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Long-Term Care for
the Elderly in the
District of Columbia:

Issues and Prospects

ike the rest of the United States, the District of Columbia spends a substan-
tial portion—nearly a fifth—of its Medicaid budget on long-term care for the
elderly. Compared with the 50 states, however, the District faces special chal-
lenges in meeting the needs of the disabled elderly. The District’s older pop-
ulation has a higher proportion of low-income people and African Americans
than the older population of the 50 states. The District is not quite a state—
it lacks the size, geographic diversity, and broad fiscal base characteristic of
most states—and it is also distinct from other cities in the governmental
responsibilities that it assumes. In addition, decisionmaking in the District, as
the nation’s capital, has always been complicated, in part because of the
involvement of Congress and the federal executive branch. The transfer of
most government functions in 1995 from the mayor and the city council to a
federally appointed control board has made policy development and imple-
mentation even more complex.

Although the context of long-term care policy in the District of Columbia
is unique, local policymakers must address the same issues of cost contain-
ment and delivery system reform that shape reform etforts in the states. This
paper presents an overview of long-term care for the elderly in the District
and the major issues that policymakers are addressing in the late 1990s. This
analysis is part of a larger study conducted by the Urban Institute to assess
health care in the District. The information included in this paper was col-
lected in 1998 from public documents and interviews with representatives of
District agencies, long-term care providers, advocates for the elderly, and
experts. To encourage candor in the interviews, respondents were told that
no one would be quoted by name. Wiener, the senior author, was co-chair of
the Long-Term Care, Elderly, and Adult Protective Services Subcommittee of
the Human Services Action Group of Mayor Anthony Williams’ transition
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The District of
Columbia’s elderly
population is quite
different from those
of the 50 states and

the nation as a whole.

effort. In that capacity, the senior author interviewed a number of
knowledgeable individuals. He is also a member of the Long-Term
Care Committee of the Mayor’s Health Policy Council, where he
has been involved in home care and nursing home issues, especial-
ly certificate-of-need standards for nursing homes.

The first section of this paper presents background information
on the elderly population, the supply of nursing homes and other
providers, and Medicaid expenditures. The next section briefly
describes the principal agencies involved with long-term care in the
District. The next five sections of the paper analyze issues related to
policy development and implementation, home- and community-
based services, nursing homes, and other topics, including the D.C.
Office on Aging and Adult Protective Services in the Department of
Human Services. The paper concludes by examining the District of
Columbia’s challenges for the future in organizing, financing, and
assuring quality of care in long-term care for the elderly.

Background

he total population in the District was 528,964 in 1997,

of which 73,375 were ages 65 or older (table 1)." The

District had a slightly higher proportion of elderly than
the nation did (13.9 percent compared with 12.7 percent).
Although the number of older people is expected to increase in vir-
tually every state, the District’s elderly population is projected to
fall by 12.4 percent between 1996 and 2002.”

Reflecting its urban setting, the District of Columbia’s elderly
population is quite different from those of the 50 states and the
nation as a whole. In particular, minorities (especially African
Americans) make up a much larger portion of the District’s elder-
ly population than the national average—only one-third of the
District’s elderly population is white, compared with nearly 90 per-
cent nationwide.’ In addition, although the District has many
upper-income residents, the older population in the District is
much more likely to be low income than in the 50 states: Nearly
20 percent of the District’s elderly population is below the federal
poverty level, almost twice the national average.*
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TABLE 1 Demographic Characteristics and Potential Demand
for Long-Term Care Services
Elderly as Elderly Elderly
Total Elderly  Percentage Medicaid Enrollees as
Population of Total Enrollees Percentage of
(000) Population® (000)° Total Enrollees®
United States 34,075 12.7 4,103 9.9
District of Columbia 73 13.9 10 7.3

Note: “Enrollees” include all individuals who sign up for Medicaid in the given fiscal year. Some enrollees may not
use any services.

a. Population Estimates Program, Population Division, U.S. Bureau of the Census. Washington, D.C., July 1998.
b. 1996. Urban Institute calculations based on Health Care Financing Administration 2082 Reports.

Characteristics of the long-term care market in the District are
shown in table 2. In 1998, the District’s 23 nursing facilities (17
nonfederal, freestanding nursing facilities and 6 hospital-based or
hospital-affiliated skilled nursing or sub-acute units) and 3,101
beds—123.1 beds per 1,000 elderly ages 75 and over—put the
District below the national average of 131.3 beds per 1,000 elder-

ly ages 75 and over. Moreover, approximately 15 percent of

District Medicaid enrollees who use nursing home care live in facil-
ities in Maryland and Virginia. The city is above the national aver-
age in its supply of licensed nonmedical residential care beds

TABLE 2 Characteristics of the Long-Term Care System

. . i . . . Licensed Home
Licensed Nursing Facilities Licensed Residential Care Health Care
Total Total Beds/1000 Total Total Beds/1000 Total Agencies/
Facilities Beds 75+° Facilities Beds 75+° Agencies 1000 75+°
United States 17,806° 1,819,901 131.3 47,401° 759,207 54.8 14,269° 1.03
District of Columbia 03¢ 3,101 123.1 200° 1,572 62.4 26° 1.03

a 0 o @

(known as community residence facilities in the District), with 62.4
beds per 1,000 elderly ages 75 and over compared with 54.8 beds
per 1,000 elderly ages 75 and over nationwide. In addition, the city
has several “naturally occurring retirement communities,” where
individuals have aged in place, creating a substantial concentration
of older residents.” Finally, the District had 26 home health agen-
cies in 1998.°

D.C. State Health Planning and Development Agency. “Nursing Facility Services.” Draft State Health Plan. Washington, D.C., October 1998.
. D.C. State Health Planning and Development Agency. “Home Health Care.” Draft State Health Plan. Washington, D.C., February 1998.

1994-95. Two-year concatenated March Current Population Survey files, 1995 and 1996. These files are edited by the Urban Institute TRIM2 microsimulation model.
. Harrington et al. 1996 State Book on Long-Term Care Program and Market Characteristics. San Francisco: University of California, San Francisco, 1996.
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The District spends
$1,800 per elderly
resident on long-term
care compared with
$915 per elderly
resident for the
nation as a whole.

Because its population is lower income, a larger portion of the
District of Columbia’s population relies on Medicaid for health
care than the national average. In 1996, an average of 10,000
elderly District residents were Medicaid eligibles (table 1). The
proportion of elderly Medicare beneficiaries also eligible for
Medicaid was nearly twice the national average in 1994 (23.9 per-
cent compared with 12.5 percent).” Still, in 1996, the proportion
of Medicaid beneficiaries in the District who were elderly was
below the national average (7.3 percent compared with 9.9 per-
cent), which reflects the large number of nonelderly adults and
children on the program. Even though a greater portion of elderly
residents in the District are Medicaid enrollees than the national
average, the high number of nonelderly enrollees in the District
dwarfs the number of elderly enrollees.

Despite the lower proportion of Medicaid beneficiaries who are
elderly, the proportion of overall Medicaid dollars for long-term
care services was similar to the national average. This similarity
results from the high long-term care spending per elderly enrollee
in the District—$12,611 compared with $7,601 nationwide in
1996. Similarly, the District spends $1,800 per elderly resident on
long-term care compared with $915 per elderly resident for the
nation as a whole (table 3). Thus, spending levels are high.

In 1996, the District spent about $131 million for services for
the elderly, about 21 percent of Medicaid expenditures. The vast
majority of expenditures are for long-term care services. Almost all
District Medicaid long-term care expenditures for the elderly were
for institutional care in 1996; only 2.6 percent of Medicaid long-
term care expenditures for the elderly were for home care, much
less than the national average of 12.1 percent (table 3). In 1996,

TABLE 3 Distribution of Medicaid Long-Term Care Expenditures for the
Elderly, 1996

Proportion of LTC Expenditures,
by T f Servi %
Total Long-Term Per Per Y Type of Service (%)
Care for Elderly Elderly Elderly Nursing Mental Home
(000) Enrollee Resident Facility ICF-MR  Health Care
United States 31,189,168 $7,601 $915 82.1 1.8 3.9 12.1
District of Columbia 131,402 12,611 1,800 83.7 1.6 11.0 2.6

Source: Urban Institute calculations based on Health Care Financing Administration 64 and 2082 data.

