
andtechnological advances. For example, breakthroughs could result in longer, healthier live;

for baby boomers aswell asan increase in the numher ofyounger disabled persons who
survive low birth weight or acctdents,

Aperson's need for long-term care services is often assessed u.~ing two indices: activities ofdaily

living and instrumental activities ofdaily living. Activities ofdaily living (ADL..<;;) refer to seven basic activi­

ties oflife: bathing, dressing, toileung, bladder function. bowel Iuncuon. transferring (movinR between the

bed, chair, wheelchair, and/or stretcher), and tatinWfceding. lnsirumcmal activities ofdaily Hving (I:\))1.S)

refer to eight basic activities of life that require higher l;ognitivc functioning than ADts: meal preparation,

housekeeping, laundry, money management. transponanon, shopping, using the phone, and home mainte­

nance.

. Bruce .c. Vladcck: Nancy A. Miller: and Steven Clouser: "The Changin: Fuce {~f Long-Term Cure. -- / /('u"l1
Care Finoncim! Reriew. Summer 1993. p, 7.

=U.S. General ACCOUl1Iiflg Office. Long-Term Care: CUffe", Issues und Future Directions (iAOI//EffS-Y5­
i09. p. 3.
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FIGURE 1
IMPAIRMENT STATIIS OF VIRGINIA'S EIDERLV

source: /Cjfj(J I;.S. Census.

Mobility Limitation
7%

No Reported Limitation
83%

Self-Care Limitation
40/.

Self Care &Mobility
Limitation

6%

Aperson's level ofneedfor services will vary with thenumber ofADls in which theperson is depen­

dent. Exhihit ) shows a sample ofhow trnpatrments can be ranked hy severity. It is important to under­

stand, however, that level ofimpairment is not necessarily a linear process. Aperson recovering from a

severe illness. for example, may he dependent in four AnL~. and with appropriate rehabilitative care may

recover either full functioning or only require assistance wtth one Of ADL~.

As noted previously, notallVirginians in need of long-term careservices are elderly. Non-elderly

who potcntially need long-term careservice; include mentally disabled people, people with chronic

illnesses, and the physically disabled. At present, theState Medicaid program finances long-term care

services for children (who may require private duty nursing services under the technology assisted waiver).

young adults, and middle aged persons in addition to theelderly

J



EXHIBIT 1
IMPAIRMENTS CAN BERANKED BY SEVERm·
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Financing of Long-Tenn Care Through Medicaid

The primary vehicle through which theSlaw finances long-term careservices isthe Medicaid

program. The national Medicaid program was authorized as pan of the SocialSecurity Act Amendments 01

1965. \1edicaid provisions are found inTitle XfX of the Sllciai Security Act. Puhltc tawH9-t)i. asamended.

The Department ofMedical Assistance Services administers the \1edicaid program Ior thestare.

In FY 1997, Virginia's Medicaid long-term carerelate.i expenditures totaled S50o.5x-;.xI9 million.

which represented approximately 22 percent of lOla! \1cdlCall! cxpenduures. The state share01 these long­

term expenduures was $243.034,415 with a Il)()- match rate Ill' ) 1.45 percent federal and 4KSS percent

state. Of these long-term careexpenditures. approxrmaiet, -l) percent were allocated for nursing home

care. The remaining 21 percent ofMedicaid lonu-terrn care expendnures in FY 1l)l)'7 provided an array or
home andcommumty-based services. Table 1 shu\\':-. 19l)7 \1cdicaid long-term careexpenditures.



TABLE 1
IT 1997 MF.HICAID LONG-TERI\1 CARE ExpENDlnJRES

Category

Nursing Facility Care

Personal Care

Private Duty Nursing

Adult Day Care

Respi teCare

ACR Intensive Assisu-d Living

Total

Amount

$397,311,396

S85,375,987

$13,854,807

$1538.349

$1.362,502

$] 142,777

$500,585,819

Home and community based service; are provided through the Medicaid program asa resultofhome

and community based service (HCBS) waivers granted to thestate by the U.S. Health Care Financing

Administration (HCFA). Medicaid IICBS waivers allow states to implement alternatives to placing Medicaid

recipients in nursing facilities, Medicaid waivers for HCBS are allowed underSection 1915 (c) ofme
Social Security Act. Stares are allowed flexibility in determining the mix ofservice; offered. the eligibility

criteria, and thegeographic area in which thewaiver service are offered. In order to obtain waiver

approval, according to HCFA guidelines:

Stale Medicaid agencies mustassure HCFA that, on average, thecostofproviding home- and
community-based services will notexceed the costofcare for the identical population in an
institution. The Medicaid agency mustalso document thatthereare safeguards in place to

protect thehealth and welfare ofbeneficiaries.

Forty-nine stales' have received a total ofmore than 200 HCBS waivers ,\s of this wrHing. Virginia has

received five waivers to provide home and community based services. 111l'Sl' waivers are summarized in

lixhibn z.

\'-\ mentioned earlier. the Virginia Medicaid program finances Innu-tcrrn care sen ice's for both the'

elderly and non-elderly. To illustrate the age range ofpersons reCl:i\'~ng i(lng-term care xcrvic:..:S through

Vkuicaid in theCommnnwc•alth. Figure 2 shows unduplicated recipients of Medicaid skilled nursing facility

, ,.J.('('OliJillg!U IICFA. "All S/(J{('S except Arizona hu ...'e at lras! tnu: \.111'11 (IICBS waiver! provram. Ari:(J:I; !,\

a l('(hll:((JI c.acption . thouvli. because it runs the equivalent OJ(1li IICHS vatver prooram under s('('{[UI! ; /!;

JC!110nS!,"UllUI! 11aivcr authoritv ..

5



services for FY 1996, by age group. As can beseen from Figure 2! Medicaid skilled nursing services, which

are typically associated with the elderly, actually include all age groups. Similarly, adults ofall age ranges

receive Medicaid adult day careservices. Figure 3shows the number ofunduplicated recipients receiving

Medicaid adult day care services in each age group.

ExHIBIT 2
VIRGINIA'S HOME AND COMMUNmBASED MEDICAID WAIVERS

Waiver Services Pro'Jided

Elderly and Disabled Waiver

Technology Assisted Waiver

AIDS Waiver

Mental Retardation Waiver

(Intensive) Assisted Livin~ services

Granted in 19R1 to cover personal care services for elderly or
disabled persons who meet nursing home level ofcare criteria
and for whom community services will allow them to remain al

home. Modified in 1989 tocover adult day health careand
respite care.

Granted in 1988 to provide private duty nursing services and
respite care forpersons under 21 who are dependent on
technological support andrequire ongoing nursing careand
otherwise would require hospitalization. Modified in 199; 10

include personal care.

Grantee; in 1991 to provide private duty nursing, personal
care. respite care,andcase management for HIV positive
individuals a'. risk for institutionalizanon

Provide horne andcommunity carp for mentally retarded
persons whootherwise would require institutionalization.
Services appnwed i:1 1991 'nclude: residential support.
habitanou, day support, andtherapeutic consultation. Services
approveu iii 1994 tnclu ie: .upponed employmem. private duty
nursing, personal care. respite care. a~sj~tj\l·tt·chnol(}~'y. and
environmental modification sl'n:in.'~.

(;ranted in 199(), this waiver r()\",-,r~ 'il'rv;Ct·~ provided hy a
licensed adult can.' residence Illr low-income adults who
require intensive assistance with the activities ofdaily living
(dependent in four or more activities of daily living):

Source: Virginia Department ofJledtcai Assistance wrria-s. "Iatislfcll/ Recordoftbe Virgi11ia Medicaid PTOJ.!rtl71I. uctoher Il)')(,
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FIGURE 2
FY 1996 UNDUPLICATEO RECIPIENTS FOR MEDICAID SKIIJ..ED

NURSING FACILm' SERVICES BY AGE OF RECIPIENf

Over 85
24%

Source: The Statistica: Record ofthe Virginia Medicaid Program. october /996.

Under 21
4%

21·44
9%

FIGURE 3
FY 1996 UNUIIPUCATED RECIPIENTS FOR ADULT DAY CARE

SERVICES BV AGE OFRECIPIENT

Over 85
17%

52%

ltJUI'u: The StatisticalRecord ofthe virginia Medicaid Program. October /996.

Under 21
1% 21-44

11 %

In addition to Medicaid funding for long-term careservices, other federal programs tha.t provide

funds foraging related long-term careservices include the Older Americans Actand theOmnibus Budget

Reconciliation Act (OBRA). Additionally, theGeneral A.·.;scmhly has provided general funds for certain

long-term care related services such as the auxiliary grants program administered through the Department

ofSocial Services, and therespite care, ombudsman program, andcase management programs funded

through the Department for theAging.
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Funding of Aging Senices Through The Older Americans Act
The Department for theAging (VDA) is Virginia's designated Single agency to administer theOlder

Americans Act as amended. The Older Americans Actwas approved by Congress in 1965 as part ofthe

Great Society initiatives of the 1960's. In FY 199i, theComrnonwealth expended $18.155.127 in federal

funds under theOlder Americans Act. These expenditures are summarized in Table 2.

Federal funds forindividual careservices andnutritional services areallocated by VDA to the25 Area

Agencies on theA~g using anallocation formula. This formula includes the following measures:

• population 60+ weighted 30percent,

• rural residents 60+ weighted iopercent,

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

• minority population 60+ below poverty weighted 10percent.

In most instances, this formula isalso used to allocate state general funds appropriated bv the

General Assembly. However, three programs funded through the Department for theAging are notallo­

cated according to this formula butinstead use a request for proposal (RFP) process where funds arc

provided to agencies that submit a successful RFP as determined by the VDA. These services are the

ombudsman program, casemanagement, andrespite care.

TABLE 2
DEPARTMENT FOR nIE AGING 1997 ExpENDmJRES

UNDER TIlEOWER AMERI(:ANS ACi

ClJlegory

Agency Operations

Individual Care Services

Nutritional services

Total

Souru: Virginia Department/or the AgmR.

S"()3~RS2

$8,225.367

$93(;6 J 33

$lR,I;S,U7

Funding Through The Omnibus Budget Reconciliation Act (OBRA) of 1987
The Omnibus Budget Reconciliation Act of 19X7 included a number oflong-term care related

provisions. For example, OBRA established theregulatory framework through which nursing homes arc

certified for Medicaid andMedicare hy theI;.S. Health Care Financing Administration. In addition.OBl{/\
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estabhshed the Preadmission Screening and Resident Review program (PASRR). The PASRR program

screens nursing home resident") to identify individuals in needofspecialized mental health or mental

retardation services. OHRA also provides federal funds for providing services to individuals with physical

disahihues living in nursing homes. These services arc provided hy the Department i)r Rchahiinativc

Scrvtccs (DRS) through a subcontract with the Department ofMentaillealth, 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 general funds fora variety oflong-term careservices,

including such coreOlder Americans Act services as congregate meals and transportation. It is important

to understand that services are long-term care related to the extent that they compensate for an individuals

ahility to function independently. These include services provided through theaging network such as the

respite careprogram, casemanagement. and local guardianship program. In addition, theGeneral

Assembly has appropriated general funds through VDA forspecific programs including thepilot projects

[or adult guardianship. the Norfolk Senior Center, theOxbow Center. and theKOfe-.ID Intergenerational and

Multi-Purpose Senior Center.

At present. the respite careprogram, case management program, and local guardianship program

are awarded to local agencies (generally butnotalways Area Agencies on Aging) through a RFP process.

The Auxiliary Grant Program
The General Assemblv alsoprovides general funds for theauxiliary grant program for low-income

residents ofadultcare residences. Theauxiliary grant program provides a supplem ent between the

resident's Supplemental Security Insurance (SSI) and themaximum auxiliary grant ratesethy the: Appro­

priation Act. For FY I99X, theAppropriation sets themaximum auxiliary grant rateat $71'; per month for

most oj' the state andat S'7l)l) per month in Planning District X, which encompasses most of \ilnhcr:-:

Virginia.

l.ocalities <in~ responsible fnr funding 20 percent Ill' theauxiliary grant supplement. witl: t:·,,: remain­

in~ xu percent provided hy the general fund. The average monthly grant for FY 1<)96. :.h~· rnos: recent vear

for data was available. W~l'" S2:\{). For a gram or this amoum. the state would pay S1X~.~n ::!~U the resnon­

sihlc locality would pay $47.20. In FY 19c)~. the auxiliary grant pmgr:irn expended Sj'-}j22.'5';O of lhis

amount. SI,,4.;x,040 came from theSlall: general fund and $3,X645I I) carne from local governments.

In Il)l).t theGeneral As.'\cmhly approved funding for assisted living services (sometimes referred

toas levels of carl') for ACI{ residents. This funding, which became available upon adoption ofthe neces-

9



sary regulations, provides a supplement to theauxiliary grantfor residents assessed as requiring assisted

living (regular assisted living) or intensive assisted living services. For ACR residents assessed as requiring

"regular" assisted living services. thestate 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$1 HO to the basic auxiliary grant. Exhibit 3 shows the compo­

sition ofsample auxiliary grant. ACR restdents in Northern Virginia (Planning District X) can receive a

higher auxiliary grant, with a maximum residential auxiliary grant for \onhern Virginia of$799, as

opposed to $725 for the remainder ofthe State.

EXHIBIT 3
COMPOsmON OF SAMPLE AI1XlLlARY GRANTS .

