Home and Community Based Services Waivers: An overview
    The Home and Community-Based Services (HCBS) waiver program was established in 1981 as part of Medicaid in the Social Security Act (1915(c)). Under the HCBS waiver program, states can elect to furnish a broad array of services 
(excluding room and board) that may or may not be otherwise be covered by Medicaid, including case management, homemaker, home health aide, personal care, adult day health care, habilitation, and respite services.  States can request permission to offer additional services. The Centers for Medicare & Medicaid Services (CMS) must grant approval of all waiver applications.   The intent of the waiver is to give states the flexibility to develop and implement alternatives to institutional care for eligible populations. Eligible populations include Medicaid-eligible elderly and disabled persons, physically disabled, persons with developmental disabilities or mental retardation, or mental illness. Individuals must be shown to be eligible for institutional services (such as an Intermediate Care Facility for Persons with Mental Retardation (ICFs/MR) to be eligible for HCBS.  (Source: Duckett, M.J. & Guy, M.R., HCBS Waiver, Health Care Financing Review (Fall 2000). Vol. 22, Number 1, pp 123-125). 

Quality Assurance: ICF/MR and HCBS Compared
	ICF/MR
	HCBS

	To be federally certified, ICFs/MR must meet 8 conditions of participation: (CoPs): Management; Client Protections; Facility Staffing; Active Treatment; Client Behavior and Facility Practices; Health Care Services; Physical Environment; and Dietetic Services. The eight CoPs comprise 378 specific standards and elements. 

State surveyors conduct annual onsite reviews. CMS is currently conducting “look behind” surveys of every state and private ICFs/MR to “double check” the state surveyors’ findings.  Serious deficiencies must be corrected within 90 days; other deficiencies must be corrected within a year. Failure to correct deficiencies results in loss of certification and loss of Medicaid funding.

The Department of Justice (DOJ) also has a role in overseeing public (not private) ICFs/MR. DOJ does not have jurisdiction over community programs.
	Although there is no standard HCBS program, all are required to provide CMS with the following assurances, as a condition of waiver approval: health and welfare of waiver participants;  plans of care responsive to waiver participant needs; only qualified waiver providers; 

State eligibility assessment includes need for institutionalization; State Medicaid Agency retains administrative authority; and the State provides financial accountability (the waiver must cost less than the institutional program).
HCBS waivers are reviewed every 3-5 years. Earlier this year, CMS refined its method of quality oversight, initiated with the release of The Protocol in 2000. In January 2004, CMS made mandatory the use of the Interim Procedural Guidance as the method for federal waiver review. The Guidance requires CMS staff to solicit evidence from the states as to their quality management strategy and implementation, including evidence that the statutory and regulatory assurance have been met. CMS is also revising the voluntary waiver application template and the annual report form (“372 form”) to gather additional information about how states assure and improve quality.


Note of caution: The “flexibility” catch-22
    The cornerstone of the HCBS waiver – state flexibility – is also its catch 22 for participants. Every 3-5 years a state has the option to renew, not renew, or change the terms of its waiver program. HCBS services must be delivered pursuant to the development of a plan of care and based upon assessed individual needs. However, because the HCBS program is an optional benefit and states have the flexibility to determine the service package, number of persons to be served, target group, etc., a participant may find themselves cut from the program or with a different mix of services than in prior years. In Mississippi, for example, an approved waiver resulted in 48,000 people being cut from the waiver program. In nearly every state, Governors are considering changes to the Medicaid program. 

       There is no question that the HCBS waiver program has allowed thousands of individuals to be adequately served in community-based settings. The residents remaining in our nation’s ICFs/MR, however, are the most fragile and most in need of consistent, high quality, services. When considering the waiver option, individuals, families and guardians are cautioned to weigh the benefits with the costs. V
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