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INTRODUCTION

Under the auspices of the National Institute on Disability and
Rehabilitation Resesrch, the Human Services Research Institute was awarded
a grant (Contract #G0086C3523) to examine fir wicing models for supporting
children with ssvere disabiiities and chronic illness so that they may live at
home. One activity of the project entails the provision of technical assistance
to sslected states to facilitate the expansion of home health care for children.
This manual is prepared to accompany these technical assistance efforts as well
as to igilpt\iﬁde information to families and professionals alike regarding funding
poss es,

The information presented here provides a broad overview of the variety of
programs, funding streams, and financing optious that can be emploged by
state planners and others interested in expanding opportunities for home care.

Surmary descriptions of funding sources are presented that alternatively
or in combination can be.used to support various facets of home care such as
medical and educationalnpeds. The sources describad may apply to-children :
witk. chronic illness or sevire disability who live with theiriparents crin a ¢
hone with cther caretakors. The first section of the manus deseribes federal ‘
funding st ,-that =ra available to states that may be.used to support home
care. The second saction reviews different strategies that states have used to
enlist insurance companies in a public/private partnership to support home
care.

The summary of each funding source provides the following information:
1) purpose; 2) eligibility rules or practices; and 3) the services covered.
Additional information is pressnted where warranted.




PART ONE: PUBLIC OPTIONS

This section of the manual reviews the purposs, eligibility requirements
and services covered by federally financed programs thac are:relevant to
children with chronic illness or disabilities who are living with their families or
in other home settings. Tha basis for éach program is presented along with
pertinent modifications to the original federal authorizing legislation.
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Purpose

This program (often reforred to as "Title 19" because of its authorizing
legislation) provides federal financial assistance to states for medical services
furnished on behalf of public assistance recipients and, in some states, on behalf of
other medicallﬁ needy persors who, except for income and resources, would be
eligible for cash assistance. The federal matching rate varies by state and.is
determined under a complex formula geared to siate per c%:ita personal income.
The federal share of program costs ranges trom 50% to 80% (new matching rates
for federal FY 1989-90 were issued by HCFA on October 27, 1988). The Medicaid
program is administered by a state’s "single state agency," and the agency must
o?emte under a Medicaid state plan approved by the Secretary of the Department
. of Health and Human Services and comply with all federal regulations governing

aid and medical assistance to the needy.

ELgibility

There are numerous categories of persons who are eligii)le for Medicaid.
Federal law mandates that states must serve some categories of persons. Other
categories of persons are eligible for Medicaid at state option an if they ara listed

in‘the state Medicaid plan. In some cases, if a state opts to include certain optional

catagories of persons in their Medicaid plan there are federal requirements that
restrict the eﬁgmility of those groups. Overall, the fedetal Medicaid statute .
encompasses a wide-range of el gl];allx)ty options aimed at the extension of Medicaid
services to-children with severe disabilities who ere members of low-income
households or who have had financial desming requirements waivered. Careful
review of each state’s Medicaid state plan is necessary to determine the range of
eligible ?oups that are covered in a particular state and, consequently, the role
Medicaid benefits might play in meeting the needs of such children.

The following pages describe the mandatory and optional eligibility groups.

This section was prepared with the assistance of Kathleen Blume of the Health
Care Financing Administration; Gary Smith of NASMRPD; and Harriet Fox of
Fox Health Policy Cor~tants
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2 MANDATORY COVERAGE
AFDC Recipients . ’

All persons who are recipients of payments under the Aid to Families with Dependent
Children (AFDC) program are automatically eligible for Medicaid benefits (referred to
as "categorically” eli‘giial.e). Generally, the regular AFDC cash assistance program
extends eligibility to children under age 18 (or 19-at state optipn) "where the child is
deprived of the support of at least one parent (i.e., at ieast one parent is dead,
disabled, continually absent from the house, or, in someé states unemﬁloyed)"
(Congressional Research Service, 1988) and who hava:caretakers with very low
income. Family composition and financial eligibility standards for AFDC payments
vary from state-to-sta‘e. .

Adopted or foster care children receiving cash assistance under Title IV-E of the
Sncial Security Act, are considered to be AFDC recipients for purpoges of the Medicaid
program and are eligible for benefits.

"Qualified” Pregnant Women and Childrea

Pregnant women and cnildren up to 7 (or ag2 8 at state option) who meet the
financial requirements of the state AFDC plan (or would be eligible for AFDC if the
state AFDC Kilan included an unemployed parent program) are required to be covered

by the state Medicaid plan. These groups, referred to-as "qualified" eligibles, who

meet AFDC financial requirements, do not have to meet family compesition or

"deprivation" requirements. At state OPTION, this coverage can be extended to

childran up to ages 18 through £1. (These recipients are rcferred to as Ribicoff ‘
children after the Senator who sporsored this legislation).

Porerty Related Pregnant Women and Children

Effective July 1989, ali tpregnant women and infants (up to age 1) wnose family
income is up to 100% of the federal poverty level ($9,690/year for a family of three in
1988) are eligible for benefits. Pregnant women are eligible only for pregnancy
related Medicaid services and the infants are eligible for all Medicaid services
available under the state plan. (This provision will be phased-in through July 1990).

SSI

In all but 13 states, all children (including adopted children) and other aged, blind,
and persons with disabilities who receive cash payments under the faderal -
Supplementary Security Income (SSI) program are also eligible for Medicaid. The
remaining 13, states referred to as "269(b)" states, may chocse to limit Medicaid
eligibility to individuals who meet requirements that ars mors restrictive than those
for SSI. The thirteen states are: Connecticut, Hawaii, Illinois, Indiana, Minnesota,
Misscuri, Nebraska, Nevww Hampshire, North Carolina, North Dakota, Ohio,
Oklahoma, and Virginia.

When determining whether a child with handicaps is eligible to receive SSI, federal

law requires that a certain portion of the family’s income be "deemed" available to the

child. 'This excludes many children in low to moderate income households from a
receiving SSI and Medicaid. However, if a child is institutionalized a full calendar

month, the parent’s income is not counted in determining SSI eligibility and resultant
Medicaid. eligibility. As a consequence, federal policies are often criticized as creating

a bias toward out-of-home placement rather than supporting families.

- 11 . -




OPTIONAL COVERAGE
Children Receiving State Supplements

States may provide gusq;:l/emented‘pa ents to SSI recipients and persons with
income in axcess of SSI idcome stan . States have the option to extend Medicaid
eligibility to chi’ *ren receiving the Sypplemental payment. The income limits to
receive a state supplemental payment vary by siate.

Medically Needy

This refers to individuals and families who do not meet the financial eligibility limits
for AFDC, SSI or state supplement, but who lack the resources to pa for their

edical bilis (usually because .f inadequate private health insurance). :In such
instances, a individuals must "sl:end down" income for medical expenses until
countable income falls to a level specified by the state. "Medi needy” individuals
must satisfy special income and resource limits set in the state’s Medicaid plan.
Federal regulations require that a state set its medjzally needy income standards no
higher than 133% of its AFDC payment standard, AFDC incoms limita and
"medically needy" income limitations vary by state. In 1987, medically needy levels for
a family of fcur varied from $267 in Tennessee to $1,009 in California. Thirty-six
states currently operate medically needy programs. The numbers of persons served
by a medically needy program vary widely and are dependent upon the level of the
state AFDC payment (Fox & Yoshpe, 1987b>.

Foster and Adoptive Children

This includes all foster care and adoptive children who have incomes and resources
within certain Baeucnbed limits and, who were placed by the state, but were not
eligible for AFDC cash assistance prior to nlacement.

Pregnant Women and Childrer

This options includes ali pregriant women and infants up o age one, whose family
incoms is under a state established threshold that does not exceed 136% of the federal
goverty level, and incrementally on an annual basis to children up to age 8 whose

amily income does not exceed 100% of the federal poverty level. Additionally, states
may: omit testing for assets or rezources (i.e. only test for income); use the.more
relaxed resourca tests used by the:SSI program; and/or disregard changes in income
once & pregnant woman js-detarmined to be eligible. Low incoms pregnant women
and young .hildran are not required to meet the family standards, other cate rical
criteria, or finaxcial criteria of AFDC. Also, pregnant women and infants with family
income above 150 percent (and up to 185%) of the pover.y level, can at state option,
be charged a monthly premium. li‘hxs’ premium cannot exceed 10 percent of their
gross income, less child care expense.

Waiver Recipients

States can oPt to provide all Medicaid services to all persons with disabilities who
moet the SSI disability criteria and who are receiving services through an approved
home and community-based waiver or through a model waiver program.

12
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Services covered
All states are required to provide the following Medicaid funded services:

* in and out-patient hospitalization;

* laboratory and X-ray:

* gkilleG nursing home for persons cver age 21;
* home health services for persons over age 21;
* rural health clinic services;

* nurse micwife services in those states where midwifery is licensed or
allowed by law;

* family planning;
* physician; and

* early and periodic screening, diagnosis and treatment (EPSDT) for
children under age 21 (ses below).

A state may also cover a wide variety of up to 32 optional servica categories at
its discretion, (e.g., preventive and rehabilitative services; home care Or nursing
care; home and community-based waivers; medical equipment and appliances;

rivate duty nursing; home respiratory care services; and case management).
States havs wide latitude to limit the "muency, scope, and duration” of Medicaid-
covered sarvices (e.g., by limiting the number of physician visits that will be
reimbarsed). Services under Medicaid except for home and community-based

waivers and targeted case management must meet criteria of a "sta’ewidenezs and

comparability” (meaning that services must be equally available and of squal scope
across all groups of Medicaid sligible). In most of these areas the state sets the
standards for services, States also have broad flexibility in determining payment
rates for covered services. Some states have elected to provide comprehensive and
often unlimited coverage for 2ll, or nearly all, of the fedsrally allowed Medicaid
gervices, while other states provide more limited benefits and may exclude
extended home care, speech and cccupational therapies. Moreover, a state can opt
to exclude "medically needy” eligibles from optional Medicaid benefits. If a state
offers home care they are required to provide nursing visits, medical equipment
and supplies. Cost reimbursement mathods (e.g., capitation through prapaid
health plans) will affect the amount of reimbursement for care.

of ?eeml interest is tha fact that every state must provide EPSDT services to
Medicaid eligible children under age 21. The Congressional Research Service
(1982 describes this program.

13




The EPSDT pro is designed to assure the availability and accessibility
of required beaith resources and to help aligible children-use them
effectively. Under EPSDT, states are required not only to finance services,
but also to conduct outreach activities that link Medicaid-eligible children
with providers, Each state’s Medicaid program must (1) inform all sligible
children about EPSDT services, (2) provida scree - and diegnostic
services, and (3) provide treatment to correct or ameliozate any discovered
health problems.

Esch state must provide, at a minimum, the following EPSDT sarvices:
assessments of health, developmental, and nutritional aatus; unclothed
ﬁhysical exarningtion:;; immunizations ap ropriate for age and health

istory; appropriate vision, hearing, and dental services found nececsary
by the screening....

States are itted to provide services to children under EPSDT even if
they are ctherwise not availzble, or available on a limited basis, to other
Medicaid beneficiaries (e.g., vision, hearing, and dental services that may
ot otherwise be available from that state’s Medicaid progzam). (p. 322)

This enables a state to targst an enriched array of services to children without
risking financial axposure in the remainder of its program.

The Omnibus Reconciliation Act of 1986 (OBRA ’86) also authorized state
Medicaid coverage of at-home respi care services to ventilator-dspendent
mdiﬁgtualsiaalggividgals mustg: med!ii dependenton & ventzl:tor for ?fe nich
sup at gix hours per dsy, and require inpatient respiratory cars for w ic
Megtpcaid would pay, if home respiratory care services were not available. Ths
coverage permits a state to serve Medicaid eligible ventilator-dependent children
:}tl h?nﬁe glmtg)out kaving to utilize a "2176" home and community based waiver (see

e follo .

The myriad of service options a state may elect under federal luw as well as
the special limitations a state may impose on covered services render it practically
impossible to draw general conclusions about coverage, independent of each state’s
program. A careful revisw of a state Medicaid plan is required to determine the
scope of servico co and their potential applicability to furnishing home
services to children with disabilities.

14




RECENT LEGISLATIVE CHANGES

Tax Equity and Fiscal Responsibility Act of 1982 (TE¥RA)

Purgpose

TEFRA allows states to amend their Medicaid state plans to providsregalar
Medicaid services (but not non-medical rt servicas) to all children with
disabilities under aga 19 living at home, who because of SSI incoms elig'bih;]tg
rules, (i.e., the undeeming of parental incoine) would be Medicaid eligible only if
instituticnalized. Relevant statutory provisions are contained in Sec*ion
1902(e)(3) of the Social Security Act. "TEFRA 134" coverage represented one
outgrowth of the so-called "Katie Beckett” waiver program.

Eligibility

The individual must both meet the usual catsgorical criteria for disability
under the SSI pro and must require the level of care provided ir a hospital,
ICF, ICF/MR, or SNT': The state must ascertain for each child that home.care is
appm%riate, and that the cost of this care.does not oxceed the.cost for institutional
care. Unliks the "waiver” program, this state option requires the state.to cover all
children with dinabilities who mest the criteria on a statewide basis, whether or
not they are institutionalized. The number of children that the amendment will
actually affect depends on the restrictiveness of the state’s interpretation of
requirements of institutional care. States are free to develop their own
implementing rules and to discontinue coverage for this group at any time.

Services Provided

Persons madse eligible under the TEFRA state plan amendment are eligible
for all Medicaid services provided by the state comprehensiveness plan. The
amount and-types of care uvailable to the children depends on the of the state’s
Medicaid program and the willingness of states to expand Medicaid options.

does not provide authorization to furnish alternative or other optional
Medicaid services. To offer such services, a state could seek approval for a
Medicaid waiver (discussed liter in this report). A Medicaid waiver can be
operated in conjunction with 2 TEFRA amendment.

State Participasion

As of 1988, only 22 states have amended their state Medicaid plans to add
the TEFRA-134 coverage optionn. The reluctance of the majority of states to select
this eiigibility option reflects wariness concerning the cests of adding a new
entitled esrvice population (Allan Bergman, UCPA, personal communication).

15




Consolidated Omnibus Budget Reconciliation Act of 1985 (COBRA '85)

This act added a new section to the Social Security Act under which states
waze authorized to cover targated cass ent-as-an optional service under
thoir Medicaid plan. Case managsment is défined as gorvicas that will assist
{eligikle individuals "in gaining access to needed medical, social, educational, and
other services," Once such services are spproved:for covérage in & state’s plan,
federal financial participetion in the cost of targeted case management services is
made available at the state’s regular federal assistance &ercentage Case
msanagement can be targeted to.specific populations wi cut having to mest
Medicaid "statswidenesa® or comparability provisions. The group may be identified
Eiyx age, type or degres of disability, illness or condition "or other identifiable

¢ or combinstion thersof."