Source ofFunds Rt-sidenttal

Resident Income (SS1) $444

AUxiliary Grant (Stale Share) S224J'~(l

Auxiliary Grant (Local Share) $S().lO

Assisted Living Supplement (General Fund) n/a

Intensive Assisted Living Supplement
(Medicaid Funds, 51.49 federal share, 4R.;1state share) n/a

TotU $72)

Regular As..(;sled

As..,-;sle.d Living LilJ;ng

$441 $441

$214.XO Sll4.XO

$56.l0 S.,6.l0

$90 n/a

n/a SIXO

$XJ; Sl)()';

Source: /CHC staffanalvsis.

REGULATION OF LONG-TERM CARE BY STATE GOVERNMENT

Slate government is involved in regulating several different aspects oflong-term care service

delivery. The stale regulates long-term careinsurance andcontinuing calc retirement community contracts

through the State Corporation Commission's Bureau ofInsurance. '111e stale licenses Illn~-lerm carl'

facilities and certifies nursing homes for eligihility for the federal Medicaid and Medicare program.

Licensure oflong-term carefacilities is discus;...cu j~ more detail in thenext chapter. '111e stalealso regu­

lates construction ofnew nursing home; or construction ofadditional nursing facility beds throueh the

Depa.rtment ofHealth's Certificate ofPublic \:eed (COI'\) program.

10



The COP~ program for regulating nursing home beds is closely related to the Medicaid program,

because agoal of the COI':\ program is to minimize Medicaid nursing home costs. ThL~ isaccomplished by

restricung the supply of nursing home beds in each planning district. While this approval limits the

Medicaid's potential exposure to nursing home COSL"), some may argue that the COP~ program impacts

industry charges on other individuals.

The General Assembly imposed amoratorium onnursing horne beds from 1988 to 1996. The 1996

General Assembly lifted the moratorium on nursing facility heds and substituted a request for application

process whereby 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 inVirginia include a network ofsix agencies within theHealth and Human

Resources Secretariat andfour networks of local agencies. The networks oflocal agencies involved in

long-term are services include 25 Area Agencies on Aging. 40Community Services Boards, 35 local health

dtstncts ofthedepartment ofhealth, and 122 local departments ofsocial services. Aging services have a

focal point in the Department for the Aging and the aging network, hutaging issues potentially impact a

wide range ofstate and local agencies.

Six State Agencies Are Involved in tong-Tenn Care

Six state agencies within the Health andHuman Resources Secretariat are involved in providing long-

LenTI care services. These agencies include: the Department ofMedical Assistance Services CDMAS) , the

Virginia Department of Health (VDH), theDepartment ofMental Health Mental Retardation andSubstance

Ahuse Services (DMHMRSA.~), the Department ofRehabilitative Services (DRS), the Department ofSocial

Service; (DSS). and the Department for theAging (VDA). Figure 4 shows Virginia's long-term caresystem

for the elderly.

Department of Medical Assistance Services: DMAS finances long-term careservices through the

State's Medicaid program. Medicaid long-term careservices include skilled nursing care, nursing faCility

care, hospice, home health, personal care.private duty nursing, adult day care, respite care, casemanage­

ment, durable medical equipment andsupplies, physical therapy, occupational therapy, andspeech therapy.

A.c; mentioned previously, Medicaid abo finances the intensive assisted living supplement for ACR auxiliary

grant recipient" assessed as needing intensive assisted living services. In addition to financing an array of

long-term careservices through Medicaid. DMA.~ administers the nursing home preadmission screening

program andannual resident reviews.

11



FIGURE 4
VIRGINIA'S CURRENr LoNG-TERM CARE SYSfEM FOR ms ELDERLY
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De.partment ofHealth: VDH isresponsible for licensure andcertification ofnursing homes andhome

health agencies, in addition to licensure ofacute care faciliues. VDII also administers the certificate of

public need (COPN) program for nursing homes and certain other health facilities. Through local depart­

ments ofhealth, VDH also provides nursing home preadmission screening, personal care, home health

services, 'case management, andhome health visits.

0e.nartrnent ofMental Health Mental Retardation and Suhstance Ahuse Services: DMIIMR<.;A..<.;

provides long-term care services for the geriatric mentally ill at three state mental health facilnies: Catawba

Hospital, Piedmont Geriatric Hospital, and Eastern State Hospital. DMHMR<.;AS also administers the OBRA
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program for preadmission screening and review ofnursing home residents who arementally ill or mentally

retarded. Stale training centers and mental health institutes also serve as long-term carefacilities forsome

patients. DMHMRSAS also provides a variety ofhome andcommunity based services for the mentally

disabled and substance abuse dependent through 40Community Services Boards.

Denanment ofRehahilitative Services: DR..C;; administers three programs providing long-term care

services. These are: personal assistance services, the long-term rehabilitative case management program.

andthe OHRA 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 andsensory disabilities to employ personal assistants. This program isa collaboration between

DRS andtheCenters for Independent Living (CIL...S). The elLS provide client skill development, assessment.

counseling, andassist in recruiting andtraining personal assistants. DRS administers theprogram, assists

inscreening clients, andprovides technical assistance.

The long-term rehabilitative case management program operated by DRS provides services to meet

the needs ofpeople with neurological andother severe physical disabilities. 1\vo-thirds of the current

chents have brain injuries, andone-half oftheclienrs have multiple disabilities such as brain andspinal

cord injuries. Services provided under theprogram include intensive, individualized case management,

advocacy, and interagency coordination.

The OHRA program currently provides specialized services to 141 individuals with very severe

physical developmental disabilities living in nursing homes or who arenursing horne eligible and are

receiving home and community-based services. Services provided to these individuals under DR~'s OBRA

program include customized wheelchairs, communication devices, andenvironmental controls.

Devarlment ofSocial Services: ()s..~ administers the auxiliary grant program. licenses homes for

adults and adult day carccenters, and oversees theadult services andadult protective services programs

which arc conducted hy local depanments ofsocial services. The auxihary grant program was described

previously in this chapter, The licensing program is responsible for licensing 612 adult careresidences in

Virginia in addition to adult day carecenters. The Ds..~ adult licensing program will he discussed in more

detail in Chapter Ill.

'111e state's 122 local departments of social conduct the activities oftheadult services and adult

protective services programs. Theadult protective services program investigates complaints ofabuse.
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neglect, or exploitation ofadults. The adult services program provides purchased home based services

including companion, chore, andhomemaker services, case management, nutrition services, transporta­

tion services, adult foster care, family careservices. andadult day care. Local departments ofsocial

services also conduct preadmission screenings for nursing home placement andconduct assessments and

assessments for adult care resident placement.

Denartment for the Aging: VDA is theState's designated single agency for administering the Older

Americans Act. VDA allocates funds from the Older Americans Act to the 25 Area Agencies onAging using a

formula described previously. The department also allocates general fund appropriations for case manage­

ment, respite care, and thestale ombudsman program. At the direction ofthe General A.'\.I\embly, the state

ombudsman program is conducted by theVirginia Association ofArea Agencies onAgin~ operating under a

contract from the Department for the Aging.

Area agencies on the aging provide an array ofservices including advocacy, case management,

inforrnatton and referral, adult day care, home health services, personal careservices, homemaker

services, residential repair andrenovation, transportation services, home delivered meals, financial

counseling, legal assistance, home visits, chore services, [oh training andplacement assistance, wellness

services, andinsurance counseling. While allMAs provide transportation services andcongregate meals,

notall of the above-listed services are provided hy all AAA~. For example, not all of the Stale ispresently

covered by the case management, respite care; and ombudsman programs funded through or initially

funded through general fund appropriations by the General Assembly Sixty percent ofthe state's local

jurisdictions are covered by ombudsman services. Sixty-one percent are covered by case management

services. Forty percent are covered by respite care services.

Aging Issues Potentially Impact a Number of State Agencies

While theState's role in long-term careis largely confined to the above mentioned six agencies

within the Health and Human Resources Secretariat. a number ofstate agencies are potentially involved in

aging issues. For example, theDepanment ofTaxation administers the tax credit for older Virginians. The

Department ofHousing and Community Development ispotentially involved in housing issue" for older

adults, and the Department ofMotor Vehicles ispotentially involved in transportation issues. The Virginia

Community College System and other state institutions ofhigher education provide educational instruction

that is of interest to many older Virginians. The Virginia Retirement System administers a pension program

for retired state and local employees. Moreover. the a~ing ofVirginia's population presents an economic

development opportunity and challenge for the Slate's Commerce andTrade agencie«
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III: FINANCING AND ORGANIZATION OF
LONG-TERM CARE AND AGING SERVICES

BACKGROUND

From 19X2 until 1995, long-term carewas coordinated by the Long-Term Care Council, which

consisted ofthe agency heads ofthe health andhuman resources agencies responsible for long-term care.

The Council was chaired by the Secretary ofHealth andHuman Resources. The 1989 study oflong-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 ofagency heads meeting together, to coordinate long-term care policy. Apparently the

practice developed where agency heads would send deputies or other lower ranking representatives inlieu

ofattending in person. Some state agency staff interviewed also perceived that the Long-Term Care Counol

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. Agrowing consensus formed in the early 1990's that a

structural solution was needed to address the issues oflong-term care coordination. Consequently,

attention turned to structural consolidation ofthe state agencies involved in long-term care asa means for

improving coordination oflong-term carepolicy, aswell as financing and delivery oflong-term care

services. The General Assembly passed HJR 603which requested the Secretary ofHealth and Human

Resources to develop a plan for stale level consolidation by October 1993 and a plan for local level

consolidation by October 1')';14.

PAST REORGANIZATION PROPOSALS

There have been three consolidation proposals for long-term care services instate government,

the first two ofwhich would have also impacted a~ing issues. The 1994 General Assembly considered and

deferred action on a proposal hy the former Secretary ofHealth and Human Resources Howard Cullum that

would have consolidated most long-term care services and responsibility for aging issues in a Department
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of Aging andLong-Term Care Services. The second proposal. presented in November 1994. by secretary

ofHealth and Human Resources KayJames, would have consolidated most long-term care andaging

services asa division within DMAS. The third proposal, presented to the 1996 General Assembly by the

Joint Commission onHealth Care at the request ofthe Secretary ofHealth and Human Resources, would

have consolidated responsibility for licensure oflong-term care facilities within the Department ofHealth.

This proposal was defeated on the floor ofthe Senate.

1994 Cullum Proposal Would Have Created a Consolidated Agency
As noted previously, the 1993 General Assembly approved Housejoint Resolution 603,which

requested the Secretary ofHealth andHuman Resources topresent a consolidation proposal for Slate

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 isoften referred toas the Cullum proposal.

This proposal would consolidated most long-term care andaging services in a greatly expanded Depart­

ment ofAging and Long-Term Care Services. This proposal was presented to the 1994 General A.'lsembly in

58575 andHB 1267. The proposal was strongly supported by advocates for the aging butwas opposed by

the nursing home industry and by thenew administration I which requested that legislative action on the

proposal bedeferred until the 1995 General Assembly.

As proposed by 5B 575 and HB 1267, the Depanment ofAging and Long-Term Care Services would

have encompassed:

• allfunctions and programs in the Department for theAgin~,

• the adult care residence andadult day care licensing program ofthe Department ofSocial Services,

• the long-term carefinancing andplanning components ofthe Department ofMedical Asststance

Services, and

• the Deparunent ofHealth's licensure and certification program for nursing home; andhome health

agencies.

Figure 5shows the agency proposed by 5B 575 and HB 1267. It is noted that HI> 44 hadrecom­

mended including the consolidation oftheadult services, auxiliary grant, and adult protective services
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programs from DSS. However, this aspect ofthe proposal was not included in theresulting legislation due

to opposition from local social services departments and theperceived need forfurther study ofthese

functions.

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

When theGeneral Assemhly deferred action on SB 575 and HB IlCli, it approved HJR 209. that

requested theSecretary of Health and Human Resources to "review the plan for state-level consolidation of

certain long-term careandaging services within a single stale agency and develop a plan for the coordi­

nated delivery ofsuch services at both thestate andlocal levels," The resulting plan was presented by the
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Secretary in November 1994. This proposal recommended consolidation of most long-term careand aging

services within theDepartment ofMedical Assistance Services. The proposal would also have eliminated

the Deparunent for the Aging. These services would have been placed undera newly created position of

Deputy Director for Aging, Disahility~ and Long-Term Care Services (Figure 6). This proposal recognized

thatlong-term careservices encompass more than theelderly population, andsought tohroadly define the

meaning oflong-term care and thepopulations tobeserved by a consolidated agency.

Inaddition to the long-term care financing andplanning functions already conducted by Depart­

ment of Medical Assistance Services, this newly created division ofDMAS would have included:

• allfunctions and programs ofthe Department for theAging,

• adult services, adult protective services, auxiliary grants program policy, andadult care residence!

adult day carelicensing program oftheDepartment ofSocial Services.

• licensing and certification ofacute and long-term careproviders performed bv the Department of

Health,

• Personal Assistance Services andCenters for Independent Livmg programs from the Department of

Rehabilitative Services, and

• utilization review ofthe Medicaid mental retardation waiver, Medicaid mental retardation Slate plan

community option services, and utilization review of Medicaid mental health stale plan option

services conducted by DMHMR.<;A$.