Notes: Data do not include administrative costs, accounting adjustments, or the U.S. Territories. Totals may not add because of rounding. “ICF-MR”
refers to intermediate care facilities for the mentally retarded. “Nursing Facility” refers to skilled nursing facilities/other intermediate care facilities.



about three-fourths of all Medicaid home care expenditures in the
District were for home health, while personal care accounted for
the remaining one-fourth.® Medicaid long-term care expenditures
for the elderly grew at an average rate of 3.4 percent annually in the
District from 1990 to 1996—well below the national growth rate
of 9.1 percent over the same period. Medicaid nursing home
spending growth outpaced home care expenditures in the District
during this same period (table 4).

Agencies

ive main agencies address the long-term care and social

needs of the elderly in the District of Columbia: the D.C.

Office on Aging, the Medical Assistance Administration

(Medicaid) of the Department of Health, the State
Health Planning and Development Agency of the Department of
Health, the Licensing Regulation Administration of the Department
of Health, and Adult Protective Services of the Department of
Human Services.

The Office on Aging is the District’s State and Area Agency on
Aging as authorized by the federal Older Americans Act and D.C.
Law 1-24. It is a small agency with a budget of about $18.2 mil-
lion in fiscal year 1999, which has remained roughly constant in
nominal terms over the past several years. The D.C. Office on
Aging’s ability to effectively advocate for older persons depends
heavily on the executive director’s position as a member of the
mayor’s cabinet.

Most services it funds are delivered by private, nonprofit organi-
zations, each of which provides private matching funds in the form
of client contributions, fundraising, and donated space and services.
Six lead agencies provide focal points throughout the city for assess-
ing needs, targeting services, and responding to the public. The
Office on Aging provides funding for the following programs:

¢ In-home and extended services for the homebound elder-
ly, including visiting nurses, homemakers, home-delivered

il
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D.C. Office on Aging
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meals, telephone reassurance, heavy house cleaning,
minor home repairs, geriatric day care, and respite aid.

o Transportation services for elderly to and from medical
appointments, dialysis clinics, and personal business trips
for public benefits.

o Community services, including senior wellness centers,
congregate meals, counseling, health promotion, nutri-
tion screening, socialization, literacy, transportation, a
senior center for the homeless, and an emergency shelter.

o Supportive services, including case management and
long-term care ombudsman advocacy.

o Special services, including special events during Older
Americans month.

o Older workers employment and training programs.

The D.C. Office on Aging also oversees operation of the
Washington Center for Aging Services nursing home and adult day
center, although the funds for its operation do not appear in its
budget.

The Medical Assistance Administration (also known as the
Commission on Health Care Finance) operates the District’s
Medicaid program, the federal-state health care program for the
poor. Medicaid covers the following long-term care services that are
used primarily by the elderly: nursing facilities, home health, per-
sonal care, and adult day health care. The District Medicaid pro-
gram will begin operating a Medicaid home- and community-based
services waiver for the elderly in 1999. In addition, Medicaid pays
Medicare premiums and cost-sharing for the low-income elderly
and covers certain acute care services (e.g., prescription drugs) that
are not covered by Medicare. Elderly persons with incomes below
the federal poverty level are eligible for Medicaid in the District.
Despite a budget approaching $1 billion, Medicaid has only 68 staft
members, including operations and auditing personnel.

Medical Assistance
Administration of the
Department of Health
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State Health Planning
and Development
Agency of the
Department of Health

Licensing Regulation
Administration of the
Department of Health

Adult Protective Services
of the Department of
Human Services

The State Health Planning and Development Agency of the
Department of Health is responsible for operation of the District’s
certificate-of-need program and development of the state health
plan. The State Health Coordinating Council, which is composed of
government and nongovernment officials, advises the director. Until
recently, the State Health Planning and Development Agency was an
independent agency; even now, final decisions on certificate-of-need
applications are made by the director of the agency rather than by the
director of the Department of Health. Most new health providers
must obtain a certificate of need before they can operate.

The Licensing Regulation Administration of the Department of
Health licenses community residence facilities and nursing facilities
and certifies nursing facilities and home health agencies for partici-
pation in Medicare and Medicaid. It is the primary quality-assurance
authority for the District. Until 1998, these functions resided in the
Department of Consumer and Regulatory Affairs rather than the
Department of Health.

Funding for nursing facility quality assurance comes primarily
from the federal government, while funding for community resi-
dence facilities comes from the District. Although understafting for
nursing home quality assurance is not a major problem, the
Licensing Regulation Administration does not have adequate staff
to license community residence facilities in a timely manner. Staft
assigned to community residence facilities also must inspect child
day care centers and adoption agencies.

Adult Protective Services is a branch of the Family Services
Administration within the Department of Human Services. Its mis-
sion is to prevent or remedy neglect, abuse, and exploitation of vul-
nerable adults, as authorized by the Protective Services Act of 1984.
The law requires that Adult Protective Services initiate investiga-
tions of life-threatening abuse within 24 hours of complaint receipt.

Over three-quarters of the population served are people over
60 years of age, although an increasing proportion of the caseload
is made up of younger disabled adults, including those who are
mentally ill or mentally retarded. Most of the older clientele are
low-income females. The large majority of the clients live in the
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community, although some complaints are received regarding
nursing home and community residence facilities.

Policy Development
and Implementation

he policy environment for long-term care is dominated by

four factors. First, despite substantial spending on long-

term care for the elderly and numerous problems in the
organization and financing of services, long-term care for the
elderly is not a high priority for District government, and this lack
of attention has consequences for policy development. Policy issues ~ According to one
relating to young children and their parents have a much higher  observer, “No one really
profile, despite the fact that about two-thirds of Medicaid expen-

. e thinks about long-term
ditures are for the elderly and younger persons with disabilities.

care in a coordinated

Second, responsibility for services for the elderly and long-term ~ Way—Medicaid thinks
care is distributed across a substantial number of District agencies.  about its part, the Office
Virtually every person interviewed noted that policy and implemen-  on Aging thinks about its
tation are highly fragmented and uncoordinated, and it is difficult to
implement comprehensive solutions, which most parties believe is
essential. Leadership on long-term care issues is lacking, and it is hard
to hold anyone accountable. According to one observer, one conse-
quence of the lack of coordinated action is that “no one really thinks
about long-term care in a coordinated way—Medicaid thinks about
its part, the Office on Aging thinks about its part, and so on.”

part, and so on.”

As with the rest of District government, the splintered political
structure of the District has complicated the problems of account-
ability. Since 1995, the District of Columbia Financial Responsibility
and Management Assistance Authority (the control board) has had
the authority to make major fiscal and programmatic decisions
regarding health and social service programs in the District. The con-
trol board is presidentially appointed and not directly accountable to
the political process. In addition, informants agreed that the explicit
objective of the control board is to make fiscal decisions in light of
budgetary concerns rather than to promote any specific policy direc-
tion. While the control board is clearly powerful, the mayor and city
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noted, “The agency |
inherited had no
auditors, no reimburse-
ment specialists, no
computer experts,

and an antiquated
computer system. We
were running Medicaid
as if it were the corner
grocery store.”
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council have continued to be somewhat involved in health, income,
and social services policy and implementation. Added to this com-
plexity, of course, is the involvement of the U.S. Senate and House
of Representatives and the federal executive branch. As a result,
authority and accountability are remarkably diffuse, leaving individ-
uals both inside and outside District government feeling uncertain
about whom to lobby for change. A “policy vacuum” exists in long-
term care as well as other issues. The election of Anthony Williams,
former chief financial officer for the control board, as mayor is accel-
erating the return of authority to the mayor and city council, but the
process is not yet complete.

