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INTRODUCTION

Developing home and community-based service (HCBS) alternatives to
institutional care has been a priority for many state Medicaid programs over
the past 3 decades. These efforts have been in response to consumer prefer-
ences (Ng, Harrington, & Kitchener, 2010) and the Supreme Court Olmstead
decision whereby Medicaid programs that limit HCBS alternatives to institu-
tional care can be ruled discriminatory (U.S. Supreme Court, 1999). Recent
federal laws and policies, such as the Patient Protection and Affordable Care
Act of 2010 (ACA), New Freedom Initiative, and the Deficit Reduction Act
of 2005 (Kaiser Family Foundation, 2010; Ng et al., 2010; Ng, Harrington,
Musumeci, & Reaves, 2012) have provided opportunities for states to volun-
tarily rebalance their provisions of Medicaid long-term services and supports
(LTSS) away from institutional care, such as nursing home care, and toward
HCBS.

Between 2005 and 2010, the number of HCBS participants increased by
13%, from 2.8 million to 3.1 million participants (Ng & Harrington, 2014).
Growth in Medicaid HCBS spending was more than triple that for partici-
pants, rising by 49% from $35 billion in 2005 to $53 billion in 2010. States
have steadily rebalanced their proportion of Medicaid LTSS dollars from insti-
tutional to HCBS. Figure 1 shows that the percentage of LTSS participants
receiving HCBS increased from 56% in 2005 to 65% in 2010 and the percent-
age of LTSS expenditures for HCBS increased from 30% to 45% in the same
period. Although progress has been made, rebalancing efforts have been
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FIGURE 1 Ratio of home and community-based services participants and expenditures to total
long-term services and supports participants and expenditures, 2002–2010 (HCBS participant
data from Ng & Harrington, 2014; institutional participant data from Centers for Medicare &
Medicaid Services, 2013a; expenditure data from Eiken et al., 2011).
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hindered by a number of factors, including the optional nature of HCBS
provision and by restrictive state Medicaid HCBS policies (Ng et al., 2010).

Despite progress in the rebalancing of Medicaid LTSS over the past
decade, there is significant variation in spending across states. In 2010, only
15 states spent half or more of their total LTSS dollars on HCBS (Ng &
Harrington, 2014; Eiken, Sredl, Burwell, & Gold, 2011; see Table 1). New
Mexico had the highest ratio of HCBS participants (94%) and expenditures
to total LTSS (95%). Mississippi had the lowest HCBS ratio to total LTSS
participants (42%) as well as expenditures (17%) in 2010.

Focusing on the total HCBS rebalancing figures obscures the serious
imbalance in HCBS waiver participants and expenditures for those with intel-
lectual and developmental disabilities (I/DD) compared to other groups (see
Table 1). In 21 states, 90% to 100% of total I/DD participants received HCBS
compared to institutional care and 8 states spent 90% to 100% of their LTSS
expenditures on HCBS for I/DD participants. Only Mississippi had less than
half (37%) of its I/DD participants receiving HCBS, and 8 states spent less
than half of their I/DD expenditures on HCBS. In contrast, only 13 states
had more than 50% of their non-I/DD individuals receiving HCBS and only
1 state (New Mexico, with 92%) spent more than 50% on HCBS. The propor-
tion of HCBS to total LTSS expenditures for individuals with I/DD has grown
substantially, while HCBS expenditures for the aged and disabled and other
groups have been constrained by stricter adherence to cost-neutrality rules
and less generous HCBS funding (LaPlante, 2013).

State policies for three major Medicaid HCBS programs are examined
in this paper: the mandatory home health benefit, the state plan optional
personal care benefit, and the §1915(c) HCBS waiver program. While there
are many federal demonstration programs including Money Follows the
Person and new options to expand HCBS programs provided by the ACA,
we focused this analysis on the three largest HCBS programs. Using sur-
vey data collected from states as well as CMS (Centers for Medicare &
Medicaid Services) waiver data, we compared selected state policies in
2005 and 2010 for the following policies: financial eligibility, services offered,
consumer direction, independent providers, service limits, reimbursement
policies, waiver waiting lists, and other mechanisms states use to limit costs.
These Medicaid HCBS policies were selected because they have important
impacts on HCBS access, program variations, and costs.