Medicare Catastrophic Coverage Act of 1988
The Congressional Research Service (1988) reports:

The Medicare Catastrophic Coverage Act of 1988 (P.L. 100-360) rovides
that stats Medicaid plans which iznpose day limits on payments for
inpatient hospital services must establish exceptions to those limits for
mediczlly necessary inpatient services for infants (up to age 1)in
hospitals which serve a dispropertionate share of low-income patients,...
These cbanges havs the practical effect of incrsasing compensation for the
treatment of premature infants, infants with acquired immunodeficiency
syndrome  and other disabled infants in hospitals located in states
with Medicaid programs that impoze durational limits. (p. 330)

Omnibus Budget Reconciliation Act of 1988 (OBRA 1688)

As of January 1988, all residents of faderally funded nursing homes who
have mental retardation or developmental disabilities must be screened to.
dstermine if they ire 24 hour nursing care. By 1990 alternsative-appropriate
arrangements must be made for residents who do not re uire such care. States
mugt also screen all new admissions by January 1989 and cannet admit an
individusal to a nursiug home unless s/he has been determined to require the level

of cara provided by the nursing home (Bergman, 1988¢).
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HOME AND COMMUNITY BASED WAIVER

Purpose

This program (sometimes referred to 18"2176 waivers” based on ite -
authorizing statuve) enables states to.finat ce'a variety of homa -and comnunity
based, non-medical support services not us\ally covered by Medicaid for recipients
who would otherwise need more costly institutional care. Unlike service options
available within the state Medicaid plan, coverage of homs and community-based
(HCB) services under the waiver requires-the isgion of a special application to
HCFA. Ones approved, waivers are effective for a three year period and ¢an be
renewed for a five year period. In its application, a state must designate. which
types of services it wishes to cover, how the services are to be.covered, the tariet
populations for the ssrvices, eligibility requirements, and other assurances. There
is no limit on the number of waivers that can be granted to a state. The federal
share of the program ranges from 50% to 80% depending on .he state federal
Medicaid assistance percentage.

Eligibility

The Task Force on Technology Dependent Children (1987) provides the
following discussion:

Eligibility is limited to Medicaid recipients who, in-the absenca of HCB
services, would require long term care in a hospital, skilled nursing facility, or
ICF/MR. States may restrict eligibility for waiver participation to recipients
residing in certain geographic areas in the state; to individuals being
deinstitutionalizéd; or to particular individuals for whom the Medicaid cost of
groviding HCB services is less than the cost of providing institutional carc.

tates may expand income eligibility for the target popriation in two ways: 1)
by not deeming » certain portion of the family’s income to be available to the
individual receiving care at home; or 2) by raising the Medicaid income limit
to a level eg;al to three times the maximum payment made to an individual
under the SSI program... [This is referred to as the "300%" rule.] Individuals
becoming eligible under this higher income standard are required to
contribute to the cost of their care. (Task Force, 1987, p.102

Substantial portions of this section were Brepared by Gary Smith of the National
Association of State Mental Retardation Program Directors.
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The "300% rule” be used for Peraon_s who, because of excess income, are
pot eligible for SSI; would be eligible for Medicaid:if institutionalized; and will
recaive the HCB services, A state may employ the 300% rule (or a variation
thereof).only to the extent it appliés a similar standard to determine eligibility for
institutic -Jbaged services, (i.e. incomelevels for waiver survices can be no-more
%enerous'than for institutional services), The SSI payment for:a couple in June

989 is $553 per month. The 300% rule therefore allows eligibility for a couple
with income up to $1,659 per month. :

¢

Unlike a TEFRA state Medicaid plan amendment, a waiver (both the 2176
"regular” waiver and the "model" waiver described next) permits a state-to limit the
waiver of the desming of a portion of a family’s income to a discrete populatioz.

Services provided

{ . .

States may provide services under the Home and Community Based Waiver
that are octherwise not coversd by Medicaid, such as-homemaker, réapite care,
personal care services, minor home medifications, nen-medizal transportation,
emergency response systems, family consultation, habilitation and supported
employment programs, as well as augmented regular Medicaid serrices, (i.2.,
beyond the extent, scope, and duration of the states Medicaid services) such as
hourly shift nursing, personal care, medical supplies, durable medical equipment,
and other services as afiproved. Under a waiver, a state may relax limits
established for regular state plan services when such services are furnished to a
waiver recipient; a stat is not required to meet medicaid "statewideness” or
"comparahiligy" requirements; and:a statema{:uthorize Medicaid services it dves
not cover under the state plan. Where it can be shown to be-cost effective, the
waiver may also be used to pay for an individual’s private insurance premiums.
Recent amendments to the waiver include employment related services snd
supported employment as allowable HCB services.

Restrictions on Waiver Programs

In adopting Section (1915)(c) of the Social Security Act, Congress mandated
that a state must demonstrate that the average annual per capita costs of HCB
waiver services would not exceed the average costs of institutional services (e.g.,
ICF/MR, hospital, or nursing home payments) that would otherwise be furnished
to waiver recipients. In its implementing regulations for Section 1915(c), the
Health Care Financing Administration ( CFA) promulgated a complex formula,
designed to assure that a state’s proposed HCB waiver program was cost-effuctive.
The essence of this formula is that, in order to gain HCFA’s approval of its HCB
waiver afﬁhcation, a state must dumonstrate that spending on long-term care
sarvices (HCB waiver and institutional services) while a waiver is in effect will not
exceed expenditures that would have occurred in the absence of a waiver program.

HCFA glrovisions permit a state to develop waivers specific to individuals with
specific conditions and gauge cost-effectiveness against the costs of institutional

services furnished to this subset of clients. Hence, in targeting waiver services to
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ventilator dspendent children the costs of furnishing hospital-based services to
such children may be employed rather than the average costs of all hospital
services.

In practica, HCFA requires that a state demonstrate that: (a) not only will
long-term care per cajita nditures under a waiver not exceed those proj .
to occur in the absence of offering waiver sérvices, but also that (b) the number of
persons receiving long-term care services in a state will be no greater as a result of
offering waiver services. HCFA’s waiver request/renewal process includes
considerable negotiation concerning projected long-terr care caseloads. In the
end, the projected caseload constitutes a "cap” on a gtate’s utilization of long-term
care services on hehalf of the target population, If, with a waiver, a state failed to.
effect a reduction in long term hospitalization, HCFA would question the
effectiveness of the program.

As a consequence, the HCB waiver program is an anomaly among Medicaid-
reimbursable services. Whereas for other services, a state may not overtly limit
provision of services to a fixed number of recipients, a state must do so in its HCB
waiver program. Consequently, an HCB waiver bgrogmm.is not immediately
expandable due to increased recipient demand. Federal review criteria also place.a
large premium on the deactivation of state institutional beds in order to expand
waiver services. Finally, the HCFA formula itself creates a substantial financial
disincentive to offering lower cost services to waiver recipients. The waiver
formula does not permit stetas to realize the savings of offering lower cost services
and then to offer these savings to new persons. Thkerefore states tend-to develop
waivers for relatively higher cost services, thereby obtaining more fedcral dollars,
rather than opting to offer the less expensive in-home services. This a key factor
behind explaining why in-home services typically do not command a significant
share of HCB waiver spending in most states.

State Participation

Presently 39 states operate HCFA-approved HCB waiver programs targeted to
serving persons with developmental disabilities. The scope and range of services
offered under “hese programs varies enormously. As a consequence, determining
whether services are available under a state’s waiver program that could play a
role in meeting the needs of children at home requires an examination of the
particular state’s waiver program provision.
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MODEL WAIVERS

Purpose

The so-called "Model Waiver" option was developed by HCFA to create a
streamlined process for a state to offer home and. community-based services (under
Section 1915(c) of the Social Security:Act) to a relatively small number of
individuals. This program was intended to replace the case-by-case waiver
requests that em as an outgrowch of the "Katie Beckett" case which allowed
states to redeploy Medicaid funds for inpatient services to the support of in-home
gervices, However, tne "Model Waiver” prog 1 establishes no ggac}x,al
opportunities to initiate home services for child. 2n with severe ilities apart
from generalized statutory authority governing the home and community-based
waiver program. Structurally, there ia no subetantive difference’between the .
model and the "2176" waiver program. The chief distinguishing characteristic of
*Model Waiver” programs has been their size and the types of services/in viduals
states typically target. The model waiver represents an-opportunity for a state to
more discretely target waiver services to a particigatii;'gﬁ-*,enbsuhpopulathnn (e.g.,
ventilator dependent children living at home), and the ! sdel waiver is gene
oriented to serving children living at home:. Until the p«ssage of OBRA-87 in
December, 1987, HCFA restricted the size of Model Waiver programs to no more
than 50 individuals. Under OBRA-87, Model Waivers serving up to 200
individuals are nowgermitted. A state may propose to operate two or more model
waiver programs and may operate a moedel waiver in additionto or in lieu of a
regular section 2176 waiver. If a state already has a 2176 waiver, the medel
waivg;t?pplication form permits the state to avoid repeating some material in its
requ . :

Eligibility

¥odel Waiver eligibility criteria parallel those employed for the 2176 home
and community-b. waiver program. HCFA encourages a state to utilize the
Model Waiver mechanism when it is seeking to cover a relatively small number of
individuals. In addition, where coverage of children living at home is desired,
HCFA also encourages (but does not mandate) that a state consider concurrently
applying for a waiver of the "deeming” of parental income as a means of
broadenin'g eligibility for Model Waiver services. A state, however, mea apply for a
vraiver of "deeming’ when it is seeking HCFA approval of a "regular” HCB waiver
program application. .

Services Provided

While a stste mvay prcpose to include an arra of medical and non-medical
services in a Model Waiver program application, HCFA. guidelines urge states to
restrict Model Waiver programs to a limited set of services. As with a "regular”

This section was largely prepared by Gary Smith of the National Association of

_ State Mental Retardation Program Directors.
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waiver program, a state may propose to cover medical services not otherwise
furnished under its state Medicaid plan and to auginent the extent, scope and
services available under the state plan. .

Other Notes

In most instances, states have employed the Model Waiver program to extend
Medicaid coverage to rolatively discrete, low-incidence target populations, Since
utilization of home .and cominunity-based services is capped, some states have
found the Model Waiver pro to be a preferable alternative in covering home
care services for children with severe disagnhtzes to opting to add TEFRA 134
coverage under the state Medicaid gelan. Like "regular" waiver programs, however,
the Model Waiver program cannot ‘viewed as a means of ackieving broad-based
Medicaid coverage of non-institutional services: A "model" waiver may be
appropriate in the case-where the services a state wishes to furnish vary tparke:x;{
from those that would be furnished under its regular waiver or if the institutio
costs that would be incurred in the absence of a waiver are differentially higher
than settings such as an ICF/MR.

WAIVER PROGRAM FOR "BOARDER BABIES"
The Congressional Research Services reports (1988):

The Medicare Catastrophic Coverage Act of 1988 (Public Law .00-360)
establishes a new waiver program targeted at "boarder babies," children
who are infected with the acquired immunodeficien? _sindrome virus
(AIDS) virus or who are drug dependent at birth and who may remain in
hospitals indefinitely because of problems in finding an alternative
placement. The naw 1915(e) waivers will allow states to provide services
to such children, as well as to any children with AIDS, who (i) are under,
age 5, (ii) are receiving or are expected to receive federally fu: Jed adoption
or foster care assistance, and (iii) would be likely, in the absence of
waivered services, to require the level of care provided by a hosgital or
nursing facility. Covered services could include nursing care, physicians
services, respite care, prescription drugs, medical devices an supplies,

rtation, and any other service requested by the state and approved
by the Secretary.

As with other home and community-based services waivers, he state is
required to provide assurances that the health and safety of waiver
participants will bs protected, that there will be financial accountability for
program funds, ana shat the ﬂfojected per capita cost of the program will
not excsed the costy that the Medicaid program would have incurred for
the same individuals in the absence of a waiver. (p. 343)
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Purpose

The purpose of the Medicare program ia-to provide hospital insurance
protection and medical cav insuranca for covared services to any person aged 65
or above, to cartain-parecnz with disabili%isg, and to individuals with chronic renal
disease. Medicare hospital insurance (Part A) is financed by Social Security
pavroll contributions andwnatching conlributions from employers. ‘There is no
s:ate financial participation, although states may "buy into" Medicare coverage for
certain eligible Medicsid racipients. Madicare medical insurance (Part B) is
available to eligible persons o a voluntary basis.

Eligibility

The only children under age 18 who are eligible for Medicare are thoss with
end-stage rensl disease, (except in the unlikely cvent that a child is a beneficiary of
SSDI thr ugh their his or her own work history). The following category of adults
are eligible for Medicare: .

o Disabled adults under age 65 who have been en*itled to Social Security
Disability benefits for at least 24 months. This appliés to boih the disabled
worker who iz tke primary beneficiar—of SSDI as well as the disabled adult
offspring of the primary worser that siad been receiving SSDI benefits as a
family member or a disabled worker.

e Ali persons age 65 or oves who are entitled to monthly benefits under the
Social Security Old Age benefits or railroad retirement programs.

o All adults receiving SSDI benefits, and their children and-spouses, with
end-stage renal disease who require renal dialysis or kidney transplant.

_All persons aged 65 or older {éxcept-aliens) and all persons with disabilities
entitled to Medicare Hospital Insurance are also eligible to snroll in the Medicare
Medical Tusurance (Part B) program on a Voluntary basis by paying a monthly
premium (usuaily deducted from the monthly social security check). Federal

Assistance with this section was provided by Deiures Cashman of the Health Care
Financing Administration, by ggialications of tha Health Care Financing
Admiunistration, and by Allan Bergman-of United Cerebral Palsy Associations.

22

13



14

monies su;l:)glement the paid monthly premiums to cover Medicare Medical
insurance henefit administrative costs. State welfare agencies may "buy in" to
Medicare on behalf of public assistance recipients and pay the premium. Under
"buy in" programs, Medicare pays for benefits which Medicaid would otherwise be
required to cover,

Services covered

Hospital insurance (HI) benefits are paid to facilities to cover the reasonabdle
costs of medically necessary services furnished to individuals entitled under this
pregram. Medicare will pay for services that are "reasonable and necessary” for
the diagnoses and treatment of an illness or uv,ma It will not pay for "custodial”
care such as assistancs in daily living activities. -In general, hospital insurance
covers hospital care, skilled nursing, home health care and hospice care. There are
limits on the amount of these services that are.covered. The voluntary medical
insurance will pay for 80% of Medicare’s approved charge (after 2 small
deductible) for: physicians and surgeons services, home health service, hospital
service and other medical and health services.

Medicare Catastrophic Coverage Act of 1988

This act is the first major legislative expansion of Medicare since its enactmont in
1965. Hospital insurance was broadly expanded from providing 60 days of free
hospitalization per "spell of illneas"” to unlimited free hospital care after payment of
an initial annual deductible. In addition, out-of-pocket-expenses for doctor bills
(under Part B) are capped at $1,370 a year. Beginning in 1991, Medicare will pay
50 percent of the cost of outpatient prescription drugs in excess of $600 per year.
Home health care coverage is also ex¥anded. Beginning ir. 1990, "intermittent"
skiiled nursing care can be provided for up to 39 continuous days of home care,
seven days a week, at one or more visits per day. U._.der the new law, Medicare
will also pay 80 percent of up to 80 hours of in-home care a year for persons who
are "chronically dependent.” Services include homenaker, home health aides,
ersonal care and nursing care t¢ provide respite to {amilies who are providing

ong term care support to the Medicare beneficiary. The beneficiary must need
assistance with at least two basic activities of daily living. The new Medicare-
benefits will be financed by new premium increases. The premium increases are
tied to an individuals adjusted gross income, reflecting a change toward.2n income
tested program (Bergman 1988a).
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UNIFORMED SERVICES (CHAMPUS) _

Purpose

The U.S. Department of Defense provides to health cars for family menibers
of military personnel through two interdependent ms: 1) military treatment
facilities (i.e. hospitals and clinics); and 2) the C US program which
gup .lteiments and shares the costs of care not available in military trnatment

es.