Third, despite the involvement of the control board and many
management consultant reports, problems with contracting, bud-
geting, personnel, and overall administrative capacity continue to
make it difficult to develop and implement new initiatives. Certain
decisions are made solely to avoid the contracting process; hiring
additional personnel takes a very long time, even when they are
fully budgeted. All the city agencies involved with long-term care
report being understaffed. As a result, agencies often do not have
the resources needed to solve problems. Reflecting on his initial
entry into District government, the Medicaid director noted, “The
District over the years had failed to invest in the staft or the infor-
mation systems needed to run a big, complicated operation such as
Medicaid. The District’s program covers 130,000 people, spends
about $1 billion a year (one-fifth of the District’s budget), and
processes more than 5 million medical and prescription claims. Yet
the agency I inherited had no auditors, no reimbursement special-
ists, no computer experts, and an antiquated computer system. We
were running Medicaid as if it were the corner grocery store.”’

Fourth, in contrast to most states, where the nursing home
industry is the dominant interest group on Medicaid issues, neither
the District of Columbia Health Care Association (the nursing
home association) nor the Capital Home Care Association (which
recently merged with the Maryland National Capital Home Care
Association) is viewed as particularly influential.'” Within long-
term care, the nursing home association is more powertful than the
home health association. Hospital interests play a much stronger
role in setting the Medicaid agenda than they do in most states
because many District hospitals are heavily dependent on
Medicaid."* Older people in the District are considered to be a
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more potent constituency than younger persons with disabilities or
families on welfare, but seniors have not done especially well in
protecting their programs from budget cuts.

Home- and Community-
Based Services

espite the preference of disabled elderly to stay in their

own homes and the large number of disabled older

people in the community without services, long-term

¢ spending for the elderly in the District is heavily tilted toward
institutional care. In fact, a 1995 study ranked the District last after A 1995 study ranked
the 50 states in its progress toward home- and community-based  ¢he District last after

services.'” There is broad consensus that attention must shift from

o . the 50 states in its
institutional to home- and community-based care.

progress toward home-

Complicating the movement to home- and community-based ~— and community-based
services is the demographic profile of the District’s elderly popula-  services.
tion. While home care might be a realistic care alternative for some
nursing home residents, one nursing home administrator argued
that many residents would have to establish a “home” first. In addi-
tion, several observers note that the District ranks first before the 50
states in the percentage of residents over the age of 65 who live
alone and posit that these older persons might not have the infor-
mal supports necessary to make home care feasible.'* Moreover, the
District’s nursing home residents tend to be more disabled than the
national average, perhaps making home care a realistic option for a
smaller proportion of District nursing home residents."*

Until recently, the District of Columbia’s Department of Human — District-Funded Home
Services operated a relatively large home care program, which pro-  Care Services

vided homemaker and chore services to the disabled elderly.

Financed by federal Social Services Block Grant and District gov-

ernment money, funding for the program has dwindled from more

than $12 million (serving 2,600 individuals) in 1994 to less than

$400,000 (serving fewer than 200 people with very minimal bene-

fits) in 1998." Although advocates for the elderly say they tried
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Home Health, Personal
Care, and Adult
Day Care

“desperately” to save the program, their lobbying efforts met with
“total failure.” District officials and home care representatives alike
believe that the dramatic cutback in services occurred with almost
no follow-up planning for individuals who lost services. Although a
few clients were transferred to the Medicaid personal care program,
most did not meet the program’s financial eligibility requirements.

Although it has only limited funds, the D.C. Office on Aging
funds a variety of programs designed to expand the range and vol-
ume of home care services. Within its service network are 30 com-
munity-based, educational, and local government agencies operating
more than 40 programs for seniors. But funding levels are low; the
1998 Office on Aging budget was below its 1991 budget.'® As a
result, the quantity of almost all D.C. Office on Aging-supported
services is projected to decline between FY 1997 and FY 1999.

The Office on Aging currently funds about $5.9 million in
home care services, including the remains of the Department of
Human Services In-Home Support Program, AL-CARE (for peo-
ple with Alzheimer’s disease), and the Standing in the Gap project,
which focuses on people with dementia who live alone. Crucial to
the network are six “lead” agencies that act as community satellites
and provide a wide range of social and health services throughout
the eight wards of the city. The Office on Aging also funds agen-
cies to do case management, providing assessment and care plan-
ning for people in need of services (see below).

As in most parts of the country, medically oriented home health
care in the District is very heavily dominated by Medicare funding:
80 to 90 percent of home health revenues are from Medicare. Still,
1995 Medicare home health expenditures per beneficiary were
lower than the national average—$288 per beneficiary compared
with $395 per beneficiary nationally.'"” The Department of Health
is preparing new regulations to license home health agencies.

Despite coverage of personal care services (i.e., help with the
activities of daily living, such as eating, bathing, and dressing),
Medicaid expenditures for these services remain surprisingly low in
the District of Columbia. Only about 300 (elderly and nonelderly)
people receive services, even though beneficiaries are not required
to have a nursing home level of disability and only a physician’s
authorization is required. One government official speculated that
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Medicaid personal care expenditures are not higher because ser-
vices are limited to 20 hours per week (in contrast to New York,
where individuals can receive personal care up to 24 hours a day in
some instances). This limit will not apply to participants in the
Medicaid home- and community-based services waiver (see below).
Advocates for the elderly believe that the low expenditures reflect
insufficient access to personal care services and contend that bene-
ficiaries are unaware that the services are covered. Another barrier,
which is not unique to the District, is Medicaid financial eligibility
standards, which are believed to exclude a large percentage of peo-
ple who need services but who have too much income or too many
assets to qualify.

Over the past few years, the personal care program has been
substantially restructured. Personal care aides, who contracted
directly with Medicaid, sued to be considered District employees.  According to the home
They won their suit, which would have increased their wages sub-  care association and
stantially, but their victory was short-lived. Soon after the court
decision, the District terminated all personal care aides and now
relies solely on Medicare-certified home health agencies to serve
clients. The medical orientation of home health agencies may limit ~ Peérsonal care payment
use of this service. rate—$10.50 per

hour—is inadequate to
maintain a qualified
workforce.

advocates for the
elderly, the Medicaid

According to the home care association and advocates for the
elderly, the Medicaid personal care payment rate—$10.50 per
hour—is inadequate to maintain a qualified workforce. District
officials acknowledge that the rate is low and have proposed an
increase to $11.50 per hour, but insist that finding providers of
home care services has not been a problem, even though the num-
ber of suppliers has declined. One reason may be that some home
health agencies accept low Medicaid payments to position them-
selves for Medicare patients, as they claim some hospitals and long-
term care facilities will not provide home health referrals unless the
provider is both Medicare and Medicaid certified. In addition to
the potential effects of low provider payments on access for
Medicaid patients, advocates for the elderly worry about the qual-
ity of services provided (“you get what you pay for”) and believe
that rates should be at least $12.50 per hour.

A final issue related to personal care is whether services should
continue to be supervised by a registered nurse, a requirement
eliminated by the federal Health Care Financing Administration in
1997, but retained as a requirement in the District. Retention of
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Medicaid Home- and
Community-Based
Services Waiver

this regulation has meant that all personal care is provided by home
health agencies. Although advocates of this supervision believe that
the requirement helps assure quality of care, opponents argue that
it results in higher costs and in a more medical model of care than
is desirable.

Adult day health care in the District is a small but important
element in the continuum of long-term care.'® Designed to provide
medical and social services to seniors with functional impairments
in a group setting on a nonresidential basis, Medicaid day health
care requires all clients to be disabled enough to justify admission
to a nursing home. Four Medicaid-participating, medically super-
vised centers serve the District, and one additional facility in
Maryland is certified to provide care for District Medicaid resi-
dents. The four centers have a total capacity of 179 people, and
average daily attendance was about 142 in 1997, of which a little
more than half were Medicaid clients. Only one of the four adult
day care centers has a waiting list. Most centers contend that their
Medicaid payment rate, which averages $66 per day, is below their
costs. Additional “social” day care centers, some funded by the
D.C. Office on Aging, also operate in the District.