BACKGROUND

States may use a combination of Medicaid state plan benefits, including home
health and personal care, as well as §1915(c) HCBS waivers to offer care to
those with LTSS needs. Other optional state programs and 1115 waivers that
provide HCBS were not included in this study.
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Home Health

Medicaid home health is a mandatory state plan benefit for individuals aged
21 and older who need skilled nursing or therapy services. In addition, this
benefit provides home health aide services as part of LTSS as long as some
skilled services are needed by participants. Medicaid home health is con-
sidered an important part of state HCBS programs because nursing and
home health aides under this program may provide both post-acute and
long-term supports in the home. Medicaid home health has generally been
included in non-institutional Medicaid participants and expenditures even
though Medicaid reports do not separate post-acute and long-term care home
health data (CMS, 2010; Ng et al., 2010; Ng, Harrington, & Musumeci, 2011;
Eikin et al., 2011). If a state chooses to cover the medically needy eligibility
group under its Medicaid program, it must also extend home health ser-
vices to those medically needy individuals who meet the program’s medical
necessity criteria. For all covered eligibility groups, states can determine the
amount, scope, and duration of benefits (U.S. DHHS, 2010).

In 2010, 808,000 persons were served in all 51 Medicaid home health
programs across the nation at a cost of more than $5.7 billion, although there
are wide variations in expenditures among states (Ng & Harrington, 2014).
Home health expenditures in New York made up 44% of the national total,
and the state had the highest per capita expenditures ($95) compared to less
than a dollar in other states in 2010 (Eikin et al., 2011; data not shown).

Personal Care Services

Since 1975, states have had the option of offering personal care services
as a Medicaid state plan benefit. States have considerable discretion in
defining the state plan personal care option, but programs typically offer
non-medical assistance with activities of daily living (ADL; e.g., bathing and
eating) for Medicaid participants with disabilities and chronic conditions. If a
state chooses to offer this state plan option, it must make it available to all
categorically eligible groups. States can also opt to make it available to other
groups, such as the medically needy (designed for those who spend down
to the state financial standard because of high medical expenses relative to
their income; Kitchener, Ng, & Harrington, 2007a; U.S. DHHS, 2010). States
may also set their own needs criteria for benefit eligibility.

In 2010, 952,000 persons were served in 32 states by the Medicaid state
plan personal care option at a cost of $10.2 billion (Ng & Harrington, 2014).
There were wide interstate variations in expenditures whereby California
accounted for 36% of the total U.S. expenditures while New York spent
another 22%, the highest per capita expenditure in the nation ($171 in
2010; Eikin et al., 2011; data not shown). States may also offer personal
care services through a §1915(c) waiver program, through 1115 waivers and
through the consumer-directed personal care option authorized by the ACA.
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Waivers

Since 1981, states have used the authority under §1915(c) of the Social
Security Act to waive certain federal Medicaid requirements (including com-
parability in amount, duration, or scope of services, as well as the statewide
provision of services) to establish HCBS “waiver” programs (Kitchener, Ng, &
Harrington, 2007b; Ng et al., 2010; U.S. DHHS, 2010). These programs allow
states to provide a wide range of HCBS to participants who must qualify
for an institutional level of care. Among the services offered under waivers
are personal care services, home health, therapies, case management, trans-
portation, and home modifications (Harrington, Carrillo, Wellin, Norwood, &
Miller, 2001).

States may also set an annual limit on the number of available HCBS
participant “slots” for each waiver and are allowed to establish waiting lists
to control enrollment and therefore costs. States may also limit waiver pro-
grams to certain geographical areas (e.g., a county) and target groups such as
individuals with I/DD, persons aged 65 and older, individuals with physical
disabilities, and/or children, among others (Ng et al., 2010, 2011).

For HCBS waivers to be approved, states must demonstrate cost-
neutrality, so that the average expenditures for each waiver may not exceed
state estimates of Medicaid expenditures for comparable levels of institu-
tional care. States must also limit waiver services to individuals who meet
the state’s need criteria for institutional care. Need criteria vary by states and
may be based on a ratings scale or a combination of the number of ADL, such
as bathing and feeding, or the number of instrumental ADL, such as shop-
ping, that require assistance (Kitchener, Ng, Miller, & Harrington, 2005). This
design component is intended to ensure that waivers are used as substitutes
for institutional care (Ng et al., 2010; Kitchener et al., 2005).

