
Nicolette Highsmith

Record Type: Record

To: Diana Fortuna/OPD/EOP
cc:
bcc:
Subject: Re: DISABILITY RIGHTS ADVOCATES WILL RALLY TO SUPPORT MEDICAID ^

We’ll send this to Josh when we send an e-mail about the hearing (our intern went to it).

As for the other 2 items:
1) yes, we have had cash and counseling for awhile - but this a major issue for Medicaid. We are 
currently seeking policy guidance.

2) as for DME, we've only had it for a week. This impacts Medicare Part B. Although this is 
important to the disability advocacy community, the Medicare Part B folks also need to take a look 
at it.

Diana Fortuna

Diana Fortuna

Record Type: Record

I ) 03/12/98 03:25:54
PM

To:

cc:

Nicolette Highsmith/OMB/EOP@EOP

Subject: Re: DISABILITY RIGHTS ADVOCATES WILL RALLY TO SUPPORT MEDICAID ^

thanks. Make sure Josh sees this. If you don't want to send it to him, let me know, and i will.

Nancy-Ann just called me complain that you guys are sitting on cash and counseling and DME 
demos. I told her she should also worry about Jeffords-Kennedy.



JOSHUA
GOTBAUM

03/11/98 03:22:09 PM

Record Type: Non-Record

To: Diana Fortuna/OPD/EOP@EOP
cc: See the distribution list at the bottom of this message
bcc:
Subject: Re: Potential compromise language on conclusion to CASA testimony HOW ABOUT THIS?

Conclusion:

We believe it is critically important to continue and develop models both at the state and 
Federal level that support and encourage the move from reliance on institutional care to a 
broader array of consumer-directed home and community-based services.

We embrace these goals and will continue to work toward them. The challenge of course is to 
balance our goal of providing more flexibility and choice for people with disabilities with the 
need to ensure that any legislation is affordable. Preliminary cost estimates raise very real 
questions about whether the balance has yet been achieved. However, we remain committed 
to working together with you and other interested parties.... [continue as HHS draft does in 
second paragraph]

Message Copied To:

robert j. pellicci/omb/eop@eop 
Christopher c. jennings/opd/eop@eop 
sarah a. bianchi/opd/eop@eop 
mark e. miller/omb/eop@eop 
nicolette highsmith/omb/eop@eop 
jill m. pizzuto/omb/eop@eop 
william h. white jr./who/eop@eop
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LRM ID: RJP216 

TO: 

EXECUTIVE OFFICE OF THE PRESIDENT 
OFFICE OF MANAGEMENT AND BUDGET 

Washington, D.C. 20503-0001 

Monday, March 9, 1998 

LEGISLATIVE REFERRAL MEMORANDUM 

FROM: 
0MB CONTACT: 

Legislativ
t

iai
i

n Officer - See Distribution below 
• I ·-·� iv. '----""""�fri. oi'sg en i"'fJ4ssistant Director for Legislative Reference 

Robert J. Pellicci 
PHONE: (202)395-4871 FAX: (202)395-6148 

SUBJECT: HHS Testimony on HR2020 Medicaid Community Attendant Services Act 

DEADLINE: (Q 

In accordance with 0MB Circular - ws of your agency on the above 
subject before advising on its relationship to the program of the President. Please advise us if this 
item will affect direct spending or receipts for purposes of the "Pay-As-You-Go" provisions of Title 
XIII of the Omnibus Budget Reconciliation Act of 1990. 

COMMENTS: Hearing is before the House Committee on Commerce on Thursday, March 12th. 
Sally Richardson, HCFA's Director, Center for Medicaid and State Operations is the witness. 

DISTRIBUTION !:IST 

AGENCIES: 
30-EDUCATION - Jack Kristy - (202) 401-8313
61-JUSTICE - Andrew Fois - (202) 514-2141
62-LABOR - Robert A. Shapiro - 1202) 219-8201
110-N� Security Administration - Judy Chesser• (202) 358-6030

EOP: 
Joshua Gotbaum 
JENNINGS C 
Sarah A. Bianchi 
Diana Fortuna 
Laura Oliven Silberfarb 
Allison H. Eydt 
Jeanne Lambrew 
Barry T. Clendenin 
Mark E. Miller 
HIGHSMITH N 
James J. Jukes 
Janet R. Forsgren 
OMBLA 
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LRM ID: RJP216 
Services Act

SUBJECT: HHS Tesiimony on HR2020 Medicaid Community Attendant

C
RESPONSE TO 

LEGISLATIVE REFERRAL 
MEMORANDUM

If your response to this request for views is short (e.g., concur/no comment), we prefer that you respond by 
e-mail or by faxing us this response sheet. If the response Is short and you prefer to call, please call the 
branch-wide line shown below (NOT the analyst's line) to leave a message with a legislative assistant.

You may also respond by:
(1) calling the analyet/attomey's direct line (you will be connected to voice mail if the analyst does not 

answer): or
(2) sending us a memo or letter

Please include the LRM number shown above, and the subject shown below.

TO:

FROM:

Robert J. Pellicci Phone: 39E-4871 Fax: 395-6148 
Office of Management and Budget
Branch-Wide Lina (to reach legislative assistant): 395-7362

(Date)

(Name)

(Agency)

(Telephone)

The following is the response of our agency to your request for views on the above-captioned subject: 

 Concur

_____ No Objection

_____ No Comrnent

See proposed edits on pages 

_____ Other:

' FAX RETURN of____ pages, attached to this response shoot

H/Z -d •f ‘aava^wo^d mmi ’Q - Z6T:01 so:60 866I-0I-WW



DRAFT

^ %ivncts.^
" STATEMENIO*

SALLY RICHARDSON 

cffii!cTOiL CENTER FOR MEDICAID AND I 

HEALTH CARE FINANCING.

**MIDICAIDCO

th&enVHBKSECOMME

MARCH 12,199B
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INTRODUCTION 

I'm pleased co be hore today co t11lk cibout our oommitment :o txpandina 
,�v 

nd promotina 1 o {v/�f' .

consumer-directed home and communlty•based services so people with d illtfes can Uv� /):.l),.fi. V..

�blc. It is consistent with our vie� about the ba�ic rights all American!II to

· e-0ntrol and dir�ct their own lives. 1t is consistent with our strong and rig rous support fur cquillt

rights for people with disabilitlH, u artic\lltttd in the Amerlean, with Di abilities Att

Like everyone here toc:!a.y, we f'tel strongly ,bout emr,nwerina people wit 

including children, working age adults, and older �uplc whu need help th bHi, daily 
·-

activities -- and their ramilie!I, hy increasitli their independence and quall of Ii fe. One of the

best ways to do this Is .to provide oppurlw1iLi�s for individuals to choose t d�rcaso their

reHance on n1Jning hc,me1, by increasina their options to ch0O11 aelf-dlre ted personal 8Histance 1 .., � i/\J 
--- -

in home and <lOmmLmily•biu.cd settings. 

I wm uae my lime today to di1cu11 our mutti•faoctcd approAOh to aohitvi theae goals. 

r«oanizina that while we won't achievi, our goals all at once, we can be gressivc about

makin� re.al progress towCU"d them. Our stratagy includu legislative, r�gu flTnry, V 
researcb/dcmonsttation, and other 1ctivitte1. 

OUR COMMITMENT . I

In May of 199S, after a series of meer.fna• with Individuals f'tom the' disa ··ury community� 

Secretary Shalala l11ued ra tet uf prin1Jipln 1uppo11ina home and '°mrn "ty hosed care. She

I ... 
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t 

reaffirmed her support for e:nphasizing home and community based cJ services and offering
. I 

I 

conswnerr the maximum amount of choice,-�ontrol and flexibility in how these servic:ea are 
• I 

I 
organized and delivered. We continue to be guided by these principles, ! . . I 

. rt�c{µ[i� ev 1 � �� tJ \-lCfA-
ll\lt past September. the Preafdent

t
!1d Vice PrHldent met with a group 1f disubility <.'0Illm�1i1y ,1 

. _ ·• c.n:l � ! f; ,_ �, t.a-:1 f f> Jt, ►, nr;r
rf!J'fl!.�ruiveA smd Fec1t!!ra.1 ntlicia , tn di•cuu hc,w tn move forward on (jna term aaenda. TJfe 

� · 

�1.� .�tJl"1d,t :
Pre$ldent has a �ntcres, 1n Fctial enges 11cln1 peoph, with t,i11abi itic:i; whu ucc'1 lu11g

tenn care services: ��he �d. 11itl tl,et this Adm· istration has a

comlnuin& C\'.>mmltmont to ln1wrease the anilubility of home and commu ty based personal 
tk 

auistance services. He also expre11ed apprcciatiofithat the Community 
t

ttcndant Services Ac1 
.h 'fV-C' s . ({;d/11..

(CASA) bill had been introduce:' noting that t wi�lp focus attention 1n the oxpan,ion of

home and community based care. He wu particularly pleased that It wc11d enable us to have a

di,..,..ion abwt how to movo moro tOWllN! • ,y,tom who!• "tho money tan follow the penoi," 
� 

0 M 1'3

when a pet'lon leaves a nuNing home or institution, no matter in what ac1na be or she chooses

to �••Ive the 1avioos noeded. Finally, ht noted 1hat a lot of the activity
t

d d�cision-makins 

regarding home and com1nunity-bucd care incl pmonal assistance scrvi es (PAS) ts happening 

� � •'1)� .-1 . 
I . 