The District has only recently taken advantage of provisions of fed-
eral Medicaid law allowing states to cover a wide range of non-
medical long-term care services, including case management, home
health aide services, personal care, respite care, rehabilitation, and
adult day health care, through a home- and community-based ser-
vices waiver."” To qualify, states must target people at risk of insti-
tutionalization (e.g., in nursing homes or intermediate care facili-
ties for the mentally retarded) and assure the federal Health Care
Financing Administration that the average cost of providing
Medicaid services with the waiver will not exceed the average cost
of services without the waiver. Because of this cost-neutrality
requirement, states must provide these services only to a preap-
proved number of people, thus limiting their potential financial lia-
bility. These waivers allow states to expand their commitment to
home- and community-based services in a more controlled manner
than the regular Medicaid program, which must provide services as
open-ended entitlements to all who meet the eligibility standards.

Although all 50 states have operated home- and community-
based services waiver programs for the elderly for some time, the
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District did not gain approval of a waiver program for disabled
older persons until 1998. The approved waiver is for a very small
program, beginning with a maximum average daily census of 75
individuals and growing to a maximum average daily census of 225
individuals by the end of the third year (an additional 75 individu-
als each year). Participants must have a nursing home level of dis-
ability, but no further screen to assess risk of institutionalization is
required. Financial eligibility is limited to people with incomes
below the federal poverty level. District officials contend that while
savings might not be realized initially, the nursing home census
eventually can be reduced.

Several points of controversy arose in the development of the
waiver proposal. Advocates for the elderly had hoped for a far larger
program with broader financial eligibility, as is the case in many other
states. They also wanted to include persons ages 18 and older and
not limit eligibility to the elderly. Staying within the existing
Medicaid budget, however, dictated a modest start. In addition, the
Medicaid agency argues that an initially small program will allow it
to put systems in place and to gain experience with case management  beginning with a maxi-
before attempting a larger effort. mum average daily cen-
sus of 75 individuals and
growing to a maximum

average daily census of

The approved waiver is
for a very small program,

As a result of the start-small strategy, only a few differences exist
between participating in the regular Medicaid program and partic-
ipating in the waiver program. The principal differences are that
the waiver program makes greater use of case management, per- 225 individuals by the
sonal care is not restricted to 20 hours per week, and chore services  end of the third year.
are covered. Waiver participants may not be served in existing non-
medical residential facilities (as they are in some other states)
because licensure regulations prohibit these facilities from serving
people with a nursing home level of disability.

Determining in a timely fashion whether an individual meets the
financial criteria may present an administrative challenge for the
home- and community-based services waiver program. The Income
Maintenance Administration of the Department of Human Services
reportedly takes 45 days to process a Medicaid application, which is
far too long, for example, for a hospital trying to discharge a patient.
The success of the waiver program in deterring institutionalization
depends greatly on the prompt provision of home- and communi-
ty-based services. Expansion of the waiver beyond the initial plans
may require a redesign and simplification of the eligibility process,
as is being done with the children’s health insurance program.
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Case Management/
Level-of-Care
Determination

Over the past 20 years, all states and the District of Columbia have
developed one or more case management systems for long-term
care that assess client needs, help develop care plans, refer people to
service providers or make service arrangements, monitor the provi-
sion of services on an ongoing basis, conduct regular assessments,
and close cases when appropriate. In some states, case management
agencies authorize public funding for home- and community-based
services. In most systems, case management is limited to the nonin-
stitutionalized population and the use of home- and community-
based services. A related, but often separate, function is to assess
whether Medicaid (and sometimes private-pay) nursing home appli-
cants are disabled enough to need nursing home level of care.

The District currently has elements of a preadmission screening
and case management system, but responsibility is fragmented
among several organizations and participation is not required to
receive most home- and community-based services. As a result, the
amount of integration and coordination that the District achieves
is modest.

Many stakeholders believe that strengthening case management
is key to rationally allocating resources and changing the balance of
care. In some states with strong home- and community-based
services systems, there is a single point of entry for all publicly
funded noninstitutional care.

Office on Aging Case Management Agencies

The D.C. Office on Aging contracts with five agencies to provide
case management in specified catchment areas (with the exception
of one site that operates citywide). The agencies use standardized
assessment instruments and care planning formats and are respon-
sible for coordinating and monitoring care and conducting period-
ic reassessments. The agencies have access to an interdisciplinary
team consisting of a nurse practitioner and a gero-psychiatrist. In
addition, the case management programs have priority access to
other services funded by the D.C. Office on Aging, including
transportation services, home-delivered meals, and legal services.
However, case managers do not have power to directly authorize
Medicaid or Office on Aging-funded services. The program serves
over 1,700 clients per year and has no income eligibility require-
ments. There is no fee for the service, although clients are given an
opportunity to contribute toward the cost of the service.
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Case Management Under Medicaid Home- and Community-

Based Services Waiver

Case management is critical to the success of the Medicaid home-

and community-based services waiver because services must be

provided in a cost-effective manner. Given stafting problems, nei-

ther Medicaid nor the D.C. Office on Aging wanted to directly

provide the case management services under the waiver. Instead,

District Medicaid chose to offer case management services as a cov-

ered service and to make vendor payments to agencies for these ser-

vices. The care plans developed by the independent case managers

will be reviewed and authorized by a nurse employed by Medicaid.

One benefit of this strategy is that case management will be eligi-

ble for the 70 percent federal Medicaid match for services rather

than the 50 percent match for administrative expenses. District Medicaid chose

to offer case manage-

This strategy has three risks. First, some observers worry that

under this approach the system could become fragmented if there

are a large number of case management providers. To minimize

this potential problem, Medicaid has established provider partici-  make vendor payments

pation standards that will require substantial operational experience  to agencies for these

(favoring existing Office on Aging case management agencies).”’

Nonetheless, other agencies may possibly qualify, splintering the

case management system. Second, some analysts are worried that

the District will lose a key element of financial and programmatic

control over the waiver if outside organizations provide care plan-  the system could

ning, especially if individuals can pick and choose their case man-  become fragmented.

agers based on how much service they recommend. Ultimately in

this kind of system, the case managers will be accountable to their

clients rather than to Medicaid, which has both positive and nega-

tive consequences. Third, while supporting the use of the D.C.

Office on Aging-funded agencies as a way of developing an inte-

grated case management system, some observers contend that the

clients currently seen by these agencies are not severely disabled

and that these agencies “will need a lot of upgrading in their skills”

it they are to work with individuals who have a nursing home level

of disability. In addition, most agencies rely on social workers

rather than nurses, which could limit their ability to develop med-

ical strategies to keep people out of institutions.

ment services as a cov-
ered service and to

services. . . . [SJlome
observers worry that
under this approach

Nursing Home Level-of-Care Determination
Making sure that nursing home use is limited to individuals who are
severely disabled enough to warrant admission to an institution is a
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Nonmedical
Residential Care
Facilities

potentially important mechanism to control expenditures and is the
first step in determining eligibility for the Medicaid home- and com-
munity-based services waiver and adult day health care. Until recent-
ly, ensuring that Medicaid applicants to nursing homes required that
level of care was the responsibility of the city-run central referral
bureau. As a budget-cutting measure, the bureau was eliminated and
level-of-care determinations for adult day health care, nursing
homes, and the home- and community-based services waiver are
now done by Delmarva Foundation for Medical Care, Inc., the local
peer review organization that does utilization review for Medicaid.
(Level-of-care reviews for community residence facilities are done by
the Department of Health and currently rely on the acting director
of the Department of Health, who is a physician.)

Three problems arise from this arrangement for level-of-care
assessment. First, determining level of care for nursing home admis-
sion is almost completely divorced from the case management and
care planning systems. As a result, severely disabled individuals who
might stay out of nursing homes if alternative care could be arranged
are not referred to community-based case managers unless they do
not meet the nursing home criteria. Second, the level-of-care exam-
inations are paper reviews, rather than in-person assessments of the
individuals, making it difficult to tell what is needed to keep a person
at home. Nurse reviewers may focus on medical rather than social
issues and may not be familiar with community services. As a result,
the reviews may be biased toward institutionalization. Third, reviews
are fragmented among several players. For example, if nursing home
level of care is denied and the person seeks entrance to a communi-
ty residence facility, the paperwork must be resubmitted to the
Department of Health for appropriateness for that level of care,
adding to the administrative burden and slowing the admission
process.