The November 1994 plan oftheSecretary ofHealth and Human Resources is sometimes referred to

as theJames proposal. This proposal was strongly opposed hy advocates for the aging. Advocates for the

aging were concerned that organizational placement ofthe Department for the Aging's functions within

DMAS would create an inherent conflict between VIM's advocacy mission and DMA.."·s mission of control­

ling long-term care costs, Concern was also expressed that collapsing the Department for the Aging into a

division ofDMAS would reduce the visibility ofaging and long-term care issues in stale. Additionally.

concern W:L"i expressed that D.\1A..' was an inappropriate location for long-term careand aging service;

because the agency's focus was onfinancing ofa public assistance program. The 19<)5 General Assemhly

did not take action on either theCullum proposal or the james proposal (the jamesproposal WaS never

introduced in the form oflegislation).
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FIGURE 6

CONSOLIDATION PROPOSAL PRESENTED BYTHE SECRETARY OF HEALm
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 thesame time that Virginia was examining consolidation oflong-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 oflong-term care

services in a single stale agency during theperiod 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 ofa single agency are Washington and Oregon. Both states viewed creation ofa consoli­

dated agency asa means to improving service delivery and controlling long-term care costs.

Washington created a single state entity to manage most long-term careservices. This entity is the

Aging andAdult Services Administration, which is partofthe Department ofSocial and Health services.

This agency controls thestate's entire long-term carebudget. including general fund appropriations, Older

Americans Act funds, andMedicaid long-term care funds.

Oregon also consolidated LTC responsibilities into oneagency, the Senior and Disabled Services

Division oftheDepartment ofHuman Resources. Oregon also created a single point ofentry for consum­

ers toreceive long-term careservices. In Oregon, Area Agencies on Aging actasa single point ofentry for

LTC services andmanage Medicaid long-term care programs.

Most states, however. have notbeen successful in creating a single agency to manage long-term care

financing anddelivery. It is important to note that in both Oregon andWashington the "single agency" isa

subordinate unit within a larger health andhuman services agency rather than a free standing agency.

Florida created a Department ofElder Affairs, that is involved in long-term carepolicy making anddelivery

ofservices. However, theagency does nothave lead responsibility for either licensure or financing, two

other major aspects oflong-term careservices.

There are several difficulties in creating a consolidated state agency. First, the needs of long-term

care populations differ, and itis difficult for a single agency to tailor programs andsolutions to meet the

needs ofdifferent populations. Additionally, creation ofa consolidated agency raises concerns ahout the

adviSability ofhousing functions such as licensing and financing or ombudsman services and licensing

together. Another concern in creating a consolidated agency is the past experience in Virginia ofauernpung

to consolidate multiple agencies within a Secretariat. The Department of Environmental Quality (DEQ) was

created by the 1993 General Assembly to eliminate fragmentation ofenvironmental protection services

among four environmental agencies. DEQ has experienced a number ofmorale and management issues

since the agency began operation, some ofwhich are related to the merger ttself
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Another concern in implementing a consolidated agency is that long-term carefinancing is rapidly

evolving asSlates implement a number ofinnovative demonstration projects using Medicaid waivers. Some

financing options that the stale may choose to pursue in the future, such as managed care, would poten­

tially reduce Of even obviate the need for state level Of local consolidation, because the managed careentity

would act as the hroker to purchase needed services auhe local level. with the stale paying a capitated rate

for individual enrollees to the managed care entity. States, including Virginia, arealso experimenting with

blending acute andlong-term care service delivery. The trend towards blending acute careand long-term

carefinancing streams isantithetical to thenotion ofsegregating long-term care funding from acute care

funding by placing long-term care funding ina consolidated long-term careagency. Moreover, states are

increasingly recognizing the importance oftailoring managed car~ projects to meet the needs ofspecial

populations, which may bemore difficult toaccomplish 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, theneed fora carefully crafted implementa­

tion plan cannot be overemphasized. The experience ofDEQ should be examined to identify lessons

learned in consolidation ofmultiple state '4.gencies.

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 ofHealth and Human Resources requested that theJoint Commission onHealth Care introduce

legislation to consolidate licensure oflong-term care facilities within theDepartment ofHealth. This

proposal, SB 367, would have removed responsibility for licensure ofadult care residences and adult day

carefrom theDepartment ofSocial Services. andplaced this responsibility within the Department of

Health. which already licenses andcertifies nursing homes, home health agencies, andacute carefacilities.

This proposal was strongly opposed by theadult careresidence industry and was defeated ontheSenate

FlOUT.
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POLICY OPTIONS FOR STATE LEVEL CONSOUDATION

The following options address Slate level consolidation. If Option II is selected, this would preclude a

number ofthe policy options presented later in this chapter.

0PI10N I: TAKE No ACTION WIm REGARD TO CREATION OF ASINGLE STATE AGENCY
FOR LONG-TERM CARE AND AGING SERVICES

0PI10N II: INTRODUCE LEGISLATION CREATING ACONSOLIDATED STATE AGENCY FOR
LONG-TERM CARE AND AGING SERVICES

FINANCING OF LONG-TERi\f CARE SERVICES

One of the key objectives ofpast reorganization proposals was to streamline state financing oflong­

term careservices. The stale is currently a significant payor for all long-term care services, and it is the
majority payor for nursing home services. The state's financing structure for long-term carecould beseen

as institutionally biased, in that themajority ofthe state's long-term carerelated Medicaid expendinrres 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 slate ispromoting family in individual responsibility in

meeting long-term care needs, where government would become a partner, not themajority payor, in

financing long-term care costs. Another challenge for the state isblending various long-term carefunding

streams for long-term careservices to both better meet the needs oflong-term care consumers and to

minimize risk for the State.

Notwithstanding the lack ofstate-level consolidation oflong-term care, Virginia haspursued a

number ofinnovative strategies for financing long-term care services andfor minimizing the need for

institutional care, which is both expensive and potentially unattractive for consumers. These strategies

include preadmission screening for nursing home placement, Medicaid waivers, levels ofcarein adult care

residences, case management, respite care, and the pre-PACE program.

VIRGINIA'S APPROACH TO LONG-TER\I CARE FINANCING

Virginia has taken a number ofinnovative steps over the past two decades to improve financing 01

long-term care services. encourage consumer choice. and minimize cnsts. Exhihit:S shows steps Virginia

hastaken in long-term care financing and service delivery since !<J77. Each of these steps isdiscussed in

more detail below.
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EXHIBIT 3
VIRGINIA'S APPROACH TOLONG-TERM CARE

ISSliE
~ursing Horne
Preadmission Screening

Medicaid WaIVers

Case Management for
Elderly VlrginJan~

Uniform Assessment Instrument WAl)

Program for AIl·lnclusiw.· Care for the
ElrJerly (PACE)

source: jellC staffantilysis.

PAST ACT'O~

(11)77) Began Nursmg Horne
Preadmission Screening

0982-19(6) Obtained Five Medicaid
WaiVers 10Provnie Borne andCommunity
Based Services

( JlJl) J) Pilot Case Management Program
Initiated

(1993) Levels of CareEstablished for
Adult Care Residences (Formerly Known
as Homes for Adults)

(1993) UAI Development Begins

( I()95) General Assembly directsDMAS to
~k a waiver for a PACE demonstration
project

MOST RECENT ACTIO!lll
(1982) Expanded Preadmission
Scrwnmg

( 1(96) Obtained AsSisted Livin,g Waiver

(1996) PilotPhase Ends. program now
covers 82 localities

(1995) General Assembly clarifies
conditions tbatmay beTreated inACRs.
Revises Staffing Required. and Requires a
Needs Assessment for ACR Residents

(1994) Implementation of UAI TrAining
for 3,000 Persons Slalewide

(1996) Pre-Pace model developed with
Semara,

Nursing Home Preadmission Screening Assures Appropriate Placement, Minimizes
Medicaid Costs

Virginia was one ofthefirst states in the nation to implement nursing home preadmission screening.

The purpose ofpreadmission screening is toensure proper placement ofresidents andto prevent individu­

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

served hy less expensive community options. Nursing home preadmission screenings are conducted by

staff from local departments ofhealth

Medicaid Waivers Allow the State to Finance Home and Community Based Services

As Chapter II illustrates, the State has obtained Medicaid waivers to offer anarray ofhome and

community based services. These services allow lndmduals to receive needed services in their home or in

the communuy, rather than in a nursing home. Some current waivers have thepotential to heexpanded.

For example. the current waiver for assisted living services is resmued to mdividuals assessed asdepen­

dent in four or more activities of dailv living C,\f)(.'i). Slime other states have made more extensive use of

Medicaid assisted liVing services. hy using less restrictive criteria for eiigihUiry.
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Case Management for Elderly Virginians Project
The case management for elderly Virginians pilot project began in 1992. when the (;eneral Assemhly

appropriated $1.2 million tofund pilot case management projects. Atpresent, X2 (61 percent) ofthe

State's 135 localities arecovered by the case management program. The purpose ofthe case management

program is to assess the needs ofelderly Virginians and tocoordinate delivery of services to most effectively

meet those needs. The case management program was initiated with general funds, and it is currently

funded andimplemented by Area Agencies on Aging. The case management program offers great potential

for coordination ofcare at thelocal level. butithas notyet achieved statewide impact, because the pro­

gram has notbeen funded for statewide irnplem entation.

Uniform Assessment Instrument (UAI)

The purpose of the llAl is tostandardize theassessment ofpersons in need ofor in potential need of

long-term care services statewide. llAfsare administered by a variety ofservice providers, including staff

oflong-term care facilities, Area Agencies onAging, local health departments, community services boards,

and local departments ofsocial services. In 1994, statewide training was conducted for approximately

3,000 persons who anticipated administering l ;AI's.

Interviews with state and local agency staff suggested two opportunities for improved implementation

oftheCAl. First. continual, uniform training would help ensure consistency in I1AI training (thestate

initially offered uniform training for the liM. butthis training is nnw conducted separately by dfferent

entities admlnistenng the UAl). Second, improved electronic access to therAJ database maintained by

DMAS would assist local agencies.

Ina.ddition to these two suggestions from staff involved inadministering the l:AI, JURe's 1997 report

Services toMentally DisabledResidents ofAdult Care Residencies recommended improving the ['AI to

better assess the needs ofthe mentally disabled. JL"RC recommended establishment ofan inter-agency

task force to "address the limitations of the I 'niform Assessment Instrument for individuals with mental

disabiliues.,. This task force could also consider improved training tor administration ofthe I AI.
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Sentara Site Has Implemented a Pre-PACE Site
The Program for All-tnclusive Care for the Elderly (PACE) isa 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 inSan 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 theestablishment ofa pre­

PACE site in Norfolk that ts operated by Sentara Senior Community Care. As ofSeptember 1997, the

program enrolled approximately 50at-risk elderly persons. The program provides adult day care and a

combination ofmanaged acute careand long-term careservices to program participant". The 1997

federal budget agreement lifted a previously existing cap on the number ofPACE sites nationwide. offering a

potential for multiple PACE sites within thestate.

The Department of Medical Assistance Services and theStale Corporation Commtssion's Bureau of

Insurance are currently researching issues that need tobe addressed by the 1995 General Assembly

regarding the PACE program. JCHC staff will report at a later meeting on needed legislative changes

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

In September 199i, DMAS submitted a grant proposal to the Robert Wood Johnson Foundation

(R\\J) for blending Medicare and Medicaid delivery andreimbursement for individuals who are dually

eligible for Medicare (by virtue ofage or disability) andMedicaid (by 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.

Thestate's grant application requested $300,O{)O in funding from R~ over a two-year period, with

the state contemplating providing $1 SO,UOO in matching funds. The grant proposal would be implemented

in cooperation with Sentara. The target population fortheproject will include Medicaid/Medicare dual

eligihl~ in Tidewater, an estimated population of 12.000. Iffunded. theprogram expects enrollment of

approximately 2jOO hy year three ofthe project. The department iscommitted to involVing all entities at

thestateand local level in implementing this proposal.

Blending \1l'dic~lid and Medicare Iundtng isan exciting approach for more effectively leveraging

allavailable Iundina streams to beuer serve the acute care and long-term careneeds of dually eligible

persons. The D.\1:\S grunt proposal, ifimplemented, could serve asa foundation for a program that would

ultimately serve dually chgihle persons statewide.
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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 thecost of receiving future long-term care. Long­

term care insurance is offered in a variety offorms, including individual policies, policies through continu­

ing care retirement communities, group policies. andas a rider to individual orgroup life insurance

policies. Long-term careinsurance was rare a decade ago, but nationally the number ofpolicies sold

nationwide has been increasing rapidly during the past decade, growing atanannual rate ofapproximately

23 percent peryear (this rateofgrowth means that the cumulative number ofpolicies 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 (themostrecent year for which data are availahle) , 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 thegrowth in thesaIL'S of long-term care insurance is

encouraging, thecontinuing challenge regarding ITC insurance ishow to encourage younger and/or

healthier persons to purchase LTC insurance for themselves. Another possibility is to market long-term
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care insurance as an employee benefit for younger, working adults to buy to cover aging parents. This

option potentially bcnelits employers hy relieving employees ofsome ofthestress (and related lost produc­

tivity) associated with long-term carecosts and uncertainty.

In 1996, Congress took a step to encourage purchase oflong-term care insurance. The Health

Insurance Portability andAccountability Act (commonly referred to as the Kennedy-Kassebaum bill) of

1996 allows a federal tax deduction for partor all oflong-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 years ofage

or less to $2,SOO for a person aged -; 1and older. Not all taxpayers with long-term careinsurance can

claim the deduction, however. Taxpayers who do not itemize ontheir return cannot claim the deduction.

Moreover, the deduction for long-term care insurance premiums is treated asa medical expense. A

taxpayer cannot deduct medical expenses that do notexceed i.5 percent ofgross income. Therefore, a

taxpayer without significant outofpocket medical expenses would notbe eligible to claim the deduction

for long-term care insurance. A.,,; Virginia tax law generally conforms to federal law, corresponding deduc­

tions are also allowed for filers who itemize on their Virginia income taxes.