Eligibility
Thoge eligible for CHAMPUS are family members of military personnel.

Services offered

CHAMPUS offers reguiar home health benefits - includiﬁ!durable medical
equipment, oxygen, ]ahiaieel therapy, skilled nursing care, medications and
medical supplies and physician visits. CHAMPUS also has a special program for
active duty military personnel which provides financial assistance when &
member’s child with moderate or severe mental retardation or glﬁymcal handicaps
is excluded from appropriate public programs or institutions. The Program for
the Handicapped (PFTH) authorizes benefits including diagnostic services,
?apagienq, outpatient and home treatmeént, rehabilitation, training, special

ucation,.institutional care, durable medical equ%&ment and supplies,
transportation, and skilled;hourg‘nursin care. The PFTH is limited to a
maximum of $1,000 per month. CHAMPUS does not provide for "custodial care"
defined as care for persons who require assistance to support the ecséntials of
daily living and not "active treatment” to reduce d%pendency so that the patient
can function outside of gﬁ}:rotected anvironment. If a child is determined to be

"custodial” the child is only eligible for limitad homé care benefits.

There is presently a Home Health Care (HHC) demonstration project for
family members of active duty personnel. Persons who would otherwise be
recoiving hospital care can receive extensive home health services - including
skilled hourly nursing ~ and related community support services whick-are
medieally necessary, appropriate and cost-effective. The program excludes persens
requiring "custodial care" and applicants must meet "level-of-care" requirements.

Information for this section was derived from Task Force (1987).
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Background

The Omnibus Reconciliation Act of 1981 created a single Maternal and Child
Health (MCH) block % which replaced many categorical grants originating
under Title V of the Social Security Act of 1935. Some of the categoricar-grants
were for: Crippled Children’s Services; Maternal and Child Health;and Disabled
Children’s Services. Under the block grant, federal requirements for specific
programs were eliminated and states were griinted wide flexibility over the
structure, target populations and services, Under the MCH block grant (often
atill referred to as "Title 57), evéry four federal-dollars must be matched with three
state dollars. Acide from the block grant, the federal appropriation for maternal
and child health also funds other specified projects.

Purpose

Tbere are four federal priorities that are outlined for the use of the Block ‘
Grant. They are: ' .

@ To assure access to quality maternal and child health service, especially for
those with low income; .

o To reduce infant mortality and the incidence of preventable diseases and
handicapping conditions among children, and to reduce the need for in-
patient and long-term services;

e To provide rehabilitation services for individugls who are blind or who
have disabilities under age 16 receiving SSI; and

¢ To provide assistanes to'children who ars in need of special health care
services by efforts to locate them, by assuring medical and other supportive
services and care, and by assuring availability of health care facilities.

Assistance with this section wa%lprovided by Harriet Fox of Fox Health Policy O
Consultants, the U.S. Office of Maternal and Child Health and publications frora .
the Office of Maternal and Child Health.
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Of thetotal congressional appropriation for Maternel ana Child Health,

Tou 85% 1o states, on the basis of specified formulas, a8 the Maternal and
P Froatin Boe el

Chil ock Grant,

Roughly 15% of the congressional appropriation (known as the federal "set-
aside") goes to fund dismﬁongﬁrmts referred to as Special Projects of Regional
and National Significance (SPRANS).

The SPRANS include five grant categoriea: Maternal and Child Health
Fesearch {(development #nd application of new knowledge to ths health problems
of mothers, children and children with special health care neads); Maternal and .
Child Health Training (Im\glsrshi& ining in specialized health professions);
Genetic Disease Testing, Counseiing and Information Dissemination; Hemephilia
Disgnoetic and Treatment, Centers saxévinf as a demonstration.model for issues
ralating to regicnalization of treatment of low pravalence conditions); Maternal
and. Thild Health fmprovement Project (the creative modification of maternal and
child health cace systams to improve health stagus), The SPRANS grants are
awarded on a competitive basis to a varioty of applicant organizations. Nearly 500
SPRANS:grants were awarded in 1988.

Congressional appropriations for maternal and child health that exceed a
certain ceiling are earmarked for uther specific purposes. A designated percentage
of tho funds that exceed the ceiling, i3 used for grants to fund projects-for the
screening of newborns for sickle cell anemia. Another percentage abaw the-ceiling
is allotted for the davelopment of child health demonstration proiects that provide
primary health care gervicez to all children and to promote community-based
gorvica e;zgstworks and case management services for children with special health,
care needs. .

Eligibility

Maternal and Child Health Bleck ts fund a variety of programs.
Eligibility for programs is determined by the state and may focus un particular
gubsets of children. Federal law prohibits imposing fees on low-income women
and children. Where.fees are imgaed‘ they must reflect the income, resources,
and family size of bepaficiarics. Some statas have sliding fee schedules (Task
Force, p. 107). Manzy states have expanded service eligibility to include children
with a wide range of chronic health conditions (Task Force, p. 108).

Services provided

State applications for Matornal and C ,ild Health Block Grants must include a
statement of goals and objectives and of services to be provided. Many states use
tha block grants to continue to fund the previously existing categorical programs
(e.g., Crippled Children’s Services and Maternal and Chiid Health).
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The Task Force on Techrelogy Dependent Children provides the following
description of services provided by some states undeér-the block grant through
their state Children with Sggmi ealth Care Needs (CSHN) programs (formerly
called Cripplsed Children’s Services). .

Services offered in state Children with SPecial Health. Needs Prsgrams are
diverse and extensive. Most states spena’program firnds on «creening and
treatment of handicapping conditions. They also find a y:a"iatgqf ogﬁg
support services, including case management and'counsefing. Swte
gervices ars typically provided through Jtate hsalth agenviezand p i

on a fee-for-servica basis. In most states, CSHN is a strougiy clinic-dased
program, both providing and reimbursing for covered seivices. CSHN is often
coordinated with Medicaid with CSHN pruviding servicen and Medicaid
reimbursing the clinic for services providad to Medicaid ¢ligible families.
Deepita its traditional clinic-based emphasis, most CSHN programs fund or
provide varying amounts of home care servicessuck as home nursin'lg and
respite care as well as case management and training for families. (Task
Force, 1987, p.107)

Under the special allotment to states earmarked for primary care services for
children and specialty services for children with ial health care needs, many
states have initisted new programs. Many states have focused on providing case
management rather than community-based service natworks. Some pro
1(1ng8 riegeglgfted resources to particular sub-populations of special needs cﬁ' dren

ox, . . )

SPRANS projects have also added to the range or services available to
children with chronic illness or severe disability. Programs in Illinois, Louisiana
and Maryland aimed at developing long term care for ventilator-dependent
children, includ.in%‘a regionalized system of care and a comprehensive coordinated
care model (Task Force, p.108). Family support projects have begun in New York
and Oklahoma and other E})rojects have focused on ccordinated community-based
care. A directory of all SPRANS projects is available through the National Center
for Education in Maternal and Child Health in Washington.
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Purpose

This recent act sstablishes a new competitive state grant program to assist

e e i, Soras of the state pu D e searis ans toy

¢e program. of the state purposes of the grants #28 £:
inerease awsreness of the needs of individuals wi disahilities for assistive:
tachhology services; incroase the availability and funding for the provision.ov'these
ase’stive technology devices; increage the knowledge of m of assistive
technclogy devices among individuals with dissbilities and 1 persons; an
increase the caparity of public and privets entities to provida technology relat
assistance.

Eligibility

Recipients of the grant activities are defined as persons who are considered to
have a dissbility by any othcr state or federal law and who would be ezabled by
assistive technology to maintain a level of functioning or achieve a greater level of
functioning in any major life activity. .

Three year grants ars made to states who submit applications. The amount of
the award is bazed on ths overall appropriation from Co ths population of
the state or tarritory, end the types of activities proposed g'tha statean their
application. The law states that thore should be an equal geographic distzibution
of states receiving grante, Intheﬁrsttmgggrs of the three year grant, a state
may recsive between $500,000 and $1,000,000. In the third yesr a state may
receive as much as $1,500,000. )

Services

Franklin (1988) reports that "States can use the funds under this act to carry
. out any of the following activities:

o Model Delivery Systems - Under the Act,/a state may support the
development of modsl systems for the delivery of assistive technology and
services that can be replicated.

o State-wide Needs Assessment - The state may conduct a statewide needs
assessment which may be based on already existing data and may provide
states with information on the scope and type of services to be provided.
Undsr the needs assesament, states are also to investigate funding sources
available for the paymsnt of assistive technology.
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e Support Groups ~ The state may use funds to encourage the creation or
maintenance of cu.umunity-based organizations or systems that assist ﬁ
individuals with disabilitizs to use assistive techniology or devices. ;

¢ Public Awareness Programs - The state may fund public awarenes( :
programs designed to provide information on assistive techrology designed
to educate a wide audiencs of individuals on assistive technology.

e Training and Technical Assistance - Funds for this program may be used
to gupport training activities which relate to the provision of assistive
ology services. The training can include individuals with disabilities
and their family members as well as individuals who work for public
agenqlillgg or private entities that have contact with individuals with
disabilities.

o Access to Related Information - The state may develop, operate or expand
a system for public access to information systems.

o Intsragency Agreements -- The state may enter into cooperstive
agreements with other state agencies to expand the capacity of the state to
assist individuals with cisabilities to learn about, aequire, use, maintain,
adapt, and upgrade assistive technology and services.

o Other Activities - The state may use its funds for any other activities
necessary for developing, implementing, or evaluating a state-wide service
delivery system,”. (p. 4)

Title II of the act authorizes a variety of discretionary studies to be performed
by the federal government including: a study on financing assistive technology; a
national information and program referral network; training and public awareness
project; and demonstration and innovation projects.
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Purpose

SSI provides monthly psyments to children who are’blind or disabled whose
family incomc and resources are below specified levels. SSI is also-available to
low-income adults with handicaps or who are over age 65. Eligible persons
receive & basic standard federal grant (3368 per month at present for single
persons and $553 per month for couples) that is 100% federal-funded. Persons
with some income who.do not gunli@ for the whole grant may receive a-partial
SSI grent. Some stated also offer su lemental payments above the federal grant
to eligible individuals (including cb:.& en). Statesupplements-are 100% state
funded. Some state supplement programs contain provisions to make payments
cn behalf of individuals with dicabilities for home.care sarvices or to meet the
costs of hoard and care. States mg choose to offer some or all of the
supplemental srant to children and adults who do.rot mest income restrictions
for the basic.faderal grant but are under state specificd income levels for the
supplementai grant.

Eligibility

According to present Social Security Regulations (Social Security
Administration 1977), children under age 18 are eligible for SSI when they have a
disability or impairment (or the medical equivalent) that is included in the Social
Security "List of Impairments” and if the child meets income and assats eligibility
criteria.

The disability eligibility criteria are currently being tested in federal court.
Under the original Social Security Act a child was considered to be disabled if
g/ho had a disability that was comparable in-severity to one that enabled an adult
to-qualify. Adult qualifications-rest on assessments of whether their disability
prévents the individual from engnging in substantial gainful activity. Advocates
argue that children should receive.a comparable individual assesoment of
functional limitations to determine eligibility rather than exclusive »sliance on a
list of impairments. According to a recent third circuit federal court of appeals
decisicn in Philadelphia, the S%cm.l Security Administration eli'gib’r’g rocedures
ara too restrictive. g'hm decision overturns a 1986 ruling bya fede tflsm ict

Portions of this section were prepared by Gary Smith of the National Association
of State Mental Retardation Pr¢ Directors. Information was raccived from
Roy Trudell of the Health Care Bg%inancing Administration, Harriet Fox of Fox
Eealt.h. Ppligy Consultants and publications by the Social Sceurity

dministration.
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court that upheld SSA’s requirements (Mental Health Law Project Update, 1988;
Association for Retarded Citizens, 1988]).

In determining a child’s income, a portion of the family’s income is "deemed”
available to the child if the child is living with his or her family. Therefore
children living with families that have moderate income, and in some cases low
income, may be excluded from SSI benefits. For children who are living out of the
home (e.g,, inetitutionslized or living in an Intermediate Care Facility) for more
than 80 days, family income is not deemed; and the child may therefore'become
eligible for SSI. T'his policy, however, may foster out-of-home placement.

Adults are eligible for SSI if, after exclusions, an individual’s income.does not
exceed $354 per month and resources do not exceed $1,900. These eligibility
criteria do not across state. States do vary, however, in the resource
requirements for the state supplemental Sg;ant for both adults and children.
States also imposé other restrictions on SSI supplemental payments for home
care or residential "board and care.”

Services provided

The maximum federal SSI payment for an eligible adult or child is $368 a
month. The maximum payment may be reduced to reflect other recipient income.
No limitations are placed on types or kinds of expenditures to which federal SSI
payments may be pu* Once a child is eligible to receive SSI payments, they are
also automatically eligible for Medicaid in all but thirtzen states (see gage 6)

rovided a state has entered into a Section 1634 agresment with the Social
ecurity Administration.

State supplemental programs vary enormously in their scope.
Supplementation may provide only minimal additional cash assistance to SSI
recipients or may include provision tv assist elderly persons and/or persons with
disabilities to receive "home care" services or meet the costs of "board and care" in
residential settings. To determine whether a states supplemental program is
pertinent to meeting the needs of children, a careful review of the particular
state’s program is required.

Individuals living in institutions do not receive SSI grants. However, many
children placed in institutions (no longer having parents income "deemed"
available to them) become eligible for SSI and therefore eligible for Medicaid and
for Medicaid payments to the institution they are residing in. Such children also.
receive a snmfl cash allowance for "personal and incidental expenses" from the
Social Security Administration. Thirty dollars a month is placed in a trust fund
for-children and adults living in institutions for their personal use.
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Incentives for Employment

P.L.9% 13, the Employment Opportunities for Disabled Americans Act,
in July 1987 makes 1t:easier for SSI recipients with dissbilities to work

and protect benefits while allo recipients to test their work capabilities. In
particular it allows continued Medicaid protection for SSI racipients-whose
earnings are too high fov SSI cash payments as long as they remain medically
jmpaired, need Medicaid in order tc.work, and cannot afford to replace Medicaid
benefits. These provisiona are reflected in Section 1619(a) and 1619(b) of the
Social Security Act.
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Purpose

The purpose of SSDI is to replace part of the lost wages resulting from a

glslysical or mental impairment ssvere enough to prevent-a person from working.