In 2010, the HCBS 1915(c) waiver program was the largest Medicaid
HCBS program, with 1.4 million persons served in 288 waivers across
47 states and the District of Columbia at a total cost of more than $36.6 bil-
lion (Ng & Harrington, 2014). Waiver per capita expenditures ranged from
$32 in Nevada to $361 in Connecticut in 2010 (Eikin et al., 2011).

METHODS

For this study, we collected data from state Medicaid programs and analyzed
them by state to show the variations in policies across the three major HCBS
programs as well as over the study period. The following four data sources
were used by the authors to collect the data from all states for 2005 and 2010:
(1) national surveys of Medicaid 1915(c) waiver policies, (2) national surveys
of Medicaid optional state plan personal care policies, (3) national surveys
of Medicaid home health policies, and (4) CMS Form 372s that include the
number of participants, services, and expenditures for HCBS 1915(c) waivers.
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Arizona, Rhode Island, and Vermont provided HCBS to Medicaid participants
through 1115 waivers and not 1915(c) HCBS waivers. They were included in
this study.

The state surveys included questions about policies such as cost control
measures and financial eligibility criteria. Survey requests (using e-mail, fax,
and telephone) of state officials produced responses from about 90% of all
reported waivers in each year. Missing survey data were extrapolated from
previous year’s surveys and cross-checked against information published on
CMS’s as well as the state’s website. Through October 2011, responses were
gathered from all survey recipients (51 home health programs, 32 state plan
personal care programs, and 288 HCBS waiver programs) about policies in
2005 and 2010.

Analysis

All responses to the surveys were coded using a standardized protocol and
then entered into, and stored as, an SPSS data set. At the end of the data col-
lection period, descriptive statistics for each survey item across the study
period were produced. Due to the complexity of the financial eligibility
requirements, the survey data on eligibility were crossed-checked against a
2009 survey conducted by the Congressional Research Service (Stone, 2011).
Discrepancies between the two surveys were resolved by either contacting
state officials or checking against the waiver application published on the
state’s website. We also cross-checked selected policy survey responses from
states with other available data sources, including those from CMS and state
websites.

Because waiver eligibility criteria are established by states on a waiver-
level basis, not on a statewide basis, states with multiple waivers may have
differing criteria for different waivers. The largest waivers for individuals with
I/DD and for the aged and/or physically disabled were selected for analysis
because they usually serve the largest number of waiver participants in most
states (overall about 89% of waiver participants; Ng, Harrington et al., 2012).
For the service analysis, we elected to examine case management, personal
care, therapy, emergency support/respite, and transportation, because they
were among the most widely used HCBS services in the waivers. The tables
show the policies for 2010, and variations in policies from 2005 are presented
in the text.

RESULTS

Financial Eligibility

Medicaid eligibility rules for individuals aged 65 and older and individuals
with disabilities, many of whom utilize Medicaid HCBS, are linked to the fed-
eral cash welfare program Supplemental Security Income (SSI). Individuals
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receiving SSI generally qualify for Medicaid in all but 11 states (referred to
as 209(b) states) that were allowed to use financial and/or disability criteria
that were more restrictive than SSI when the program began in 1972 (Stone,
2010). In 2010, 100% of SSI was about $674 a month or about 74.7% of
the federal poverty level (FPL). Another commonly used eligibility criteria
for individuals aged 65 and older and persons with disabilities is 100% of
FPL ($902.50 a month or $10,830 a year in the continental United States,
$13,530 in Alaska, and $12,460 in Hawaii in 2010; U.S. DHHS, 2010). States
also may elect to allow the medically needy pathway for people with rela-
tively high medical expenses that spend down to the Medicaid level and the
buy-in pathways for disabled individuals who are working. Medically needy
eligibility has the highest income eligibility threshold because it does not
have an income cap.