. . 
in the States. He c�ed thoM preaent �it� •nl11ttn1 the help of th(\g� ��lltc11 that are rruwtn� 1n

the riiht direction. to provide leadership ln educating and hclpln1 om�, fl hu life: nul 6"0 fer

alona-
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HHS WORKGROUP 

All a rt&ult of the meeting with the President, and ;nan effort to pull tog ther nll our acti'vitiea in 

thi• uea, Bob Williams, HHS's Deputy Auistant Secretary for Disabilit , Aging, and Long-

Term Ciirt Policy, cmd I were QSked to c::o-ohwr ll work aroup on home Q d community based 

services. The goals of that work sroup, whic:h bepn meeting in Septcm r. are to review all 

available information and mako recommendationt abo'Ut how to reduce e institutional biu in

State Medicaid long.term care services and spendina and promote homo � community-based' 

· care. Spccifica11y, we are workins to:

I ld,ntify ond oddr,ss the "instihltional hl••" ln the M•,li•�;d 1""'8'"m j_ <n fe,.;er ptnple ,re

f'orced to move Into nursing homes because It i� thr. only way they can gj long tenn care V 

urvicH; 

• Provide mere opportunitit1 for consumers and their families to choo1 the setting in which

long term care 1,rvices are i-ci;eivcd, wilb increased flexibility for the 'Im ncy to follow the 

person," as opposed to the payment detenninini the 1ettinK in which a. pe on recci\,·ct services; 

. 
. 

I 
■ Promote �on•wner dirtotion of home and community battd/p�al ,ssiatance servke,.

Our aroup members inolude HHS ond other Adminiotnllinn nllici•l• inte
� 

in the is,ue, as 

v,ell as 1n expanded group or"cun»liL�nuy p111L111:n1" •· reprc,eulatl'Vet t consumer groups. 

l 
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i 
provtd«t1 and ltlte �encit:s -- with whom WC consult to ensure that the 

r
ork Group's activities

1md product., take a variety of perspectives into account. The Work Groijp is moving ahead on a 

number of fronts. 

0Nrt:umua11 lm'IIIMllol#ll /:II.is 

We are exploring a range of demonstration strategies, including opportunlties we can off'er States

Lu modify their Medicaid programs and try some new ways of helping peiplc who want to and

are able to live in the community. I am happy to announce that WC will sr be uldng Smes [O

aubmlt proposals to begin to develop a research dt1lgn to identify it1divi
dtl• who cni1ld 

1ucccufully move out of' nursina homes into cbe community and to be&ln develop ihe 1n,rvh:is. 

that would be needed to support these individuals in the community. Th"; 11olicjtation ii in E:-­

rc,ponsc to lhc Con!ll"sion•I dircotive in 1hc: Appropiatlons BUI 1Rd the commitment , .. lk,J,,. J 
'r t�t -tl>-i ""? tffld. 

,� 
Proaidcnt Clinton to.ib.-4ltabili.4'..c.ommunity. We believit that we will able to fun to S 

I ' States with this money. 

Another component of this work involves usinH HCF A data to improve o� und,ntnndins of the 

numbers and cl,mct�1"ilr.ic• ,,fnunina home residents who may be aood landidates for moving 

b&Gk to the community iml whal thoy would need in 1ho way of supports. W• will.then b• better 

1ble tn help the States dcsian strateaies that succeed when these individu ls attempt to move to 

the commw1iLy. 

4 
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W c arc also developing strategies to address the l'resident 's charae that st tes should learn �om 

tach other how to aupport and promote home and community based ,ervi!�. Some s,�res Arf. 

much further a1ong than .others in developina innovative and coat-effecti'f• service delivery 

mod,ls for hom, and comm\.nily•b11cd 1trvlct1. Statthav• bten t11lki to,- wide range of 

experts in the aaina, diaabillty, tnd long•ttnn care ttelds tn order co hear 1at chey htt\oc lcaamc'1. 

Wt h1v, aotttn positive fttdbttck from " growing n11mher of States about1the value of 

developing a "State to State'• technical assistance strategy. 

We learned ftom our constit1.iunL pialn,r� Llu,L i.ume States art not fully a111rc of the flexibility 

available to them under current rcaul1tion1. Thtrefore. we want to clari� some of the things that 

State:J L:,m do riKhl uuw lo rcdu1:c tho.inaiiNtional bla,, We ffl: planning t produco, within the 

next six to ei&ht months, a primer on Medicaid that cxplaina to State offic als and consumers 

what i, already availabl� undtt the Medicaid porsonnl onre �ption hom, d c:ommunity-baa.d 

waivers, u well as other Medicaid wvices. This primer will be clearly s ted, •� reader, can 

und�stand what is allowable within the uistina fmmework of Medicaid. ,The primer will alto 

include some examples of States that have used the tlexibility of Medlcat 

work in. rechloi.na nutting nomo use and increa1ins community tupport,. 

I\' 

Finally,Llast �•• CASA but required II study of 1he "inmtutinnal bia,''. the Medicaid 
i? 
. . 

proaram. The Prcaldem was very interested in that ill1111, »u HHS �u,wuiationcd an independent

cnn1ractnr •• the Univ1r1ity of Califomia at San Francitco -· tu conduct s�ch a study. A few 

weck.i lliju we re.;ci�•d the contt"tor'e draft rcpon. Let mo note th4C thJrtport has already been 

s I 
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. I 

Jvu '. i 
reviewed by a Blue Ribbon Piel on P�rsonal Asslstincl' S.sr\'ices that Includes many consumers

with disabilities and other Medicaid and pe,sonal mistance services exp�•· 

. i 
The rc

ft
revicws the Medicaid statute and reaulationo. as well as polic 2uidance from HCF A.-, 
) 

�nd m es a scdn of poll�y option, to addl'oss tho '1in1titutional bias" in {cdicaid. The majority 
----

of the recommendations would involve statutory change (and many woul involve significant 

new costs). We are now developing a Jist of potential regulatory and poli y chanaes on which

we can take some more immediate action. 

Exp11nd1d S1ttln11 cl Elt,lblllty for R1ctlvln, Servlc1s (L1glslatlon) 

In addition to thia work group, HHS hat been supponing a ttrong home · d community care and · DY1Pa?
personal assistance services agenda for many ycars:,Thts aienda also inc: udea legislative, 

' "f

regulatory and research components. 

On the legialativo front, we were pleased that Congress included In SBA 

cettain workers with disabilities to purchase Medicaid. Loain& health. co erage can devastate

anyone. Losing health care and per�nnal assistance services is even morel devastating for some

people with dlsabllitits -- lo lh11 poim where they ar�fraid � even try tojwork, because ifth;y

lose SSI or SSDI eligibility, and thus health care. they lose their life line. The new BBA
� cuu,,1,: ;to provision should enable many individuals to makc,r_ "--· ������������fi-

mailed to State Medicaid Directors a letter that revised 1he definition of · come for the purpose

of calculii.tins the eligibility 1tandard in thi1 provisions. Under our revise definition. State, will 

6 
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I 

apply this standard to income net of Income df,reguds. In addition to ilbrcasins personal

indeptudence and prodt!cti \'ity for p1uticip1n1s. we hive the potential to · upport a \llholt new 

� 
..

-�f�ers. Everybody Wint. r €,1 td. 

Also included In BBA '""' our proposal to allow States 10 Include pre•4ational, supponed 

emplo)'ment. and educational services for all home and community-bas1 services waiver

re�lpim� with '1c:-vclupmc:ntiil uinbiliLit�. Bc:fun: ihia p1vvi»iun wtSs c:nllc:J, uuly Lhu!llc: wbu

were formerly institutionalized could receive these services throueh a hore and c�mmunity•

b1&1ed servi� waiver. 
I 

Finally, ODA ettabllsh a new type of lcn-icc provid�r called Program of II-Inclusive Care For 

the Elderly (PACE). States may elect to proviqe PACE proaram service to individuals who are 

Mc;diQAid eligible ond arc enrolled in 11 PACE propm aptment. PAC provides for a 
I 

coordinate set of services lo trail elderly individuals livin& in the commu,ity.. 
l
I 
I 

Exp41t11llfl s,ttln,s .t 1£llgtl>llity Jor "'"lv/111 S11'Vle11 (Rtgut,iton • 'Oltcy) 

On th• r•s\&latory and policy fronti, this Admini1tr11tkm Ju, htt.n very 12,1 rdve of expansion11 

in home and communlty based 1ervlces. All Stares arc now opcr1tlng at t om, and Mt10Limes 

; 
•.) 

several home and comm\1nity b11st'd \\'Sliver�. MAny prcwldt Additlnnal � J')J'Ort� with other 

Medicaid !el'Vices 11 well. Thfrcecn Staa.:11 provide IULendw cu� utidc:r u:ir hum� 1&11d

community-based waiver proararm. while thirty•nino States provide pen nal care under their 

home and �ommunity-bucd waiver propm.s. The waiver proaz,un has ourish1d a�_d grown \ 

1 f>�f ,'
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well under Pre1ldcnt Clinton's ltadershtp, and currently there are 226 ov�d home and 

community-baied waiver pro8f8mS. We expf.ct the proatam to continue to l!lCf.1""'" at A.n even 
t. u -r q_.,,,-d_- h t> .e.,( .., � ( 1 fL ). 'greater pace as we work with States to t1n4 new ways to promote the'- of e,dinlng �vicclf in � 

Statell th11t h11.ve r,ot rmvided them yet. I wrote to the State Medicaid Di ctors in Ju1y of 1997 to 
��: promote the use o!Melli�id homi, 11ml '-=Ummwtity-baaed waiv1es, I al rcin�tated IICfA 

policy that self•directed care should be encouraaed and that every indivi ual has the ri�ht to 

»�sum-, risk., �ommcmuu111c witl\ the person's ability and willinancN to

that risk. 