Other states have considered a variety ofapproaches to encourage thepurchase oflong-term care

insurance. These include lax credits, modified Medicaid spend down provisions for persons who have

purchased long-term careinsurance, and long-term care insurance for state employees. Alaska andLtah

currently offer long-term care insurance as an optional benefit for state government employees. The

General Assembly has considered offering long-term care as an optional benefit for state employees.

information about this option for future use continues to hecollected for future use by the Commission on

the Management ofthe Commonwealth's Workforce.

Long-term care insurance is notan ideal product for everyone. lndividuals whose assets are already

at or near Medicaid SP~IlJ down limits would gain relatively little from purchase of long-term care insur­

ance. according to the i\alional,\'\socialion of Insurance Commissioners publication AShopper's Guide to

Long- Term Care Insurance. However, from the Slate perspective andfrom theperspective ofmany

individuals with moresubstantial assets, long-term care insurance ispotentially a "win-win" proposition.

l'rom the stateperspective, incr~a."ir,g the number ofVirginia;,s who have long-term care insurance

reduces the future costs ofthe Medicaid program. For individuals. long-term care insurance offers ~

means orprotecting hard-earned ~L'\sel'\ from heing depleted bv long-term carecosts. and it Ililcrs a means

orenhancing their consumer choice in selecting long-term care options.
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Managed Care is One Option for Financing and Delivery of
Long-Tenn Care Services

States have generally been more aggressive in implementing managed carefor acute care services

than for long-term careservices. Arizona is the only Slate at present thathas implemented managed long­

term care statewide. The Arizona Long-Term Care System (ALn:.~) hasbeen credited with producing cost

savings, though some ofthese cost savings may berelated 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 andSocial HMO's. According to a study by the Ilrhan Institute, however. it is not clear

whether or notsuchdemonstration projects have resulted in cost savings. While challenging if) implement,

managed care offers an interesting possibility for both controlling long-term care COSl~ 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 theelderly and the disabled who are in need oflong-term care. Social

HMO's typically target thefrail elderly.

Virginia's current efforts with the pre-PACE program and the State's gram proposal for blending

Medicaid and Medicare should prove to be useful laboratories for experimenting with managed long-term

care. These projects should becarefully evaluated to glean lessons learned for the potential implementa­

tion ofmanaged long-term careona 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 ofOklahoma. required state Medicaid prog...ams to establish reimbursement

rates for hospitals, nursing facilities, and intermediate carefacilities thai were reasonable andadequate to

meet the costs incurred by efficiently andeconomically operated facilities. The Boren amendment had the

effect ofdirecting state reimbursement policy 10 consider nursing home costs, while not necessarily

considering the costs ofoilier long-term care settings in establishmg reimbursement levels.

Repeal ofthe Boren amendment presents both a challenge and an opportunity [orstates. The

challenge will be to design an appropriate reimhurserncru pllli:.;y that hoth control'; cosis and funds quality

care. The opportunity will he to consider long-term care reimbursement policy more hohsucallv while

controlling costs andproviding quality care.
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Voucher Proposal Identified By HJR 209 of the 1996 General Assembly
HJR 209, approved hythe] 996 General Assembly, directs theJoint Commission on Health Care to

study theconcept ofusing vouchers for long-term care services. This proposal, which was conceived by an

assisted living provider in theCommonwealth, would involve providing consumers eligible for government

financed long-term careservices (whether through Medicaid or Medicare's post-hospualizauor. 90 day

coverage for nursing care) vouchers to purchase long-term careservices. Each individual would be

assessed, using the llAI or equivalent instrument. to determine the level ofneed and corresponding

voucher amount. This amount would be capped for most individuals at a ratesignificantly higher than

currentACR reimbursement. hutsignificantly lower than current nursing home reimbursement. This would

then provide an incentive for consumers to useassisted liVing facilities rather than nursing home care. The

proposal ispredicated on thebelief that moving consumers from nursing facility care toassisted living care

would reduce Medicaid long-term carespending, even with significantly increased levels ofreimbursement

for hoth residential andassisted living care in ACR().

As noted earlier, this proposal would represent a major structural change in Virginia's system of

financing and delivering long-term care. A:l analysts of theproposal in 1995 by DJ\ttA.c.:; staff indicated that

theproposal would require hoth Medicaid and Medicare waivers. The originator of theproposal indicated

that, to be fair to thenursing home industry, this proposal would involve either subjecting AeR's to the

Certificate of Public !\eed process or eliminating theCOP~ requirement fornursing homes. This would

repr.senta major structural change toVirginia's regulatory system for long-term care. The proposal. as

described to JCHC stalf. would notcontemplate any enhanced Of increased regulation ofACR~. However,

this proposal would require changes to theCode ofVirginia to modify or eliminate theprovision of§

63.)-174.00 I that prohibits ACR~ from admitting or retaining individuals with thirteen specific conditions

or care needs.

'Ole proposal assumes Significant costsavings (in excess ofS100 million per year) from movin!-!

essentially all category A and Bresidents from nursing Iaciliues imo assisted living facilili~ . .-\tthis time,

given the !aCK ofexperience in any other state with precisely this type ofvoucher proposal. it is dilficult u.

test theproposal's assumptions regarding costsavings. However, the cost savings attributed to theproposal

would need to he weighed against additional demand for services generated hy theproposal. It is noted

that theproposal would likely encounter significant resistance from a variety oflong-term care providers,

including thenursing home industry. The proposal might also meet significant resistance from theACR

industry. 10 theextent that theACR industry might resist either absorbing nursing home eligible residents or

hein.~ suhjccied to the COP\ process.
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The CSA Modelfor Pooling Long-Term Care Financing
The Comprehensive Services Act (CSA) was approved by the 1993 General Assembly. The purpose

oftheComprehensive Services Act was to improve the casemanagement ofat·riskyouth, control costs for

services to at-risk youth, and improve service delivery. The CSA program is currently being studied by the

Joint Legislative Audit and Review Commission, whose reportis expected in mid-October 199i. According

to jLARC's 1997 workplan,

The goals ofGSA include preserving thefamily unit,providing treatment services to at-risk
children in the least restrictive environment, and providing greater local control and flexibility
in theuse ofGSA funds. The impetus for the study resolutions has been persistent increases in
the caseloads andcostofGSA. In response to these upward trends, JLARC has been directed to

develop proposals that might help slow the growth oftheprogram .

The JURC report on theCSA program will merit careful study, as it may offer lessons learned for

implementing a pooled funding approach for long-term carethat would avoid someofthepreliminary

problems encountered by the CSA program.

Responsibility for Long-Tenn Care PolicyCoordination Needs to Be Reallocated
At present § 2.1·373.4 ofthe Code ofvirginia states that "The Virginia Department for theAging is

designated as thestate agency responsible for coordinating all long-term care efforts ofstateand local

human semces agencies." Since theabolition in 1995 of the positions thatstaffed theLong-Term Care

Council, this provision ofthe Code ofVirginia has proven problematic. The department doesnothave the

staff resources or expertise to effectively coordinate long-term carepolicy (though the department has

produced a background report on long-term care coordination for the Secretary ofHealth and Human

Resources). Moreover, the department. which is the smallest state agency involved in Virginia's long-term

caresystem, doesnothave theauthority needed to coordinate theefforts oflarger agencies.

It is not clear that theDepartment for theAging ever can or should beahlc to coordinate long-term

carepolicy. VDA's stakeholders include all of the aging in virginia, most ofwhom will either never require

long-term care services or will require such services only episodically. Therefore, thedepartment's

mission is hroaderthan simply long-term care.

Further, VDA has statutory respnnsihility for oversight of Areas I\gend~ on the Aging (AAA.'i). Ilow­

ever, the department does nothave oversight ofthe otherprincipal agencies involved in local long-term

careservice delivery: local departments ofsocial services, community service boards, and local health

departments, In fact, VDA's close links with AMs may make it difficult for VDA to he seen as a neutral

broker between the various local agencies involved in long-term careservice delivery.
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At the request ofthe current Secretary ofHealth and Human Resources, the Commissioner ofthe

Department for theA~ing 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

ofMedical Assistance Services, the Department ofRehabilitative Services, theDepartment ofSocial Services,

DMHMRSAS, and the Department ofHealth. While this Task Force is chaired bythe Commissioner ofthe

Department for theAging, the other task force members include second or third level managers and

assistants to agency heads.

While the task force isa potentially useful exercise for long-term carecoordination. it lacks staff.

authority, and high-level representation. Assuch, the task force isnota long-term solution to long-term

carecoordination. 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 theSecretary ofHealth andHuman

Resources and staff support for this responsibility should behoused in the Office oftheSecretary.

POLICY OPTIONS FOR LONG-TERM CARE

FINANCING AND COORDINATION

These policy options are not all mutually exclusive. They also do notrepresent the entire range of

options that the Joint Commission on Health Care may chose to consider.

OmON I: TAKE NO ACTION

OPfION II: DIRECT STAFF TO OFFER ANY NEEDED AsSISTANCE TO TIlE WORKFORCE
COMMISSION IN ITS DELIBERATIONS ON ESTABLISHING A PROGRAM TO OFFER STATE
EMPLOYEES LONG-TERM CARE INSURANCE AS AN OPfIONAL EMPLOYEE BENEFIT.

OmON III: INTRODUCE AJOINf RESOLunON REQUESflNG 'DIE VIRGINIA RETIREMENT
SYSTEM TO STUDY TIlE FEAsIBILm OF OFFERING A LONG-TERM CARE INSURANCE OP­
TION AS ARIDER TO TIlE STATE'S ExISTING GROUP LIFE AND/OR OPfIONAL GROUP LIFE
PROGRAMS FOR STATE AND LOCAL EMPLOYEES.

OmON IV: INlRODU,':E AJOINT RESOLUTION REQUESIlNG TIlE SECRETARY OF FINANCE,
IN COOPERATION Wrm DIE SECRETARY OF HEALm AND HUMAN RESOURCES. TO CON­
DUCT A COST-BENEFIT ANALYSIS OF1HE COSTS AND BENEFITS AsSOCIATED "rimA TAX
CREDIT FOR PURCHASE OF LONG-TERM CARE INSURANCE.

OPTION V: INTRODUCE LEGISLATION DESIGNATING DMAS AS TIlE LEAD AGENCY
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FOR FINANCING OF LONG-TERM CARE. DIRECT DMAS IN CONSULTATION WI1lI APPROPRI­
ATE STATE AGENCIES (INCLUDING VDA), TO PREPARE A FIVE-YEAR PLAN FOR FINANCING
LONG-TERM CARE SERVICES IN TIlE COMMONWEALDI. 1lIE PLAN SHOULD IDENfIFY
ADDmONAL STRATEGIES FOR BLENDING MEDICAID AND MEDICARE FOR DUALLY EUGIBLE
INDMDUALS AND FOR MANAGED LoNG-TERM CARE.

0PI10N VI: ELIMINATE TIlE STA11.JTORY PROVISION TIlE DEPARTMENT FOR 1HE AGING IS
REsPONSmLE FOR COORDINATING LONG-TERM CARE

Under Option VI, the Joint Commission on Health Care would introduce legtslanon to repeal § 2.1­

373.4 oftheCode ofVirginia. Repealing this section would eliminate the Department for the Aging's

s~tory responsibility for coordinating long-term care efforts at the state andlocal level.

OmON VII: INfRODUCE LEGISLATION REQUIRING 'DIE SECRETARY OF HEALTIf
AND HUMAN RESOURCES TO COORDINATE LONG-TERM CARE POlley AND TO

REPoRT ANNuALLY TO TIlEJOINT COMMISSION ON REALTII CARE REGARDING
COORDINATION ISSUES IN LONG-TERM CARE

Under Option vll, the Joint Commission on Health Care would introduce legislation giving the

Secretary ofHealth and Human Resource; specific statutory responstblliues for the coordination oflong­

term care. The Joint Commission on Health Care may also wish to consider requiring the Secretary of

Health andHuman Resources to reportannually oncoordination 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 OFAGING POLICY

Prior consolidation proposals for long-term care and aging issues have tended to view the two issues

assynonymous with respect to coordination ofpolicy. However, the two issues can he viewed as distinct.

State long-term carepolicy is inextricably linked with the Medicaid long-term care program and thestale's

role asa payor for long-term care services. \4any ofthe individuals who require long-term care services

are not aged. hut instead require long-term care due to menta; or physical disahilu».

Additionally, agencies primarily involved in Jong-Lerm care policy are all located within the Ih:J.hh and

Human Resources Secretariat. however, the Slate's aging policy must encnrnpax... ihe majority Ill' senior»

who either never require long-te -m careOf require long-term care only episodically and who never receive

Medicaid-financed services. Funher, respol1sihi:iiy for agmg ISSU~ is divided among agencies III the

Commerce andTrade, Health and Human Resources. Finance. Education, and Iranspunation Secruariais.
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Therefore, aging needs to he considered asa distinct policy arena for stale government. In examin­

ing ways to improve aging policy andservice delivery, one issue that stands outis the need to strengthen the

Department for the Aging. Anumber ofindividuals 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 beincreasingly

important to meeting the needs ofolder Virginians.

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

A 1996 report ofthe Secretary ofHealth and Human Resources, HO\JSe Document 64. recommended

strengthening the Department for the Aging's

focus on educating the public (including individuals, businesses, employers, policy makers,
local governments, andelected officials) to increase public awareness ofthe issues facing an
increasing larger older population, and to encourage personal responsibility andthe develop­
ment ofpolicies, programs, services, and products for an aging society.