Most states set their Medicaid nursing facility financial eligibility at 300%
of SSI and/or had medically needy programs that allow for individuals
with higher incomes to spend down. In §1915(c) HCBS waivers, states can
extend coverage of HCBS waivers to persons who (1) require care pro-
vided by a nursing home or other institution for at least 30 consecutive days,
(2) meet the resources threshold determined by the state (often not to exceed
$2,000 in savings), and (3) have income that does not exceed 300% of SSI
payment.

Table 2 shows the most generous income eligibility thresholds that states
had in 2010 for home health, state plan personal care option, and the two
largest HCBS waiver groups, those for elders and for individuals with I/DD.

The eligibility data in the home health and state plan personal care
columns show the maximum income criteria for accessing those services for
individuals who do not qualify for Medicaid HCBS waiver services. If they
qualify for Medicaid HCBS waiver services, then the maximum income cri-
teria for accessing all of the services represented in this table are shown
in the HCBS waiver column. With the exception of the 11 §209(b) states,
all states extended home health, the state plan personal care option, and
HCBS waivers to individuals who meet the SSI-related program criteria. For
the home health benefit, 24 states used 100% of SSI as the financial criteria
but 10 of those states also allowed the medically needy to spend down (see
Table 2). These eligibility criteria have remained constant since 2005.

Out of 32 states that provided the state plan personal care option,
17 states extended this benefit to medically needy individuals, but 5 states
that could have allowed eligibility to the medically needy did not. Basically,
the state plan personal care option in the 32 states had the same financial
eligibility as the home health program except for the five states that did not
allow the medically needy to receive the services. Compared to 2005, there
have been no changes in eligibility criteria for the personal care state plans,
although Kansas added the service to its Medicaid state plan in 2007.
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Most states (40 states and the District of Columbia) provided HCBS
waiver services to individuals with income up to 300% of the SSI benefit level
and 13 states allowed the medically needy to spend down, but 11 states used
more restrictive financial eligibility standards for HCBS waivers (for those
who were not medically needy) than for nursing facilities (see Table 2). Over
the study period, there have been few changes in waiver eligibility criteria.
In 2005, 189 out of 255 waivers (74%) reported having its maximum financial
eligibility threshold at 300% of SSI; by 2010, 72% (208 out of 288 waivers)
reported the same criteria.

Consumer Direction and Independent Providers

In response to the ACA, New Freedom Initiative, Deficit Reduction Act, and
consumer demands, many states have incorporated some form of consumer
direction within their Medicaid HCBS programs. Consumer direction may
include initiatives such as consumer choice in the allocation of service bud-
gets or the hiring and firing of service providers. By 2010, 44 states allowed
consumer direction within some or all three of the Medicaid HCBS programs
(see Table 3), with only Idaho, Nebraska, and West Virginia offering it in
all three. This was an increase from the 35 states that allowed consumer
direction in 2005.

States may offer HCBS using either agency providers or independent
providers for personal care workers and cash and counseling programs.
The use of independent providers (paid directly by the state or by fiscal
intermediaries) has also grown over the years. Thirty-seven states allowed
independent providers within one or more of their waiver programs, and
21 state plan personal care programs allowed independent providers in
2010. This is an increase compared to the 32 states that allowed independent
providers in their waiver programs and 11 state plan personal care programs
that allowed them in 2005, mainly due to the expansion of the cash and
counseling program in 2006.

In addition, states with the state plan personal care option may also
allow family members of participants to be providers. However, only states
with the 1915(j) self-directed personal assistance services state plan option
can allow legally responsible family members, such as spouses and legal
guardians, to be paid personal care providers (CMS, 2009). In 2010, 21 states
allowed family members to be paid personal care providers. Out of these,
only 4 states—California, Florida, New Jersey, and Texas—allowed legally
responsible family members to be paid personal care providers. Nonetheless,
this reflects an increase from the 10 states that allowed family members to
be paid providers, of which none allowed legally responsible persons to be
paid providers in 2005. States may also allow family member to be providers
in waivers or other HCBS programs, but such analysis was beyond the scope
of this study.
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Monetary and Service Controls

Although HCBS waivers must meet the CMS cost-neutrality requirements with
institutional services, most states impose additional cost control policies to
keep costs low. More than half of all states (27) utilized either monetary
or hourly service limits in their home health benefits in 2010. Hourly service
limitations were used in 22 of these states, but none of them used both forms
of limitations (see Table 3). Between 2005 and 2010, states with home health
program cost controls doubled from 14 states that used such limitations in
2005. Out of these, 11 states had hourly service limits and 6 had monetary
limits.