We also recently issued revised re�lations, to increase the rcspon1tvene1, ot"the Medicaid 

pcnonal care option lO better meet the ncoda of people with di11biliri... Fer• ore cummtly 31 

States providina persona) services under their State plan,. Individuals art now permitted t� 

receive scr,icca bath in the hom,. and outside the home. Tht new r1gul+ion alto eliminates the 

requirement that a registered nune must suptrviae penonal care servtce,j tl\Us rcducin& cost and

mlkin1 .tu Hrvi�• more con1umar ro1ponalve ,rul le&C ''medicaliud. •
I 

Co11111•,r Dinn,d P11rchMl111 j 

Our home and community based care and PAS n,.��h 1&J!Cm:l1 is a key Jart of efforta to help

ounelves, ftnd help state4. �,,d cnnAume"'· to find out.what wor.kl. for whim. how well, and at

what coat. A central compomml uf lhi:s rc,s.sal\ih componcmt of our aao� is the Cash and 

Counselina experiment, that we are ,upponina in collahnration with the .. ,.. ....... Wood 1ohnaon 

I 
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Foundation. Toe four states pwlicipating in Cash and Counseling will be rmitted to offe
JO fvi Jj 

consumer• cash allowances alolli with counselin(l to purchaae their own i endant servf ccs. 1 _ . 1/\.tt), 

We arc 111� a.hnut to start testlna, a, four sitea, a model to help �onsumers 

equipment, su�h ic; wheelchairs. "Consumer direction" i, kty to the pro 

·p,nJect where:

hase their own 

(1) ilponsoring Contera for Independent Living mutt auure tha �ple wiih

disabilities guide the agencies as board members and are a ttve-11 employee, a11d

consumer 1dvocntes;

(2) a system of prior authorization of payment for medkally n �c.lfSar}' equipment is

intended to 11ccom.modate benefit flexibility in the 3cqulr equipment; and

. (3) prior authorization and beneficiary credit acccunts cn■bl• notlci&l·ic:;, in 

partnership with the Center 1ponson, to negotiate with su lien over equipment 

prictl, teatures, warranties, maimenancc 1&ml 24-hour repa · :iiorvlccs for 

wh11lchair1 11\d reh1ted acce��ries. 

Finally, we m promotina our home and community based !ervices ap 

States to develop and fmplcm,ni Mtdic;aid demonstrations under the 111 authority of the Social 

Security Act. Snme focus on the inteil'ation of acute and Iona tmn care, ch as the projects 

.underway In Minn.MOU& and the District of Columbia. Oth•n, 1\&0h " th

Colorado home health demon1ntfon addreas dittcrent asp«tt. Coto a demonstra1ion will 

permit home br.alth services to bt provided in settings other th11n the h • such as schools. 

9 

I 
....... 1. 

½f .Y

vIIZI 'd ·r 'HOVG: WO'tld VNnl'tlOd ·a - zsr:01 so:so 866T-0T-�VW 



work iln:-. 01' day t1c11nncnt centers. Wisconsin and Rhodt Island havt applied fnr 111 S Waivers 

,n Acrve beneficiaries under age 65 with physical disabilities and adult9 with dcvelcpmcntal
. . l 

. 

disabililic:s r�spective]y. We expect to complete our review
_ 
of these waif application� soon.

W c are very interesttd in finding new way, or doing bus in ... In Mcdleai1 and cncu11n1Kc ,11te,

to brina us their idea, nnd propo1at1.
I 

CONCL1JS10N

The �ottom line. is that we belit\'C the CASA bill and chis hearing will [11af t the conversations

needed not only at the ftderal level but in th� $fAte!- a.� well. The key is fi dine the.most

po-flit incentive, pos,ible to support Smtes 10 move in doc direction of�dueir>1 roli111101 en

inatituiional care, and at the tame time, apAticiing and promotina consu directed home and

While we do not have a formal powl�un. un ��i{'o'thcr long term ccirel...torm ltg�a

embnc:e tM 901)1 ind want ro continue doin1 all we can to reach th • c want to work 

1ogether with you and other 111lc:rc:sted parties to craft an offord11blt, con, mor nt1pon1ivt 1y1tem

that takeil advantage of the flexibi ity of our current proarams to help peo le obtain and keep the

help they nci"'1 to ltad Uill:::Mllt.Ql,Nl'-li&yy.fllO�IMMltftidWt'lt'trffl poSlible.
I tve.. cv.;

In .:oncluaion, I would li� for all ofus to remember that peopl� �ith di!I hilities are a �ery

diverse woup of individuals. They are children, working-age adulta, il!1d the c:l!ilcrly. They hnvc

developmental diaabititiH, 1motion1l or tagnitive disabilities. ar:d phyai al disabilitie!I. This is 

10 
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not a group of peopli for which a “one solution fit* all" answer is appropijiare, These individuals 

need more opportunities, more choices on where and how they are to rec* Ivc services. Nursing 

homes, intermediate care facilities should be available, but home and conjmiiniiy based .services 

must also be available. We cannot afford to have any bias In service delivery.
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0MB Proposed Testimony:
We share the goals.....'however, at a cost of $10-20 we can’t support the casa bill because

(^^^n’t see how the bill can be funded. yj^e-vvanTto^^rk together....

Gingrich letter:
Because of the complexity and importance of the issues involved, it is premature to endorse 
either of these bills in full in their current forms. We both recognize the fact that these brlls'are 
projected to have significant costs. However, I believe the bills present Congress and the 
Administration a critical opportunity to work together in a bipartisan manner to address these 
issues in a way that assures budget neutrality, flexibility for states, and increased choice and 
control for people with disabilities, older persons, and their families in decisions affecting their 
lives and futures. Striking such a delicate and crucial balance will not be easy, but I am 
convinced it can and must be done.
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Record Type: Record

To: See the distribution list at the bottom of this message
cc: William H. White Jr./WHO/EOP, Anne E. Tumlinson/OMB/EOP
Subject: Draft letter to Gingrich on CASA

Here at last is the draft letter to Gingrich. Since we are facing a hearing on this topic a week from 
Thursday (the 12th), I need comments asap -- by close of business Thursday if possible, certainly 
by Friday. Kathy, can you coordinate comments within HCFA, and also make sure other relevant 
parts of HHS are aware of our plans and this draft?

Also, has the Administration been invited to testify at this hearing? If so. who will testify?

DRAFT

Dear Speaker Gingrich;

As I have said many times, America can not afford to waste any of its citizens’ abilities or 
talents. Empowering people with disabilitie^by increasing access to consumer-directed home 

and community-based services\must be p^t of our bipartisan efforts to make this a feality r 
Since I know that you share my commitment to this goal, I am writing to infom you of my 
Administration’s recent actions in this area.

Secretary Shalala recently created a work group based at the Department of Health and Human 
Services that is/actively focusing on how to.exjpand and promote'jconsumer-directed personal 
assistance and other home and community-based services for j^ople with disabilities. The 
work group is^js^id^g input V the disability community, aging community, states, and 

others on steps that might be taken to increase access to these services. Among its other 
activities, the work group has undertaken a major review of the Medicaid program to identify 
what needs to be done to eliminate or reduce particular instances of instimtional bias arising 
from the existing statute, |ffegram regulations, and policy guidance. The work group is also 
developing a concept paper on a proposed pilot or demonstration strategy and exploring state 
interest in participating in such pilots and demonstrations. In addition, HHS is embarking on a 
multifaceted effort to support successful state practices on home and community-based 
services, such as offering technical assistance on demonstrations and waivers; gathering 
information from a range of experts in aging, disability, and long-term care; and disseminating 
information on successful practices. Finally, the work group is formulating and reviewing 
policies that could as^g people leaving the welfare rolls t^ become employed as 
community-based per^nal assistance workers. ^

These new efforts build on our efforts over the past five years. This Administration has 
aggressively pursued a strategy to expand and promote consumer-directed home and
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community based services, through legislative change, regulatory and other administratiye 
guidance, and research and demonstrations. For example, the Administration developed a 
number of proposals that were included in the Balanced Budget Act, including a new sta(te 
option for a Medicaid buy-in for people with disabilities seeking to return to work; exp^dingv5fia^^ 
the availability of supported eiqiloyment to people withj^sabilities; making durable medical 
eqiiijmignr jTinre widely available under Medicare: and Branding the PACE program of 
Community supports. Similarly, the home and community-based waiver program has 

flourished, in large part due to HHS’s ongoing support for state waiyer-programs;

I would like to build bn this progress by working collaboratively with you and with others in 
Congress on this issue. Last year, you introduced HR2020, the Medicaid Community 
AttendantlAct (exact name?), which seeks to create incentives in the Medicaid program for 
disabled and older Americans to get the support they need to lead fuller, more productive lives 
as members of their families and conununities. Similar legislation introduced by Senator 
Feingold also focuses on addressing this major challenge.

(K

S/ne-

f. i r I,
Because of the complcpty and importance of the issues involved, it is premature to endorse 
either of these bills in [full in their current forms. We both recognize the fact that estimators ; 
project that these bills^^1-have significant costs. However, I believe the bills present 
Congress and the Administration a critical opportunity to work together in a bipartisan manner 
to address these issues in a way that assures budget neutrality, flexibility for states, and 
increased choice and control for people with disabilities, older persons, and their families in 
decisions affecting their lives and futures. Striking such a delicate and crucial balance will not 
be easy, but I am convinced it can and must be done.

I look forward to having the benefit of your leadership as we work with Congress, the states, 
the disability and elderly communities, and others on this essential venture.

