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5 easy ??? questions 
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1. In what year was Medicaid established? 1965 

 

2. What was its original purpose? How about today? Medicaid was enacted 

originally to help states, at their option, to provide medical assistance and rehabilitative and other services for certain families and 

“aged, blind and disabled” individuals whose income and resources were insufficient to meet  costs of medically necessary 

services. Medicaid covered mostly primary/acute care services. Long term care also was covered but focused on care in nursing 

homes. Today Medicaid is the nation’s primary health insurance program for low-income and high-need individuals.  

 

3. What % of  overall health care expenditures is Medicaid? According to 

CMS, overall health expenditures in the U.S. were $2.6 trillion in 2010—$8,402 per person or 17.9% of  Gross 

Domestic Product. Medicaid expenditures were $401.4 billion—over 15% of  overall health care expenditures. 

 

4. Who receives Medicaid-funded services?  How many? According to CMS, 

nearly 60 million people receive Medicaid-funded services, including 8.8 non-elderly persons with disabilities, of  

whom 3.7 million also are enrolled in Medicare and 4.6 million low income seniors, almost all of  whom are enrolled 

in Medicare. Thus, 8.3 million people (17% of  all Medicaid recipients) are “dual eligibles.” 

 

5. How much is spent on long term services and supports(LTSS)? 
According to George Washington University’s National Health Policy Forum, $207.9 billion was spent on LTSS in 

2010—8% of  all U.S. personal health care spending and 62% of  LTSS is paid for by Medicaid. 53% of  2010 

Medicaid LTSS expenditures were for institutional care, including nursing home care. 

  
 

 

Questions and Answers  



Medicaid Basics 

To understand reforms, it’s helpful                                  

to review some basics… 
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Federal-State Partnership 

• States determine their own programs. 

 

• Each state operates under its Medicaid State Plan. 

 

• Federal Government mandates some Medicaid services. 

States decide about optional coverage. 

 

• States choose eligibility groups, services, payment levels, 

and providers. 

 

• States share cost of  Medicaid with Federal Government. 

Federal share is called “FMAP”. (Federal Medical Assistance 

Percentage = 50% - 70+%) 
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Who’s Eligible? 

 
• People in a group covered by a state’s Medicaid program are 

eligible. Some groups are mandatory; some are optional. 

 

• Almost all groups include people who are “aged, blind or 
disabled”; under 21; pregnant; or a child’s parent/caretaker. 

 

• There are financial eligibility criteria—income and 
resources. 

 

• There also are and non-financial eligibility criteria—state 
resident, citizen or qualified alien, SSN, assignment of  
rights to medical support and payment. 

  
Based on Medicaid: Just the Basics, PowerPoint by Ellen Blackwell, CMS, presented as part of NASUAD’s “Strengthening the Aging 
Network” leadership training series. 
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Key Requirements 

• Services must be medically necessary. 
 
• Medicaid must be payer of  last resort. 
 
• Participants must have freedom of  choice of  provider. 
 
• Providers must be qualified. 
 
• Services usually must be statewide. 
 
• States must describe payment methodologies. 
 
• States must assure efficiency and quality. 
 
 

 

Based on Medicaid: Just the Basics, PowerPoint by Ellen Blackwell, CMS, presented as part of NASUAD’s “Strengthening the Aging 
Network” leadership training series. 
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Mandatory and Optional Services 

• States must provide certain mandatory services: 

√ physician   √ hospital (inpatient/outpatient) 

√ lab and x-ray   √ EPSDT   √ family planning  

√ health center   √ nurse-midwife 

√ home health  √ nursing facilities for adults 

 

• States may provide a number of  optional services: 

√ dental   √ therapies (OT, PT, speech, audiology) 

√ prosthetic devices   √ glasses   √ case management            

√ personal care (agency-directed and self-directed)          

√ hospice   √ rehabilitative services   √ PACE 

√ HCBS via State Plan or “waivers” 
 

 Page 8 



Evolution of HCBS 

• Medicaid has covered long-term care from the beginning, but 

initially was limited to nursing homes.   

 

• Nursing home care = mandatory service and entitlement. 

 

• Most home and community based services (HCBS) = optional 

services and not entitlement. 

 

• Concerns about institutional bias in Medicaid led to 

establishment of   HCBS 1915(c) waiver authority in 1981. 
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HCBS Authorities 

• §1932(a) State Plan authority (personal care, hospice) 
  

• §1915(c) HCBS waivers 
 

• §1915(b)+(c) concurrent waivers to allow for managed care 
 

• § 1115 waiver demonstration & research programs 
 

• §1915(i) State Plan authority (HCBS) 
 

• §1915(j) State Plan authority (participant directed) 
 

• §1915(k) State Plan authority (Community First) 
 

• §1934 State Plan authority  (PACE) 
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Medicaid and ACA 

Under the Affordable Care Act… 

• Almost everyone under age 65 with income up to 133% of  

federal poverty line will be eligible for Medicaid in 2014. 