Among states with the state plan personal care program, 21 utilized
some form of cost controls, with Maryland, Minnesota, and Missouri using
both monetary and hourly service caps in their state plan personal care
programs in 2010. This reflected an increase from 17 states that used such
controls in 2005, with 16 utilizing hourly service limitations and 2 having
monetary limits.

Four-fifths of all states (40 states and the District of Columbia) utilized
some form of cost controls above and beyond the federally mandated cost-
neutrality formula on their waiver programs in 2010, with 14 states using both
forms of cost controls in their waivers (see Table 3). In 2005, slightly fewer
(39) states used any forms of cost controls. There was a general upward
trend in the use of cost controls among all Medicaid HCBS programs over
the study period.

Waiting Lists

In addition to hourly or monetary limitations, HCBS waivers may also set up
waiting lists if there are more individuals in need of waiver services than the
number of available spaces or “slots.” In 2010, 40 states reported waiting lists
in 149 waivers. There were a total of 428,571 persons on these wait lists,
with the largest number of persons waiting in Texas (see Table 3). This was
a 64% increase over the 260,916 persons on 102 waiver wait lists in 30 states
in 2005. In 2010, the average wait time across the nation for an individual
to obtain waiver services was 21 months (Howard, Ng, & Harrington, 2011).
Some states did not keep records of their waiting lists so these data are most
likely to be under-reported.

HCBS Program Services

Medicaid HCBS programs have the flexibility to deliver a range of services to
eligible persons. Table 4 shows that case management was provided by all
states through waivers (either through 1915(c) HCBS waivers or, for Arizona,
Rhode Island, and Vermont, through §1115 Research and Demonstration
waivers) but was provided in fewer state plan personal care programs and
home health programs.
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38 T. Ng et al.

Personal care was provided through HCBS waivers in all states except
Nebraska and Alaska, where the service was provided through their home
health and the state plan personal care programs and was the only service
consistently offered by all states across two or more programs.

Only one new state added the state plan personal care program between
2005 and 2010. Of the 15 states with the highest HCBS expenditure ratio
(Table 1), 12 of them had state plan personal care programs (Table 4).

Therapy services were offered in most states either through the home
health or the waiver programs, while transportation was not offered in
9 states. States may, however, provide these services through other Medicaid
state plan programs. Emergency support and respite services were provided
by all states through the waiver programs and in some state plan personal
care and home health programs. Table 4 shows that across the nation, the
state plan personal care and home health programs provided a more limited
number of services than the waiver program. The HCBS waiver program,
being the most flexible of the three programs, provided all five services
in most states. An analysis of service provision within the HCBS programs
shows that there were no changes in the services offered between 2005 and
2010.

Reimbursement Policies

States have wide flexibility in developing reimbursement policies for
HCBS programs and providers, which may also serve as cost controls.
Reimbursement rates were collected for the home health and the state plan
personal care program but not for waiver programs due to the varying array
of services and reimbursement rates within waiver programs. In 2010, states
provided an average reimbursement to agencies of $89 per home health visit,
with New Mexico providing the highest reimbursement and Florida provid-
ing the lowest (see Table 5). This was a 2% increase from the agency rate
($87 per home health visit) in 2005, which did not keep up with the rate of
inflation in the same period of 12% (Bureau of Labor Statistics, 2013). Among
states that paid registered nurses (RNs) or home health aides (HHA) directly
or mandated their payments within the home health program, the average
rate was $96 per visit for RNs and $54 per visit for HHAs in 2010. This was a
28% and 38% increase, respectively ($75 per RN visit and $39 per HHA visit),
from 2005.

Among the 32 states that provided the state plan personal care pro-
gram, the average rate paid to agencies providing personal care was
$17.73 per hour in 2010, almost no increase over the 2005 rate ($17.65 per
hour). For direct reimbursement to personal care providers or where reim-
bursement rates were determined by the state, the average rate was $12
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per hour or 30% higher than in 2005 ($9 per hour). In 2010, Wisconsin
was one of the more generous states, paying $63 per hour to personal care
agencies while Michigan paid only $9 per hour to personal care agencies
(see Table 5).