One challenge that the Department for the Aging faces in playing anincreased role in public educa­

tion and research is the significant staff reduction that the agency has undergone during the past several

years. 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, sixare

clerical or fiscal in nature, leaving only twelve program staff forthe department toadminister its responsi­

bilities under the Older Americans Act and to conduct public education. To better understand the chal­

lenges that VDA is fating, JCHC staff conducted structured interviews with II ofthe depanment's 18 staff

members. In interviews with JCHC staff, VDA staff consistently identified limited staffing and anunclear

mission as two or the department's most significant challenges.

At present. it appears that the department's staffing may notbeadequate to administer the Older

Americans Act, much k~.;s assume other functions. In determining anappropriate staffing level for the

department. the Governor and General Assembly will need to carefully consider themission forthedepart­

meru and the extent to which that mission extends beyond administration ofthe Older Americans Act. The

Slale's aging population has been mcreasing rapidly. as the department's staffing level has been declining.

The continuing increase in the numher of older Virginians creates a pressing need for men! research,

public education. and advocacy with respect to aging issues. There isalso a need for aging policy coordi­

nation to allow the state to beuer meet the needs of aging Virginians.

The Department for the A~ing is the logical entity to coordinate aging policy for the state. This is a
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role bestconducted ~y a state agency, which can serve as a clearing house for information on aging issues

andasa facilitator ofmulti-agency initiatives. V1)A isalso the logical entity to conduct research and

analysis ofaging issues for the Commonwealth aswell as to conduct public education.

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

The Governor's Advisory Board on Aging is presently a purely advisory body concerning aging issues

implicitly established in § 2.1-373 of theCode ofvirginia which states "theGovernor isauthorized to

select such persons as may be qualified. as an advisory hoard. to assist the Department (for theAging) in

the performance ofthe duties imposed upon itherein:' While the board plays a useful role in discussing

aging issues, ithasnot historically been at the forefront ofdeveloping aging policy for theCommonwealth.

The General Assembly may wish to consider reconstituting theexisting hoard to more clearly

define its authority, responsibilities, and membership. One possible model to consider include the Board

oftheVirginia Retirement System. which hassome members appointed by the Governor and others by the

Joint Rules Committee ofthe General A~semhly. This approach has succeeded in making governance of the

retirement system a partnership between the executive and legislative branch.

Advocacyfor Aging Issues May Be More Appropriate for the Private Sector

State agencies have inherent difficulties in conducting advocacy. Astateagency is also not the optimal

vehicle for forging the public/private partnerships that will he an increastngly important partofmeeting the

needs ofelderly Virginians. The General Assemhlv may wish to consider creating a private sector entity

suchas a foundation or private authority to address the Department for the Aging's advocacy function.

This private sector entity could also serve asa catalyst for private-public partnerships on aging issues.

Creating a 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 ofgovernment: administration of the

Older Americans Act. service to and technical support ofArea Agencie\ on Aging, research and education

on aging issues, andaging policy coordination throughout Slate government. The private sector entnv

would have the flexibility andfreedom to best conduct advocacy and lo forge privatc-puhhc partnerships.

Policy Options for Aging Issues

The Iollowing policy options regarding aging issu:..."i arc I)rlercd ior consideration hv theJoint Com­

mission on Health Care. These policy options do not represent the universe of alternative directions that

theJointCommission on Health Care may wish to pursue. hut thev do provide a ranee of options. These

options are not all mutually exclusive. '111c Joilll Commission on lIealth Care may wish Lo select several of

the options listed below
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OPTION I: TAKE No ACTION

Under Option I~ nospecific actions would he recommended bv the jointCommission on Health Care

to the 199H Session oftheGeneral Assembly.

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

Under this option, the General Assembly would introduce legislation amending § 2.1-373 ofthe Code

ofvirginia specifying that the Department for the Agin~ was responsible for coordinating the

Commonwealth's AginR policy. lJnder this option, it may benecessary to reallocate resources to the

department orwithin the department for purposes ofaging policy coordination. The Department for the

Aging should also bestrengthened to allow it to effectively conduct research into aging issues.

OPTION III: REQUEST AN INDEPENDENT REVIEW OF TIlE ORGANIZATION AND OPERATION
OF TIlE DEPARTMENT FOR mE 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 ofthe Department for the Aging. Alter­

nately, the Joint Commission onHealth Care could direct staff to conduct this review aspartofthe process

ofdeveloping the fiscal impact ofpolicy options. Staff could bedirected to prepare the report for the 1998

Session ofthe General Assem hly.

OPTION IV: CREATE A PRIVATE AumORI1Y TO SERVE AS A FOCAL POINT
FOR ADVOCACY ON AGING ISSUES.

lmder this option, the Joint Commission on Health Care would introduce legislation creating or

advocating a private authority lO serve asa focal point for advocacy on aging issues. This authority could

hebased on the legislation that created the Virginia Health Care Foundation or the Virginia Economic

Development Partnership. A private authority toaddress ~ing is..sues could also serve asa focal point for

public-private partnerships in delivering aging services to meet the needs ofelderly Virginians.

OPTION V: INfRODUCE LEGISUTION STRENGTHENING ras GOVERNOR'S ADVISORY
BOARD ON AGING AND CLARIFYINGrns POWERS~ DUTIES, AND MEMBERSHIP OF 11IE
BOARD.

The (iovernO"s advisory hoard could he reconstituted as a executive-legislative hranch partnership to

help establish agin.4 policy for the Commonwealth. llnder this option the jointCommission on Health Care

would introduce legislation codifying the authority, responsibiliues, and membership ofthe Governor's
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Advisory Board. The Joint Commission may wish to consider specifying that a certain number of the

members ofthe newly reconstituted Advisory Board on Aging beappointed by theJoint Rules Committee of

the General Assembly (in a manner similar to appotntments to the Board of the Virginia Retirement

System). The Joint Commtssron on Health Care may abo wish to consider legislation explicitly granting the

Advisory Board on Aging a role in developing aging policy and may wish to require annual reports by the

Board to the General Assembly.

REMAINING REORGANIZATION ISSUES

This issue brief has notaddressed the issue of local service delivery or the purchase of services

function at the Slate level. because these issues areclosely related to financing oplions that may bepursued.

The choice offinancing policy options would influence local service delivery. Therefore, the Genel"'.d

Assembly may wish to consider directing the Joint Commission on Health Care to extend itsstudy oflong­

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 ofthe key roles ofstale government isprotecting thehealth, safety, andwelfare ofvulnerable

persons. In theareaoflong-term careandaging services, thestate licenses long-term care facilities. The

state also provides funds for long-term care ombudsman services andprograms for adult protective

services andelder rights. This chapter discusses policy optlons for improving these services to better meet

the needs ofall Virginians in need of these services.

UCENSURE ISSUES

As noted previously, responsibility for licensure oflong-term carefacilities is divided between the

Department ofHealth and the Department ofSocial Services. The Department ofHealth 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 ofSocial Services licenses adult careresidences (formerly

known ashomes for adults), adult day care, and district homes for the aged.

Prior Reviews of DSS Licensing of Adult Care Residences Raised Concerns

The DoSS adult licensing program has been the subject of concern since theJoint Legislative Audit and

Review Commission's (fLARe) 1979 Reuieto ofHomesfor Adults. This report raised concerns about DSS

licensing staff training, use ofsanctions, anduniformity ofenforcement. In 1989, theCommission on

Health Care for All Virginians directed JLARC to conduct a follow-up to the 1979 srndy. jlARC's 1990

Follow-up Review ofHomes for Adults in Virginia also raised concerns about these issues, but con­

cluded that the program should remain with Ds..~. jLARC's 1997 Review ofSenncesfor Mentally Disabled

Residents ofAdult Care Residences expressed concern that DSS enforcement and staff training were not

adequate to meet theneeds ofACR residents and to ensure compliance with standards. JLARC also raised

concerns about the OSS enforcement program and thestaffing oftheprogram, citing the department's lack

of use of intermediate sanctions and the informal practice ofallowing certain facilities to operate with

expired licenses due to lack ofstaff to conduct timely renewal studies.

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

During this review. JCHC staff identified five factors that raise concern about theorganizational

placement of the nss adult licensing program. These are:

• feedback from DSS adult licensing staff. most of whom believe the program should he located

elsewhere.
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• the significant differences between the children's licensing program andthe adult care residence

licensing program that make itdifficult for DSS staff to administer both programs,

• the compatibility ofthe adult licensing program with the overall mission ofnss (which increasingly

focuses onwelfare reform) ,

• 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 ofregulatory agencies with which long-term care providers need to

interact.

Aside from the organizational placement ofthe licensing program, JCHC staff identified concerns

regarding the enforcement sanctions available toDSS and the training ofDSS staff. DSS hasnever attempted

to use "intermediate sanctions," which would besanctions such as a monetary fine that are more serious

than a provisional license but not asdrastic as loss oflicensure. JCHC interviews with andsurveys of DSS

staff also identified concerns with the training received by DSS licensing staff, particularly with regard to

mental health andmedical issues.

, However, some concerns were also identified regarding the Departmem ofHealth's licensing

program. Representatives ofthenursing home industry have expressed concern about VDH's current

enforcement approach. Astudy conducted by DMA" and the Liniversity ofvirginia's Department ofHealth

Evaluation Sciences ofthe 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 study

recommended additional training for both state staff and nursing home staff anda shift to "promoting

continuously improVing outcomes" through ihe survey process. Improved communication between state

staff andnursing home staff was also recommended, aswas an improved process for transferring residents

from facilities that lost certification as a result ofthe survey procc...ss.

It is important to emphasize that most ofthe acuvities of the VBII cerullcauon program lor Medit­

aid andMedicare are driven by regulations promulgated hy the I :.S. Health Care Financing Administration.

While issues ofconsistercy, communication. and training arcwithin the purview of the stall' III address. the

overall survey process ard the resulting penalues arc matters or lcderal law and regulation. not Slate law or

regulation.

JCHC staff conducted three major research activities aspart of the review of the licensing function.
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First, a mail survey questionnaire was administered to allVDH andDSS long-term care licensing staff.

Responses were received from approximately R2 percent ofVDH staff andapproximately 85percent ofDSS

staff. Second, JCHC staff observed a nursing home survey anda number ofinspections ofadult care

residences. Third, selected staff within each program were interviewed. as were representatives ofthe

relevant industries.

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

identify the best organizational location for the licensing program in which they worked. Table 3 compares

responses 10 this item from \'DH and DSS staff. As can beseen from Table 3, 91 percent ofVDH long-term

care licensing inspectors responding to thesurvey indicated that the nursing home licensure andcertifica­

tion program should remain within VDH. By contrast only 33percent ofDSS adult care licensing special­

iSL~ responding to thesurvey indicated that the adult care residence licensing program should remain with

DSS. The remaining 67 percent ofDSS adult care licensing specialists responding tothe survey were

divided onwhether theprogram belonged in a separate department (43percent), VDH (14percent), or

DMHMRSAS (10percent).

TABLE 3
RESPONSES TO TIlE ITEM:

WIl4TIS 111£ BRIT ORGANIZATIONAL lOCATION FOR 171£

LICENSING PROGRAM IN WIIICH YOU WORK?

Preferred Location VDH SttlffResponses DSSSttlff Responses
Departmen1ofSocial Services N/A 33%

Department of Health 91 % 14%

Separate Department of Licensing 9% 43%

Other 0% 10%

SourCf!: jCIfC Slln'e'l' (~rmH tong-term careinspectors andDSS adult program licensing specialists, septemher /997.

A sigmlicam number of[)SS licensing speciahsts also expressed concern about whether the Ds...~

licensing program was adequate to protect the health and safety ofACR residents. 'Thirty-eight percent of

DSS licensing specialists disagreed with the statement "the DSS licensing program is adequate toprotect the

health and safety ofACR residerus." By contrast. only Ig percent ofhealth department long-term care

inspectors disagreed with the statement. "The VDH long-term carelicensing/certification program is

adequate (n protect thehealth and safety ofnursing facility residents." Table 4 presents these data.
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DSS Has Never Imposed Intermediate Sanctions

Regarding enforcement ofexisting adult care regulations, several DSS licensing staff expressed

frustration with thedepartment's inability to use intermediate sanctions. As noted above, intermediate

sanctions aresanctions less serious than revocation or denial oflicensure, hut more serious than placing a

facility on a provisional license (thelicensing equivalent ofprobation).

TABLE 4

RESPONSES TOTIlE QUESTION:

IS YOUR AGENCY'S LICENSING (OR LICENSING/CERTIFICATION) PROGRAM

ADEQUATE TOPROTECf TIlE HEAIDI AND SAFEIT OF RESIDENTS?

Response DSS Stoff VDH Stoff
Strongly Agree 0% 36%

Agree 57% 45%

No Opinion 5% 0%

Disagree 3R% 18%

Strongly Disagree 0% 0%

Source: jCHCstaffsuney ofDS,<; adultprogram licensing staffand l1JH !nnR-lerm care medica:fllcilities ill,\!}(J(/OTS. Sepk~mb(!,

/997

The Code ofVirginia currently permits DSS [() reduce licensed capacity ofa facility, freeze new

admissions, or petition to impose a civil charge. However. all ofthese intermediate sanctions are subject to

the same administrative appeal process asa decision to deny or revoke licensure. Therefore. DSS's policy

hasbeen to seekdenial or revocation oflicensure rather than imposing intermediate sanctions. Rccogniz­

ing that intermediate sanctions may often he more appropriate than closure ofa facility, jLARC's recent

adult careandchild care reports recommended giving the DSS Commissioner unilateral authority to

impose monetary fines or other intermediate sanctions in cases ofserious licensing violations. Enforce­

ment options to closure offacilities isparucularly important for long-term carelicensing programs.

because ofthepotential disruption caused hv 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 hrnud nature ofihc ACt{

industry required training in mental health, medical, and bullding code issues, among others. A number of
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D$S staff have pursued training on their own such asmedication administration training. However, 68
percent ofD&<;; 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

O&<;'s Division ofLicensing licenses child day care facilities in a.ddition to licensing adult care resi­

dences, adult day care, and district homes for the aged. In fact, the majority ofDSS licensing specialists are

allocated to the children's program. As ofjuly 1, 1997, DSS allocated 49 full-time equivalent employees

(FTE) licensing specialists to the children's licensing program and 17FTE licensing specialists to the adult

licensing program. In other words, 74 percent ofthe DSS licensing specialists aredevoted to the

children's program.