DI is provided to workers who have paid into the Social Sec 'tgscgnpmand
are unable to continue working because of disabili?y. Unlike SSI, SSD3 is based
on em&loyment history and it is not "means teated" (i.e., not based on inccme).
Over the years SSDI has been expanded to include cash benefits to certain family
members of a worker with disabilities who is "insured" and is receiving SSDI
benefits. All minor age children (including children with disabilities) of an
i worksr can receive a portion of the insured parent’s benefit amount.
Presently, <hildren of an insured worker who are over age 18, are unme=ried and
who became disabled prior to age 22 can also receive SSDI benefits.

Eligibility

. SSDI is available to minor children (whether disabled or not) if their parent
is a worker with disabilities receiving SSDI benefits. SSDI bénefits are also
available to minor age children in their gwn right if they have earned wages for
about 1.5 years, have paid into the soecial security system, and have subsequently
become too disabled to work. (This is most often relevant to working teenagers
over age 16). Unimarried adults (over age 18) who have acquired a disability
gg%xi to age 22 can also receive disability benefits if they have a parent receiving

An adult worker under age 68 is eligible for SSDI if s/he has earned wages
for a sufficient period of time and has become too disabled to work. SSDI
benefits are extended to other family members of’a beneficiary, i.e. a spouse aged
62 or over under certain conditions, and a spouse of any age who i3 caring fov a
rsnéizlx)tir bzge t<ilt1;ld or child with disabilities over age 18, when the child is receiving

nefits.

Assistance with this section was provided by Delores Cashman of the Health
Care Financing Administration and by publications of the Health Care Financing
Administration.
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Services Covered

Mdnﬂ cash benefits ave paid to the eligible worker and to the eligible

family m throughout the period of the warker's disability after month

g:itigg. period. There are no restrictions on the use of benefits received by .
neficiaries.

Cash benefits to eligible persons are based on work history. A )
monthly benefit rates are 555’88 for an individual and $919 for an individual with
a family. Family members who receive SSDI benefits, including adult offspring
with a disability, receive a portion of the benefit rate available to the insured
worker. Once an individual is receiving SSDX for 24 months the bev/ficiary
becomes eligible for Medicare. The eVeibility of Modicare does not agply to
children under age 18 whether ornot the child has disabilities, Onet a child
turns 18, however, s/he can then be eligible if s/he has had a disabling condition
with an onset bofore age 22.

_ Note: An SSDI provision which potentially will benfit people vrith savers
disabilities is the requirement that workers’in non-profit organizatiuns be
covered. This mesns that people with severe or profound retardation working in
gheltered workshops and earmnf as little as $400 pet quarter could qualify for
disability insurance and be entitled to cash benefits, Medicare coverage and
retirement income.




SOCIAL SERVICES
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SOCIAL SER "ICES BLOCK GRANT

R S T

Purpose

The Socidl Services Block Grant (SSBG) enables each state to furnish a
varisty of social services directed toward one of the five goels specified in the law
(aee below). SSBG (often referred to as "Title 20" based on its authorizing
statute) is a 100% federaily funded program but federal allocations to individual
states are limited by a federal authorization cap ($2.7 billion in 1987). Each state
receives a federal grant-in-aid to support socm} services from a population-based
grant formula. States must submit approved plans of service to receive funds.

Eligibility
Each state establishes its own eligibility requirements.

Services covered

Federal funds may be used for the proper and efficient operation of sogial
service programs to enable eligible individuals to:

e Prevent, reduce, or eliminate dependency;

o Achieve or maintain self-sufficiency;

e Prevent negle;:t, abuse, or exploitation of children and adults;
e Prevent or rednce inappropriate institutional care;

o Secuve admission or referral for institutional care when other forms of
care are not appropriate.

Federal funds cannot be used for the following without a waiver from the
Sceratary:

o For the purchage or improvement of land, constructior, or permansnt
improvement of land; or the purchase, construction, or permanent
improvement of any building or other facility;

Assistance with this section was provided by Gary Smith of NASMRPD.
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e For the provision of cash a;;agments for costs of subsisterce or the
provision of room and board;

o For the payment of wages of any individual as a social service; or

¢ For the provision of medical care unless it is an integral but subordinate
part of a sosial service for which grants may be used.

In no instancé, may funds be used for:

o Social services provided in and by employees of any hospital, skilled
nursing facility, intermediate care facility, or prison, to any individual
living in such an institution;

» For the provision of any educational service which the state makes

generally available to its residents without cost and without regard to
their income;

e For any child day care services unless suck services meet applicable
standards of state und local law; or

o For the provision of cash payments as a service.

States have used SSBG funds for a wide variety of services including: child
welfare, transgortation, day care, case management, and work activity programs.
While federal SSBG funds represent one of the most flexible sources of federal
financial aid, the fixed funding level of this program yields few if any
opportunities to initiate new services.
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Title IV B of the Social Security Act provides fet. ral funds to develo
alternatives to foster care placement or to reunite separated children an
families, and to encourage protections for children to ensure th%gnter out of
home care only when necessary, are placed appropriately, provi ity care,
reviewed Eeriodiéally, and provided permanent familiss in a timely fashion. The
Child Welfare Services State Grant Program is 100% federally funded but limited
bﬁﬁeﬁ“d federal authorization level. States with acceptable plans receive their
8 of the total federal appropriation for that year. .

Eligibility
Child welfare services must be available on the basis of need for foster care
garvices and often revolve around cases of abuse or neglect. Eligibility for

services is not means tested, nor can serviced be denied on the basis of length of
residence in the Stata. ' :

Services ccvered

Services may include:

e 24-hour emergency caretaker, and homemaker services;
o day care;

o crisis counseling;

o individual and family counseling;

o emergency shelters;

o procedures and arrangements for access to emergency financial
assistance;

o arrangements for the provision of temporary child care;
o home family services;

o self-help groups;
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@ services to unmarried parents;
o mental health, drug cr alcohol counseling;
e vocational counseling or rehabilitation; and

@ post adoption services,

40
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Purpose

This program (sometimes referred to s "Title 4E" based on its authorizing
legislation) amends the or'i:iim.l child welfare provisions of Title IVB of the Social
Security Act. The goal of the program is to provide financial assistance and
tachnical consultation to states to make changes in their child svelfore systems.
Desired changes are:

s To reduce the number of childzen entering foster care - the law
emphasizes the use of preplacement preventive services to help solve or
alleviate family problems that would otherwise result in the child’s
removal from the home;

o To prevent unnecessary separation of the child from the parents;
o To improve quality ~” care and services to children and their families;

o To bring about permancncy through reunification with parents or
through adoption or other permanency planning.

The Act also provides faderal assistance to states to facilitate the adoption of
children with special needs (e.g., mental, physical, or emotional handicaps) by
subsidizing monthly payments to families who adopt special needs children.
Federal reimbursement is given to states for foster care maintenance payments of
AFDC or SSI eligible children who are in foster care, who cannot be returned
home, and who have special needs which make it difficult to place them with
edoptive families without assistance. Foster Care and Adoption Assistance is
100% federally funded. Each state gets an allotment based on a formula of the
number of AFDC children in each state.

Eligibility

Families do not have to meet incoms limits to receive Adoption Assistance
payments, but the children must be eligible for AFDC and/or meet the disability

r ents of Supplemental Security Income programs for the family to receive
federal reimbursement for foster care payments or adoption assistance

regpectively.
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Services covered

Monthl‘y payments are mada to families who adopt or provide foster care to
special needs children. Children regeivingfederallﬁrehnhursad adoption
assistance payments are automatically eligible for Medicaid after adoption
regardless of the adoptive familys’ eligibility for Medicaid.

Additional funding to states mads available under P.L. 96-272 requires a
foster cars inventory, annual goals for children who remain in-fcter cars more
than 24 months, sarvices to facilitate family reunification, case plan and case
review procedures.
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Purpose
Title I of this recent act provides grants to states and privab&non«gpublic
entities for demonstration og:rojecta aimed at services to infants and young °
children who were abandoned in hospitals, These "horder babies” usually include
infanits with AIDS and infants azposed to drugs taken by their mother during
pregnancy. \

Eligibility
The law defines "abandoned infants and young children” as those youngsters
who are medically cleared for discharge from acute care hospital settings, but
who remain hospitalized because of a lack of appropriate out-of-hospi
placement altzrnatives. The specific population served will depend on the
criteria of the particular state demonstration.

Services
The demonstration grants are made available to states for the purpose of
developing, implementing, and operating projects to demonstrate methoda:
o To prevent the abandonment of infants and young children

e To identify and address the needs of abandoned infants and young
children, particularly those with AIDS

o To assist abandoned infants and young children to live in their natural
Lomes or in foster care homes

o To recruit, train, and retain foster families for these children
o To cacry out respite care programs for natural and foster families, and

o T) recruit and train health and social services personnel to work with
natural and fostsr care families and with residential programs.
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This.act, originally passed in 1984 and reauthorized with modifications in
1987, aims to enable persons with developmental disabilities to achieve their
maximum potential through incréased independence, productivity, and
integration into the community through formula grants to states. The:act
enumerates several priority areas on which states are required to expend at least
65% of its annual allotment. A new fedaral priority ares is family suppa*t.
Family support services tust be designed.-to:

e strengthen the role of the family as the primary caregiver;
@ prevent out-of-home placement;

e reunite families with family members who have been placed out of the
home; and

¢ maintain family unit.

QOther priority areas include: community living, employment, child
development activities, and case management.

Eligibility

Federal grants are made to states to fund a variety of programs. All persons
who are the recipients of the federally funded activities must have developmental
disgbilities. The federal definition of developmental digabilities is "functional.” It
defines developmental disabilities as the presence of functinnal limitations in
major life areas (e.g., learning, self-care, mobility). This is in contrast to the
previous "categorical” definition that defined developmental disabilities by the
diagnoses of specific conditions (e.g., mental retardation, cerebral palsy).

Information for this section was derived from "President aigns DD extension bill"
(1987) and "Developmental Disabilities Act becomes P.L. 100-146" (1987). Full
citations are in the reforence section.
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The federal allotment to each state funds four major components. The
Protection and Advocacy agency in each state promotes the rights of persons
with developmental disabilities through legal, administrative and other
:Epropriata remedies. They also have the authority to'investigate incidents of

use and neglect. The Ur.versity Affiliated Programs (UAP) provide inter-
dmcxfhnary training to prepare '%rofe&i,oﬁa‘lszto work in'the field of
developmental dwag ilities. The UAPs also administer training grants that
address needs in areas of emerging national significance (e.g., aging, early
intervention). Special project grants support. studies and activities of national

significance.

The bagic state grant pro assists states in planning and conducting
activities for the:benefit o imsividuala with developgténtal gxsabﬂmes This is

done through the Developmental Disabilities Planning Council in each state. The

councils administer their allotment and make grants to programs that support
research-and planning activities and that provide direct care service. Sixty-five
percent of the allotment must be expended on the designated federal priority
areas. '['hirty-five percent of the allctment is used for planning, coordinating,
and administering the priority area activities.
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Purpose

This program (originally passed in 1986) received funding in 1988. Funding
is for. demonstration or service programs that provide temporary respite care
services for children with handicaps or chronic illness to alleviate social,
emotional and financial stress among families responsible for their care. Grants
are also available for nurseries for children in crisis because of abuse or neglect
or who are at risk of abuse or neglect.

Eligibility

Federal grants are made to states, who in turn fund public or private
agencies and organizations that provide these services. Grants are made
separately for either respite care and/or crises nurseries, States must give
preference to agxlxﬁxes experienced in working with children with disabilities and
their families. Children who have a handicap (as defined by the Education of the
Handicapped Act P.L. 94-142.) or chronic or terminal illness. To receive crisis
nurseries service children must have been or are at risk to be abused, neglected,
or from #. family receiving protective services. .

Services

Awarded agencies provide in-home or out-of-home respite care services
(short-term, non-medical child care) to children with handicaps or crisis
nurseries to children who are abused or neglected. Agencies may be hospital
supervised or community based. Services be provided on a sliding fee scale with
hourly and daily rates. Services may include: 24 hour services; access to primary
medical services; referral to counseling/therapy services; staff training; and,
public awareness programs.

Congress has appropriated $5 million for this program in FY 1989 that is to
be spent equally on respite services and crisis nurseries. Recently the
Department of Health and Human Services awarded 27 states a total of 32 grants
(Extension of Temporary Child Care for Handicapped Children P.L. 100-403.
Word from Washington, October/November 1988). Successfal applicants must
g:g&:’xlg)ute $1.00, secured from non-federal sources for $3.00 received in federal

) g
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PROGRAMS - MICHIGAN PROFILE

Introduction

While federal funding can provide significant financing opportunities for
femily support services, programs that are the most flexible and attuned to the
needs of families ara often funded by state dollars. states have initiated
family support programs designed to serve the needs of amilies that are taking
care of a member with disabilities. The supports provided by these programs
vary enormously. m&l au?orts:includo respite, family educationor
counseling, and housing modifications. Programs also vary in their eligibility
requirements, numbazs of families served, liniits on supports offered and so on.
The purpose of most programs is to improve family caretaking ability by reducexgg
stress, or conversely gy increasing coping abilities, and thereby reducing the n
for cut-of-home placement. A national survey of family support programs is
available in Agosta, et al. (1985). .

A particularly unique approach to family support prosrams is family |
gubsidies. These programs provide direct cash, vouchers o reimbursements for
G ¥urchases made by the family. These programs are usually more flexible than
amily support programs providing families greater discretion over tha kinds of
supports they can purchase and over the.provider of the scrvica. A dfescri-gtion of
eight state cash assistance programs is also available in Agosta et al. (1986).

The wide variation in existing family support and cash subsidy programs
Precludes a useful synopsis. Instead, a profile is presented here of the Michigan
amily support and cash subsidy programs. The Michigan program was salected
for profile use at this time it represents the most comprehensive array of
family supports in this country. In this regard it provides a useful model from
which other states can draw.
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Michigan Family Support Program
Purpose

The major purposes of the Michigan family cash subsidi and the family
support program generally are to: prevent or delay the out-of home placements of
severely disabled children, improve the quality of life for families; make it
possible to bring children home from institutions and other residential faciiities;
to provide funding for the special needs of disabled children; and to recognize the
contributions made by natural families to the care of their disabled member.

Eligibility

The cash subsidy is available to families: 1) whose taxable income is under
$60,000, 2) who has a child living at home, under 18 years of age and 3) who has
been assessed by the local edr:eational authority to require special education
becauss. of: severs mental impaifment, severe multiple impairment, or autistic

impairment (these are Michigan specific special education catsgories).

The general family support service is available to families with children
who have a develoFmental disability. There are no income limits although some
services are provided on a sliding fee scale.

Jervices

The cash subsidy roiram gives each family the equivalent monthly SSI
stipend for adults for each eligible child (approximately $255 in 1988). The
supsidy is received as a monthly check. No requirements are placed on parents

to provide receipts or other documentation on the purchases made with the
subsidy. Parents are not required to submit indications of how they intend to use
the money either. No restrictions are made on the use of the cash.

Parents were requested to volunteer in an vvaluation of the subsidy
program. Results from the first years of the program suggest that parents
experienced significant reductions in stress and a significant reduction in the
proportion of parents who anticipated placing their child out-of-home 2t some
point as a result of the subsidy. Also, of purchases made follow family
resources. While both-lower income and higher income families reportsd tha. the
most common expenditure of the subsidy was on clothing, those with low income
tended to the spend money on food and household expenses, whereas as higher
income families spent the subsidy on diepers and recreation.