Recognizing that group residential settings have certain economies
of scale that are lacking in traditional home care where services must
be provided to one person at a time, the District of Columbia, like
many states, is exploring the potential role of nonmedical residential
alternatives to nursing home care. The general hope in promoting
residential alternatives is to provide a more homelike environment
and greater personal autonomy at less cost than nursing homes.
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At present, there is a significant supply of so-called “community
residence facilities” in the District, which are generally (although
not always) small facilities for residents who need 24-hour supervi-
sion, located mostly in Northeast and Southeast Washington. In
1996, the District had a greater supply of residential beds than the
national average and had more than halt as many residential care
beds as nursing home beds. Indeed, including facilities for the men-
tally retarded and mentally ill, as well as those for the elderly, com-
munity residence facility beds outnumber nursing home beds. Some  |n fall 1998, city council
of the better known facilities are very expensive, costing $3,000 or
more per month. Low.—income people in commupity rfsidenF§ facil- legislation developed
ities have some financial support through the District’s addition to o
Supplemental Security Income benefits. As in most states, these res- by the District of
idential beds are not subject to certificate-of-need requirements. Columbia Coalition on

Long-Term Care—Bill

In theory, community residence facilities may serve only slightly  19.707__to establish an
disabled individuals. Regulations require that residents be “able to
perform activities of daily living with minimal assistance,” “generally
oriented to time and place,” “capable of acting for self-preservation
in an emergency,” and not in need of professional nursing care.  Would serve a popula-
However, regulatory limits that would require involuntary transfers  tion substantially more
are not strictly enforced, in part because of legal challenges based on
the federal Fair Housing Act and the Americans with Disabilities Act.
As a result, some facilities serve a substantially more disabled popu-
lation than District standards allow.

hearings were held on

“assisted living facility”
licensure category that

disabled than can be
served in community
residence facilities.

Because of the regulatory restrictions, many community resi-
dence facilities are not suitable for those who need more intensive
assisted living services. In fall 1998, city council hearings were held
on legislation developed by the District of Columbia Coalition on
Long-Term Care—Bill 12-727—to establish an “assisted living
facility” licensure category that would serve a population substan-
tially more disabled than can be served in community residence
facilities.”' Facilities would be licensed according to three levels of
care. Under the proposed statute, an “individual service plan”
would be developed for each person entering the assisted living
facility and updated when a change in services was required.
Residents who exceed the licensed level of care after admission
would be able to remain in the facility if the resident and the home
are granted a waiver allowing the provision of the additional care
needed. Although drafters of the bill believe that most existing com-
munity residence facilities could be grandfathered under the lowest
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same time preventing
these facilities from
becoming substandard
nursing homes, is a
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Nursing Home
Reimbursement
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level of care, opinions differ on how extensive the changes in statf
training and operations will need to be. The bill also permits trained
nonnursing personnel to dispense medications with scheduled
supervision and monitoring. The question of how to regulate resi-
dential facilities in a flexible enough way to allow individuals to age
in place, while at the same time preventing these facilities from
becoming substandard nursing homes, is a major issue.

Like other interested parties, the nursing home association sees
the expansion of residential facilities as a “natural extension” of the
long-term care continuum that would provide a needed discharge
option for District nursing home residents. In addition, according
to the District’s nursing home association, several of its member
facilities would like to develop assisted living facilities as an addi-
tional line of business.

Nursing Homes

ursing homes are the dominant setting for long-term

care for the elderly in the District and figure promi-

nently in the long-term care policy agenda. Fully 84
percent of District nursing home residents are Medicaid beneficia-
ries, far above the national average of 68 percent.”> Not surprisingly,
nursing homes are the focus for much of the District’s cost-control
efforts in long-term care. Policy issues concerning nursing homes
include Medicaid reimbursement, certificate of need, and quality of
care.

The District of Columbia Medicaid program pays nursing homes
prospectively determined rates based on each facility’s historical
1995 costs trended forward by inflation. Compared with the 50
states, Medicaid nursing home reimbursement rates in the District
are very high, with an average daily rate of $210 in 1998, the
second-highest average rate in the country, following Alaska.”® In
answer to concerned District officials, the nursing home industry
asserts that comparisons with states with substantial low-cost rural
and suburban areas are misleading and that the District’s rates are
comparable with other cities (although data on this point are not



readily available). In the industry’s view, the rates simply reflect the
relatively high proportion of hospital-based facilities and the cost of
doing business in the District, with its more expensive labor, real
estate, and worker’s compensation premiums. Moreover, the nurs-
ing home industry insists that providing Medicaid services is not
profitable, a contention that seems inconsistent with certificate-of-
need applications for new nursing facilities.

The city has focused some of its cost-control efforts on nursing
home reimbursement. Whereas reforms such as expanding the
availability of home- and community-based services offer uncertain
savings, reimbursement cuts offer quick, predictable, and poten-
tially large savings. The District has already moved to limit rates
and would like to implement further payment methodology
reforms in the near future. The latest effort by the District (adopt-
ed in October 1996) established cost limits based on 1995 median
costs for patient care and for administrative expenses—125 percent
of median costs for hospital-based facilities and 100 percent of
median costs for freestanding facilities. Even before the repeal of
federal minimum standards for nursing home reimbursement—the
Boren amendment—Medicaid officials did not worry about sub-
stantive lawsuits because similar reimbursement systems consistent-
ly have been upheld by courts in other states.

Conflict over nursing home and other long-term care reim-
bursement has focused largely on the alleged administrative inade-
quacies of District government rather than on the substance of the
reimbursement methodologies. In the past, the nursing home
industry successfully has sued to force the District to adhere to its
own written policies—for instance, to make timely payments or to
perform the audits necessary to establish new base-year costs.
While the current reimbursement system for nursing homes has
made rate calculation much simpler, audits of costs for other
providers (e.g., adult day health care) remain a problem.

Medicaid officials would like to implement a casemix-adjusted
payment system for nursing homes and have hired a consultant to
make recommendations. Officials hope that a reimbursement sys-
tem more closely relating payments to resident needs will improve
access for high-cost individuals and encourage efficiency. In addi-
tion, they hope that such a system will create an incentive to serve
less disabled persons in the community rather than in nursing
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Officials hope that a
reimbursement system
more closely relating
payments to resident
needs will improve
access for high-cost
individuals and . . .
Create an incentive to
serve less disabled per-
sons in the community
rather than in nursing
homes.
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homes. However, a casemix reimbursement system has been under
discussion for a number of years without much progress. The nurs-
ing home industry would welcome a patient-based acuity system
for nursing home reimbursement but notes that casemix reim-
bursement would be difficult to implement in the District. In par-
ticular, the industry fears that the District would not commit the
necessary resources to manage such a complicated, data-intensive
system. Of particular concern is that the District government does
not have the administrative capacity to audit patient assessments or
to establish the sophisticated computer infrastructure required to
operate a casemix reimbursement system. However, with the com-
puterization of the federal nursing home Minimum Data Set,
which provides information on resident disabilities and needs, and
the movement by Medicare to casemix reimbursement, the
District’s nursing home industry is eager to implement a compara-
ble system for Medicaid. Most observers believe that the District
needs the computer and administrative capacity required for
casemix reimbursement in order to effectively manage other
aspects of the Medicaid program.

Beyond concerns about administrative capacity, some stakehold-
ers are ambivalent about casemix reimbursement for nursing homes.
Advocates for the elderly are concerned that reimbursement change
will be “done in a vacuum” and will ignore the needs of less disabled
individuals who might be displaced from nursing homes without
alternative services being available. Most observers believe that
District nursing homes have a substantial number of “social place-
ments”—individuals whose care needs do not require a nursing
home level of care but who lack access to supports necessary to stay
in the community. Given the current lack of publicly funded home-
and community-based services, changing to a casemix reimburse-
ment system could be detrimental for these individuals. In fact,
carlier discussions of casemix payment systems foundered over this
very issue.