Additionally, many licensing division staff are required towork in both the children's and the adult

licensing program. Forty-five percent ofDSS adult program licensing staff responding to theJCHC survey

indicated that they also have a caseload in the children's program. This isproblematic 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 theJCHC survey disagreed with the statement that "the DSS child care

licensing program andadult careresidence licensing program areclosely related and should becarried

out by thesame agency." Responses to this item areshown inTable S.

TABLE 5

DSS ADllLT LICENSING STAFF RESPONSES TO TIlE STATEMENT:

DIE DSSCI/ILD CARE UCENSIN6 PROGRAM AND ADfJU

CARE RESmENCE L/C.ENSIN6 PROGRAM AREeroSELYRElATED AND

SIlOl!W BE CARRIED oarBy rue SAME AGENCY

Response

s: ronWY A~ree

Agree

"'Jo Opinion

Disagree

Stmngly Disagree
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The Adult Licensing Program Is Not a Core Part of DSS'sMission
The Department ofSocial services is the state's lead agency forimplementing welfare reform and for

addressing child care regulation and financing. The Department'S protective services functions (child

protective services and adult protective services) are partofits historical mission and are delivered by local

social services agencies. Regulation ofthe adult licensing program, however, isdelivered 31the Slate level

and isat best a peripheral partofthe 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 isnot viewed asan important part ofthe department's activities.

The statute establishing the DSS licensing program makes the state's interest inprotecting the health

andsafety ofresidents clear. Section '63.1-174. ofthe Code ofVirginia states "The State Board IofSoda!

servicesI shall have the authority to promulgate andenforce regulations to carry out the provisions ofthis

article and to protect the health, safety, welfare, andindividual rights ofresidents ofadult care residences

andpromote their highest level offunctioning." Past proposals to transfer licensure ofACRs away from 1>55

have been criticized for failing to recognize the "social model" ofDSS regulation and for trying to substitute

a "medical model." However, legislative intent for regulation ofadult careresidents clearly goes beyond a

purely social model, in that the Code a/Virginia clearly directs that the adult licensing program protect

the "health, safety, and welfare" ofresidents. 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 ofassisted living and intensive assisted living residents, who require a higher level of

care, in ACRs highlights thechanging nature oflong-term care, where individuals arenow cared for in a

continuum ofsettings, rather than either remaining at home or being cared for in a nursing home. Infact,

Continuing Care Retirement Communities (CeRCs) ~ which include independent living, assisted living, and

nursing home beds isa growing part ofthe state's long-term care system. ceRe's presently arc regulated hy

both the Department ofHealth, which regulates the nursing home beds, and the Depanment ofSocial

Services, which regulates the assisted liVing beds.

Consolidation ofstate-level licensure oflong-term carefacilities would heconsistent with the chang­

ing nature oflong-term care, which emphasizes diversity oflong-term care settings, andwith the stale's

policy ofestablishing a continuum ofcarefor long-term care recipients. Consolidation would also allow

for cross-training ofstaff, providing additional flexihility for two programs which historically have been

understaffed. Moreover, a combination ofthe primarily medical backgrounds of VDU staff members with

theprimarily social work background ofDSS staff members would allow for an improved approach to
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regulation that emphasized both a medical and a social model. Justas ACR residents have medical needs

that need to heconsidered in designing a regulatory program, nursing home residents also have social

needs that need to beconsidered. Consolidation ofthe state's two long-term care licensing programs and

associated staff would potentially allow the state to more efficiently andeffectively 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 oflong-term care facilities into those agencies. Additionally. many Southeastern

states have consolidated licensure oflong-term care facilities into a single agency. For example. in North

Carolina. the Department ofHuman Resources, Division ofFacility Services licenses both nursing homes

and adult care residences (in addition to home health agencies). Exhibit 5shows theagency or agencies

responsible for licensure oflong-term care facilities inseven southeastern states.

•flalt>

Florida

Kf:ntucky

Maryland

Nonh Carolina

South Carolina

Tennessee

A,c~'

[,Jcr.n.dnK Nllrsi",. l/tmU's

A~~nL1' for Heahh Care Administration

Department of Human Resources

DIVision of Licensing andRegulauon

Department of Health andMental Hygiene

Department of Human Resources

Department of He-Alth andEnvironmental Control

Department of IIL'<llth
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Licensing Aals (Assisted IJJJing

Agency for Health C.olre Administration

Department of Human Resources

Department of Housing

Department of Health and
Mental Hygi~e

Department of Human Resources

Department of Hedth and
Environmemal Control

Regulations Pending to Requtre
Depanmenr of Health [0 Certify



POLICY OPTIONS FOR LICENSURE ISSUES

The following policy options regarding Long-term Care licensure are offered for consideration by

the Joint Commission onHealth Care. These policy options do not represent theuniverse ofalternative

directions that the Joint Commission onHealth Care may wish to pursue, hut they do provide a range of

options.

omON I: TAKE NoArnON

Under Option I, nospecific actions would be recommended by the Joint Commission on Health Care

tothe 1998 Session oftheGeneral Assemhly. Option 1recognizes the resistance that any proposal for

consolidation oflong-term carelicensure would likely encounter. Option I does notpreclude the Commis­

sion from directing the staff toconduct further research on consolidation issues.

0Pl10N II: INlRODUCE LEGISLATION TO CONSOUDATE .LICENSURE OF LoNG-TERM CARE
FACILITIES WmuN 1HE DEPARTMENT OF HEALm

Option D would involve introducing legislation to consolidate licensure oflong-term carefacilities

within theVirginia Department ofHealth. Senate Bill 367. introduced by the Joint Commission on Health

Care during the 1996 session ofthe General A.~semhly. would serve asa model for this legislation. This.

option would also involve the Joint Commission on Health Care introducing budget language toprovide

necessary positions and funding the Department of Health to implement its new responsibilities. The failure

of5B 367 to gain theapproval of the 1996 Session ofthe General Assembly SUAAe5L~ that some modification

ofSB 367may be necessary totemper thestrong opposition oftheadult careresidence industry to consoli­

dation of licensure within the Department ofHealth. This could involve modification ofthe hill to avoid

concerns about theimposition ofa purely "medical model" on the ACR industry.

OPTION III: INrRODUCE LEGISLATION CREATING ASEPARATE DEPAKfMENf OF HEALm
CARE AND LONG-TERM CARE QUALIIT IMPROVEMENT

Option In would involve introducing legislation to create a separate Department ofHealth Care and

Long-Term Care Quality Improvement to consolidate all licensure activiues for long-term careandacute

care (VDH staff point out that if long-term care 'icensurc were removed from VDII, then acute care licen­

surewould need to he removed aswell). This agency could focus .m outcome oriented continuous

improvement inhealth care delivery. Legislatio!l creating the agenL~: would abo need to create a hoard to

promulgate theagency's regulations and to serve as a public forum for health care quality issues in Vir­

ginia. Option UJ would requlre directing the Secretary of IIC'Alth and Iluman Resources 1O develop an

implementation plan for creation ofthe new agency hy a date certain (for example September 1, 199X).
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with theagency to begin operation onJanuary 1, 1999. Option IIIwould involve thetransfer of34 PTE

from theDepartment ofHealth and approximately 20 ITE from the Department ofSocial Services. How­

ever, additional FTE would need tobe allocated to thenewly created department to conduct theadministra­

tive tasks now handled by the licensing programs parent agencies and to provide mental health expertise.

OPflON IV: TAKE NO ACTION wrm REGARD TO CONSOUDATION OF LICENSURE, Bur
ADDRESS CONCERNS RELATED TO11IE EXISTING UCENSING PROGRAMS

Under this option) the Joint Commission on Health Care would, under this option, introduce legisla­

tion granting theDSS Commissioner enhanced enforcement authority for licensing programs, such as the

ability to impose intermediate sanctions without administrative appeals (appeals to circuit court would be

perrnitted). This aspect ofthelegislation might be modeled on legislation approved by the 1996 General

Assembly that gave theDEQ director unilateral civil penalty authority in cases ofsevere environmental

violations. TheJoint Commission on Health Care would also introduce legislation requiring DSS to contract

with the Department ofHealth and the DMHMRSAS to assist in licensure ofACRs with assisted living

residents (Department ofHealth) or apreponderance ofresidents presenting mental health or mental

retardation diagnoses. Under this option) theJointCommission onHealth Care may also wish to introduce

budget language directing DSS to identify training andstaffing needs for the licensing program. Firullly, the

Joint Commission onHealth Care would introduce a joint resolution requesting that VDH report to the

1999 General Assembly on its implementation ofrecommendations made by theDMAS/UVA review ofthe

nursing home survey process.

It is noted that this option would notaddress a number ofconcerns about licensure, including

fragmentanon oflicensure and the limited overlap between theACR licensing program andthemission of

DSS. Further. this option would notachieve thepotential economies andefficiencies that could berealized

from consolidation oflicensure.

0Pl10N V: MOVE LICENSURE OF ADULT CARE RESIDENfS Wrm RESIDErffS
AsSESSED As REQUIRING AsSISTED LIVING TO TIlE DEPARTMENT OF IlEALrn AND RE­
QUIRE THE DEPARfMENI' OF BEALTII TO SUBCONTRACT WITII DMHMRSAS TO UCENSE
FACILITIES WITII APREPONDERANCE OF RESIDENTS PRESENTING
MENfAL HEALTII OR MENTAL RETARDATION DIAGNOSES.

Under this option, theJoint Commission on Health Care would introduce legislation placing

responsibility with the Department ofHealth for licensure ofadult care residences with residents assessed

as requirtng regular assisted liVing or intensive assisted living services. The legislation would also requtre

that the Department ofHealth subcontract with theDepartment ofMental Health, Mental Retardation, and

Substance Ahuse Services to provide as..sistance with licensure offacilities with a preponderance ofresi-
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dents presenting mental health or mental retardation diagnoses. TheJoint Commission on Health Care

would also introduce budget language to provide necessary positions and funding the Department of Health

to implement its new responsibilities.

ELDER RIGIffS AND PROTECTIVE SERVICES ISSUES

Virginia's state system for protecting the rights ofthe elderly consists offour main elements:

• adult protective services within local departments ofsocial services:

• thestate long-term careombudsman program. managed by the Virginia A..<;sociatioo ofArea

Agencies on Aging (VAAAA);

• loca1long-tenn care ombudsman programs offered by Area Agencies on Aging; and

• the elder rights program within the Departmem for theAging.

The Code o/Virginia Presently Permits, But Does Not Explicitly Establish AnAdult
Protective Services Function for Social Services

One important structural issue related toaging issues concerns the adult protective services function.

Adult protective services isa function oflocal departments ofsocial services, who investigate complaints of

theabuse, neglect, or exploitation ofadults, including seniors. While this program isoperating statewide,

the program does nothave a sufftcient basis in statute. The Code ofVirginia has notestahlished a unit

within the Department ofSocial Services to manage the adult protective services program (this is presently

accomplished by the DSS adult services unit). In addition. the General Assembly hasnotcreated a central

registry ofadult abuse and neglect cases in the Commonwealth, though there is a central regislry ofchild

abuse andneglect cases. This is in contrast wnh thechild protective services program, which is estabhshed

in statute.

The only current statutory provision for adult protective services isfound in Section 63.1-55.1,
which stales:

Each local hoard, to the extent that federal or statematching funds are made available to each
locality, shall provide, subject tosupervision ofthe Commissioner andin accordance with rules
prescribed hy theState Board, protective services for persons who by reason ofadvanced age,
impaired health, or physical disability cannot, unaided, takeC'.Me of themselves or their affairs
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andhave no relative or other person able, available andwilling to provide guidance, supervi­
sion or other needed care andfor persons sixty years ofage and older who areabused,
neglected or exploited. The requirement to provide such services shall notlimit the right ofany
individual to refuse to accept any ofthe services so offered, except asprovided in §63.1-55.5.

Astatute establishing anadult protective services program could bemodeled on the statute esiabhsh­

ing the child protective services program. It is important to emphasize that this would notbeadding a new

program, simply codifying and strengthening an existing program and emphasizing its importance within

Ds..'\ and local departments ofsocial 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 isnow carried out by VAMA. The General Assembly

directed the Department for the Aging to contract with VAAM toadminister thestale ombudsman program.

The purpose ofthe long-term care ombudsman program is to provide advocacy on behalf oflong-term

care residents. The state ombudsman program helps coordinate the efforts oflong-term care ombudsman

statewide andprovides coverage in the 40percent ofthe state that L~ not currently covered by a local

ombudsman program.

According to most who are involved with ombudsman program, privatization ofthe program has

been a success. One concern, however, involves the program being housed in a different organizational

location from the elder rights program, which remains within theDepartment for the Aging. The elder

rights program provides advocacy services for all seniors. not just persons in long-term care settings. The

ombudsman andelder rights programs can beviewed ascomplementary programs, andthey may benefit

from being housed within the same entity. One ofthe rationales for moving the ombudsman program to

the private sector was the belief that the functions ofthe program could best beimplemented outside of

government. 111is 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 hoth the cider rights program and the state long-term care ombudsman program.