In addition to the subsidy there are a variety of family support options
administered through county mental health boards. Support services include:
case management, respite/sitter services, parent/family training and counseling,
and therapeutic services.
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Policy Context

The proErammatic innovation in Michigen-has occurred within apolicy
context whica glacee 3 premium on providiag-in home support for families of
children with disabilities. In 1984 tho Governor announced that no child with a
e oF M, ol b Sopiod & oy f ‘pormanensy

e ent of Ments opted a policy o ency
planning® for all childrer served by the system.

The policy of permanency plenning iz defined as follows:1

A planning process undertaken by public and private agencies on behalf

of developmentally disabled children and their families with the explicit

goal of securing 2 permanent living arrangement that enhances a child’s

gowth and development. Permanency planning for children is directed
securing:

1) a consistent, nurturing environment;
2) an enduring, positive adult relationship; and
3)-a specific person who will be an advocate for the child into adulthood.

Underlying assumptions:

1) It is generally in the best interest of children to remain at home with
their family. Therefore, public agencies should first attempt to plan,
provide, and coordinate services in such a manner that the integrity of
the family unit may be maintained.

2) If a child cannot be maintained in the home, it is assumed that a public
agency should then give priority attention to the provision and
coordination of those services that will facilitate reunification of the child
with his/her natural home.

3) If reunification of the child with his/her family is not possible, and there
is not active parental involvement with the child, the feasibility of
adoption planning should be rqorously pursued.

1 Taken from: Michigan Department of Health. (1986). Permanency planning
for children with developmental disabilities in the mental health system. Lansing,
MI: Author, p. 5-6. )
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4) For some chlldren, already in care, strengthening the ties with the birth
family by % e quality of involvement while the child remains in
foster cara e most approprixcé permsnency planning option.
F'\' certain other chxldren, the permanency planning path may include
such alternatives as long-term foster care, supplemented by securing an
advucate or a guardian

5) Institutionalizstior: is not considered to be an appropriate permanency
planning option.
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Purpose

This program, run by the National Institute of Mental Health (NIMH), has
the over-arching goal to:

increase the 1gltsxallit.y. and availabilify<f services for seriously emotionally
disturbed (SED) children and adolescents and their families, with a
special emphasis on the prevention of homelessnezs and the amelioration
of the effects of homelessness. . . . More specifically, CASSP assists States
and communities to:

1. Develop leadership capacity and foster interagency coordination at State
and local levels and plan for the needs of homeless childrenand .
adclescents who are saverely emotionally disturbed and for those severely
imotifmally disturbed children and adolescents-at risk of becoming

omeless,

2. Carry ot research demonstrations which systematically evaluate
components of the strategy being used and assess the impact of system
changes on the availability, accessibility and appropriateness of care.

o

(National Institute of Mental Health, 1089)

Eligibility

With certain exceptions, services are limited to children under age 18 who
have impaired functional ability in the school, family or community. Individual
states determine the level of disability required to receive service but consumers
of the service should require multi-agency intervention. Consumers also must
have a mental or emotional disorder diaﬁ:nosable under DSM-III-R. The
gllill;naPiHW must have been present for at least one year or is expected to last more

one year.

Applicants for grants under the CASSP program are limited to desigtna
state-wide agencies of state departments in which responsibility for child menital
health services reside.

Material drawn from National Institute of Mental Health (1989). Mental health
services demonstration grants. Child and adolescent service system progrem.
Request for applications. Rockville, MD: National Institute of Mental Health.
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Provisions ) ‘ |

There are four types of grant available from the CASSP program:

o State-level system development grant. The purpose of this grant is to
identify.and establish a focalinoint in the state mental health agency for
coordinating CASSP-related a¢iivities. The identified unit is responsible
for developing a multi-egency mental health system for this population.
Grants are also to be used {o identify the tachnical assistance needs of
agencies in providing services tc SED children and to develop the
capacity to provide such assistance. Any siates that has not previcusly
been awarded this grant is eligible to apply.

o Community-level system development grants. Theze grants are ogen to
states that have already received a state development grant or who have
otherwise established coordinating activities for children with SED.
Community level granta are to be used to develop strategies to increase
"availability of the full range of-appropriate services across multiple
agencies for each child in the target population at the community level.
In moving toward that goal, a state r.ast define strategies to assure
developmez: of local child and adolescent sarvice delivery systems,”
(NIMH, 1989).

o State-level capacity building frmws These grants are designed for states
that are unable to identify a focus for system building for SED children,
"The primary emphasis of this type of grant is the identification of those
groups/individuals who have the capacity to conceptualize and promote
gyatem chiange and/or development of children’s mental health service

elivery and the strategy to remove barriers to th initiation of system
change prozess at the state level" (NIMH p.5). Activities for this grant
must include specified roles for child mental health advocacy
organizations, parent support/education groups and rclated voluntary

organizations.

° Pg::;CAStfg Dezilelopment Evc:luatw’ecr:sGrgm. After sl;a%es %1;;9 ;
participated in the prior grant projects, they may apply for thi
which evaluates the outcomes of post-CASSP system building. 'ﬂ? grant
is alss-used to identify potential barriers to continued Ttem
implementation and to develop a plan for overcoming them through the
4 use of CASSP technical assistance resources.

All grants must include evaluations of the outcome of the grant. Costs of
del. ,fsry of direct client services are not allowed under the provision of these
grants,
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Purpoge

The Education of All Handicapped Children Act, Public Law 94-142, insures
that all children with handicaps between the ages 5-21 have available to them a
free and appropriate public education (FAPE):which includes special education
and rolated services to meet their unique needs\in the least restrictive
environment. Four general purposes are described for the Act.

These are (1) to assure that all handicapped children have available to
them a free appropriate public education, (2) to assure that. the rights of
handicapped children and their parents or guardians are pic 3 to
assist States and localities to provide for the education of all handicapped
children, and (4) to assess and assure the effectiveness of efforts to
education handicapped children," (U.S. Department of Eduzation, 1984).

This law provides for federal assistance to states in order to meet the excess
costs enganderedrla:f special education on a per child basis. Altliough the law
provides for federal assistance to meet up to 40% of the excess costs of
education, in practice federal assistance to states hes been significantly less.
Nonetheless the law is best understood to be an entitisment, i.e., a requirement
that all children with handicaps receive special education, irrespective of federal
assistance (Allan Bergman, UCPA, personal communication).

Eligibility

Federal funds are provided to the state on a match basis to provide for public
education and related services for children identified by the state as havinga
handicap. All children who are so identified are entitled to receive special
education services. Children must be deterr:ined by a lncal inter-disciplinary
team to require specially designed instruction because ¢f unique needs resulting
from one or more of the following impairments: visual impairment, hearing
irlx}&airment, deaf and blind impairment, mental retardation, multihandicaps,
orthopedic impairment, serious ¢motional disturbance, specific learning
disability, speech impairment, or other health impairment. Related services are
provided only if the service is necessary for the child to berefit from special
education. erefore, if a child does not need special education there can be no
related services and the child (because not handlcaggxed) is not covered under the
Act.” (Code of Federal Regulatiors, Ch. III 7-1-85 Edition). This means that,
whereas a child may benefit from a particular service (emhysical therapy) but
i not considered to require special education, the child will not be eligible to
receive that related service.

54

i




Services provided

Federal assistance is provided to states on 2 ratio of 75% to local education
aiencies for the suppert of direct educationa® services to children with handicaps.
The remaining 25% is provided to Stats Education Agencies for administrative
and other special expensss of the special-education program. States are required
to undertake "child find" activities in order to identify all children that require
special education. Each child recsiving special education must roceive an
individualized education plan. The plan spscifies educational setting and
chjectives and the need for any educatiqnaﬂz velated services. Children are to be
gerved in the “least restrictive environment.” Numnczous rights, protections, and

rocedures aze built into the law go that familics can appeal and obtain fair
earings in any decision made by local and state ew.acation agenciss about their
child’s educatioral status cr prograni.

Educationally related services are defined as including: transportation,
speech pathology and audiology services, early identification of a disability,
medical services, recreation, social work in schocls, occupational and physical
therapy, psychological services, and medical services for diagnostic and
evaluation. Recent legislation clarifies federal Medicaid responsibility to
reimburse states for medically "related services” that may be listed in an
individual’s spscial education plan and which are covered in the state’s Medicaid
plan. This is discussed below.

Medicaid and "Relgted Services”

Attempts have been made by local education agencies to obtain fedsral
Medicaid funding from the Health Care Financing Administration (HCFA) for
"related services” listed in the individualized special education plan of a Medicaid
eligible child. However, HCFA administrative policies attempted to define any
service furnished under an IEP as “educational” in nature and, hence, ineligible
for Medicaid payment. The Medicare Catastrophic Coverage Act of 1988 contains
a technical amendment clarifying Medicaid reimbursement for covered
educationally related services. The amendment serves to clarify that, while state
education agencies are responsible for assuring the provision of a free and
appropriate public education to all children with handicapping conditions, the
state education agency does not have to finance all services in a child’s IEP.

State Medicaid agencies ara responsible for reimbursing schools for educationally
related services to Medicaid eligible children, to the & tent that the services are
covered under the state Medicaid plan and that the gervice be deemed medically
necessary. Medicaid agencies make individusl case determinations of medical
necessity in accordance with their own criteria (Bergman 1988a).

The amendment states that just because a service is listed on a child’s
educational plan it cannot be disallowed by HCFA.

"While the state education agencies are financially responsible for
educational services, in the case of a Medicaid eligible dxsag led child, State
Medicaid Agencies remain responsible for the ‘related services’ identified in the
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child’s IEP if they are covered under the State’s Medicaid plan ..." (Congressional
conference report, quoted in Bergman, 1988a).
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Purpose

Title I of Public Law 99-457 amends the Education of the Houdicapped Act
(EHA) by establiching a new Federal discretionary program to assist states to
develop and implement a comprehensive, coordinated; interdisciplinary program
of early itervention services for infants and toddlers with handicaps and their
families. This is the first picce of federal legislation that recognizes the rols of
families as the primary caregivers for their children with handicapping
conditions. The program is 100% federally funded.

aligibilivy

The legislation: defines the eligible population as all children from birth
through two years of age who are developmentally delayed (criteria to be
determined by each state), or who have conditions that typically result in
developmental delay, or at state’s di. “retion who are at risk of substantial
developmental delay.

Services

In the first three years of the program, states may use their grants to plan,
develop and implement a statewide system for early intervention.or to provide
direct services. In the fourth g‘:ar, the state must have a statewids e?Wnn in
place and must provide multidisciplinary assessments, individualized family
service plans and case management services, By the fifth year and for succeeding
years, the state must assure that the state-wide systém is iu place as-an
entitlement and must provide a description of the early intervention services
provided to all eligible infants and toddlers.

Early intervention services are defined in the act as developmental services
which: 1) are provided under public supervision; 2) at no cost to the family; 3) are
provided by qualified personnel; 4) are provided in conformity with the family
service plan; and, 5) include: family training, counseling, and home visits; special
instruction; speech pathology; occupational and physical therapy; psychological
gervices, case management, and other health related services.

Information for this section was derived from "Prezident Signs Educatic. of the
Handicapped Amendments” (Oct., 1986). Capital Capsule, 16(10), p.2,
Alexandria, VA: National Association of State Mental Retardation Program
Directors; and "Section-by-Section Summary of P.L. 99-457"; Liaison Bulletir,
12(12), p. 1, National Association of State Directors of Special Education.
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The federal grant is mvant to assist states to plan and develop the statewide

and to fund direct sevvices and expand and improve services that are not
otherwise provided or accessible from other public or private sources. The act

includes agpayor of last resort section” which stipulates that grant funds cannot

be used to substitute payments for services that would have been paid for from

another public or private source.

The state early intervention system must include the following minimum
components:

o an individualized family service plan for each infant and toddler with a
handicap in the state, including the provision of case management
services in accordance with such plan; -

o the family service plan must contain information on the infant/toddler’s
present level of functioning, family strengths and needs, services fo be
provided and anticipated outcome, and the name of the case manager;

e a comprehensive, multidisciplinary evaluation of the service needs of each
infant and toddler and their families;

o timetables for ensuring that appropriate egrli intervention services will

be available to infants and ers with ilities before the fifth year
of the state’s participation;

o a comprehensive "child/find" system to locate infants/toddlere with
disabilities in need of services;

o a central directory of early intervention services, resources and expertise;

o a lead agency and interagency coordinating council designated by the
Governor to administer the program.

Part H funds are allotted to each state based on the proporticnate number of
infants and toddlers (both disabled and non-disabled) living in the state (not on
the number of children served). States are also directed not to reduce medical or
other benefits aveiiabie so infants/toddlers with disebilities under Maternal and
Child Health Block Grants or Medicaid because of the grant funds.
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Purpose
Under Title IT of this recent lﬁﬁislation, all the rights and protections of P.L.

94-142 (Part B) a1  extended to ¢ drenwithhandicaﬁgages. thigugﬁy}elarsi
w revises the 00

by echool year 1980-91. To rt this objectiva, the
Incentivo Grant Program (S;n:p &09) to autgjorize a-dramatic increase in-the

federal fiscal contribution. By school year 1990-91, all states applyinifor PL 94-
142 funds must assure that they are providing a free prq%riate public
education to all children with handicaps ages 3 througgz& ailure to comply will
mean the loss of EHA funding targeted to the 3-5-age group. Priorto 1991 a
state would have to have an approved early childhood education plan and serve
some, but not necessarily all children with handicaps between ages 3 through 5.
Funds to states are determined by Congressional .authorization levels and are
allocated by each child served. The maximum basie per capita allowance would
increase from$300 to $1,000 per year over a four-year period, provided that
congressional appropriations are sufficient to fund these levels.

Eligibility

Those eligible are children with handicaps ages 3 through 5. States are not
required to report children served 3 through 5 by disability category. Thus states
are not required to categorically label these children according tc the data
requirements of EHA Sec. 618.

Services offered

During school year 1988-89, a state must distribute at least 75% of federal
funds to local education agencies to support educational service to children with
disabilities ages 3 througfxi 5. The remaining can be used by state education
agencies for planning, zdministrative and other axpenses. The committee report
accompanyin% the legislation affirms variations in length of school day and range
and variety of pre-school ﬁ'o%rams, examples being part-day home and full-day
center-based programs. The legislation specifically authorizes parent training as
a mandated pre-school service.
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Purpose

Project Head Start, presently administered by the Administration for
ildren, Youth, and Families, provides comprehensive developmental services to
low-income pre-school children. The program seeks to strengtgen; the ability of
disadvantaged children to cope with school, enhance parent-child interaction, and
bring ab>ut greater social competence in children from low-income families.

To accomplish these goals, Head Start objectives and performance standards
prr~:de for:

e an improvement of the child’s health and physical abilities;

e the encouragement of self-confidence, spontaneity, curiosity, and self-
discipline in the child;

o an enhancement of the child’s conceptual and communication gkills;

o an increase in the ability of the child and family to relate to one another
and to others; and

o the elx:.hancement of the child and his/her family sense of dignity and self-
worth.