• Medicaid will be cornerstone of  health care coverage for 

people who are poor. 

• There will be Health Insurance Exchanges, Medicaid and 

CHIP. 

• There will be around 16 million newly covered people. 

• 50% of  new people likely will be served through Medicaid. 
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Trends and 

Reform Drivers 
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Major Trends 

 

• Majority of  states are moving toward managed 

Medicaid LTSS. 

 

• HCBS is a growing priority among states. 

 

• States are on tenterhooks awaiting Supreme Court 

decision on Affordable Care Act and federal regulations. 

 

• There has been more vigorous Olmstead enforcement. 
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Reform Drivers   

 

• The economy. 

 

• Pressures on States’ Medicaid budgets. 

 

• Demographics. 

 

• Consumer needs and preferences. 

 

• Olmstead. 
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Economy 
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Growth in Medicaid Spending 
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Enhanced FMAP / Federal 
Fiscal Relief (2003-2005)

Source: “Moving Ahead Amid Fiscal Challenges: A Look at Medicaid Spending, Coverage and Policy Trends;” Vernon K. Smith, 
Kathleen Gifford, Eileen Ellis, et.al.; Kaiser Commission on Medicaid and the Uninsured; October 2011. NOTE: State Fiscal Years. 
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Olmstead v. L.C.  

• 521 U.S. 581 (1999) 

 

• Case brought by two women with developmental disabilities 

in Georgia where they were voluntarily admitted to Georgia 

Regional Hospital in the psychiatric unit. Experts concluded 

they could be treated in community based setting, but they 

remained institutionalized.  LC sued to be placed in 

community based program. 

 

• Olmstead was Commissioner  of  Georgia Department of  

Human Services. 

 

 

 

 

  

Page 17 

  



  

 
 
“[N]o qualified individual with a disability shall, by reason of  

such disability, be excluded from participation in or be denied 

the benefits of  the services, programs, or activities of  a public 

entity, or be subjected to discrimination by any such entity.”   

 

42 U.S. C. § 12132 
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Olmstead – Title II of ADA 

(Americans with Disabilities Act) 



Olmstead – Department of Justice 

ADA Integration Regulation 

 
“A public entity shall administer services, programs, and 

activities in the most integrated setting appropriate to the 

needs of  qualified individuals with disabilities.” 

 

28 C.F.R. § 35.130 (d)  
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Olmstead – Reasonable Modification 

• A public entity shall make reasonable modifications in policies, 

practices, or procedures when the modifications are necessary to 

avoid discrimination on the basis of  disability….  

 

• ….unless the public entity can demonstrate that making the 

modifications would fundamentally alter the nature of  the service, 

program, or activity.                               

 

28 C.F.R. § 35.130(b)(7) 
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Olmstead – Holding: 

Page 21 

• Title II of  the ADA prohibits unjustified segregation of  

individuals with a disability. 

 

• Justice Ginsburg wrote, “Unjustified isolation, we hold, is 

properly regarded as discrimination based on disability.” 

 



Olmstead – Community 

Placement Required When… 

• Such services are appropriate (i.e. individual can handle or 

benefit from community placement); 
 

• Transfer is not opposed by affected individual; and 
 

• Community placement can be reasonably accommodated   

(i.e. would not impose fundamental alteration, which state 

must prove).  
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From Department of Justice, Civil Rights Division (http://www.ada.gov/olmstead/q&a_olmstead.htm) 



Olmstead – Integration is Key 

• “Most integrated setting” is defined as “setting that enables 

individuals with disabilities to interact with non-disabled 

persons to the fullest extent possible.” 
 

• ADA’s integration mandate is implicated where public entity 

administers programs in manner that results in unjustified 

segregation of  persons with disabilities. Public entity may 

violate ADA’s integration mandate when it:  

 directly or indirectly operates facilities and/or programs 

that segregate individuals with disabilities;  

 finances segregation of  individuals with disabilities in 

private facilities; and/or  

 promotes or relies upon segregation of  individuals with 

disabilities in private facilities and/or programs through 

planning, service system design, funding choices, or service 

implementation practices. 
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Dizzying Array of 

Medicaid Reforms 

Change is the law of  life. And those who          

who look only to the past or present are    

certain to miss the future.     John F. Kennedy 
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Medicaid Managed LTSS  

• Medicaid Managed Care is not new. 70% of  all Medicaid 
members receive some or all of  their services through 
capitated and non-capitated managed care arrangements.   