Sincerely,

Message Sgnx To:

kking @ hcfa.gov @ inei 
djohnson4 @ hfca.gov @ inet 
Bwilliam @ osaspe.dhhs.gov @ inet 
Christopher C. Jennings/OPD/EOP 
Joanne Lambrew/OPD/EOP 
Nicoiette HighsmithyOMB/EOP 
Cynthia M. Smith/OMB/EOP
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' ina “The work group is also developing * conceptParagraph 2-Sentence 4 begjn^ ^^-^Mofdemonstnitlonstrateptt to offer

communitv to move out of Boniitg hOT______ commoniw. ^toOcipoto *

formal aoiioaiicemeiit soon.
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We have not yet recrived conunenta ftom Sally Ridiardson. 

Any questiona. pleaa. call Kathy Rama 410-786^559
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forced to move into nursing homes because it is the only way they can get long term care services;

■ Provide more program opportunities for consumers and their families to choose the setting in 

which long term care services are received, with increased flejdbility for the money to follow the 

person,” as opposed to the payment determining the setting in which a person receives services,

and,

■ Promote consumer direction of home and community based/personal assistance services.

Our group members include HHS and other Administration officials interested in the issue, as well 

as an expanded group of “constituency partners" - representatives of consumer groups, 

providers, and state agencies -- with whom we consult to ensure that the Work Group’s activities 

and products take a variety of perspectives into account. The Work Group is moving ahead on a

number of fronts.

Overcoming Institutional Bias
We are exploring a range of demonstration strategies, including opportunities we can offer States 

to modify their Medicaid programs and try some new ways of helping people who want to and are 

able to live in the community. I am happy to announce that we will soon be asking States to 

submit proposals to begin to develop a research design to identify individuals who could 

i successfully move out of nursing homes into the community and to develop the services that 

would be needed to support these individuals in the community. This solicitation is in response<li 
to the Congressional directive in the Appropriations Bill and the commitment made by President^ 

Clinton to the disability community. We believe that we will be able to fund 3 to 5 States with

/

/

\ this money. -------

Another component of this work involves using HCFA data to improve our understanding of the 

numbers and characteristics of nursing home residents who may be good candidates for moving

rnmi d ran
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Record Type: Record

To: diana fortuna

cc:
Subject: hcbs -Reply 

Several things:

Last thing I heard there was something like $2 million in HCFA's budget 
for FY 99 to do some kind of consumer directed demo. What that will 
like us I am not sure. As you know, Mrs. Gore likewise got $5 million in 
what I understand is new money for implementation of the Families of 
Children with Disabilities Support Act. HHS left it out of our final appeal 
to 0MB. Hence, that was helpful and I will see the community 
expresses its appreciation at the appropriate time. From what I 
understand it will have its dander up on most other aspects of the 
budget but perhaps we can get some bonus points for this.

I have not seen Nancy Ann's accomplishments memo and would 
appreciate seeing it. I have seen ADAPT's most recent letter. What is 
your take on it?

As far as next steps, my focus is now on FY 2000. Peggy Hamburg 
had 1 conversation with the Secretary and we are asking for a more 
indepth conversation with her. The Secretary's take to date which 
coincides with some of my thinking as well is that we need to look at 
creating some rion Medicaid Performance based incentives for States to 
to use their Medicaid more for HCBS. In practice, what this might look 
like is using discretionary dollars for things like technical assistance. 
Performance bonus awards, covering the transition expenses of 
helping individuals leave nursing home, etc. I think the rationale for doing 
this on the non entitlement side is to avoid building it into the base. 
Another strong reason for doing it thi^ way is that whenever you attach 
something to Medicaid there are always unforeseen strings and 
consequences involved in doing so (especially in terms of over 
medicalizing services). So my thinking is we be able to leverage more 
progressive change in Medicaid LTC programs at the State level by 
introducing some non Medicaid dollars to goose the system. The more 
effective DD Councils have used this approach for years and really met 
with significant success. Also I think it builds off the CHIP experience 
as well.

Right now we are still talking about something which would cost in the 
neighborhood of fifty million dollars. But, I would like to develop 2 more 
options as well, one costing between $250 to $500 million and the 
other costing between $500 million and a billion dollar over a 3 to 5 year 
period.

T
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I also want develop either as a stand alone proposal or one which could 
be folded into what I have just outlined dealing with the nexus between 
hardest to employment and health care access for people with 
disabilities. Don Johnson, myself and assorted others from HHS have 
now met with the Senate and House staffs working on these issues a 
couple of times and I am convinced that what they are proposing even if 
it had our blessing would not significantly move the ball forward in this 
area. And, I have said that. I think a much better approach is to use 
CHIP as a point of reference, have Congress commit to 10 years of 
Performance based appropriations, run several well controled demos to 
figure out what really works, provide national TA concurrently on what 
are known to be at least some best practices, offer some other types of 
statutory and regulatory reliefs and then after the first 5 years open it 
up to all fifty States. That's my take on it.

As for your last question on the national center idea, we are looking at 
ways to do some of that with existing resources. ThanksI

>>> <Diana_Fortuna@oa.eop.gov> 01/09/98 04:20pm >>> 
Message Creation Date was at 9-JAN-1998 16:20:00

Well, after my rosy predictions, it looks like we will end up with nothing 
in
the budget on hcbs. Have you seen Nancy-Ann's long 
accomplishments memo to me,
along with ADAPT’s January 5 letter? I'll send them to you if not.

What do you think we do now? I guess keep plugging away at the 
workgroup? Is
there any way to do the center for long term care idea you proposed 
but within 
existing resources?
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include expanding options for receiving supports in the community. We anticipate a 

formal announcement soon.
Paragraph 3 -Sentence 3 besnnii® Tor eample..-. change phrase to expanding
of p^vocational, supported employment and educational semces to people with disabdmes,

Paragraphs, end oflast sentence, substitute of State innovations instead of-for State waiver 

programs.

Don, we hope you know the name of HR2020.

We have not yet received comments from Sally Richardson. 

Any questions, please call Kathy Rama 410-786-6659
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Record Type: Record

To: See the distribution list at the bottom of this message

cc: William H. White Jr./WHO/EOP, Anne E. Tumlinson/OMB/EOP
Subject: Draft letter to Gingrich on CASA

Here at last is the draft letter to Gingrich. Since we are facing a hearing on this topic a week from 
Thursday (the 12th), I need comments asap -- by close of business Thursday if possible, certainly 
by Friday. Kathy, can you coordinate comments within HCFA, and also make sure other relevant 
parts of HHS are aware of our plans and this draft?

Also, has the Administration been invited to testify at this hearing? If so, who will testify?

DRAFT

Dear Speaker Gingrich:

As I have said many times, America can not afford to waste any of its citizens’ abilities or 
talents. Empowering people with disabilities by increasing access to consumer-directed home 
and community-based services must be part of our bipartisan efforts to make this a reality. 
Since I know that you share my commitment to this goal, I am writing to inform you of my 
Administration’s recent actions in this area.

Secretary Shalala recently created a work group based at the Department of Health and Human 
Services that is actively focusing on how to expand and promote consumer-directed personal 
assistance and other home and cormnunity-based services for people with disabilities. The 
work group is soliciting input by the disability community, aging community, states, and 
others on steps that might be taken to increase access to these services. Among its other 
activities, the work group has undertaken a major review of the Medicaid program to identify 
what needs to be done to eliminate or reduce particular instances of institutional bias arising 
from the existing statute, program regulations, and policy guidance. The work group is also 
developing a concept paper on a proposed pilot or demonstration strategy and exploring state 
interest in participating in such pilots and demonstrations. In addition, HHS is embarking on a 
multifaceted effort to support successful state practices on home and community-based 
services, such as offering technical assistance on demonstrations and waivers; gathering 
information from a range of experts in aging, disability, and long-term care; and disseminating 
information on successful practices. Finally, the work group is formulating and reviewing 
policies that could assist people leaving the welfare rolls to become employed as 
community-based personal assistance workers.

These new efforts build on our efforts over the past five years. This Administration has 
aggressively pursued a strategy to expand and promote consumer-directed home and



community based services, through legislative change, regulatory and other administrative 
guidance, and research and demonstrations. For example, the Administration developed a 
number of proposals that were included in the Balanced Budget Act, including a new state 
option for a Medicaid buy-in for people with disabilities seeking to return to work; expanding 
the availability of supported employment to people with disabilities; making durable medical 
equipment more widely available under Medicare; and expanding the PACE program of 
community supports. Similarly, the home and community-based waiver program has 
flourished, in large part due to HHS’s ongoing support for state waiver programs.

I would like to build on this progress by working collaboratively with you and with others in 
Congress on this issue. Last year, you introduced HR2020, the Medicaid Community 
Attendant Act (exact name?), which seeks to create incentives in the Medicaid program for 
disabled and older Americans to get the support they need to lead fuller, more productive lives 
as members of their families and communities. Similar legislation introduced by Senator 
Feingold also focuses on addressing this major challenge.

Because of the complexity and importance of the issues involved, it is premature to endorse 
either of these bills in full in their current forms. We both recognize the fact that estimators 
project that these bills will have significant costs. However, I believe the bills present 
Congress and the Administration a critical opportunity to work together in a bipartisan manner 
to address these issues in a way that assures budget neutrality, flexibility for states, and 
increased choice and control for people with disabilities, older persons, and their families in 
decisions affecting their lives and futures. Striking such a delicate and crucial balance will not 
be easy, but I am convinced it can and must be done.

I look forward to having the benefit of your leadership as we work with Congress, the states, 
the disability and elderly communities, and others on this essential venture.

