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You asked what Vermont has done to shift the emphasis in its long-term care service delivery system from institutional to community-based care. 

SUMMARY


Two years ago the Vermont legislature passed landmark legislation (Act 160) designed specifically to shift long-term care resources from institutional care to home- and community-based care.  The legislation includes ways to achieve this shift, such as reducing the number of nursing home beds.  It requires a separate budget document which includes all publicly financed long-term care services to the state’s elderly and disabled populations.  Since the act’s passage two years ago, the state has successfully achieved most of its enumerated goals and nursing home occupancy is at an all-time low.


The act also requires the state’s Commission on Public Health Care Values and Priorities to promote dialogue among the various stakeholders about choices, alternatives, and emerging long-term care trends to ensure that consumer preference is reflected in the long-term care delivery system and budget.

THE LEGISLATION—ACT 160

Arriving at the Reductions


The act requires the Department of Aging and Disabilities (DAD) to reduce Medicaid nursing home expenditures by an amount computed by multiplying a specified number of beds by the average annual expenditure for a nursing home bed, as determined by the Division of Rate Setting.  The FY 1996-97 multiplier was 46 beds, which grows to 234 beds by FY 1999-2000.


If reducing Medicaid expenditures to meet these goals requires reducing the actual number of nursing home beds, the act requires the DAD secretary to develop a plan that assures that the supply and distribution of long-term care services are not diminished in any community in which one or more nursing home beds may be eliminated.  This plan is reviewed by the legislative committees of cognizance.

The act provides that reductions cannot: 


1.
diminish or reduce the quality of services available to nursing home residents,

2. force any nursing home resident to involuntarily accept home- and community-based services (HCBS) instead, or

3. cause a resident to be involuntarily discharged or transferred as the result of a change in the resident’s payment source or exhaustion of her financial resources.

Where the Redirected Funds Must Go


In FY 1996-97, the funds were to be redirected to home and community-based services.  In subsequent fiscal years, they must go to these services or any programs designed to reduce the number of nursing home beds.  Any redirected funds that are not spent must be transferred to a newly-created Long-Term Care Special Administration Fund, which can be spent only for the following services:


1.
home and community-based Medicaid waiver,

2.
traumatic brain injury waiver,

3. residential care homes,

4.
attendant services program,

5.
homemaker services program,

6.
Older Americans Act funds,

7.
adult day services and home health expenditures for long-term care,

8.
Vermont Independence Fund,

9.
pilot respite program for families of people with Alzheimer’s and related disorders, and


10.any other long-term care support services available.


The law requires that the funds be redirected to the following “consumer” groups:

1.
nursing home residents wishing to transfer to a home- and community-based setting for whom such transfers are appropriate and cost-effective,

2.
people on waiting lists for publicly funded programs as of July 1, 1996 and at the highest risk of nursing home placement,

3.
all other people at the highest risk of nursing home placement, and

4.
people with the greatest social and economic need.

Reporting


The legislation requires the Agency of Human Services (the parent agency for DAD) to review and report, at least semiannually, on the development and implementation of this act and on the agency’s progress in complying with its requirements to the committees on Health and Welfare.  It further authorizes the committees to meet up to four times until July 1, 1998 to review the state’s progress in meeting the act’s goals and requires the review to include soliciting input from service providers and consumer representatives. 

Changes to Existing Nursing Home Laws


Rate Setting.  The act makes a change in the state’s Medicaid nursing home rate setting law.  Under prior law, each nursing home receiving state assistance was assessed its share of the Rate Setting Division’s operating costs.  The cost allocation was based on the number of patient days of residents in the home.  These assessed charges then became part of the state’s nursing home rate calculation.  


The act removes this provision and instead allows the secretary, with 90 days notice, to reduce the number of days of nursing home service or the number of nursing home beds for which payments are available under Medicaid to meet state budgetary goals, provided the standards of care are maintained. 


We attempted to get further information on this provision but were unsuccessful. As soon as we do, we will get it to you.