 

• PACE = early, usually local managed LTSS. 

 

• Medicaid Managed LTSS has taken longer to take hold, 
but now it is growing quickly. From 2004 to 2011: 

 Enrollment grew 9-fold to 600,000 people. 

 States with Medicaid Managed LTSS more than 
doubled. 
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Medicaid Managed LTSS continued 

• As of  fall 2011:* 

 12 states had Medicaid Managed LTSS program in 
operation, not including PACE—AZ, FL, HI, ID, MA, 
MN, NM, NY, TN, TX, WA, WI.  

 11 states had plans for implementation—CA, DE, IL, IN, 
KS, ME, MI, NJ, NV, OH, RI. 

 
• In addition: 

 VT has successfully operated capitated LTSS system 
under §1115 waiver since 2005. 

 NH has indicated interest in Medicaid Managed LTSS. 

 As soon as we count it is out of  date.  
 

* On the Verge: The Transformation of Long-Term Services and Supports; NASUAD, AARP Public Policy Institute, HMA; February 2012. 
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Medicaid Managed LTSS continued 
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Medicaid Managed LTSS continued 

• Some states have expressed interest to CMS in changing 

their HCBS systems either: 

 Through concurrent §1915(b) and §1915(c) waivers 

focusing on HCBS; or 

 As part of  broader statewide Medicaid reform using 

various authorities. 

 

• CMS is developing new tools to help guide federal staff  in 

their work and new website to help guide States and 

others interested in Medicaid Managed LTSS. Stay 

tuned… 
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Focus on Dual Eligibles 

• Duals are typically poorer and sicker than other Medicare 
beneficiaries and use more health care. 

 Of  8.8 million non-elderly people with disabilities 
who receive Medicaid, 3.7 million also receive 
Medicare. 

 Nearly all 4.6 million low income seniors who receive 
Medicaid also receive Medicare. 

 17% of  people eligible for Medicaid are also eligible 
for Medicare.  

 Expenditures for duals represent around 45% of  total 
Medicaid spending. 

 

• This is why many states have keen interest in integrating 
care for duals. 
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Focus on Dual Eligibles  continued 

• In October 2011, CMS announced that 37 states + DC sent 
letters of  intent to participate in demonstrations to test 
payment and service delivery models for duals.  

 

• 13 states already integrate services for duals in their 
Managed Medicaid LTSS program to some degree—AZ, 
FL, MA, MN, NM, NY, TX—or have definite plans to do 
so—HI, ID, IN, Mi, RI, WY. * 

 

• New CMS Medicare-Medicaid Coordination Office awarded 
contracts to 15 states for demonstrations to integrate care 
for duals. 

 States are using various service delivery models, 
including risk-based and non-risk-based. 

 

* On the Verge: The Transformation of Long-Term Services and Supports; NASUAD, AARP Public Policy Institute, HMA; February 2012. 
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Combining §1915(c) Waivers 

• Most states have multiple §1915(c) waivers that target 

specific populations:  √ older people √ adults with  physical 

disabilities   √ people with HIV/AIDS   √ people with 

traumatic brain injury   √ people with intellectual/ 

developmental disabilities 
 

• Waivers allow states greater flexibility to set higher 

financial eligibility limits, set enrollment caps, and cover 

limited geographic areas. 
 

• There are around 300 §1915(c) waivers.  
 

• As of  fall 2011, 15 states reported that they are 

considering combining some waivers. * 
 
* On the Verge: The Transformation of Long-Term Services and Supports; NASUAD, AARP Public Policy Institute, HMA; February 2012. 
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§1915(i) State Plan Option 

• Established in 2005 and amended by health reform. 
 
• §1915(i) = HCBS State Plan option, not waiver. 
 
• Similar to §1915(c) HCBS waiver in flexible service and 

benefit design, but— 

 No requirement that people meet institutional level 
of  care to qualify. 

 While states may target HCBS to one or more specific 
populations, they may not cap enrollment for the 
targeted population(s). 

 Plan must operate statewide. 
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§1915(i)  continued 

• States may expand program to include people eligible for 
HCBS waiver with incomes up to 300% of  SSI. 
 

• Any or all HCBS may be self-directed. 
 
• Assessments must be independent and unbiased. 
 
• Few states have exercised this authority so far. However, 

in recent NASUAD survey:  

 22 states reported consideration of  §1915(i). 

 3 states said they will implement—CA, IN, TX. 
 