The yearly congressional approdgriation (this year over $1 billion) is
distributed to states and then to individual Head Start programs. The amount of
the appropriation to states is based on the number of Head Start children that
the state spresently gerves. There has been significant expansion in the number
of Head Start programs over the past decade. X

This discussion is based on publications of the Administration on Children,
Youth and Families.
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Eligibility

Generally, Head Start is limited to children between three years of age and
the age of compulsory school attendance. Since a 1972 Congressional mandate,
no lezs than 10% of the total number of enrollment apportunities in each state
must be made available to children with handicaps. In 1986-87 children with
handicaps accounted for 12.7% of all children enrolled in full-year Head Start
programs. (The definition of children with handicaps is the same one used for

ial education). Families must also demonsttate that their income is under

e designated federal poverty line in order for their child to be eligible.

Services

Many Head Start programs follow the standard model of a five day week
with full day sessions. However, alternative program types may be chosen such
as part-time programs, a home-based model &here the parent is focused on as
the primary factor in the child’s developmeont and the home-as the central
facility), or another locallcg&designed option which is suited to meet the needs of
children and families in that particular community.

All Head Start programs must have the following components:

o educational and learning experience (including the pro\;ision of bi-lingual
staff where necessary);

© a comprehensive health carg(ﬁzgfmm including: early identification of
health problems through medical and dental screenings, follow-up
treatment of medical or dental problems, parent education on health care
and nutrition, ona hot snack per day, and mental health services (i.e.,
meucal health training and consultation to parents and staff);

o parent involvement through parent education, volunteer or paid positions
in the Head Start I_ln'o (parents receive preference for employment in
non-professional Head Start staff jobs), and participation in Policy
goqqcils and Committees concerned with administrative and managerial

ecisions; '

o social gervices (e.g., community outreach, information and referrals,
family needs assessments, recruitment and enrollment of children, and
emergency assistance and/or crisis intervention).

Children with handicadps receive the full range of Head Start developmental
gservices. In addition, Head Start staff members coordinate with community
agencies to provide services to meet the special needs of these children.
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TRANSPORTATION

Assistance with this section was provided by Patricia Brady, United Cerebral
Palsy Associations Inc., Governmental A stivities Office, Washington DC.
Additional questions may be addressed to her. Material was also drawn from the
'(]}‘ommuni s'grransportation Resource Guide, Comriunity Transportation Reporter,

anuary .
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VERICLE PURCHASE: - CAPITAL ASSISTANCE PROGRAMFOR

NONPROFIT AGENCIES TRANSPORTING THE ELDERLY AND

HANDICAPPED

T T g S

Purposz

This program provides funds to tgrivtzu;e, nonprofit organizations to assist in
meeting ca&ital expenses related to the special transportation needs of persons
with disabilities and of the elderly.

Eligibility

A state agency, designated by the Governor, administers the program.
griyata, nonprofit organiza‘n?tions are eligible to apply for funds on a competitive
agis.

Provisions

Federal grants are made to states based on the size of the population of
persons with disabilities. The federal share of eligible capital costs may not
exceed 80 percent and requires a 20 percent local match. Funds have been used
to purchase buses, vans, or other paratransit vehicles; radios and communication
equipment; vehicle rehabilitation; spare parts; initial installation costs; and
vehicle procurement testing, inspection and acceptance costs.
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RURAL AND SMALL COMMUNITY
Fo GRANT PROGRAM

P O vy A

Purpose

This program assists local ortation systems serving the general public
in non- areas, with capital, and operating and administrative expenses.
Federal assistance to states ia provided for projects which enhance the access of
people in non-urban areas to health care, shopping, education, employment,
pubiic services and recreation.

Eligibility .

Funds are available to state agencies, local public bodies, nonprofit
organizations, and operators of public transportation services for transportation
projects in rural areas of less than 50,000 population. States recsive an allotment
of federal funds using a formula based on population. Funds pass through state
agencics to local rtatica systems including those run by private, non-
profit organizations. Transportation must be targeted to the general public and
may include transportation of non-urban residents to urban areas.

Provigions

The federal share for capital projects is 80% with a 20% match. However,
accessibility projects for persons with disabilities can be finded up to 95% by
federal dollars. Up to 15% of the total state allocation mzy be used for
administration, planning, and technical assistance at 100% federal she_e. The
{eilglral sh%re for net operating costs of transportation projects must have a 50%
occl mateh.
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[ BAN MASS TRANSIT GRANTS: -

FORMULA GRANT PROGRAM FOR SMALL URBANIZED AREA

e e vl St o e > A

This program provides federal assistance for planring, capital and operation
expenses of public transportation in small urbanized .as.

Eligibility

Each state governor (or designee) receives the federal funds. Funds are to be
used for urbanized areas under 200,090 in population.

Provisions

Federal funds are allocated according to a jormula based on overall
population in small urbanized areas. Federal funds used for plannin and/or
capital assistance must be mstched with 20 percent of local funds. However,
accessibility projects for the elderly and for persons with diaabilities can be
funded up to 5ag ;mch as 95% by federal funds. The federal match for operating
assistance is .
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BOUSING SUPPORTS

This section provides information on several funding streams that pertain to
different types of housing supports. Section 202, low-income housing tax credits,
and the Stewart B. Mckinney Homeless Act provide funds for the acquisition
and/or development of housing units for persons (usually adults) wi disabilities.
Section 8 rental assistance and the Farmerz Home Ownershij:loans provides
housing opportunities for either adults with disabilities or low-income families
(with or without a member with disabilities). The description of ho%
modifications discusses severa! funding streams that can be used to modify
existing units in which adults or children with disabilities live, A description is
also included of the cecent fair housing amendments. Although the new provisions
do not create funding opportunities for housing, they are included in the guite
because they represent significant new changes in housing policies and civil rights
pertaining to persons witn disabilities.

Assistance with this section was provided “v: Roberta Youmans, National
Housing Law Project, 122 C ST. NW Suite %.=0, Washington DC 20001; Bonnie
Milstein, Meatal Health Law Project, 2021 L Street NW, Washington, DC 20036;
and, G. William Mitchell, Housing Technical Assistance %ect,' iation fur
Retarded Citizens, 1522 K. Street NW, Washin:ﬁwn, DC 20005, For more
information readers arz advised to consult with them. A comprehensive
description of housing resources for persons with disabilities is also available in:
Financing Housing for People with Disabilities, by the Housing Technical
Assistance Project, Association for Retarded Citizens, 1989.
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The purpose of this program is to stimulate development, acquisition and/or
rehabilitation of units of housing for low income indivi uals. Investors and
owners of.a property that meets low income specifications can receive & dollar for
dollar reduction of their tax liability based on'the cost of development and the
number of qualified units for each of ten years, Units must comply with all
requirements for a fifteen-year period.

Eligibility

"(The housing) project must have a minimum of either <3 percent of its units
occupied by low income households with incomes under 5} percent of the area
median income, gr 40 percent of its units accupied by low income households
with incomes under 60 percent of the area megmn' incorsa, Income limits are
adjusted for various household sizes, and in certain unususizy high or low .
housing cost areas” (Guggenheim, 1989, p.3). Rents ‘hat may be charged families
in units on which a credit is claimed may not exceed 30 percent of the applicable
qualifying income. ) . _

Group homes for persons with mental retardation or handicaps are o’.gible
for tax credits so long.ay a separate landlord-tenant relationship with each
individual is establisged. "Each unrelated individual can be considered as a one
person household foxa)urposes of maximum income and maximum rent
determinations ..."" (Guggenheim, 1989, p. 16). Housing cooperatives which are
owned and controlled by the members who are the residents of the projects:are
also eligible to obtain and use ‘ax credits. In addition, the provision to tenants o
services other than housing will not prevent the property from qualifying for tax
credits.

Provisions

Each stata is given a dollar cap, based on populatien, representing th~ total
number of dollars in tax credits that can be claimed for that state. Nen-profit
organizations are allocated a minimum of 10 percent of total credits in each state
each year, States can directly allocate to specific projects or this function can be

This description was largely drawn from Gug,genheim, J., (1989). Tax credits for
low income housing. Washington DC: Simon Publ. Readers are advised to
consult this document for a complete analysis of this program.
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shared by local agencies. In most cases, tax credits are allocated by the State
Housing Finance Agency.

"Low income housing henefits from the tax credit primarily when the cwners
of a projuct, eithes profit-motivated or non-profit, ‘sell’ the tax credits to limited
partner investors who contribute equity to the develo-;ment in exchange for the
use of the tax credits, and other economic benefits. These equity contributions,
which can be substantial under this pro reduce the amount of other
financing needed to acquire or develop the project. Or they could be used to add
an income stream during the years of the project’s operation, and thereby reduce
the amount of rent the tenants have to pay for the project to operate successfully”
(Guggenheim, p.4). In many cases, additional subsidies may be needed to
facilitate the development of these units.

The amount of the tax credit is based on eligible cost elements (e.g.,
rehabilitation expenditures) and the percentage of the units that qualify as low-
income, which is multiglied by a certain percentage. Guggenheim (1989)

rovides an example where & 100 unit building with total development costs of
g3,850,000, which is 80% occupied by qualified low income tenants, yielded an
annual tax credit of $172,400. There are limits on the number of tax credits that
can be used by any individual and the legislation "virtually eliminates the use of
tax crlits (by persons) at very high income limits" (p.39).

Propoged Rzvisions

The authorization for the Low Income Tax Credit expires on December 31,
1989. I sgislation is pendiny in both the House and Senate to extend and modify
its provisions.
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DIRECT LOANS FOR HOUSING FOR THE ELDERLY OR
HANDICAPPED (SECTION 202)

Purpose

This progam provides federal low interest loans for new development,
acquisition of existing housing or moderate rehsbilitation for hom units for
persons with handicaps and for the elderly and their respective families.

Eligibility

Direct loans for heusing are available to private, incorporated, non-profit
sponsors of homi:gldeveiopmants on a competitive basis. Aﬁl@eations or
projects in areas which previously have been underfunded relative to theirneeds

ill receive griority. The availability of funds is announced in the Federal
Register. Adults with chronic mental illness, developmental disabilities or
g%gaxcal handicaps and their families or personal attendant may live in Section

bousing. Generally, persons with incomes less than 50 percent of the median

income for the locality are eligible.

Section 202 funds are usually used to fund group homes or apartment
clusters for persons with disabilities. Structures funded with these loans may
include housinifacilitiw and cafeterias or dining hells, community rooms or
buildings, or other essential service facilities. A maximum of 25% of the units in
a project may be sfficiency units subject to a HUD determination that such units
are appropriate for the elderly or for persons with handicaps in the area. "Group
homes funded with Section 202 funds may accommodata up to 15 persons with
disabilities. Independent living complexes (ILCs) may be designed to serve
porsons with physical or developmental disabilities znd their families in projects
of not more than 24 units on one site” (HousiniTechnical Assistance Project,
1989). Projects may vary in layout and design but must be in compliance with
the policies of modest design and cost containment.

Provisions

Forty year mortgages are made to eligible sponsors to finance rental or
cooperative housing. The interest rate is determined annually. Due to recent
legislative efforts, 25% of the national allocation for Section 202 funds is
earmarked specifically for housing for individuals with handicaps and their
families. Moreover, at least 10% of all Section 202 units developzd for the elderly
and all common areas must be wheel chair accessible and those units are given
ﬁl:‘gference to adults with handicaps. Of the 25% allocation for persons with
o dicaps, priority must be given to projects for homeless persons with mental
ess.
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Residents of Section 202 developments pay only thirty percent of their
aﬂ'usted income fcr rent and utilities thanks to the accom; ing Section 8 rent

idy. Until recently, Section 8 funds were made available for 100 percent of
the Section 202 units to meet mortgage payments. However, this financing
mechanism pleced develogers of housing for the handi pe&,at & disadvantage
when competing against developers of housing for theelderly. To fasilitz*~
housing dev‘e!om:nt for persons with handicaps recent smendments to ..JD
regulations replace the Section 8 rental subsidy with & new subsidy for persons
with disabilities that is based on a different methed for caleulating development
costs.

Project development with Section 202 funds is a time consuming and
complex procedure (many projects can take up to two years before completion)
which tends to favor experienced non-profit providers. Providers ore expected to
shouldsr the burden of some front end financing costs and a smail of the
loan. Owners must contribute one-half of one percent of the total approved
mortgage amount. St’gonsors may elect to pay for excess amenities that would not
be permitted under the Department’s cost containment guidelines.
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Thess programs provide subsidies to very low-income persons and their
femilies to assist in paying rent in private rental housing.

Eligibility

Families with incomes that do not exceed 59 percent of the median income
for the area they live in are eligible to participate in the program. The housing
unit that the family selscts to live in must meet HUD standards of sanitation and
safety, and the rent must fall within the "Fair Market Rent” for the area a3 .
determined by HUD. i o .

Each regional HUD office is allecated a portion.of the total Section 8
certificates bazed on population. Public Housing Authoritics and other
organizations (e.g. state housing finance agencies) apply to the local HUD office
for a share of the funds. Contracts with thess authorities are awarded on &
competitive basis for five years with renewals expected. Authorities submit

based on documented heusing needs for eligible families. Oncs awarded,
the local housing authority processeei:zg%lications foo Section 8 certificates.
There are long waiting lists at most Public Housing Authorities for certificates of
participation. Only a small portion of those who are eligible actually receive
certificates. Apgroximataly 20% of existing Section 8 certificates turn over each
year (Allard & Carling, 1986, p.71). ‘

Congress established three preferences for allocation of certificates.
Presently, preference is given to persons who are living in substandard housing,
who are involuntarily displaced from housing bscause of federal action, and
pergons who pay more than 50% of their income on rent. Local housing
authorities can establish a local preference for up to 10% of their certificates for
certain populations. This can include a preference for persons with disabilities.

Provisions

Tenants in the Section 8 Existing progeam pay the highest of (1) 30 percent
of their adjusted gross income; (2) 10 percent of gross income; or (3) the housing
portion of a welfare grant. This includes an adjustment for utilities. The housing
authority pays the difference between this amount and the Fair Market Rent to
the landlord on a monthly basis. Tenants in the voucher programs, however,
may pay more or less than 30 percent of their income because the subsidy is a
f.xed amount, and they may obtain housing at higher than the fair market rent.
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All eligible families are placed on a single waiting list, with families that
meet, the "preference” criteria placed on top. Families are offered certificates or
vouchers as they become available. A family may decline the voucher und wait
for the.next certificate (or vics verse) if they so choose. Oncs a a
gerti.ﬁcate or voucher the family is given up to a total of 120 days to find suitable

ousing.

Section 8 programs allow participating families to choose where they live
(pruvided that the housing meet. safety and sanitary standards). Almost
any type of housing, including group residences and single room occupancy may
be eligible. The certificates are tied to individuals and not to the dwelling unit.
However, while changes of residence within the boundaries of a particular
housing authority contract are easily accommodated, a move out of the area
ususlly involves the loss of a certificate. Once a certificate is awarded, the
individual continues to receive the subsidy unless and until an increase in their
income no longer makes them eligible. Tenant’s income is reassesed for
eligibility annually and subsidies are adjusted accordingly.