Nursing Home Care Standards.  Under prior law, the human services secretary could adopt rules to assure minimum nursing care standards for community care homes.  The act requires him to adopt comprehensive licensing rules for nursing homes that include accessibility, quality, and safety standard criteria.  The rules must require the homes to provide the care necessary to help each resident attain and maintain the highest practicable physical, mental, and psychosocial well-being, in accordance with a comprehensive assessment and care plan and prevailing care standards that the DAD commissioner determines.  They must further promote a standard of care that assures each resident can perform activities of daily living until his clinical condition changes. 

Sections of Act Pertaining Specifically to Younger Disabled People


Act 160 creates the Vermont Policy Council for Families of Children with Disabilities.  The majority of the council comprises family members of children with significant disabilities or 18-to-21-year-olds with such disabilities.  Other members include state agency representatives and advocates.  The council is charged with implementing the federal Families of Children with Disabilities Support Act of 1994 and compiling a list of all existing state boards whose duties overlap the council’s.  They were to have made recommendations for consolidating or terminating these boards to the legislature by March 1, 1997.


The act also created a joint legislative study committee on families of children with disabilities.  It was charged with evaluating the types and extent of existing support services for these families, among other things.  They were to report to the full legislature by January 15, 1997. 

Implementation


The law requires DAD to document and verify the nursing home to HCBS funding transfers for the General Assembly by January 1 of each year.  In the first year, it required a number of DAD initiatives, including:


1.
implementing the final phase of a comprehensive data system that tracks long-term care expenditures, services, consumer profiles, and consumer preferences;


2.
implementing a system of statewide long-term service coordination and case management to minimize administrative costs, improve access to services, and minimize obstacles to service delivery, including a request for proposals for entities to administer services at the local level and coordinating all long-term care services among state agencies;

3. designing and implementing cost containment methods that 

encourage the reduction of Medicaid nursing home expenditures, including maximizing Medicare billing for nursing home care and eliminating or modifying state nursing home rules that do not advance the quality of patient care; and


4.
designing and implementing a voucher system that permits consumers to directly purchase and manage their home- and community-based services provided these services cost 90% of what Medicaid would pay in its absence.


What Actually Happened.  DAD reported that in FY 1996-97, Medicaid expenditures for institutional care decreased by $1.5 million, an amount slightly higher than Act 160’s goal.  A simultaneous drop in nursing home occupancy to an all-time low of 94% also occurred.  DAD attributes these changes to several factors. 


1.
A January 1997 rule change that lowered Medicaid reimbursement for “light care” nursing facility residents.  (After implementation, both the number and percent of these admissions fell to one-half of the previous quarter’s level.).

2. DAD’s implementation of a preadmission assessment, which prioritizes individuals applying for the state’s Medicaid Home and Community-Based Services waiver program (whereby individuals had to be at the highest risk for nursing home placement to be admitted).


3.
An increase of 125 waiver slots (over 25%).


4.
Implementation of DAD’s Enhanced Residential Care Program, which allowed 70 people with greater care needs to live in residential care instead of nursing homes.  (This Medicaid waiver program combines the traditional room and board components of a residential care home with nursing services.)


5.
DAD’s active recruitment of nursing facility residents who preferred returning home (over 100 residents were discharged and placed in home and community settings).


6.
An increase in the number and type of home-based options.


Other implementation items included (1) a grant to communities that developed plans to shift the balance from institutional to community-based care through regionally tailored strategies to increase or enhance independent living opportunities and (2) the release of a report on alternative funding sources which concluded that there was no single strategy that could provide for the state’s long-term care financing needs.


In a legislative oversight report issued in August 1998, DAD reported that a total of $4.7 million had been committed to increase HCBS funding in the two years since the act’s passage.  Initiatives include, but are not limited to:


1.
creating 10 long-term care coalitions that plan for and implement long-term care services locally ($344,000 allocated);


2.
adding 200 Medicaid HCBS slots for a total of 615;


3.
providing 90 enhanced residential care slots for people who are eligible for nursing home care; 


4.expanding the attendant services and adult day programs; and 


5.
providing residential alternatives, including funds for home care, supervision, care coordination, and meals in subsidized housing.
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