Sincerely,

Message Sent To:

kking @ hcfa.gov @ inet 
djohnson4 @ hfca.gov @ inet 
Bwilliam @ osaspe.dhhs.gov @ inet 
Christopher C. Jennings/OPD/EOP 
Jeanne Lambrew/OPD/EOP 
Nicolette Highsmith/OMB/EOP 
Cynthia M. Smith/OMB/EOP
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Record Type: Record

To:

cc:

diana m. fortuna

Subject: CONGRESS EXPLORE NEW RIGHTS FOR PEOPLE WITH DISABILITIES 

Date: 03/12/98 Time: 14:26
□Congress explore new rights for people with disabilities

WASHINGTON (AP) Eight years after passage of a landmark 
disabilities law, Congress has opened a new debate about further 
expanding the rights of disabled people.

Advocates for the disabled are pressing for a bill that would 
give them more control over their care. It would allow a larger 
portion of the Medicaid funds that now pay for care in institutions 
to be used for community- or home-based care, if that's where the 
individual wants to live.

The debate opened Thursday with support from two House members 
who rarely agree on anything: Speaker Newt Gingrich, R-Ga., and 
Minority Leader Richard Gephardt, D-Mo.

Gingrich told the House Commerce health and environment 
subcommittee that government shouldn't force people with 
disabilities into institutions and nursing homes for care that can 
be delivered more effectively and cheaply in a home or community 
living arrangement.

Everyone deserves the opportunity to lead a full and 
independent life," Gingrich said, adding that ' 'people with 
disabilities are no exception."

His remarks drew applause from the audience of advocates, many 
of whom sat in motorized wheelchairs and took notes or were 
accompanied by seeing-eye dogs. Others wore purple buttons that 
said ' 'There is no place like home" or red T-shirts printed with 
' 'Mi Casa," the bill's acronym, which also means ' 'My Home" in 
Spanish.

Gingrich introduced the bill last June, with Gephardt as a 
co-sponsor.

The 1990 Americans with Disabilities Act banned discrimination 
against people with disabilities.

Gephardt said too much of the Medicaid funds spent on the 
disabled goes to institutions. With the right services, he said, 
many people with disabilities can live productive lives on their 
own.

' 'Further, they have a right to do so," he said. ' 'People with 
disabilities have that right as much as others that don't have 
disabilities."

But some are already questioning the potential price tag.
Margaret Hamburg, an assistant secretary at the Department of 

Health and Human Services, said the Clinton administration embraces



the goals but has concerns about the cost and whether the bill is 
the best way to achieve those goals.

The Congressional Budget Office says the bill could cost between 
$10 billion and $20 billion a year, depending on how many people 
use the benefit and other factors.

Rep. Ted Strickland, D-Ohio, told advocates that it's easy to 
get support for bills, but harder to get lawmakers to vote to spend 
the money. ' 'Talk is cheap in Washington," he said. 
APNP-03-12-98 1438EST



Version: September 8 - 10:00 am

Brieflng Materials for the President’s Meeting with Disability Groups
September 10,1997

The Clinton Administration has achieved some remarkable milestones toward promoting the 
agenda of individuals with disabilities to live a fiill, productive, and independent life. With the 
help of the disability community this Administration has been able to focus the attention of the 
country, and the Congress on these important issues. This paper highlights some of those 

achievements.

The Balanced Budget Act of 1997

o Under section 4733 of the recently enacted Balanced Budget Act, States are permitted to 
allow certain Supplemental Security Income (SSI) beneficiaries who are disabled and 
would lose eligibility because of their earnings to purchase Medicaid coverage. Eligibility 
is extended to SSI beneficiaries whose income is less than 250 percent of the Federal 
poverty level for the applicable family size. Currently, 250 percent of the poverty level for 
one person is currently a little over $2,210 per month. States will set premiums based on 
an income-related sliding scale. The Administration originally proposed Medicaid 
buy-in with no income limit, so this provision should not be over emphasized.

o The Act in section 4743, also amended the home and community-based waiver program 
by eliminating the requirement that individuals be discharged from a nursing facility or 
intermediate care facility for the mentally retarded to be eligible to receive habilitation 
services under a home and community-based waiver.

o The Act in section 4701 exempts certain children with disabilities including SSI
beneficiaries, and children in foster care from being required to receive care through a 
managed care entity under freedom of choice waivers..

o The Act in section 5305 reinstates Medicaid eligibility for certain aliens who receive SSI. 
Medicaid benefits were denied to this group of elderly and disabled aliens in the Personal 
Responsibility and Work Opportunities Reconciliation Act (PRWORA) of 1996 but have 
subsequently been terminated from SSI because of the PRWORA’s tighter definition of 
childhood disability. It should be noted that disability groups perceive the Administration’s 
interpretation of the new SSI definitions for children as overly harsh resulting in large 
numbers of children losing eligibility.

o Similarly, the Act in section 4913 restores Medicaid eligibility to disabled children who 
were receiving SSI at the time of enactment of the PRWORA of 1996.



The Act establishes the Program of All inclusive Care for the Elderly (PACE) as a State 
plan option under Medicaid to provide comprehensive community-based health and 
long-term care to eligible individuals over age 55 who would otherwise require nursing 

care. Hur
Medicare will now pay at least part of the cost of renting upgraded durable medical 
equipment (DME). The Act allows DME suppliers to receive Medicare payment for 
upgraded DME as if it were equipment. Beneficiaries may be billed the difference J 
between the standard rate and the cost for the upgraded equipment.

Personal Care Services Regulation

o The Personal Care Services Regulation which makes personal care services an optional
Medicaid benefit which may be covered under States’ Medicaid programs has been signed 
by the Secretary of Health and Human Services and will be published in the Federal 
Register m the very near future. (**'‘This is clearly a candidate for White House 
intervention. OMB has had the regulation for 60 days, but is believed to be 
finalizing their review. The President could announce the date of publication if 
cleared. However, it should be noted that States have been able to provide personal 
care services under waivers without the regulation, and it has taken DHHS 4 years 
to finalize the regulation.)

The regulation permits States to cover personal care services in the home and at 
the State’s additional option, in locations outside the home including the work 

place.

Personal care services are services to assist a person with activities of daily living 
such as assistance with eating, meal preparation, bathing, dressing, personal 
hygiene, and taking medications. Services may also include activities which are 
essential to the health and welfare of the beneficiary, such as house keeping chores 
like bed making, dusting, and vacuuming.

The regulation removes the requirement that a registered nurse must supervise 
personal care services, thus reducing the cost, and making the service more flexible 
to meet the beneficiary’s needs.

Home and Community-Based Care Services

o The Health Care Financing Administration continues to support and promote
community- based long-term care for the elderly and people with developmental 
or physical disabilities through the home and community-based waiver program 
authorized under section 1915 © of the Social Security Act. Currently over



250,000 individuals with disabilities receive a wide array of services from 
personal assistance to home modifications and assistive devices (to name only a 
few) under 226 of these programs in 49 States and the District of Columbia. 
Similar services are provided in Arizona under their 1115 waiver. Through the 
use of this Medicaid waiver provision, four States have entirely eliminated their 
large publicly-funded institutions for people with developmental disabilities and 
replaced them with integrated community services. Most others have 
significantly phased down reliance on inappropriate institutional care for people 
with disabilities as a result of the waiver program.

Under the Clinton Administration numerous changes have been implemented to 
simplify the home and community-based waiver application and approval 
process. One of the most lasting and meaningful changes to promote home and 
community care and “level the playing field" with institutional care was the 
elimination of the rule that required States to show that without the waiver an 
equal number of beds would have to exist in institutions or nursing homes to 
accommodate those receiving waiver services.

In an effort to further simplify the process for receiving certain waivers, HCFA 
has provided States with a prototype waiver application for individuals with AIDS, 
individuals with traumatic brain injury, and medically fragile children to expedite approval 
of these waivers. States may now establish a 1915 © waiver program for these individuals 
by filling in the State-specific information, signing, and submitting the prototype waiver 
application. Waivers submitted without alteration are expeditiously approved by HCFA.

On June 27, HCFA released a letter to State Medicaid Directors to encourage them to 
reduce the size of large providers of residential services under the home and 
community-based waiver program. To allow maximum flexibility to States in establishing 
home and community-based waiver programs, HCFA has not establish a formal Federal 
policy on the number of people who can reside in a group home. However, the 
Department is concerned that homes serving large populations may not be able to provide 
an authentic community experience.

In an additional letter, dated July 25, HCFA urged all State Medicaid Directors to make 
available appropriate home and community-based waiver options to all persons who are 
institutionalized, or at risk of institutionalization. HCFA also firmly stated its belief that, “. 
. . an individual has the right to assume risk, commensurate with that person’s ability and 
willingness to assume responsibility for the consequences of that risk."

Research and Demonstration Activities

o To honor its commitment to the disability community to move toward the goal of 
encouraging provision of long-term care services in the community, rather than in



institutional settings, HCFA in consultation with leaders of the ADAPT movement has 
modified its current contract with the University of California, San Francisco, to 
undertake two related studies. The two studies will consist of a comprehensive review and 
analysis of Medicaid policies, regulations and statutes which relate to long-term care 
services to identify;

the institutional bias in Medicaid law, regulation. All State Medicaid 
Directors Letters, and other documents,

requirements that overly promote the medical model in long-term care,

identify ways we can promote home and community-based care, and

identify to the extent to which Medicare and Medicaid are unnecessarily 

linked.