Housing cuthorities may reserve up to fifteen percent of their Section 8
certificates for project-based use. This provision was included in the 1987
Housiug Act to facilitate the development of or rehabilitation of affordable
houeing. These certificates may be used in conjunction with the Low Income
Housing Tax Credit and other programz. Low income housing development
projects that obtsin financial backing through assurances of Section 8 certificates
from a housing authority can be specifically targeted to persons with disabilities,
or any other ropulation, provided they meet the income guidelines of the Section
8 existing housing certificate program.

The Ssction 8 Moderate Rehabilitation program provides a higher rent
subsidy to landlords who undertake minor repzirs to their units. These units
once they are repaired must remain available to Section 8 eligible tenants for
fifteen years. Housing authorities compete for funding for these units and in the
las. several years Congress has provided very little funding for the prgfram. The
Stewart B. McKinney Act authorized a special allocation of Section & Moderate
Rehabilitation funds for Single Room Occupancy hotels (see following).
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Community Housing and Sarvices - PHA, Colorado

An innovative uas of Section § certificates for persons with disabilities is
made by the Coloradoe State Department of Institutions. This department is
responsible for the delivery of services to persons with mental illness and
developmental disabilities, and to juvenile offenders. "In 1977 the de?artment_
formed 2 housing authority, Community Housing and Ssrvices (CHS), to provide
community-besed housing alt:rnatives for its dissbled population. This is the
only statswide public housing autkor’ g‘_ - administared through a human service
agency. This program began with 80 ion 8 axicting certificates provided
through the Department of Housing and Urban Development, and an idealistic
approach to assisting the most independent clients with subsidizst-Bousing.
During the past 10 years, the program has grown to almost 1,000 Section
certificates and vouchers" (Palmer, 1987).

This program has been able to target 1,000 cortificates (cumulatively) to
consurzers of the Department’s services resulting in the placement of many high
functioning persons with disabilities in their own housing. CHS works with
mauy other agancies inside and outside of the Department of Institutions to
provide the additional support services necessary. Landlords are persuaded to
rent to thess individuals in part by HUD’s guarantee ¢f damage and vacancy
ga ents. "In addition, CHS establiches policy, xirovidea technical assistance,

olds informal hearings and often mediates probloms between tenant, landlord
and community center,” (Palmer, 1987).

The use of Section 8 certificates has also assisted the efforts of Centennial
Services of Weld County Colorado, a model supported living program for persons
with disabilities. This program situates one or two consumers in rental hovsing
where staff and other supports or added or reduced as needed to facilitate
community living. The individual does not "graduate” to a new program as their
gkills increase, rather the housing is considered to be their permanent home.
This approach also leaves facility maintenance in the hands cf landlords rather
%;an ;gg ﬂi% g%rvice agency (Model residential program meets individual needs,

ovember, .
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This program provides assistancs to'low-income families to purchase, build,
or rehabilitate sing?e family homes on individual tracts or subdivisions in rural
* areas in the form of insured or guarantsed loans. This discussion will focus or

insured loans.
Eligibility
Applicants must meet the following conditions:
6 Be presently without decent, safe and sanitary housing;
© Have low or moderate income;

e Have good credit and sufficient income to pay for living expenses,

property taxes, insurance and upkeep, and the minimum mortgage
payment required (see below);

o Be able to pay certain up-front costs (e.g., closing, house i 13pect.on, credit
report); and

9 Be otherwise unable to secure a mortgage from a private lending facility.

The home must be on at least a one-quarter to one-half acrs lot depending on
the utilities available and in rural areas with a population of 10,000 or less or in
towns or cities with population under 20,000.

Pryrovigions

Loans are made by the Farmers Home Administration (FmHA) at a market
rate of interest ar 1 subsidized for low income families through the interest credit
program. Interest credit enables the borrowing rate to be as low as 1% but it
varies according to borrower income and the amount of the loan, When the
borrower’s income improves, he/she is required to refinance the loan through a
commercial lender. Borrowers whu have received an interest credit since Octoher
1, 1979 are subject to "recapture” of part of that assistance when they resell.
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This program is a potential but as of &et underutilized housing resource for
individuals or families with a member with disabilities. Although targeted to
Jow-incowae families and individuals, the financial requirementa to meet ongoing
expenses are often too high for individuals with disabilities. In some situations
loans can be co-gigned by other parties to fazilitate acquisition.

A second program of FmHA is the-Rural Rental Housing Program. This
program authorizes FmHA to make up to 50 year market rate mo loans to
private, public and nonprofit groups or individuals in order to provide rental or

rative housing for low and moderate income families and individuals

¢00
including persons with handicaps.

By statuts, Section 515 housing is available to persons of any income level.
In 1983, Congress made an attempt to target more of the assistance to the poor.
Currently no more than 25 percent of all g:ction 515 units which wers availzble
for occupancy grior to November 30, 1983 may be rented to families with incomes
greater than 50 percent of the area median. No more than five percent of all
post-1983 may be rented to families with incomes greater than 50 percent of the
area median. No more than five percent of all 1983 units may be rented to
thos of non-very low income. Many Saction 515 roiiects have additional rental
subsidies attached to render the units more affo e. Tenants pay the highest
of 30 percent of their adjusted grose income; 10 percent of gross; or the welfare
allowance, as in the HUD program.
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Purpose

This program enacted numerous new programs and changes to existing

pro to address the needs of homeless people by providing for emergency,
shelter, food, health care, mental health care, housing, educational programs, job

ining, and other cominunity and pl: ining services. Homeless persons are
defined as being: 1) without a regular adequate nighttime residence; 2) living in
a sheltar; 3) living in an institution (other then a prison); 4) living in a place no¢
ordimr%v as a sleeping accommodation for human beings (National Criteria
for the Homeless, 1988). Provisions of the McKinney Act that are specifically
relevant to persons with disabilities are reviewed here. .

Section 8 Assistance for Single Room Occupancy

These grants are awarded on a competitive basis to local housing authorities
who demonstrate a need for the assistance and, the ability to undertake and carry
out the program. Funds are used to finance the rehabilitation of SRO units for
occupancy by the homeless. Units financed with this assistance shall remain
available for at least ten tz«am's. Residents must meet the income criteria
described earlier under the Section 8 program.

Permanent Housing for the Handicapped

The Housing Technical Assistance Project provides this description of the
program: : .

(This program) provides federal matching funds for the acquisition and
rehabilitation of a supportive living kome for up to eight individuals with
dusabilities or a building with up to eight housing units for persons with
disabilities and their families who are either homeless or at risk of
becoming homeless... The Permanent Housing Program targets people
with disabilities with priority xi;iven to persons with mental illness...
Persons with disabilities and their families who are either homeless, at
risk of becoming homeless, or who hava boen residents of transitional
housing under the Transitional Housing rogram are eligible to be served
undar this program. (1989)

Public housing authorities or other non-rvofit housing sponscrs may apply
for the funds. They are required to operate the home and provide sugport
sepvicea for the residents. Grants include funds of up to 569 (or $200,000) for
the coat of acquisition and/or rehabilitation of existing pro%erty and for operating
costs (including cost of support services) for up to 50% in the first year and 25%
in the second year. States must match the other 50% of the costs.
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Community Meatal Health Services Demonstration Project
The National Governor’s Association (1989) provides this discussion:

This demonstration project provides discretionary grants for community-

based mental health services to the homeless or those at risk of becoming

homeless. The program is intended to fund up to twelve comprehensive,

two-year community-based demonstration projects for homelesa adults

with severe, long-term mental illness and up to four grants for two year
nslly disturbed

innovative demonstration projects serving emotional children
and adolescents. Services can include outreach, case ment,
%e)atment and rehabilitation, transitional housing, and training. (p.

Other programs that may assist persons with disabilities include:

1) The Emergency Food and Shelter Program which provides rental and
utility assistance on a one-time basis; :

9) The Emergency Shelter Grants Program which provides matching grants
to state and local governments for the dovelopment of shelters;

3) The Transitional Housing Program which provides advances, operating
subsidies and technical assistance to nonprofit organizations.
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Housmﬁ modifications are alterations to existing environments that ease or
make possible the residence of a person with handicaps. ‘The type of modification
necessary dapends on the disability of the individual. Typical modifications
include: widensa-assx ramps, lowered sinks and counters, adapted door
handles, foot manip faucets, lighted phone and door si , and grab bars.
Modifications can be permanent or tem-ﬁ:rary (Barrier Free Environments,

ents Act of 1988 strengthens the rights

1987). The recent Fair Housing Amendmer
51!’)' their rental units to meet their needs (see

of families or individuals to modi
following).

There ar 2 no funding streams tied specifically or exclusively to housing .
modifications. However, a foew funding streams have been succesafully used by
some states to support modifications. A survey of how states are funding housing
modification programs was conducted by the Adaptive Environments Center
(1989). The survey includes recommendations for implementing state funded
housing adaptation programs as well as improved data collection to determine
needs. The following funding streams were identified in the course of this study.

Medicaid waiver

The Medicaid waiver is described in the first section of this manual.
Housing modifications are a specific service allowed under the waiver as long as
they are shown to be a cost effective measure that reduces the need for a more
restrictive or more costly setting. Waivers can be written to support as small or
as large a population as desired and they can be designed for a population with
spenii%cE disabilities or needs. The Adaptive Environments survey identified eight
states that were using medicaid home and community-based waivers (including
waivers for the elderly, and for persons with physical and developmuental
disabilities) to support home modifications for the waiver eligible %opulation.
(These states include: Idaho, Kentucky, Oregon, New York, Ohio, Pennsylvania,
Colorado, and Rhode Island.)

Community Development Block Grants (CDBG)

According to the U.S. Dep’t. of Housing and Urban Development (1988) this
program: :

Assistance with this section was provided by Elaine Ostroff,
Adaptive Enviror. ments, 621 Huntington Avenue, Boston MA 02115.
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.. . provides annual grants on a formula basis to entitled communities to
carry out 2 wide r?;? of community development activities

toward nsighborhood revitalization, economic development, and
improved: community facilities and services. Entitlement communities
develop their own programs and funding priorities and consult with local
residents before making final decisions. All CDBG activities must benefit
low- and moderate-income persons.

In the Adaptive Environments survey, states also redported using federal
monies through Vocational Rehabilitation, Maternal and Child Health (MCH)
Block Grants as well as general state funds to support-.come modification
mms thmcff%h state family support programs. Another financial source that
identified are low interest loan programs through state housing finance
agencies. Also noteworthy is the Farmers Home Administration, Section 504
ro%m. "This program-provides low-income rural home owners with up to
57, per unit in the form of grants and/or low interest loans for general
repairs. Adaptations for accessibility are specifically designated as an eligible

expense,” (Housing Technical Assistance Project, 1989, p.20). One state that uses
%{ﬁternal and Child Health funds is Massachusetts -- a profile of that program
ollows.
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Massachusetts Adaptive Housing Program

The Massachusetts Department of Public Health has been providing home
adaptations for children since 1984, through its Bureau of Parent, Child and
Adolescent Health. The objectives of the proifram are to enable children to
become mors independent in their homes and to facilitate their mobility.

Families with mobility impaired children from birth to age 18 are eligible.
They do not havs to be clients of the agency. There are some income limitations
on families, some of whom must contribute to the costs.

Families can receive either technical assistar<e, which provides them with
a plan for their needs or planning, design and construction services provided
through a private nonprofit contracted with the Department to administer the
gro 70, ps and lifts are the most frequently needed adaptations, with .
athroom modifications the next most needed response. Other adaptations have
included widened doorways, threshold removals, stair railings, and
environmental control units.

Department of Public Health regional staff administer an initial

grescreening assessment which identifies the child’s environmental needs.

epartment and contractor staff work ~s a team with the family to determine the
meost practical solution, with the family having the final say on the selected
design. The contractor prepares the working drawings and hires the
subcontractor who will do the actual modification. The Department administers
final evaluations. Evaluations showed increased independent access and egress
for the child and reduced physical strain on the tamily.

Initially begun with funding from the Federal Emergency Jobs Bill, the
grogram is now an integral part of the agency’s program and budget. The annual
udget has been at $100,000 per year and the funding ger family has averag:d
about $4,000. More than 100 families have been served since the program began
with about 15 to 20 families served each year. Families do not receive the
funding directly. .

As the program enters its seventh year, the Department is looking at hov:
to expand services to families in the midst of reduced state budgets. Over the
current year, strategies will be planned to bring in corporate funding as well as to
identify more cost efficient ways to deliver the services. There is some other
funding for families who need home modifications through low interest loan
K;og‘rams and other limited sources. A listing of funding resources in

assachusetts for home modifications has been produced and is available to
individual families and agencies. The Adaptive Housing Program has also
facilitated inter-agency cooperation, through joint planning and cost charing,
especially with the Massachusetts Commission for the Blind.

G0
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Milstein, Pepper, & Rubenstsin (1989) ascribe three purposes to the act: 1)
to end gation in the housing of people with disabilities, 2) to give people
with ilities the right to choose where they wish to live, and 3) to require
reasonable accommodations to their-needs in securing appropriate housing.” In
general, the Act sovves to extend the same proteciisns granted to minoritiss in
the 1968 Fair Fiousing Act to persons with disabilities.

Eligibility

The act utilizes the definition of "handicap" that is employed by Section 504
of the Rehabilitetion Act of 1973, namely "a physical or mental impairment which
substaniially limits one or more of such perjon’s major life activities; has a
record: f such, an impairment; or is regarded as having such an impair ent.
This is a brozd definition that includes mental illness, physical disability, visual
impairment and mental retardation along with other handicaps but that excludes
persons who illegally use or are addicted to a controlled substance.

Provisions

In general the prohibitions of diseriminatory housing protections described
in the 1968 Fair Housing Act apply t© persons with handicaps. The new
Amendments however, clarify and amplify the protections for persons with
handicaps. The major provisions of the act are described below:

o Prohibitions against special restrictive housing covenants or denials of
housing servica because of an individusl’s handicap (for example
covenant restrictions to single families that have the effect of excluding
liv+')g arrangements for persons witk: handicaps);

o Prohibitions against discrimination of the primary purchaser or lessee on
the basis of handicap and/or because they have fam.., members,
roommates, or other associates who have disabilities;

Material drawn from Milstein, B., Pepper, B., & Rubenstemn, L. (1989). The Fair
Housing Amendments Act of 1988. Washington: The Mental Health Law Project
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e Landlords may not refuse to make reason:ble accommodations "in rules, .
policies practicas or € vvices, when such («ccommodations may be
necessary to afford such person equal oppartunity to use and enjoy a
dwelling." For example, EIUD regulations explain that a ‘no pets’ pelicy
may not be enforced to exclude a prespective tenant who uses a guide
dog. (Milstein et al. 1959).

o Certain land-use rules can be considered discriminatory if they likewise
deprive persons with handicaps with equal opportunity to a dwellinﬁ
This may apply for example to rules: prohibiting occupancy by unrelated

ns, that exclude living arrangements involving paid staf, or that

ve the effect of limiting the ability of such individuals {5 live in the

residence of their choice in the community by limiting the numbers of
persons or group facilities that can be established in a given area,

ially when similar quotas are not placed on other persons or fzmilies
living in the area. Simiiarly, requirements of special or conditional
permits for group hon.a providers are considered unlawful if such
restrictions are placed only on persons with disabilities.

e Property owners are permitted to deny housing opportunities to persons
with handicaps only when their tenancy would constitute a direct threat
to the health and safety of other individuals or would result in
substantial physical damage to the Froglerty of others. This can only be
determined by procedures that the landlord would agply to any other
tenant. Direct threat does not include for example, nicks in doorways
caused by a wheelchair.

o New accessibility and adaptability requirements for new multifamily
dwellings (excluding townhouses) with four or more housing units and
elevators. Requirements include:

* accessibility of public use and common use portions of the building;

* all doorways ase widened for accessibility;

*

accessible routes into and through the building;
anvironmental controls and switches in accessitle locations;

lx)'einforuements in bathroom walls to allow later installation of grab
ars;

*

sufficient space in bathrooms and kitchens such that a wheelchair
can be maneuvered about (this does not mean sufticient space for full
turning radius).
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In buildings with four or more units but no elevator, only the ground floer
dwellings must contain these features.

o Tenants are permitted to."make reasonable modifications of existing
premises ... if such modifications may be necezsary to afford such person
full enjoymens of the premises.” For example, a landlord cannet prohibit
modifications such as lighted door warnings or altered counters or
doorways. Landlords may require that the tenant restore the premises to
original condition upon vacancy; if the requirement is a reasonable one.