Significant Portions of the State Lack Ombudsman Coverage
At present, 60 percent of the state's jurisdictions are covered by ombudsman services provided

through Area Agcnci~ on i\giq!,. The remaining 40 percent of the state receives ombudsman services from

the office of the State Ombudsman. located in VAMA. However, the Slate ombudsman's dfin' :~:L" only two

staff members and isnot sufficient to provide omhudsman services to 40 percent ofthe Slate. 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 notrepresent the entire universe ofoptions thattheJoint Commission

onHealth Care may decide topursue with regard to elder nghts and protective service issues. Options Il

through rv arenot mutually exclusive: the Joint Commission on Health Care could choose to implement IDly

or all ofthese policy options.

ornox I: TAKE No ArnON.

Under this option, thejointCommission onHealth Care would take noaction during the 199H

Session ofthe General Assembly regarding elder rights and protective services issues.

0PI10N U: INTRODUCE LEGISLATION CODIFYING 11IE ADULT
PROTECTIVE SERVICES FUNcnON

Under this option, the Joint Commission on Health Care would introduce legislation codifying the

adult protective services function. This legislation could he modeled onthe legislation establishing the

child protective services function.

OPflON III: PRIvATIZE THE ELDER RIGHTS PROGRAM BY MOVING RESPONSIBILIIT AND
FuNDING FOR 11IE PROGRAM FROM mE DEPARTMENf FOR TIlE AGING TO TIlE VIRGINiA
AsSOCIATION OF AREA AGENCIES ON AGING.

Under this option. theJointCommission on Heahh Care would introduce legislauun and/or budget

language transferring responsibility for the Elder Righl'i program from theDepartment for theAging to the

Virginia Association of Area Agencies on Aging.

OmON IV: INTRODUCE A BUDGET AMENDMENT PROVIDING $180,000
(GENERAL FUNDS) TO PROVIDE STATEWIDE COVERAGE FOR 1lfE
LONG-TER.t\l CARE OMBUDSMAN PROGRAt\t.

Under this option. theJointCommission on IIealth Care would introduce a budget amendm ent

providing SIxo,noo to extend coverage for the long-term care om budsman program statewide. The Joint

Commission on Health Care may also wish to consider Introducing a budget amendment expanding the

C3Se management program through Area Agencies on Aging statewide. The esumaied cost of this expansion

would be$2.8 million.
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SENATE JOINT RESOLUTION NO. 316
g theJoint Commission on Health Care to establisn a task.force to address outstanding long-termcare and aging

Agreed to by the Senate. February 17. 1997
Agreed to hy 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 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 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 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 he 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 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

W- ~AS. respite care is one method used to enable persons to stay in home settings and to avoid restrictive care as long as
r ..;~ and

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

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

WHEREAS.long-lenn care insurance products are varied in what portions in the continuum of long-term care they cover:
anll

WHEREAS. the number of companies offering long-term care insurance and the number of policies sold continues to
increase at a rapid rate. and such policies recently received favorable tax treatment from the 1996 "Kennedy-Kassehaum"
health care reform hill: and

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

WHEREAS. regulatory provisions governing the construction and funding of long-term care beds must he designed to
promote efficient and economic operation 01 these beds; and

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

WHEREAS. other stales and the federal government are actively seeking ways to optimize the use of public funds to serve
the prowing elderly population; anti

\\ SAS. a growing numher of states arc piarming or implementing risk-based managed care programs for adults who are
d. tor both Medicaid and Medicare; and



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

WHEREAS. any changes in the long-term care and aging service delivery -ysterns shoul. I he accomplished in a manner that
maximizes the efficiency and effectiveness of the existing system and should not shift cost" to localities 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 ha... hindered Virginia's progress in long-term care service
development; and

WHEREAS, consolidation of the acute and long-term care delivery system holds much promise in serving the elderly and
disabled, but requires significant role differentiation among various public and private service providers at tile locul lcvcl:
now, therefore, be it

RESOLYED by the Senate, the House of Delegates concurring, That the Joint Commission on Health Care be directed 10
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. thc joint commission
shaIJ include in its deliberations study of additional ancillary long-term care issues such as the availability of and funding lor
.respite care and the consistency to which long-term care insurance policies currently being offered in the Commonwealth
meet the various needs of its citizens.

The joint commission's task force shall conduct its study in cooperation with tile Secretary of Health and Human Resources:
various state agencies. including the Department of Medical Assistance Services. the Department for the Aging. tJIC State
Department of Health. and the Department of Social Services; local governments; various long-term care 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 he funded hy a scpara.. __
appropriation by the General Assembly.

The Joint Commission on Health Care shall submit its findings and recommendations to the Governor and tile 199X Session
of the General Assembly in accordance with the procedures of tile Division of Legislative Automated Systems for the
processing of legislative documents.



HOUSE JOINT RESOLUTION NO. 655
ecting the JointCommission on Health Care to establish a task force to address outstanding long-term careand aging

.sues.

Agreed to hy the House of Delegates. February 20. 1997
Agreed to hy the Senate. Fehruary 19. 1997

. WHEREAS. consistent with national trends. the Commonwealth's population is 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 tile elderly and chronically disabled populations is one
of the most important public policy issues facing the Commonwealth; and

WHEREAS. it is important 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 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 hy 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 tile principles of personal dignity. a decent quality of life. individuality. privacy. and the
right to make choices; and

-IEREAS. respite care is one method used to enable persons to stay in home settings and to avoid restrictive care as long as
.siblc: and

WHEREAS. respite care works hoth for tile diem and the family by providing care. variety of schedule. and recreation; and

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

WHEREAS. respite care is being provided in a variety oflong-tenn care settings: and

WHEREAS. long-term care insurance products are varied in what portions in the co.uinuum of long-term care they cover:
anLl

WHEREAS. the number of companies offering long-tern' care insurance and the number of policies sold continues to
increase at a rapid rate. and such policies recently received favorable tax treatment from the 19Y6 "Kennedy-Kassebaum"
health care reform hill: and

WHEREAS. long-term health care delivery has evolved anti is now being provided in nursing Iaciliticx, assisted living
lacilitics. and continuing care retirement communities; and

\VHEREAS. regulatory provisions governing the construction and funding of long-term cure bed- must he dcxigncd tu
promote efficient and economic operation of these beds: and

WHEREAS. tJ1C complexity or the financing streams for long-term care service- require- <l careful and illl irough analysi- In
ensure appropriate Icdcral. state, and local government financing policy: and

. \VHEREAS. other Slates and the federal govcmmcm are actively seeking way' tOl 1r :iill i / 2 the use orpublic funds I:; serve
111C growing elderly population: and

~EREAS. a growing number of stales arc planning Of implementing risk-based managed care programs for adults who arc
Jihlc for both Medicaid and Medicare: and



WHEREAS, the recently established Pre-PACE site in Virginia is a program which fully integrates tJ1C use ofhcalth care and
long-term care dollars, provides a comprehensive package of services to persons living in the community. provides
incentives for qualityand cost control. and provides a service delivery model that may he applicable to other elderly.
chronically ill, and youngerpopulations; and

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

WHEREAS. twoproposalshave been recommended to consolidate and restructure certain functions of tile various state
agencies currently involved in planning, administering. managing. regulating. licensing and funding long-term care and aging
services, and neitherproposal 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 holes much promise in serving the elderly and
disabled. hut requires significant role differentiation among various public and private service providers at the local level:
now. therefore. he it

RESOLVED by the House of Delegates. the Senate concurring.That the Joint Commission on Health Care he directed to
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 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 Commonwealth
meet the various needs of its citizens.

The 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 Slate
Departmentof Health. and the Department of Socia) Services: local governments: various long-term care and aging consumer
and provider organizations: and other affected stakeholders.

An estimated $ I25.0()() is allocated for the cost of staff or consultant support. Such expenses shall he funded hy a separate "
appropriation hy the General Assembly.

The Joint Commission on Health Care shall suhmit its findinas and recommendations to the Governor and tJ1C I~~x Session
of the General Assembly in accordance with the procedures ofll1c Division of Legislative Automated Systems for tJ1C

processing of legislative documents.
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JomT COMMISSION ON HEALm CARE

SUMMARY OF PUBLIC COMMENTS:
LONG-TERM CARE I AGING SruDY PHAsE II REpORT

INDMDUALSIORGANIZATIONS SUBMImNG COMMENTS

Atotal of33 individuals andorganizations submitted original comments in response to the Phase [I

Issue Brief. In addition, approximately 375 employees oflocal departments ofsocial services submitted

form letter comments on thestudy.

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 Retardation,
andSubstance Abuse services

Mrs. Shirley H. Gary

Governor's Amisory Board on .wngl
Department for theAging

Health Insurance Assoctanon of America

LOA Area Agency on ~ing

LOA Are-.J-Agcnl-Y on Aginw~e\\' River Valley Agency
on Aging Ombudsman Program

Nc'W River Valley A~cnL"y on A~in~

NorfolkLong-Term Can.·/Commlssioll 011:\~n~

Northern Virginia l.ong-Term Carl' ombudsman I'rograrn

\orthenl Vir~inia ;\~ing \<.'lwork

Portsmouth Task Force on A~in~

Richmond Korean SeniorCiuzcns AssDciation

1

Ripening to Vintage Fund of Alexandria. inc.

Senior Services of Southeastern Virginia

Shenandoah Area Agent')' on Af.ting,

Southern Area Agency on A¢ng

Valley Program forAging Services. Inc.

Vi~nia Adult Horne Association

Virginia Assisted Living A.~s()ciation

Virginia Association of Area Agencies on Aging

Vi~nia Association of Area Agencies on A~ng. Office
of theStale Ombudsman

Virginia Association of Nonprofn Homes for theAgin~

Virginia Association of Regional Health Planning
Age-ncies

Virginia Coalition for theA~ng

Virginia bcpanmem of Social SeMel'S

Virginia Health Care Association

Virginia Hospital and Hcahhcare Association

virginia League ofSocial Sen;ces E:>'l'cuti\l'S

Mr. James G. Watkins



POUCy OmONS INCLUDED IN PHAsE II ISSUE BRIEF

POUCY OPTIONS ON OVERALL CONSOLIDATION

Option I: Take No Action

Option II: Introduce Legislation Creatinga Consolidated Agency

.......................................................... for Long-Term Care and Aging Services.

PolicyOptions for Long-Term care Financing/Coordination

Option I: Take No Action

Option II: Direct Staffto Offerany Needed Assistance to the
Workforce Conunission in Its Deliberations on Estab­
lishing a Program to OfferState Employees Long-Term
Care Insurance as an Optional Employee Benefit.

Option III: ..•...................................... Introduce ajoint Resolution Requesting the Virginia
Retirement System to Study the Feasibility of Offeringa
Long-Term care Insurance Option as a Rider to the
State's ExistingGroup Life and/or Optional Group Life
Program for State and Local Employees.

Option IV: Introduce ajoint Resolution Requesting the Secretary
of Finance, in Cooperation with the Secretary of Health
and Human Resources, to Conduct H Cost-Benefit
Analysis of the Costs and Benefits A-sociated 'lith a Tax
Credit for the Purchase of Long-Te~"JI1 Care Insurance..

Option V: Introduce Legislation Designating. n\IAS a.~ the Lead
Agenc)' for Long-Term Care Financiag and Development
of Long-Term Care Financing Policy. Direct DMAS. In
Consultation with Appropriate State Agencies (Including
VDA), to Prepare a Five-Year Plan for FinancingLong­
Term Care Services in the Commonwealth. TIle Plan
Should Identify Additional Strategies for Blending
Medicaid and Medicare for Dually Eligible Individuals
and for Managed Long-Term Care.

Option "1: Eliminate the Statutory Provision that the Department
for the Aging is Responsible for Coordinating Long­
Term Care.
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OptionVII: 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 OPflONS FOR AGING PoUCy

Option I: .••.•....•...••..•.••••......•........•..... Take No Action

Option II: Introduce Legislation Designatingthe Department for
the Aging as the FocalPoint for Coordination of Aging
Policy Among State Agencies.

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

Option IV: Createa Private Authority to Serve as a F<cal Point for
Advocacy on Aging Issues.

Option V: Introduce Legislation Strengthening the Governor's
Advisory Board on Aging and Clarifying the Powers,
Duties,and Membership of the Board.

PoL1CY OPTIONS FOR IJCENSURE

Option I: ....•....•..•........•...........••......•.. Take No Action

Option II: Introduce Legislation to Consolidate Licensure of Long­
Term CareFacilities Within the Department ofHealtb

Option III: Introduce Legislation Creating a Separate Department
of Health Careand Long-Term Care Quality Improve..
mente

Option IV: .....•.................................... Take No Action with Regardto Consolidation of Licen­
sure, but Address Concerns Related to the Existing
Licensing Program.

Option V: 'foye Licensure of AdultCare Residences with Residents
Assessed as Requiring Assisted thing to the Depart­
ment of Health and Require the Department of Health
to Subcontract V;:ith DMHMRSAS to License Facilities
with a Preponderance of Residents Presenting Mental
Health or Mental Retardation Diagnoses.
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POLICY OPTIONS FOR ELDER RIGIITS AND PROTECTIVE SERVICES

Option I: Take No Action

Option II: Introduce Legislation Codifying the Adult Protective
Services Function

Option III: Privatize the Elder Rights Program by Moving Responsi­
bility and Funding for the Program from the Depart­
ment for the AWng to the Virginia Association of Area
Agencies on ~~in~.