A project Advisory Committee composed of between 8 and 10 individuals 
knowledgeable about disabilities as these relate to Medicaid beneficiaries will 
inform the work of the contractors. Representatives could include individuals 
from ADAPT, the National Council on Aging, and other relevant groups, as well 
as health services researchers familiar with disability issues.

The contractor will make interim reports to the DHHS/OMB work group 
discussed below at 30, 60, and 90-day intervals after beginning work under the 
contract. The interim reports will identify policies, regulations, and statutes 
identified by those dates which need to be addressed by the work group. These 
interim reports are to expedite action by DHHS to eliminate the institutional bias 
in Medicaid and to delink Medicare and Medicaid regulations when found to be 

appropriate.

The final report will describe all the regulations and statutes which were reviewed, 
and describe the problem areas identified and the potential areas for change. The 
final report will include policy recommendations, as well as potential research and 

demonstration projects.

HCFA has established a work group to review the findings of the studies on eliminating 
the institutional bias in Medicaid and delinking problematic Medicare policies from 
Medicaid. The work group consists of Health and Human Services staff, and staff from 
the Office of Management and Budget. The members will consult regularly with a group 
of “constituency partners" representing the disability community. State agencies, and 
other appropriate Federal agencies. The work group will work with the advocacy 
community to identify States which are willing to participate in pilot studies designed to 
implement the " date certain" concept. We believe these pilots could serve the symbiotic 
purposes of helping States which have mandates to reduce their institutionalized 
populations and HCFA’s desire to explore identifying the barriers to implementing the



“date certain” concept. The “date certain” concept identifies the date on which all 
individuals who are in institutions on that date will have the option to move into a 
community-based living arrangement, and receive needed services without the requirement 
for a waiver. (The “date certain" issue has been identified by representatives of 
ADAPT as the one step the President could take at this meeting to show real 
support. ADAPT argues that the “date certain” concept is a win-win concept 
because by definition it is cost neutral, and does not expand the numbers of people 
eligible for service. Two versions of the concept proposed by ADAPT are -1) the 
“date certain" would be the day those eligible could begin to move to the community 
from institutions, and 2) the “date certain" is the date on which all persons in 
institutions on that date would be permitted to move to the community when 
administratively feasible. The first is preferred. The second is considered a “no 
brainer" by ADAPT. Given the history of deinstitutionalization of the mentally 
retarded and mentally ill, which has identified the many benefits and the serious 
risks involved, HCFA is committed to proceeding in a manner which serves to 
protect the interests of beneficiaries .)

With funding from the Robert Wood Johnson Foundation, four States, Arkansas, Florida, 
New Jersey, and New York, have developed and submitted to HCFA waiver applications 
to explore alternative ways to provide consumer-directed personal care services. Thjese^ 
waiver applications are currently under review at HCFA. ^This effort is a m^^r fe^'afch 
effort on behalf of DHHS ; The purpose of these dernonstrations would be to provide 
greater autonomy to consumers of long- term care services by empowering them to 
purchase the assistance they require to perform their activities of daily living. In order to 
accomplish this objective, cash allowances (coupled with information services) would be 
provided directly to persons with disabilities — enabling them to choose and purchase the 
services they feel would best meet their needs. These proposed demonstrations are 
frequently referred to as “Cash and Counseling Demonstrations.” Some of the major 
characteristics of the Cash and Counseling Demonstrations include:

The experimental model for the demonstration would permit States to allow clients 
to choose cash payments in lieu of traditional case management services.

The experimental group members who receive cash payments in lieu of arranged 
services will be required to account for how they spend the funds. Minimal 
restrictions will be placed on beneficiaries’ use of the cash benefits so long as 
purchases are related to disability needs. Where the relationship of a planned use 
of the cash benefit to a disability need is not self-evident, prior approval may be 

required.

In addition to purchasing personal assistance services, the waiver would permit 
States to offer a range of optional supportive services, including, but not limited 
to; recruitment of workers, screening of workers, training of the consumer and 
worker, back-up or emergency services, and assistance with tax forms and



insurance paperwork.

The availability of counseling services would be integral to a consumer-directed 
approach and to this demonstration. At a minimum, counseling involves helping 
consumers to decide whether to choose the cash option and how they might best 
spend the money available to them. Counselors should give consumers the facts 
and options they need to make informed choices for themselves.

Each State proposal contains detailed provisions for monitoring the quality of care 
provided under the demonstrations. Monitoring is provided by the counselors, 
registered nurses and/or the fiscal intermediaries depending on the State.

The demonstration would accommodate participation of approximately 9,750 
elderly, 7,125 non-elderly individuals with disabilities, and 1,750 children with 
disabilities. The demonstration is a collaborative effort by representatives of the 
Robert Wood Johnson Foundation, the Office of the Assistant Secretary for 
Planning and Evaluation, the Health Care Financing Administration, the National 
Program Office at the University of Maryland’s Center on Aging, the National 
Council on Aging, and Mathematica Policy Research (the evaluator).

HCFA recently approved an 1115 waiver for Colorado which will permit greater 
flexibility in defining where Medicaid home health services may be provided. Instead of 
limiting visits to a beneficiary’s place of residence, the demonstration would permit the 
same types of services to be provided in other settings (e.g., schools, work sites, or day 
treatment centers). However, the State would not permit reimbursement for any visits 
which occur in hospitals, nursing homes, or intermediate care facilities for the mentally 

retarded.

The State estimates that between 100 and 200 clients will participate. 
Demonstration clients will meet Medicaid eligibility requirements. The primary 
purpose of this demonstration project is to develop and refine the independent care 
model, and to assist individuals who are capable of directing their own care.

Services will be provided under a fee-for-service delivery model for this 
demonstration project. Demonstration participants will be permitted to choose 
among participating providers (agencies) within a geographic area. Participation 
by home health agencies, nurses, and aides will be voluntary. Approximately 10 
agencies will be selected to participate in the program. These agencies will be 
stratified by size and location (rural and urban).

HCFA will release a program announcement to Centers for Independent Living (CILs) 
intended to test a model of consumer-directed durable medical equipment (CD-DME) that

covers a
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1 range of activities such as assessment and purchasing related to wheelchairs and

accessory items. CD-DME sponsors will provide assistive technology information and 
facilitate consumers’ access to expert assessment and care coordination. In partnership

cf
/



with consumers with physical disabilities, sponsors will also more efficiently acquire !
Medicare-financed DME products and services through a process of prior authorization. 
Savings accrued from more efficient purchasing will be used to establish beneficiary credit 
accounts that may be used by beneficiaries to acquire enhanced equipment and/or services 
not covered by Medicare. Up to four sites are expected to be awarded pre-waiver j
development grants of approximately $ 150,000 each. I

In their fiscal year 1997 research agenda, HCFA is sponsoring a grants program to foster a ! 
more integrated and flexible service delivery system for Medicaid and Medicare 
dually-eligible beneficiaries by working collaboratively with States and providers to 
develop more effective systems of care to meet the diverse and complex needs of these 

beneficiaries.

One illustrative model included in the grants announcement was an Independent 
Living Model Integrated with Medical Sennces, with emphasis on increased 
consumer direction and control, innovative case management models built around 
current resource systems for those with disabilities (e.g.. Centers for Independent 
Living), and new payment approaches that provide increased consumer control 
and flexibility around key long term care services such as personal assistance 
services. Discussions with States preparing proposals indicate that several plan to 
submit proposals targeted to non-elderly beneficiaries with disabilities, with some 
features of HCFA’s illustrative model.

Twelve proposals were received by the August 29 deadline. HCFA is planning to 
award approximately six grants of $150,000 each in October 1997.

The State of Wisconsin submitted an application for Medicare and Medicaid 
demonstration waivers to establish a partnership model of care delivery for under age 65 
beneficiaries with physical disabilities and frail elderly beneficiaries who are eligible for 
Medicare and Medicaid and meet nursing home level of care criteria. The model is similar 
to the Program of All-inclusive Care for the Elderly (PACE) model in the use of multi­
disciplinary care teams, prepaid capitation and the sponsorship by a community-based 
service provider. The partnership model for people with disabilities would use Centers for 
Independent Living a s the community-based provider. Waiver approval is anticipated 
this fall with implementation targeted for January 1, 1998. The model is a voluntary 
enrollment model, and Wisconsin expects to enroll up to 300 individuals at each of three 
sites. The Wisconsin Partnership model is the first known comprehensive capitated model 
of service delivery specifically designed for Medicare and Medicaid beneficiaries with 

physical disabilities.

The State of Rhode Island was awarded a HCFA planning grant to design an integrated 
approach to health/medical care and for life-long community supports for adults with 
developmental disabilities. Staff from Rhode Island Division of Developmental Disabilities 
along with Department of Human Services, people with disabilities, service providers, and



advocates worked for over 2 years to design this waiver proposal. The planning was 
completed in July 1996. HCFA is currently reviewing the implementation proposal 
submitted by the State in May 19^I> which will consolidate the current Medicaid and other 
Federal funding streams into a single coherent funding resource. This will help enable the 
restructuring and transition of the service system to promote more personally directed 
supports and services. The program will serve 3,500 beneficiaries statewide.

Status of HCFA Initiatives Announced at the June 25 White House Meeting

o Contract to review Medicaid regulations for institutional bias and delink Medicare and 
Medicaid policy - Covered above.

o Establish a workgroup to address bias issues - Covered above.

0 Analyze Community Assistant Services Act (CASA) - Analysis attached.

o Analyze ADAPT’s data on cost effectiveness - HCFA’s actuaries and the Office of the 
Assistant Secretary for Planning and Evaluation in DHHS are currently reviewing data 

provided to them by 0MB.

o HCFA Central Office staff will visit several independent living centers - HCFA’s Center 
for Beneficiary Services (CBS) is to set up visits in collaboration with the Department of 

Education and ADAPT.

o Announcement of the Consumer-Directed DME solicitation - CBS plans an early FY 1998 
solicitation.