An additional issue related to nursing home reimbursement is
whether the current inclusion of prescription drugs in the prospec-
tively determined rate discourages nursing homes from admitting
severely disabled residents with expensive medical needs. This is par-
ticularly a concern with HIV and AIDS patients, who have extreme-
ly high prescription drug costs. The nursing home industry and
Medicaid are discussing the exclusion of these costs from the rate.
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Many states have responded to growing Medicaid long-term care
expenditures by limiting the number of long-term care providers
through certificate-of-need programs and moratoria on new con-
struction or participation in Medicaid.** Certificate-of-need pro-
grams require state regulatory approval before the establishment or
expansion of health facilities or services. State supply controls have
focused largely on nursing home beds, where the general premise
is that any new beds are likely to be filled with Medicaid residents,
but many states also have certificate-of-need requirements for
home health agencies and assisted living facilities. The District of
Columbia State Health Planning and Development Agency is
responsible for developing a comprehensive state health plan and
for operating the certificate-of-need program for nursing homes,
home health agencies, adult day health care, and hospices. Budget
cuts and the temporary termination of the certificate-of-need pro-
gram in the mid-1990s have hampered the ability of the agency to
function and have slowed the revision of the state health plan.

Some observers, including the Long-Term Care Committee of
the Mayor’s Health Policy Council, have identified several prob-
lems in the state health plan as it pertains to long-term care and in
the certificate-of-need standards for nursing home care.”® First, the
state health plan is dominated by the narrow requirements of the
certificate-of-need program rather than forming a blueprint for a
broad range of health policy initiatives. Thus, the plan tends to
ignore home- and community-based services not subject to certifi-
cate of need and does not provide an overall strategy to alter the
balance of institutional and noninstitutional services. Moreover,
instead of viewing long-term care as a whole, the state health plan
is fragmented, treating each service separately from the others. For
example, there are separate chapters on nursing facilities, home
health, rehabilitation, hospice, and day treatment, but little that
integrates the chapters in an overall vision.

Second, in evaluating nursing home applicants for certificates of
need, the State Health Planning and Development Agency uses a
methodology developed in 1989. Thus, the standards depend on
data that are badly out of date. As part of revising the state health
plan, the State Health Planning and Development Agency is updat-
ing the methodology with the help of the Long-Term Care
Committee of the Mayor’s Health Policy Council. Both the exist-
ing and the revised methodologies of the committee and the State

Certificate of Need and
the Supply of Long-
Term Care Providers

The state health plan is
dominated by the
narrow requirements of
the certificate-of-need
program rather than
forming a blueprint for
a broad range of health
policy initiatives.
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Even though the nursing
home bed supply is
lower than the national
average, District govern-
ment officials, home
health providers, and
advocates for the elderly
believe that access to
nursing home care in the
District has improved
considerably over the
past decade and that
institutional capacity is
sufficient.

Health Planning and Development Agency project no additional
need for nursing home beds through 2002, mostly because of the
declining elderly population in the District.”

Third, some observers contend that too many small services not
requiring substantial capital investment require certificate-of-need
review, including home health, adult day health centers, and nurs-
ing home bedside dialysis. In their opinion, certificate-of-need
review for these services only adds expense and does not signifi-
cantly control health care expenditures.

As mentioned above, the city has 23 nursing facilities with 3,101
nursing home beds, putting it below the national average in its nurs-
ing home bed to elderly population ratio. Approved certificates of
need for 245 nursing home beds will increase the bed supply in the
near future. Medicaid officials strongly believe that additional nurs-
ing home beds would prevent them from expanding home- and
community-based services. As one Medicaid official put it, “If 50
new beds were to be approved, we [Medicaid| would be likely to
pay for 42 of them, at an annual new cost of approximately $50,000
per bed or $2.1 million in annual expenditures. The city needs to
have these resources available for other, more diverse community-
based services, including day treatment and personal care.”” The
nursing home industry is primarily concerned that any new bed-
need formula be applied flexibly and that the standard adapt to
rapidly changing conditions in the health care marketplace.

In the 1980s, access to nursing home care was a major problem
in the District, especially for hospitalized patients. In 1989, the
District of Columbia Hospital Association estimated that as many
as 200 people awaited placement on an average day. These back-
logs posed a major financial liability for local hospitals, especially
following implementation of the Medicare prospective payment
system for hospitals.”® In addition, in 1987 approximately 900
District of Columbia nursing home residents were placed in
Maryland and Virginia nursing homes. In fact, the purchase of the
to-be-closed National Lutheran home by the District Office on
Aging was an explicit effort to maintain access to nursing home
care, especially for Medicaid enrollees.

Even though the nursing home bed supply is lower than the
national average, District government officials, home health
providers, and advocates for the elderly believe that access to nurs-
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ing home care in the District has improved considerably over the
past decade and that institutional capacity is sufficient. In a 1998
survey of District hospitals, the State Health Planning and
Development Agency did not find significant backlogs of persons
waiting for nursing home placements.”” Government officials and
elderly advocates contend that District nursing homes currently
work very hard to fill their beds. Moreover, nursing home repre-
sentatives complain that 387 District Medicaid beneficiaries still
resided in Maryland and Virginia nursing homes as of March 1998.
While this is a big decline from a decade ago, the industry contends
that out-of-District placements deprive city facilities of needed rev-
enue.’” Medicaid officials note that payment rates in Maryland and
Virginia appear to be lower than District reimbursement levels but
do not actively promote out-of-District placements.

In part because home health providers in the District rely primar-
ily on Medicare rather than Medicaid for their revenue, the certificate-
of-need requirement does not seem to be a policy priority for District
officials or home health providers. However, one District official con-
tended that it does not make sense to maintain a certificate-of-need
requirement for home health services because no effort is made to
limit the supply of services that an individual agency provides. Since
1989, the State Health Planning and Development Agency has
approved 60 home health agency applications for certificates of need.
Most of these agencies never became operational, and others closed
because they did not find the industry profitable.*!

A major responsibility of the Department of Health is quality assur-
ance in community residence facilities, nursing homes, and home
health agencies. Should an “assisted living facility” licensure cate-
gory be established, the Department of Health would likely have
responsibility for those facilities as well.

Regulation of community residence facilities has been a low pri-
ority for District government officials. Regulators are very under-
staffed and must also do child day care and adoption agency
reviews. As a result, as many as 30 percent of facilities do not have
current licenses simply because regulators cannot get to them in a
timely fashion. In addition, community residence regulators rely on
a badly out-of-date computer system that requires a great deal of
manual activity for tracking licensure requirements. Moreover,
some consumers and providers believe that enforcement is incon-

Quality of Care in
Community Residence
Facilities and Nursing
Homes
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Stakeholders disagree
about the quality of care
in nursing homes in the
District. . . . [G]overn-
ment officials tend to
believe that quality of
care in nursing homes is
generally adequate and
has improved in recent
years. . . . Advocates for
the elderly, however,
expressed strong
reservations.

sistent and the regulations are out of date. Providers and con-
sumers have also voiced opposition to efforts by regulators to force
relocation of disabled residents to nursing homes. Successful imple-
mentation of the assisted living facility concept will require more
staff and a new regulatory outlook that searches for ways to allow
individuals to age in place.

Stakeholders disagree about the quality of care in nursing
homes in the District. In the early 1990s, egregious quality-of-care
problems at D.C. Village—a large, city-run nursing home in the
District—led to a federal lawsuit alleging civil rights abuse at the
home. The court-appointed monitor described the situation as one
of “appalling and avoidable wrongs.”** Unable to improve care
despite high costs and substantial stafting, District officials finally
closed D.C. Village in 1995 and placed residents in other settings.
Most observers attributed problems at D.C. Village to the “awful”
personnel and procurement system in the District, where every-
thing takes “months and months,” a luxury that direct-service
organizations rarely have.