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

OVERALL SlTM.\1ARY OF PUBLIC COM:m:'IS

OVERALL CONSOLIDATION

Mostcommenters who addressed ihis issue supnortcd Onlion I, t.ommuuers supporting Option I

included the Virginia Association of \rea :\~enciL'S »n .\:jI1Q. Lhe \'ir~inia CllaiHion for the Aging. theVirginia

Hospital and Healthcare Association. tht.' \'jr!-::nia !h:alih Can: Association. the l.OA Area Agency on Aging.

the Capital Area onAging. the CCnli;l; \i:~inia\rL"J,\~cnt:y on Aging. the \c\\' River \aIlcy:\~cn(y on Aging.

Senior Services ofSoutheastern \irflini:t thl' Valley Program for Aging Services, theSouthern Area Agency

on Aging~ the Portsmouth :\gin~ Task Force. the! lumpum Roads Legislative Advocacy Xetwork, the \orfolk

long-Term Care/Commission nn \Qing. and the :\JullScnkL'S Program of theDepartment ofSocial

Services. Three commenters supported Option II. These were: the \ir,!!ini:l\ssIHj:l!i,~n (Jf \ lin-Profit

Homes for theAging (which Sflcdficd the :t~ency prnposed hy lIB 12h-/Sg :;-.:;\. ~hl' Hipl'Jlin~ to Vintage

Fund. lnc., and the \orthcrn \'ir~inia\grn)l \l'I,\~'(Jik (\\,\ \:}, \V\ \ sUpplirtL'd Optin i1 II "in rhL'<n-:" hut

acknowledged difficulties in imnlcmennnu it.

LONG-TERM CARE FINA.;~CI~G A~D COORDI~ATIO~

Optiun II was supported h~ )- i':~J:1mentcrs Option II \\:~",::;~~; ,;.;:.~~ h\ i:--; cllmrr:cnters. and option 1\

was supported hy ll) commcnur-. C~;:nmL'm',,""" '\\'h~; :-':-:Pi~;}:':vJ :d1 \~:rL'L' (Jptions included: lhe Virgini::.

Ht.:.dih Care ,\'islIciatlon. the \jr~in::~ ii!i"';f;i::d anJ 1Il":thhC:lrl·\~s!lriati!ln. the vrnerican .\s.....IICJ~ltllltl of

l{eLired Per:--Il!1S (..\,\I{P). lhL' v~:~~:~ ::! \,' -: ::.r:l:i~ ,,, '". ::; \:.;'::1c!L'.... 'l!i \t!in~ (\ -I \). (he \ ir~in!a Coaliti()n



for the Aging~ the Virginia Association ofvon-Profn llnmcs for the Aging, the Department for theAging, the

Governor's Advisory Hoard onAging, theCapital Area Agency on Aging~ theCentral Vir~inia Area Agency on

Aging, the \cw River Valley Agency on Aging: theSouthern Area Agem:y on Aging, theValley Program for

Aging Services. andSenior Services of Snutheastern virgima. TheHampton Roads Legislative Advocacy

vetwork supported Options II and IV. The Portsmouth Task Force on Aging supported 0: '!inS 1II and IV

The Arlington County Department ofHuman Services supported Option III. The Norfolk Long Term Carel

Commission on Aging supported Option IV. ~"VA.'" supported Options 0, ITt and IV with thestrong caveat

that the General Assembly needed toaddress consumer protection issues with regard to long-term care

insurance.

Regarding Option V. two commenters, theVirginia Health Care Association and AARP. supported the

option as written. Anumher of cornmenters supported Option Vwith various wording changes. These

commenters were: V4A. theVirginia Coalition for theAging. the Hampton Roads Legislative Advocacy

vetwork, theArlinglOn Department ofHuman Services. andsix Area Agencies Of} Aging. The Norfolk Long­

Term Care/Commission on Aging opposed Option V.

Option VI was supported hy eight cnmmenters: V4A. the New River V2.11ey Agent~/ on Aging, the

Capital Are-a Agency on Aging, theSouthern Area AgerlCY on Aging, the Valkay' Prograrr. for Aging Services.

theVirginia Coalition for the Aging, AARP. and the Arlington Deparment ofHuman Services.

Option VTl was supported bv four (ommemers:\ARI'. the Portsmouth Task Force on Aging. the

Department for the \ging. and the Gnvcmor's Advisor« Board on :\ging. The Virginia Coalition for the

Aging~ V4A. andsixvrea .\gende:' (In ·\ging supported Opti In VII with Nording changes. The ~()rfolk Long­

Term Care/Commission on :\ging supported Option \11 with an emphasrs on local coordination.

'Inc Virginia lIospital and Healthcare :\'\~IH.:!atji1n supported the concepts ofOptions Vand VII hut felt

that legislation in these areas Inr 19t)X would bepremature. as a consensus didnotyet exist. The Adult

St.'nices Prll~:am oftheDepartment III' ~()Ljai Services supported Options Ill. 1\. VI. and VII.

POLlCl OPTIONS ON AGING ISSlT[S

Option I W~l\ supported l» tilL' \·jrgini~i.IIL"lhl: Carl' :\~s:;~·iaUnn. Opti:i1! ll wa,... supported hv the

fllllO\ring cornmeruers: \~;\. lhe \'jrg1l1LL Cil~t!;t~:iil for the .\~ing.\i\HP. Ih-~' Arca Agencies on :Ling. the

Virginht .\\:'llcialioll nf vonprnlit llnrncs for the ,\ging. the Hampton Roads Legislarive AdvoCiL'y veiwork.

the Department for the .'\gin,t:. the Virginia lIospllal and uealthcarc .\~s()ci:tti(Jn. and the (;O\'l'i1lllr's :\d\'isOi~'

;



Option m was supported by V4A. theVirginia Coalition for the Aging~ AARP, five Area Agencies on

Aging, the Arlington County Department of Human Services, theVirginia Association ofNonprofitHomes for

the Aging, and theNorfolk Long-Term Care/Commission on Aging. Several cornmenters suggested thar this

review becompleted for the 199R rather than the 1999 General Assembly

Option TV was supported by two commenters: Senior Services of Southeastern Virginiaand the

Hampton Roads Legislative Advocacy Network. Several other commeruers expressed ~cncra1 support for

theidea butstated it required further study.

Option Vwas supported by: V4A, theVirginia Coalition for theAging. seven Area Agcnci~ onAging,

AARP, the Virginia Assoctation ofNon-Profit Homes for theAging. the Hampton Roads Legislativc Advocac'y

Network. the Adult Services Program of theDepartment of Social Services. the Department for the Aging.

and the Governor's Advisory Board on Aging. AARP suggested that. under Option v.the General Assemhh

create an independent policy making Board on Aging to oversee the Department for the Aging, which would

become an independent agency.

POlley OmONS FOR LlCENSlJ1U:

There was no clearconsensus among thepartie;submnting puhlic comments regarding policy

options for licensure. Option I was supported bv the Arlington County Department ofHuman Services.

Option I was also supported hy the Virginia Hospital and Healthcare Assoctauon. which noted that Option If

was a reasonable basis for further discussion. Option II was supported hy AARP. the VirginiaAssociation III

Regional Health Planning Agencie.~. andSenior Services ofSoutheastern Vir~jnia. Option II was opposed hy

the Virginia Assisted Living Association and the VirginiaAssocianon ~)f II omLOS for AduIL~. Option III was

supported by V4A. NVA;\, theOffice of theSlate Ombudsman. l\....o local Ombudsman programs. the \'irginia

Coalition for theAf.ting. andsix ArC"J. Agencies no Aging. :\'lost of these comrnenters emphasized the need

for intermediate sanctions for licensure. Option HI was opposed hy Senior Services of SOllthe:l..;ten1

Virginia. The Virginia Assisted l.iving A.'~(H ..nanon (VALA) indicated that more details on the implemcnuunm

ofOption m were necessary before it could take a position on this option. Option IV was supported hy the

Virginia Assisted Living Association. theVirginia Health Care A.ssociation. the Vir1!inia Association of \on­

profit Homes for the Aging, the Norfolk Innu-Tcrm Care/Commission on .\ging. and the P()rl~moUlh Task

Force on Aging. Option Vwas not supported hy any of the public comments.

The Virginia Association ofHomes for Adull"; (VAliA) did notsupport any III' the polity oplions for

licensure listed in the draft issue brief. Instead. VAliA suggLw.;tcd "giv! jn~ I theCommonwealth ofVirginia

theauthority to contract with willing and capable adult care residences to care Iur thost' frail :iQUIL'i WhOSL
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levels ofADLS, physical. andmental disabilities place them outside of thepopulation we are permitted to

serve at present."

POLICY OPTIONS FOR ELDER RIGHrSIPROTECTIVE SERVICES ISSUES

Option I was supported by theVirginia Health Care Association. Options II, ID, and IV re.elved

relatively hroad support in thepublic comment. All three of these options were supported by: V4A, eight

Area Agencies onAging, AARP, the Northern Virginia Aging Network, the Richmond Korean Senior Citizens

Association. the Office oftheState Ombudsman, two local ombudsman programs, theAdult Services

Program ofthe Department ofSocial Services. and theArlington County Depanment ofHuman Services.

Several of these commenters suggested that theCommission consider the"Guardianship ofLast Resort

Program" anduspotential as a statewide system.

The Virginia League ofSocial Services Executives. the Adult Services Program oftheDepartment of

Social Services, andmore than 375 local social services employees supported Option Il. codifying adult

protective services, hutcautioned against creation ofa central registry. These commenters suggested

enhanced use of the I iniforrn Assessment Instrument in lieu of creation ofa central registry. The Virginia

.\\.'iociation ofxon-Profu Homes for theAging alsosupported Option II.

The Department for the Aging and the Governor's Advisory Board onAging opposed Option mwas

written hutindicated flexibility regarding contracting outspecific aspects of theprogram while retaining

overall respnnsibilitv for it.

Option IV was supported by theVirginia Association ofNonprofit Homes for theAging and theVirginia

\:-;-';'lciation of Regional Health Planning Agencies. Several commenters also recommended expanding

Op.ion ~v to include funding statewide access to theCase Management program offered through theArea

\genci~ on Aging.

'111c Adult Services Program ofthe Department ofSoda! Services supported Options III and rv.

OrnER COMMENTS

Mr. Jim Watkins, an adult care residence operator. wrote insupport ofthevoucher proposal de­

scribed in thedraft issue hrid, su~~eslin~ that this proposal could save $100 million per year, hy his

calculations. bv transferring nursing home residents to assisted livinp, settings. Mr. Watkins stated, HI favor

hcing licensed hv theHealth Department or under a consolidated agency if and only if theplaying field is
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leveled between Nursing Homes and Intensive Assisted Uving." He further noted that "a voucher system

will decrease the amount ofregulation required in both Intensive Assisted tiving and Nursing Homes. This

will foster competition andincrease the quality ofcare from allfacilities because they will have to compete

for residents." Mr.Watkins suggested that implementing thevoucher system would require a minimum

reimbursement level of$900 for Levell. $1,250 for Level D. and $1,500 for level n (b). Mr. Watkins also

expressed concern about the Department of Social Services' position against locked wings onAlzheimer's

unitswithin fa.cilities licensed as adult care residences.

With regard to the issue briefs discussion of the Boren Amendment repeal and the voucher proposal,

the Virginia Hospital andHealthcare Association offered the general comment that ~·the focus should be not

onusing thelowest costlong-term care setting buton selecting the most appropriate setting to meet the

needs ofthe long-term care population."

Mrs. Shirley Gary, the daughter ofa nursing home resident, commented ontheneed for regulations

concerning staffing ratios within nursing homes. Mrs. Gary's lener included the signature offive other

citizens concerned about this issue.

The Health Insurance Association ofAmerica (HL\A) provided a document outlining HIM's"prin­

ciples fora shared public-private responsibility for financing long-term care." HJAA supported efforts by

the state to educate consumers about theneed for long-term care insurance and to promote purchase of

long-term care insurance.

The acting Commissioner oftheDepartment of \1ental Health, Mental aetardation, andSubstance

Abuse Services (DMHMRSAS) commented that it would he more accurate to stale that Community Services

Boards provide an array ofcommunity based services and supports to individuals with mental disabilities

andsubstance abuse dependence with public funds provided hy the department and local governments as

well as other revenues and client fees. DMHMRSAS also commented tbat it supports improving the (ruform

Assessment Instrument (U~) to better assess theneeds ofindividual." with mental disahiliues. DMHMRSAS

also supported greater involvement by thedepartment in the hcensure ofadult care residences thataccept

persons with mental disabilities. However, the department cautioned that Options IV and Vunder licensure

would have budgetary implicalions for the department that need to heexplored.

The program manager for theAdult Services program ofthe Vir~inia Department ofSocial Services,

offered several suggested wording changes \0 the draft issue brief regarding preadmission screening,

auxiliary grants, case management, and the uniform assessment instrumem.
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The Virginia Associauon ofHomes for Adults (VAHA) supported continued training of licensing

spectalists in ACR settings. continued funding ofany new regulations by thestate, adjusting the existing

regulations according tosize ofthe facility. VAliA also opposed monetary fines for licensing violations.

N"VAN supported creation ofa seamless system for elder rights andendorsed theconcept ofan Elder

Rights hothne that is currently under study. '''AN also emphasized the need for flexibility in articulating the

Department for theAging's mission.
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JOINT COMMISSION ON HEALm CARE

Old City Hall

1001 East Broad Street

Suite 115

Richmond, Virginia 23219

Telephone: 804-786-5445

FAX: 804-786-~538

E-Mail: jchc@!eg.state.va.us

Internet address: http://legis.state.va.us/jchc/jchchome.htm


	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	