ATTACHMENT

“MEDICAID COMMUNITY ATTENDANT SERVICES ACT OF 1997" (H.R.2020) 
Introduced by Speaker Gingrich on June 24, 1997

Summary of H.R.2020

Coverage of “Qualified Community-based Attendant Services." The bill would require a 
State Medicaid plan to include qualified community-based attendant services for any individual 
who is entitled to nursing facilities or intermediate care facilities for the mentally retarded 
(ICF/MR) and who requires such services based on functional need (without regard to age or 

disability).

Individual choice of care setting. A State would permit an individual who is entitled to 
Medicaid and qualified for care in a nursing facility or an ICF/MR to choose to receive qualified 
community-based attendant services in the most integrated setting appropriate to the individual so 
long as the aggregate amount of Federal expenditures for such individual does not exceed the 
total that would have been spent in an institution plus the transitional allotment for the State 

involved.

Definitions.

“Qualified Community-based Attendant Services." A new section is added that defines 
“qualified community-based attendant services" as attendant services furnished to an 

individual:

(1) on an as-needed basis under a plan of service that is based on an assessment of 
functional need and that is agreed to by the individual;
(2) in a home or community-based setting, which may include a school, workplace or 
recreation or religious facility, but does not include a nursing facility, ICF/MR or other 

institutional facility;
(3) under either an agency-provider model or other model; and
(4) the furnishing of which is selected, managed and controlled by the individual (as 

defined by the Secretary).

The term would include: backup and emergency attendant services; voluntary training on 
how to select, manage and dismiss attendants; and health-related tasks (as defined by the 
Secretary) that are assigned to, delegated to, or performed by, unlicensed personal 
attendants. Excluded services would include: provision of room and board; and 
prevocational, vocational and supported employment. The Secretary would promulgate 
regulations that the term may include expenditures for transitional costs such as rent and 
utility deposits, first months’s rent and utilities, bedding, basic kitchen supplies and other 

necessities.



♦ “Agency-provider model” means a method of providing community-based services under 
which a single entity contracts for the provision of such services.

♦ “Other model” means a method, other than agency-provider, for provision of 
community-based attendant services. Such a model may include vouchers, direct cash 
payments or use of a fiscal agent to assist in obtaining services.

Transition allotments. Transitional allotments would be provided of $580 million in fiscal year 
(FY) 1998; $480 million in FY 1999; $380 million in FY 2000; $280 million in FY 2001; $180 
million in 2002; and $100 million in 2003. The Secretary would provide a formula for distribution 

of the allotment to States.

In order to receive transitional funds, a State would be required to develop a long-term care 
services transition plan that establishes specific action steps and specific timetables to increase the 
proportion of long-term care services provided under the plan in home and community based 
settings, rather than institutional settings. The plan would be developed with “major 
participation” by both the State Independent Living Council and the State Developmental 
Disabilities Council, as well as input from Councils on Aging.

State Quality Assurance Program. No Federal financial participation would be available with 
respect to qualified community-based attendant services unless the State establishes and maintains 
a quality assurance program that is developed after public hearings and that is based on consumer 
satisfaction. For services furnished under the agency-provider model, they would have to meet 
the following requirements:

(1) The State must periodically certify and survey provider agencies on an unannounced basis at 
least once a year;
(2) The State adopts standards relating to minimum qualifications and training requirements for 
provider staff, financial operating standards and a consumer grievance process;
(3) The State provides a system for monitoring boards consisting of providers, family members, 
consumers and neighbors to advise and assist the State;
(4) The State establishes reporting procedures to make available information to the public;
(5) The State provides ongoing monitoring of the delivery of attendant services and the effect of 
those services on the health and well-being of each recipient.

The regulations promulgated under section 1930(h)(1) would apply with respect to health, safety 
and welfare of individuals receiving qualified community-based attendant services in the same 
manner as they apply to individuals receiving community supported living arrangement services. 
The Secretary would promulgate additional regulations to protect the health, safety and welfare 
for individuals receiving qualified community-based attendant services other than under an 
agency-provider model.

Secretarial requirements. The Secretary would be required to submit to Congress periodic 
reports on the impact of this section on beneficiaries, States and the Federal government.



The Secretary of HHS would be required to review existing Medicaid regulations as they regulate 
the provision of home health services and other services in home and community-based settings 
and submit a report to Congress on how excessive utilization of medical services can be reduced 
by using qualified community-based attendant services.

The Secretary would be required to develop a functional needs assessment instrument that 
assesses an individual’s need for qualified community-based attendant services.

The Secretary would be required to establish a task force to examine appropriate methods for 
financing long-term care services. The task force would include “significant" representation of 
individuals (and representatives of individuals) who receive such services.

Other requirements. Effective 1/1/99, a State could not elect to cover individuals in a medical 
institution without also electing to cover individuals who would be eligible for care in a medical 
institution, but are receiving home and community based care.

The definition of “medical assistance" is amended to add “qualified community-based attendant 
services” (to the extent allowed and as defined in section 1932).

Each time “section 1915" appears in the eligibility section, the term “or qualified community-based 
attendant services" is added.

States would have the option of waiving the income limitation in section 1903(f) if the State finds 
the potential for employment opportunities would be enhanced through the provision of such 
services. The State may impose a premium based on a sliding scale relating to income.

Effective Date; 1/1/98

HHS Preliminary Analysis of CASA Bill

We are committed to addressing the imbalance between institutional and community-based 
services within the Medicaid program and to promoting consumer-directed home and community 
based services and personal assistance services. This legislation takes great strides in both these 
areas. The legislation extends actions of the Clinton Administration achieved through the 
Balanced Budget Act of 1997, the Personal Care Services Regulation (soon to be published), and 
Medicaid programmatic actions through the home and community-based care waiver program.

• The Administration supports the bill’s concept of providing community attendant care 
services in locations other than the home.

We also support the bill’s concept of making community-based care an option for those in 
need of long-term care services.

The Personal Care Services final regulation, scheduled for publication this week, 
will contain specific provisions that support expansion of home and



community-based care.

The regulation removes the requirement for supervision by a registered nurse, 
reducing the cost and making this a more affordable option for States to elect. The 
regulation further supports the direction the CASA bill takes in expanding 
provision of services to locations other than in the home.

• The CASA bill contains provisions that address the provision of high quality services, and 
controlling the costs in providing all long-term care services which are major concerns of 
the Department. Recognition of these two concerns in the CASA bill reflects the disability 
community’s understanding of these two important issues. We are doing a number of 
things to examine these issues in a controlled and deliberate way, and will continue to 
need the support of the disability community to inform this process.

Despite our strong support for the goals of increased community integration and consumer 
direction and control for beneficiaries with disabilities, the legislation presents several policy and 

operational concerns.

Policy Concerns

Cost

There are several facets to the cost issue. The bill intends to offer individuals currently residing in 
institutions the option of receiving personal assistance services in the community. While there 
might be some savings from people who are currently receiving more expensive care 
moving to less expensive care givers, we are concerned that these savings will not be 

enough to offset new costs.

• Filling of beds - While services might be provided in the community at a cost equal to, or 
lower than the institutional cost for a given individual, it is quite likely that the institutional 
beds will be filled by persons waiting for institutional services, increasing overall costs.

It is difficult to imagine how one might prohibit States from filling beds freed up under this 
bill. Our experience with the Home and Community Based Waiver program demonstrated 
the difficulty in constraining State and/or provider behavior in this respect.

• Transitional Costs - For States seeking to shift more services to the community and to 
ultimately close larger institutional settings, there are transitional costs related to covering 
fixed institutional costs with declining populations that are difficult to resolve in a budget 
neutral way.

• Increased Utilization - It is likely that the availability of personal attendant services will 
induce more utilization, through the so-called “woodwork effect,” so that overall costs will 
increase as individuals who would not seek institutional care would seek community care



under this new program.

Paying Family Members - Compounding the possible cost expansion is the lack of 
specific language regarding payment to family members for care which could otherwise be 
furnished without charge. The language should be amended to specify that payment is not 
available for services furnished by a spouse to a spouse or a parent to a child.

Cost Limitations

• The bill does have some mechanisms for the State to control costs through a cost 
neutrality requirement, however, we are unclear how this requirement would be enforced, 
given the previously identified concerns.

• The bill also permits cost-sharing that could be used to moderate State and Federal 
spending.

Actuaries’ Concerns

• HCFA actuaries are concerned that even with the limitations on cost in place, 
implementation of this benefit will result in significant additional spending, above and 
beyond the $2 billion transitional pool that is specified in the bill.

• HCFA actuaries question how the limitation on expenditures provided for in CASA is 

based. Is the limitation based

1) on what is paid under Medicaid for those currently receiving institutional care, or

2) on what would have been paid if all those who receive CASA services instead received 
institutional care? (Our reading of the bill language would support interpretation 2.)

• Interpretation 1) would implicitly place a limit on who could be served 1, even though the 

benefit is envisioned as an entitlement.

• Interpretation 2) would allow all eligible individuals to be served but would result in 
additional costs to Medicaid if significant numbers of CASA-eligible individuals not now 
being served by Medicaid in institutions participate in the CASA program.2

• Additional costs may also arise to the extent that CASA participants make use of other 
services (eg., skilled nursing, therapy) which are not included in the definition of CASA 

services.