Although few would deny that conditions at D.C. Village were
unacceptable, District government officials tend to believe that qual-
ity of care in nursing homes is generally adequate and has improved
in recent years. The nursing home association notes that federal nurs-
ing home certification survey results have been “quite good” recent-
ly and that, as in the rest of the country, the use of physical
restraints—a key quality indicator—has declined. Surveyors contend
that the prevalence of pressure sores has decreased and that sanita-
tion has improved over the past five years. In addition, perhaps 40
percent of District beds are in facilities accredited by the Joint
Commission on Accreditation of Healthcare Organizations. The
nursing home association cites the survey process, strong leadership
in District facilities, and an excellent relationship between operators
and surveyors as reasons for the positive results.

Advocates for the elderly, however, expressed strong reserva-
tions about the quality of long-term care in the District and view
the Medicare and Medicaid survey and certification process for
nursing homes as “broken.” They point to the large increase in
recent years in the number of complaints to the D.C. Long-Term
Care Ombudsman (although the District of Columbia Health Care
Association contends that the definition of “complaint” is too
broad to make it a good indicator of quality trends). Moreover, a



il
Nursing Homes I.- 27

recent federal Health Care Financing Administration survey of one
District facility found 60 pages’ worth of deficiencies. Critics point
to “regulatory discretion” and insufficient enforcement as contrib-
utors to the problem and believe that inspectors focus too much on
“paperwork violations” rather than actual care. In addition, the
Licensing Regulation Administration has not attempted to make
public information about nursing home quality widely available to
consumers, even when it has imposed a freeze on Medicaid and
Medicare admissions at particular facilities.

In addition to the nationwide problem of improving quality of
care in nursing homes, there are several District-specific issues.
First, in 1994 a United States District Court ruled that the licen-
sure categories previously in effect in the District were inconsistent
with, and preempted by, federal changes enacted as part of the
Omnibus Budget Reconciliation Act of 1987. In response, the
District made its licensure rules the same as the federal conditions
of participation for Medicare and Medicaid. The Department of
Health is preparing licensing regulations for nursing facilities that
are more detailed than federal rules. Advocates for the elderly con-
tend that the proposed licensing standards, although designed to
go beyond the federal requirements, require substantial revision to
be tougher and more outcome-oriented. In contrast, the District
Health Care Association has raised questions about the desirability
of licensure standards separate from the federal rules.*®

Second, in virtually every state, licensure and survey and certifi-
cation for participation in Medicaid and Medicare are administra-
tively located in the Department of Health. However, until 1998,
these responsibilities were located in the District’s Department of
Consumer and Regulatory Affairs. Previous Department of Health
officials complained that the transfer was not “smooth” and that
insufficient resources were provided.** In addition, despite the trans-
fer, some regulatory responsibilities remain in the Department of
Consumer and Regulatory Affairs, including imposition of civil fines
and penalties under the civil infractions act, transfer /discharge hear-
ings for long-term care residents, and decisions on “reasonable
accommodations” under the Americans with Disabilities Act. This
separation fragments responsibility for quality enforcement.

Third, the District has not promulgated its schedule of civil
fines and penalties for nursing facilities, making the city out of
compliance with federal Medicaid requirements and its own civil
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D.C. Office on Aging

infractions law. A schedule of penalties does exist for community
residence facilities. On the one hand, some observers believe that
the fines should be used more often; on the other hand, some ana-
lysts believe that the fines are often arbitrary.

Other Issues

he District also faces a number of issues related to the D.C.
Office on Aging and Adult Protective Services in the
Department of Human Services.

The D.C. Office on Aging has an importance far greater than its
small budget would suggest. The senior service network reaches
almost half of D.C.’s seniors, leverages substantial private resources,
and has considerable influence over public and private service
providers. In addition, it has the potential to mobilize significant
numbers of older people as a resource for the city.

Providers and consumer advocates consistently call for the fol-
lowing;:

« Additional funds for all services but especially for home
care and transportation.

e Improved communication with the senior service net-
work and encouragement of cooperative efforts to joint-
ly determine service priorities, service outcomes, and
performance measures.

o Increased automation for client service delivery and
planning, as well as financial accountability.

» Attention to the concept of older people as a resource
for the city, as well as a population needing and deserv-
ing support.

o Creation of a professional information and referral sys-
tem with clear roles for the D.C. Office on Aging and
the lead agencies.
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o Flexible grants rather than a switch to rigid contracts.

o Improvement and upgrading of its outdated manage-
ment information system.

Adult Protective Services is often the place of last resort for help-
ing vulnerable adults. The referrals come from a wide range of
sources, including social workers, hospitals, police, and neighbors.
Workers have experienced increases in the caseload (from 1,271 in
1997 to about 1,500 in 1998) and are finding it difficult to pro-
vide quality care. The staft’s ability to meet the mandate to find the
least restrictive arrangement has been compromised by the severe
reduction in publicly funded homemaker services and by increasing
difficulty in obtaining medical assessments.

Reduced budget is the major issue for the Adult Protective
Services staff. Six positions have been eliminated, leaving 22 for
1999. Adult Protective Services also experienced a cut in the fed-
eral Social Services Block Grant, which helps fund the office and
homemaker services for its clients. In 1998, the In-Home Support
division of the Family Services Administration was abolished;
remaining funds are managed by the D.C. Office on Aging under
an interagency agreement, which in turn contracts for these ser-
vices with Home Care Partners. This service is routinely limited to
six hours per week.

Adult Protective Service workers and long-term care providers
cited a lack of timely cooperation from other D.C. agencies. The
most frequent problems occur in securing legal services from
Corporation Counsel—which does not appear to give priority to
at-risk elders—and psychiatric consultation and treatment from
mental health services at St. Elizabeth’s Hospital. Adult Protective
Services workers also report uneven cooperation from hospitals for
screening clients, from fire and police for interventions and escort,
and from the Income Maintenance Administration for determining
Medicaid eligibility. On the plus side, the Elder Abuse Committee
established by the D.C. Office on Aging was seen as a positive
forum for creating working relationships.

A major barrier to improved management is the low level of
automation and, consequently, the inadequate database. Adult
Protective Services plans for 1999 include providing computers

Adult Protective
Services
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Maximizing Private
Contributions for
Long-Term Care

and training for all caseworkers and making laptops available to
workers in the field. Another barrier cited is the extreme delay in
procurement and personnel, even for such small items as office sup-
plies and emergency provisions.

An additional issue is that Adult Protective Services is mandat-
ed to cover clients who are at risk because of abuse, neglect, or
exploitation by a third party but not clients at risk because of self-
neglect. In practice, Adult Protective Services does respond to self-
neglect cases and often provides continuing care for them. Adult
Protective Services workers do not have the authority to intervene
against the will of a person who is self-neglecting but considered
mentally competent.

The Road Not Taken:
Other Possible Initiatives

ome states have sought to control their long-term care
expenditures by maximizing private spending and Medicare
financing to substitute for state spending and by integrating
acute and long-term care services through managed care. These
types of initiatives are not being aggressively pursued in the District.

One broad strategy that states can use to control long-term care
spending is to offset state spending with increased private spending
by promoting private long-term care insurance, reducing transfer of
assets to qualify for Medicaid, and expanding estate recovery.” Each
of these approaches builds on the premise that a substantial propor-
tion of Medicaid long-term care beneficiaries were not always poor
but were impoverished by the high costs of long-term care.

Increasing private contributions for long-term care is not con-
sidered a feasible cost-saving strategy in the District because much
of the older population is relatively poor. One District official
reported that most Medicaid beneficiaries in nursing homes were
also eligible for Medicaid in the community. As a consequence, no
policy attention is given to asset transfer or estate recovery.
Similarly, the promotion of private long-term care insurance is
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characterized as “hopeless,” and the District is the only jurisdiction
not to have adopted specific regulations for private long-term care
insurance. In fact, the District has one of the lowest market pene-
trations of private long-term care insurance in the country.*

States have long sought to shift Medicaid long-term care expendi- Medicare

tures to Medicare but have been frustrated by the narrow range of  Maximization
Medicare coverage for nursing home and home health care. That

situation has changed dramatically since the late 1980s, when

Medicare post-acute coverage rules were liberalized, making the

benefits more oriented toward long-term care. Although not a

major focus, the growth in hospital-based sub-acute care units has

spurred D.C. Medicaid to insist that facilities be certified to partic-

ipate in Medicare and to require facilities to bill Medicare first.