• Beauty of  §1915(i) is that HCBS is entitlement. 
However, states must carefully assess cost implications of  
new entitlement. 
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§1915(j) State Plan Option 
 

 

• Allows States option to provide Self-Directed Personal 
Assistance Services (PAS) in the Medicaid State Plan. 

 

• Individuals have “employer” authority 

– Can hire, fire, supervise and manage workers capable 
of  providing the assigned tasks.                   

 

    AND 

 

• Individuals have “budget” authority  

– Can purchase personal assistance and related services 
from their budget allocation. 
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§1915(k) State Plan Option   

• Community First Choice Option gives states option to 
add new participant-directed HCBS attendant services 
and supports benefit.  

 
• States receive enhanced FMAP of  6% for enrollees. 

 
• There are two levels of  eligibility: 

 People eligible for Medicaid under State Plan with 
incomes up to 150% of  poverty who don’t need 
institutional level of  care. 

 People with incomes above 150% of  poverty and 
up to 300% of  SSI who meet institutional level of  
care requirements. 
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§1915(k)  continued 

• States are concerned about costs because as State Plan 

benefit all qualifying people are eligible.   

 

•  NASUAD’s recent survey found: 

 18 states considering participation. 

 5 states definitely plan to participate—AK, AZ, CA, 

NY, RI. * 

 

• States are concerned about costs associated with this 

program because as State Plan benefit all qualifying 

people are eligible.   
 

 

* On the Verge: The Transformation of Long-Term Services and Supports; NASUAD, AARP Public Policy Institute, HMA; February 2012. 
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BIPP (Balancing Incentive) 

• State Balancing Incentive Payments Program (BIPP) is 
temporary, noncompetitive grant program to encourage 
states to balance Medicaid spending toward HCBS. 

 
 
• To be eligible, states must have spent <50% of  total 

Medicaid LTSS dollars on non-institutional services in 
FY 2009. Through 10/1/2015: 

 States that spent <25% on HCBS will receive 5% 
FMAP increase for HCBS. 

 States that spent <50% but >25% on HCBS will 
receive 2% FMAP increase for HCBS.  
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BIPP   continued 

• To participate, states must agree to 3 structural features:  

 “no wrong door”, 

 conflict-free case management services, and 

 core standardized assessment instrument. 

 
•  NASUAD’s recent survey found: 

 21 states considering participation. 

 3 states definitely plan to participate—GA, NJ, NH. * 

 
• A few weeks ago, CMS announced that NH is the first state 

approved to launch BIPP. 
 
* On the Verge: The Transformation of Long-Term Services and Supports; NASUAD, AARP Public Policy Institute, HMA; February 2012. 
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Health Home 

• Health Home = Medicaid State Plan benefit for people: 

 with 2 or more chronic conditions, or 

 with one chronic condition and at risk for another, or 

 have one serious and persistent MH condition 
 
• Providers must integrate and coordinate all primary, acute, 

behavioral health and LTSS. 
 
• States may target services geographically and must include 

duals. 
 
• As of  January 2012, 7 states have submitted to CMS 

Health Home State Plan amendments—IA, MO, NC, NY, 
OR, RI, WA. Some approved; others pending. * 

 

*  State-by-State Health Home State Plan Amendment Matrix: Summary Overview, Integrated Care Resource Center, updated 2/15/2012. 
 

Page 39 



Health Home   continued 

• Health  Home services: 

√  comprehensive care management √ care coordination 

√ health promotion   √ transitional care/follow-up                       
√ patient & family support   √ referral to services 

 

• Health home team must include: 

√ medical specialists   √ nurses   √ pharmacists                               
√ nutritionists/dieticians   √ social workers                                
√  behavioral health professionals   √ chiropractors               
√ licensed complementary and alternative practitioners 

 

• States receive 90% enhanced FMAP for health home 
services for up to 8 quarters per enrollee. 
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Money Follows the Person 

• This Demonstration Program provides transition funds and 

enhanced FMAP for states to help Medicaid beneficiaries 

leave nursing homes for HCBS in community settings. 

 

• Began in 2007; extended to 2016 by Affordable Care Act. 

 

• 43 states + DC are implementing MFP. *  

 

• In February 2012, CMS issued invitation to apply for MFP 

planning grant to remaining states.  

 

 
 

* On the Verge: The Transformation of Long-Term Services and Supports; NASUAD, AARP Public Policy Institute, HMA; February 2012. 
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Q & A 

Diana Scully, Senior Director for State Services 

dscully@nasuad.org 

 

Karl Cooper, Policy Associate 

kcooper@nasuad.org 
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For more information, please visit: www.nasuad.org 

Or call us at: 202-898-2583  