• An operational concern regarding the cost limitation under either interpretation is the 
difficulty of determining what “would have" been expended as institutional care. Prior 
experience under demonstrations indicates that such determinations are very problematic 

in practice.



Cash Payments

The bill identifies that community attendant services could be provided through an agency-based 
model or an “other" model, with the latter conceivably including vouchers or direct cash 

payments.

• To date, cash payments have not been authorized in the Medicaid program. There are 
several issues, ranging from the appropriate amount of Federal oversight to more technical 
questions such as the possibility that these payments could be considered “income" for 
purposes of all other Federal and State programs, causing the individual receiving such 
payments to lose eligibility for services because of their increased “income".

• Although HCFA is interested in exploring well-designed demonstrations to test the effects 
of these types of models, through demonstrations such as Cash and Counseling, it is 
premature to support legislation authorizing models such as these absent any 
understanding of their impact on beneficiaries’ health and quality of life, services used, and 
overall program expenditures.

Protection of Beneficiaries’ Rights and Quality Standards for Personal Attendants

We need more information regarding what is meant by the quality standards and beneficiary 

rights.

Exclusion of Institutionalized Individuals

The legislation excludes payment for services to institutionalized (including those in hospitals) 
individuals. Over the past several years, we have received complaints from many sources 
(including ADAPT) that our lack of ability to pay for personal attendants while a person is 
hospitalized causes hardship for both the provider, the provider agency and the hospital.
Reactions from States have been mixed on this issue.

Operational Issues

Many States would face significant capacity issues, including the availability of providers of 
attendant care, necessary staff training, development of quality oversight mechanisms, 
development of fiscal agent and other cash or voucher related requirements, as well as funding.
Room and Board Exclusion

While this issue is not addressed in the bill language, it will likely be an implementation issue. 
Similar issues prompted Congress to amend section 1915 © to specifically allow for the payment 
of the portion of rent and food that can be attributed to the personal care attendant while living in 
the home of the individual receiving services. It is reasonable to expect that the attendant will 
have needs and expectations of food and accommodations.



Distribution of Transitional Funds

The bill is silent on how transitional funds allocated to a State would then be allocated to 
individuals. There is some concern that these funds may not be targeted to persons most in need.
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SUMMARY AND TALKING POINTS ONlg^y 
(Community Attendant Service Act of 1997:H.It2020)

FOR PRESIDENTS MEETING WITH DISABILITY GROUPS

BILLSU [ABY

H.R. 2020 mandates that states provide “community based attendant services” as a mafttM- of 
choice to persons of all ages residing in institutions and individuals living in the community \\iio 
would be eligible to receive institutional services based on functional need. Community based 
attendant services are to be defined by the Secretary, provided in home and community-based 
settings, and include emergency and back-up attendant services, training on how to manage 
attendants, and health related tasks by unlicensed attendants. Services are to be provided on an 
“as needed basis” under a plan of care based on an assessment of functional need Such services 
could be provided by agencies or be directed and managed by the consumer. In the latter case, 
direct cash payments, vouchers and payments to family members would be allowed. Matching 
Federal medical assistance payments and unmatched “transitional allotments” to increase the 
availability of home and community-based settings are available to states. The Secretary is to 
distribute two billion dollars in transitional allotments across states with approved plans over six 
years with preference given to states with higher proportions of institutionalized individuals. 
Quality assurance is based on consumer satisfaction. Agency providers are subject to survey and 
certification and other requirements. The Secretary is requii^ to develop additional health and 

safety standards that maximize consumer independence and control.

States would be able to limit the amount, duration, and scope of services but could not limit 
freedom of choice, state wideness or comparability.



TAI.IONG POINTS ON CASA FOR PRESIDENT’S MEETTNG WITH DTSABTT.TTV
GROUPS

The Administration fully supports the basic goals of CASA, including:

• addressing the “institutional bias” in the Medicaid program;

• enabling consumers and their families to choose the setting in which long term 
care services are received; and

• promoting consumer direction of home and community based/personal assistance 
services.

The Administration has actively supported these goals in a variety of ways:

• The recently enacted Balanced Budget Act includes a Medicaid buy-in for certain 
SSI beneficiaries with disabilities >\^o want to work. It also allovrs home and 
community based waiver participants to receive supported employment and 
related services regardless of prior institutionalization. Small victories...but 
progress nonetheless.

• lam particularly proud of the commitment we have made to working with the 
states to streamline the home and community based waiver program. Under this 
program over 250,000 people now receive the services they need in home and 
community based settings.

• lam also happy to announce that we have approved a new Medicaid Personal 
Care Services regulation which allows states to cover personal care services in the 
home or in locations outside the home including the work place and removes the 
requirement that a registered nurse supervise personal care services.

• The work that HHS is now engaged in with the Robert Wood Johnson Foundation 
is also significant. Over a year ago HHS and the Foundation joined together to 
design a research experiment called the “Cash and Counseling Demonstration.” 
The demonstration will test the cost effectiveness of providing Medicaid 
beneficiaries with significant disabilities the choice of receiving cash allowances 
to purchase needed assistance in lieu of receiving agency directed care. Waivers 
for the demonstration have just been submitted to HCFA and are under review. 
When implemented, the demonstration is expected to enroll almost 10,000 older 
persons, 7,000 working age adults and over 1,700 children with disabilities in four 

states.



While these are important accomplishments, I recognize that we need to do more.

• Based on a meeting that Dr. Vladeck had with some of you in Jime, HCFA has 
recently initiated a comprehensive review of Medicaid policy to identify 
provisions >^ch contribute to the program’s institutional bias and to the 
peipetuation of medical rather than social models of care. He has also ordered an 
examination of the extent to which Medicaid may need to be “delinked” from 
Medicare to promote consumer directed services. This review will be completed 
by the end of the year.

• In addition, the Department of Health and Human Services has now established a 
home and community-based services working group of senior staff from across 
the department to develop options for eliminating the institutional bias in 
Medicaid, promoting consumer directed home and commimity based services and 
reducing unnecessary “medicalization” of long-term care services. An important 
part of die work of this group will be to explore ways to deinstitutionalize by a 
“date certain” nursing home residents i\ho want to live in the community.

• I am also asking the work group to examine options for linking the need for 
increasing the supply of qualified attendants with the work requirements of state 
welfare reform under TANF. Linking the needs of people with physical 
disabilities for attendants and the needs of low-income families for jobs seems to 
be well worth pursuing.

• The work group will actively engage partners from the states and disability and 
aging communities. The group will be chaired by Bob Williams, my new Deputy 
Assistant Secretary for Disability, Aging and Long-Term Care Policy and by 
Sally jlichardspn, HCF A^s head of Medicaid jmd State Operations. I have asked

^ them to report to me by the end of Febrxisury with ari action plan^^

Now I would like to talk to you briefly about the CASA Legislation, which was 
introduced early in the sumi^and which many of you support. The goals are important 
ones, and I am pleased that^^now have a vehicle which will allow them to be discussed 
and debated. I support thebaic goals of CASA... but I also have some serious concerns 

about its potential consequences, particularly in regard to creating a new entitlement, to 
the cost consequences of expanding the eligible pool of recipients of community based 
care, the prematurity of opening up Medicaid to permit cash payments prior to 
understanding the cost effectiveness of this approach, and to some of the quality 
provisions. (Probably makes sense for Bruce to do the more detailed discussion and then 
turn it back at the end??)

• CASA mandates that all states include community-based services in their 
Medicaid plans. The Administration has repeatedly gone on record in favor of 
state flexibility and no new mandates imder Medicaid.



CASA eligibility criteria would entitle all people who currently live in nursing 
facilities or ICFs/MR, and those who live in the community but meet the criteria 
for institutional services to receive community-based attendant services or other 
models of support such as vouchers or cash. Our preliminary estimates suggest 
that almost one million people now living in the community may meet CASA’s 
eligibility criteria. This is in addition to the potentially large number of persons 
now in institutions who may also choose CASA services.

While the architects of CASA have made some important strides in trying to 
address cost control issues, far larger numbers of people are likely to opt for 
CASA services than are currently receiving long-term care services today. The 
result would be a substantial increase in Federal and state costs.

Although the bill includes a cost neutrality provision, it appears to tie cost 
neutrality to what it would cost if the states were to actually serve all eligible 
individuals in an institution—not to what states are spending or plan to spend on 
the much smaller number of people who currently receive institutional services.

The cost containment provisions of CASA are inadequate in today’s budget and 
political climate.

CASA also contains important provisions that address the need to assure high 
quality services. But these provisions also raise concerns. For example, the bill 
would require greater federal regulatory and enforcement requirements for agency 
provided services than what is now required in our home and community-based 
waiver program. At the same time, there are only minimal quality assurance and 
beneficiary protections for consumer directed services models. While we strongly 
support such models of service delivery, we believe that much more attention 
needs to be paid to quality concerns.

I also understand that there is not yet consensus in the disability community about 
CASA. Some groups believe it is cast too narrowly and should be decoupled 
from eligibility for institutional care. Others are concerned that the bill’s benefits 
may not be responsive to the needs of certain populations. Some may also be 
concerned about the latitude given to the Federal Government and to states to 
define the benefits and the amount, duration and scope of the benefits to be 
offered.

Nevertheless, CASA offers us a good platform for discussing our mutual interests and 
goals. I expect we will be doing much more of this in the mondis ahead. I believe that 
one basis for making progress is to experiment with a number of options for addressing 
the imbalance in Medicaid between community- based and institutional services, and for 
promoting an expanded array of consumer driven community services and an improved 
community services infiustructvu-e. I am confident that the steps we are now taking are



moving us in the right direction.