DISCUSSION AND CONCLUSION

Medicaid HCBS policies vary within state programs and across states and
directly affect access to such programs. States have many opportunities to
expand existing policies in order to increase access. In terms of financial
eligibility policies, five states offering the state plan personal care program
could expand coverage to the medically needy since they do not do so
currently. Twenty percent of states (10) had more restrictive criteria than
300% of SSI for the categorically needy. In addition, three states had varying
financial eligibility criteria across some waivers, which can cause confusion
for Medicaid consumers and can limit access. Moreover, most states have
not changed their financial eligibility requirements over time to allow for
greater access. The standardization and liberalization of income requirements
to 300% of SSI and medically needy spend down across the various HCBS
programs would improve access to HCBS.

The importance of personal care services in preventing institutional-
ization and encouraging deinstitutionalization has been shown in previous
studies (LaPlante, Kaye, Kang, & Harrington, 2004; Muramatsu & Campbell,
2002; Richmond, Beatty, Tepper, & DeJong, 1997).This study shows that per-
sonal care services are provided statewide under the state plan personal care
program in only 63% of the states in 2010. In the 19 states without state plan
programs, personal care was offered through the waiver program where
individuals must meet the institutional need requirements and may be sub-
ject to restrictions such as possible waiting lists, limited service hours, and
high monetary limits. States with state plan personal care programs tended
to have the best ratios on rebalancing HCBS expenditures. This is consistent
with recent findings regarding the impact of increasing access to state plan
personal care services (Ruttner & Irvin, 2013).

Under the new Community First Choice 1915(k) program, established
by the ACA, states are given a new option to expand their personal care
programs in return for an enhanced federal matching rate of 6 percent-
age points. Only California and Oregon have been approved, and 6 other
states (Arizona, Colorado, Louisiana, Maryland, Minnesota, and Montana)
have applied (National Association of States United for Aging & Disabilities,
2013). All but 2 of these states (Arizona and Colorado) already have state plan
personal care programs. It is hoped that more states will take advantage of
this option to add state plan personal care programs. However, with fiscal
austerity in place and the added burden of reporting and oversight required
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under Community First Choice, many states appear to prefer to provide per-
sonal care services in the waiver programs so that they can limit the number
of individuals who can be served (Kaiser Commission on Medicaid & the
Uninsured, 2011).

The home health and state plan personal care programs offered a
more limited array of services than waiver programs. Case management was
offered by all waivers and in some state home health and personal care
programs. Therapy, transportation, emergency support, and respite services
were offered in most waiver programs and showed no changes in availabil-
ity between 2005 and 2010. The wide range of HCBS waiver services within
state programs limit access for some target groups and may create confusion
and unnecessary administrative work. States should consider standardizing
service benefits across their waivers for all target groups to improve choice
and access.

The most positive finding in this study was the large expansion of
consumer direction for the state plan personal care program and the use
of independent providers within state plan personal care and waiver pro-
grams between 2005 and 2010. The cash and counseling programs and
other initiatives such as the 1915(j) self-directed personal assistance pro-
gram have increased the use of independent providers, which has improved
consumer satisfaction (Doty, Mahoney, & Sciegej, 2010). In spite of these
positive changes demanded by consumer advocacy organizations, access to
consumer direction could be expanded in 16% of state plan personal care
programs, in 24% of waivers, and in 86% of home health programs that
do not currently allow consumer direction. Another positive change is the
almost doubling of states that allow family members to be paid personal care
providers, but 61% of states still do not allow it. Policies that encourage inde-
pendent providers, especially spouses and family members, may increase the
supply of workers and increase participant satisfaction (Newcomer, Kang, &
Doty, 2012).