Older persons with disabilities currently encounter a fragmented Integrating Acute and
financing and delivery system. Some states have sought to end that Long-Term Care

fragmentation and save money by adding nursing home and home
care services to the array of services provided through managed care
organizations. So far, most of these initiatives have been small in scale
and slow to be implemented. In the District, Medicaid is enrolling
the non-Medicare population into managed care first.”” A Medicaid
research and demonstration waiver that involves managed care exists
for children receiving Supplemental Security Income but not for dis-
abled nonelderly or elderly adults. As one official noted, “The city
will deal with the Medicare population last in terms of managed care,
but we will eventually get to them.” A problem for initiatives of this
nature is that Medicare managed care penetration in the District is
fairly low, not providing much of a base on which to build.

through Managed Care

Challenges for the Future

ong-term care and other human services for the elderly are
primarily the responsibility of the D.C. Office on Aging,
Medicaid, the Licensing Regulation Administration, the
State Health Planning and Development Agency, and Adult
Protective Services. Long-term care policy has been dominated in
recent years by fiscal crisis and budget cutting. Driven by the need
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The central dilemma is
that spending per
elderly resident for
long-term care is very
high, but the District’s
system of long-term
care is not meeting the
needs of the elderly.

for savings, long-term care for the elderly has been under severe
stress over the past few years, with termination of the large, mostly
city-funded chore aide and homemaker programs, privatization of
the personal care aide program under Medicaid, elimination of the
agency responsible for screening admissions to licensed nursing and
residential facilities, and reduction of the Office on Aging budget. In
addition, despite management reforms and two years of control
board involvement, all of the agencies interviewed reported that pro-
curement and personnel actions still require a very long time to com-
plete. Automated data systems and access to computers remain at
low levels. On the positive side, there is broad consensus on the over-
all policy direction and several initiatives are being implemented or
are at least under discussion, including a new Medicaid home- and
community-based services waiver, new licensing rules for assisted liv-
ing facilities, casemix reimbursement for nursing homes, and a new
state health plan. The central dilemma is that spending per elderly
resident for long-term care is very high, but the District’s system of
long-term care is not meeting the needs of the elderly.

As the new mayor, city council, city administrators, and the con-
trol board plan for the future, they face many challenges in long-term
care for the elderly. First, policy development and implementation
are fragmented across a number of agencies, making it difficult to
originate initiatives that require cooperation. No one agency or
individual is accountable for long-term care policy. Moreover,
despite large Medicaid expenditures and a major need for reform,
long-term care for the elderly has not received the attention it
deserves from high-level city officials. As a result, it is very difficult
to make explicit policy tradeofts, which will continue to be impor-
tant in a tight budget environment.

Better coordination of long-term care policy and implementa-
tion could be accomplished by designating a long-term care staff
person in the Office of the Mayor, establishing a lead agency on
long-term care, creating a Department of Aging and Disability that
would consolidate government responsibilities in one agency, or
establishing a long-term care working group with existing agencies.
Within the existing structure, progress will be difficult if the direc-
tor of the Department of Health does not have an understanding of
and interest in health care financing, including long-term care. A
“pure public health” professional may be inconsistent with the
needs of the Department and certainly of long-term care for the
elderly. Using the state health plan to articulate District policy and
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monitor its implementation could give relevant stakeholders a sense
of where the city is going on long-term care policy. Currently, the
state health plan is dominated by certificate-of-need concerns and
does not function as a broad policy document for long-term care.

Second, the District of Columbia has lagged behind the 50 states
in reforming its long-term care system for the elderly, especially the
expansion of home- and community-based services. Home care ser-
vices are a very small proportion of Medicaid expenditures for long-
term care for the elderly, and budget cuts virtually have eliminated a
large home care program financed by the District. The new Medicaid
home- and community-based services waiver could set the stage for
widening the range of services available to the severely disabled
elderly in the District, but the initial program will be very small.
Expanding resources for home- and community-based services could
be accomplished by increasing funding for the D.C. Office on Aging,
liberalizing regular Medicaid eligibility and removing some of the
restrictions on use of personal care and other services, and increasing
the size and eligibility for the Medicaid home- and community-based
services waiver. These approaches are not mutually exclusive, and
each targets a somewhat different population and requires ditferent
levels of District funding. For the Medicaid home- and community-
based services waiver, shortening the processing time for Medicaid
eligibility applications is critical because long delays can mean nurs-
ing home rather than community placement.

Expanding the continuum of home- and community-based
services is key to meeting the needs of the disabled elderly.
Nonmedical residential facilities could play an important role in
long-term care in the District, especially for elderly individuals for
whom home care might not be feasible. As structured currently,
however, community residence facilities are limited in their ability
to meet the needs of the disabled elderly. As a result, a new assist-
ed living facility licensure category has been proposed but not yet
enacted. A key issue is how to allow individuals to age in place
without turning the facilities into substandard nursing homes.

Case management, another important part of a comprehensive
long-term care system, is fragmented and not well integrated into
the nursing home admission process. While the D.C. Office on
Aging funds some case management and the Medicaid home- and
community-based services waiver offers it as a covered benefit,
individuals seeking long-term care do not have a single point of

Expanding the continuum
of home- and community-
based services is key to
meeting the needs of the
disabled elderly.
Nonmedical residential
facilities could play an
important role in long-
term care in the District,
especially for elderly
individuals for whom
home care might not be
feasible.
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The District would like
to implement a casemix
payment system for
nursing homes as a
way of improving
access for severely
disabled people and
providing incentives for
efficiency. But doing so
will require a major
new administrative and
computer infrastructure
that may be daunting
to implement.

entry that will give them access to a complete range of home- and
community-based services. Thus, unlike many states, there is
nobody responsible for managing the care of disabled older people.

Third, since such a large percentage of long-term care spending
is for nursing home care, it is not surprising that many policy issues
focus on these services. Although the nursing home industry con-
tends that Medicaid payment levels are similar to other cities and
reflect the high proportion of hospital-based facilities, District
Medicaid rates appear to be high and have been a target for savings.
The District would like to implement a casemix payment system for
nursing homes as a way of improving access for severely disabled
people and providing incentives for efficiency. But doing so will
require a major new administrative and computer infrastructure
that may be daunting to implement. In addition, casemix reim-
bursement presupposes the existence of home- and community-
based services for persons with light care needs who will no longer
be financially attractive to nursing homes.

Certificate-of-need reviews for nursing homes are based on a
methodology and data that are a decade old. A new methodology
that is close to being adopted by the State Health Planning and
Development Agency will project a need for no new beds, primar-
ily because of the declining elderly population. If additional insti-
tutional investment is constrained, funds will probably be available
for home- and community-based services.

As is true across the country, there is increased concern in the
District about quality of care in nursing homes and questions about
whether the Medicare and Medicaid certification process is assuring
high-quality care. Quality assurance in the District is complicated by
the lack of licensure standards that go beyond the federal standards
and the absence of a schedule of civil money penalties for quality
infractions. Also, the effort to develop assisted living facilities will
require creative and flexible regulatory oversight to make sure that
these residences do not become substandard nursing homes but still
allow older people to age in place. This proposed increase in regula-
tory responsibility is particularly problematic because of under-
staffing of personnel currently responsible for community residences.

Finally, other tests for the District involve improving the man-
agement and services funded by the D.C. Office on Aging and pro-



viding Adult Protective Services with the resources to address the
needs of a growing elder abuse problem.

In sum, the principal question facing the District is whether it
will be able to change the balance of the delivery system to finance
a broad range of home- and community-based services and at the
same time assure good quality of care and access for nursing home
residents who require it.
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