Many states have in place additional cost controls such as wait lists and
service limits beyond those imposed by CMS cost-neutrality requirements.
Eighty percent of states have enacted some cost controls in terms of cost
ceiling and limits on hours of service or both, and the number of states
using such controls has increased over the 2005–2010 period. Previous stud-
ies have shown that the per person cost for waiver services are only about
one-third of the equivalent institutional cost (Harrington, Ng, & Kitchener,
2011; Grabowski, 2006). Relaxing the cost controls would increase consumer
choice and access and may have little impact on program costs. The more
than 60% increase in the number of persons on waiver waiting lists over the
study period shows the increasing demand and unmet need for HCBS around
the country. Although there has been a large increase in provider reimburse-
ment rates paid directly to home health and personal care providers, agency
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reimbursement rates did not keep pace with inflation over the study period.
Until states are willing to change their HCBS policies to improve access to
programs, we can expect the wide variations in access and the waiting lists
to continue.

The federal Money Follows the Person demonstration, started in 2005,
was expanded under the ACA with an enhanced federal matching rate for
1 year for each Medicaid person who transitions from an institution to
the community. This program, implemented in 45 states and the District
of Columbia, has been credited with the deinstitutionalization of almost
20,000 persons (CMS, 2013b; Ng et al., 2012). To the extent that states have
restrictive HCBS policies on expenditures and hours of service for home
health, personal care, and waivers, individuals with high care needs who
have been transitioned could be at risk for re-institutionalization in some
states.

The success of some states (such as New Mexico, which spent 95% on
HCBS) in rebalancing their LTSS expenditures towards HCBS (Eiken et al.,
2011) show the value in adopting a combination of state and federal poli-
cies to rebalance Medicaid LTSS programs. The ACA has given states more
program options for expanding HCBS, such as offering HCBS waivers as a
state plan benefit [§1915(i)], with a number of specific program requirements.
A number of states are taking advantage of these new ACA program options,
and states have continued to expand the number of their HCBS waivers (to
288 in 2010; Ng et al., 2012). While these new HCBS programs appear to be
valuable, they are adding to the state administrative burden and complexity
of HCBS policies and programs.

The Balancing Incentive Payment Plan under the ACA, which rewards
states to rebalance their Medicaid LTSS programs towards HCBS, has had
13 states approved to receive bonus payments to increase their HCBS share
of LTSS (Ng, Stone, & Harrington, 2012; National Association of States United
for Aging & Disabilities, 2013). This program focuses on rebalancing efforts
for statewide LTSS systems rather than for individual population groups such
as I/DD or the aged and disabled. While significant progress has been made
for the I/DD population, rebalancing for the non-I/DD population has been
slow and should be more widely examined. States need to identify and
eliminate policies that are barriers to rebalancing for non-I/DD populations.

States have expanded integrated care programs for those dually eligi-
ble for Medicare and Medicaid such as the Programs of All-Inclusive Care
for the Elderly (PACE). The PACE programs provide comprehensive LTSS
and have been successful in keeping nursing home costs and overall costs
below fee-for-services costs (Wieland, Kinosian, Stallard, & Boland, 2013).
PACE programs must meet overall CMS guidelines and are not subject to the
specific policies established for Medicaid HCBS programs.

In 2012, 16 states moved some or all of their Medicaid fee-for-
service programs to managed care organizations (MCOs), and 26 states are
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expected to develop programs by 2014 and many include LTSS (Saucier,
Kasten, Burwell, & Gold, 2012). Some MCO demonstration projects combine
Medicare and Medicaid funding for those who are dually eligible and are
designed to integrate acute care and LTSS (including institutional and HCBS)
into a single program and vary in their design. Although states’ projects must
meet overall CMS guidelines, states may establish their own requirements for
MCOs. MCOs typically have little experience providing LTSS (Gold, Jacobson,
& Garfield, 2012), and this change may result in reduced access to HCBS as
well as limited data reporting on policies, participants, and expenditures.
Since existing state policies for home health, state plan personal care, and
1915(c) waiver programs probably may not apply to MCOs, future research
should study what policies are adopted for MCOs and how these impact the
provision of HCBS.

In the future, state Medicaid HCBS policies should be tracked more
closely by CMS and data made readily available to the public so that
researchers can study the direct links between policy variations and out-
comes on access, quality, satisfaction, and costs of HCBS. The task of tracking
HCBS policies and programs has become more challenging in recent years
as state HCBS programs grow in availability, size, and complexity over
time, especially for HCBS programs embedded within MCOs. Continuing
rebalancing efforts are needed to expand HCBS access by liberalizing and
standardizing HCBS policies for all Medicaid populations.
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