The Act also provides strong measures of enforcoment. When a person with
a disability fesls he/she has been discriminated against by a landlord or seller,
he/she either filo 2 complaint with HUD which triggers an investigation i:y
the Fair Houzing Office. The parties to a complaint may elect o have the
complaint heard by an administrative law judge or in federal court under the
auspices of the Depariment of Justice (Milstein et al., 1989). An aggrieved party
also has the right to file his or her case directly in court without first filing a
complaint with any administrative agency.
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PART TWO: PUBLIC/PRIVATE OPTIONS

The second section of this manusl includes descriptions of strategies that
employ public and private partnerships to support adequate health and home
care for children with chronie illness or disabilities. All of the strategies involve
state government and private insurance collaboration. Nearly ali have been
adopted in at least ono state.

The following iption of options were adapted from two publications by
Harriet Fox of the Fox Health Policy Consultants. These two publications are:

September 1984, A preliminary analysis of opiicns to improve
kaalihinsumncefbvemgefgchmg"” v il ard disabled
children (Report); and

July, 1987, Preseniation on the policy imsplications of various
catasirophic health expense program options for children
(Presentation).

A discussion of these topies is also available in:

Griss, G. (September 1988). Measuring the health insurance needs of
ns with disabilities and persons with chronic illness. Ascess fo
ealth Care, 1(1&2), 1-63. Berkeley CA: World Institute on Disability.

To obtain a comprehensive analysis of the Oﬁtions described here, readers
are advised to consult these three documents. They are available from,
respectively: Fox Health Pc. icy Consultants, 1140 Connecticut Avenue, NW,
Suite 1205, Washington, DC 20038 and the World Institute on Disability, 1720
Oregon Street, Suits 4, Berkeley CA 94703.
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~ Purpose

Risk pools are independent associations cf all health care insurers in a given
state who share the financial risks of offering individual comprehensiva hesith
e e Sos) - oushs the ool aveangert ot ths rok of o

conditions (Fox . e arrangement, the risk of loss
in eoviring this population is spread across all?guosurera so that each participating
insurer’s risk is reduced. T... pool establishesthe premium rate, Actual loszes
(or gmﬁts) are absorbed by and shared equitably amorg all members” (Fox
1987a, p. 8). States can subsidize potential losses of the pools through various
mechsnisms.

High risk ggzis effectively provide insurance to people who ave otherwise
unable to purchase it becauss of individual insurance company restrictions or
because of inordinately high premiums. Premium rates for risk poolcoverage are
cagpgd by stats law and range from 125% to 400% of the average charged for an
individual policy for a standard risk. The cost of premiums for risk pools
ganerally excludss the participation of low-income people but prevents high
medical expenses from impoverishing middle income pecple and can reduce the
amount of un: ted care. Some states subsidize the premiuras for low-
income families (Fox, 1987a). Presently mandated high-risk pools are available
in 15 states (Intergovernmental Health Pulicy Program, Georgs Washington
University, personal communication).

Eligibility

Eligibility requirements vary by state. However, the state-i. anlsted pools
are usuge}la{ "designed to serve people who have no access to an empleyve or other

p th plan and whosa only option is an individual health-insurance policy.
E;ph&ents to the pool are generally required by law-to prove that they attempted
to gecure individual coverage from at least two carriers but either were rej
for insurance or were offered coverage with restrictions additional to thoseina
standard policy. Such restrictions are defined as pre-existing limitation,
substantially higher premiums, or restrictive riders” (Foz, 1984, p. 24).

Services offered

A minimum benefit package for a qualified plan is prascribed by legislation.
"Pool coverage is comprehensive but it frequently fails to include adequate
coverage for speech and occupational therapy or extended home care, except in
lieu of a more costly hospitalization” (Fox, 1987a p.9). Also, lifetime maximum
benefits may be exceptionally low and generally benefits may be less inclusive
than ragular individual policies (Fox, 1987a).
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Purpose
Fox {1984) describes this option as follows:

A state-financed catastrophic health expense ;rogram is one in which the
stats functions as the payor of last resort for persons who have incurred
vary substantial out-of-pocket expenses for medical care. It is iitended
grimarily to benefit working families who have some financial resources

ut, becauss of ifiadeguats health insurance, would be financinlly
devastated by extensive medical bills that could result from a serious or
prolonged illness. The program is designed to serve the uninsured as well
as the-underinsured who have exhausted their benefits. (p.27)

Financing for these programs cores from general state revenues (Fox 1987a).

Eligibility

Under state catastrophic health expense tgrograms, families are usually
required to incur substantial uninsured health care costs that remain their
liability. Assistance is provided when out-of-pocket expenses exceed a certain
dollar threshold or & certain percentage of family income, The amount of "the
deductible” or the percmt of income is commensurate withi the family’s liability
and varies from program te E?sgram, Usuaily eligibility for the program is met
by inpatient care episodes. This is because ambulatory care providers (such as
nursing care at home) are usually unwilling or unable to bear the amount of
uncompensated cars required of the family for the family to become eligible for
the program (Fox 1684). ) :

Services covered
The services covere will depend on the program itself. Fox (1984] notes:

Not all medical and health care expenses are permissible, however.
Covered services are specified by statutes or by regulation. Generally, *
they include those services usually covered under a standard
comprehensive healtk in-urance policy: hospital and physician services
plus some other services auch as prescription drugs, medical equipment,
and limited long term care. Speech therapy, physical therapy, and
psychiatric cara are not covered under every program. (p.29)
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Although five states have enacted enabling logislation for catastrophic health
expense irggams, ongg;hres are currently in effect ( in Alaska, Maine, and
Rhods I (Fox 1984). [Recently, a similar program was enasted in New
Jersey which spacifically provides financial 2ssistancato families who incur
medical expt that-are a substantial percentage of thsir gross income due to
the care of & child with chronic illness or disability.] State experience with this

of pro has not besn very positive. Data indicate that with low

eligibility deductibles, a large portion of prigj.m benefits go to assist the
uninsured poor in paying medical benefits could not really be considered
catastrophic rather asaisting the middle-class who weve underinsured.
However, setting the dedustibles high places a considerable out-of-pocket
fipancial burden on the low and moderate income farailies relative to thei
iEx‘zeome t:j;}:zile po guch hardship is placed on higher income families (Fox 12872).

ox notes:

If, on the other hand, a pexcen of a family’s income -- éven as-high
as 15% were used to trigger eligibility, then many more children from
low- and moderate-income families would be able to participate — but
their out-of-pocket liability may not in any objective sense ba considered

hic... Inafamilywh > annual income is $12,000, for example,
a child would become eligikle fu: ctastrophic coverage after incurring an
$1,800 bill for a tonsillectomy which required only a one and a half dey in
a hospital. (Fox, 19873, p.3)

To prevent this from happening, eligibility can also be tied to the duration of
the illness and/for tle projection of annual health care costs to help ensurs that
the program is reaching persons with catastrophic illness. "It sesms that for a
catastropliic health expense program to sustain &;ﬁﬁcal approval, the deductible,
or family licbility, hes to be set high enough so that 1) uninsurance is not
iggg{nrag;z;l and 2) only those with truly catastrophic expenses are served” (Foz,

&, p.2).
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Purpose
This option is targeted to low- znd moderate-income families and hea the
advantage of reaching the vast majority of the uninsured. It involves the use of
state subsidies to the purchase of private health insurance covera%a This
gjgzsn’}o?h hes hesn enacted in one state and is proposed in nine others (Fox
987a).

Criteria for enrollment is determined by the state. Washington haga

.premium subsidy for individuals and families with incomes up to 200 percent of
the federal poverty level (Foz 19872).

Services ofjered

Eligible families can receive state vouchers to purchase health insueance.
However, the private policy may be inadequate for the necds of children with
chronic illness (e.g., becauss of a low lifetime maximum coverags, and/or by not
insuring all services). Moreover, even with a voucher, adequate coverage for
children with chronic illness may not be affordsble. To counteract this, minimum
benefits that must be purchased with the state voucher may be specified.
Alternatively, an insurer may be selected by the state to offer a state qualified
benefits peckage to all persons eligible for the subsidy.

Fox (1987a) notes:

Forming a group would appear to be mors cost-effective, given that the
cost of individual coverage usually runs about 130 to 150 percent of the
cost of a group policy. But, if the group-plan approach were adopted it
would be important for those concerned abeut financing the caza of
children with chronic medical conditions to assure that the specified state
plan takes into account the range and intensity of spesialty services
needed by thess children, as well a3 the preventive haalth examinations
needed by the presumably "hea]th{;lc’nild population. If an appropriate
plan were offered, chronically ill children would be able to obtain good
coverage and it would be at a reasonable premium because costs would be
spread across high- and low-risk populations. On the other hand, if a
voucher system were used, children with chronic medical conditions
probably would not be able to purchase affordable individual coverags a4
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all. In fact in the two states with a proposed'vcﬁcher system, a high-risk
1 is either i operation or under consideration by the legislature.

p. 15)

The high risk pool helps to insure adequate coverage at a reasonsble price.
Another drawback to this approach is that it does not address those persons who
have existing private insurance that is inadequate.
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Purpose

Under this option, all state insurance companies are required to offer

catastrophic health insurance coverage. "Carriers would be expected to

articipate in an asgociation or pool in which each would sharea in the gains and

0sses on an equitable, propoitionate basis” (Fox, 1984, p. 30). Financing would
come from subscriber premiums. This program has not currently been adopted
by any state. It is a model act proposed by the National Association of Insurance

mmissioners. Unlike state financed programs, private insurers would be the

vehicle for meaking catastrophic coverage available (Fox 1984).

Eligibility

Eligibilit= for reimbursement of extensive medical bills would be dependent
on the prior purchase of catastrophic health insurance. "Under the moedel act,
ap;l)]lieants -ould not have to meet any specific eligibility criteria. Uninsured as
well as insured persons could enroll" (Fox, 1984, p. 30). This program does not
address families who are too poor to pay for any private insurance premiums.
Therefore, the model act would also allow states to choose to grant their
Medicaid programs the authority to purchase catastrophic health insurance for

ggrsons eligible under Medicaid. This provision may facilitate the.reduction of
edicaid rolls (Fox, 1984).

Services offered

In the modei legislation, benefits are based on allowable expenses that excerd
a certair threshold per year. The family’s liability would be determined by the
extent of the insurance coverage. "The basic formula would be that all reasonable
charges for the necessary care and treatment of any sickness or injury incurred
during the year would be reimbursed if they exceeded $5,000 in the case of an
individual, or $7,500 in the case of a family” (Fox, 1984, p.31). The proposal
requires that the premium be reasonable in relation to the benefits provided,
suggesting that high premiums are possible. No cap on the amount that the
insureds could be charged is proposed (Fox, 1984).
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Purpose

In this model, "all employers with a specified number of employees would be
federally required to provide a minimum package of benefits to employees
working at least half-time” (Fox, 1987a). Since the great majority of uninsured
children have ai: employed parent, this pro can facilitate insurance -Joverage
for children with disahilities. Federal legisiation on this type of coverags will be
intreduced in 1989.

Eligibility
In gensral, all employees and their families of specified employers would be

covered. In recent legislation in Massachusetts, all employees of businesses that
have more than five employees are covered.

Services offered

The required benefits package is determined by the state and may or may
not provide adequate coverage for children with chronic illness or disability.
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Massachusetts Universal Health sSecurity Act

This recent legislation provides for insurance for uninsured persons
largely through an employer based program. After a four year phase-in, all
employers of six or more full or permanent part time employees are
contribute to a state health insurance pool from which their uninsured employees
and their families can purchase health and managed care coverage by paying
premiums based on a sliding fee scale. Employers who already purc health
insurance for their workers can deduct these expenditures, on-a dollar-for-dellar
basis, from their required contribution to the pool. Most em E,loyers who provide
empl health insurance are not expected to have to contribute to the state
pool. Employers with less than six employeez are exempt from-contributing to
the coverage, however special tax incentives were written into the bill to
encourage small employer participation. Small businesses are able to purchase
ingurance from the state Eool at rates that would be comparable to groups of
large employees. Massachusetts residents who are not covered by either small or
large employers will be able-to obtain affordable insurance through the state

purchased group plans. These include part-time and seasonal ¢ mployees, persons.

receiving unemployment insurance, and the self-employed. The legislation also
allows adults with digabilities and/or parents of children with disabilities to
purchase "wraparound” coverage from the state. This is health coverage that is
comperable to the Medicaid benefits available for families with children with
d.lsagilities, thereby eliminating the disincentive to work because of threat of loss
of Medicaid benefits.
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APPENDIX A:

LEGISLATIVE ACTS AND
AUTHORIZATION FOR PROGRAMS
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Abandoned Infants Assistance Act - Public Law 100-505.

Chiid and Adclescent Service System Program — Section 520A of the Public
Health Service Amendments of 1987, P.L. 100-177.

Child Welfare Services - Title IV-B of the Social Security Act, as amended by
tl:e Adoption Assistancs and Child Welfare Act of 1980, PL. 96-272, 42 US.C. 620
8 8&q.

Cricis Nurseries and Eespite - Children’s Justice and Assistance Act, Title I,
Temporary Child Care for Handicapped Children and Crisis Nursrries Act of 1686,
P.L. 98401, 42 US.C. 5117, et seo

Developmenial Disabilitiez Act ~ Disabilities Assistance and Bill of Rights Act
Amendments of 1987, P.L. 100-146.

Direct Loans for Eouamg’ or the Elderly and Handicapped - Section 202,
Housing Act of 1959, 12 U.S.C. 1701 et seq.

%at{iyt Intervention Program for Infants and Toddlers — Public Law 99-457,
el

Education of All Handicapped Children Act - Public Law 94-142.
Fair Houging Amendments Act — P.L. 100-430

Fermers Home Administration -- Home Ownership Loans — Housing Act of
1949, P.L. 81-171.

Federal Preschool Program - Public Law 99-457, Title II

Foster Care and Adeption Assistance — The fidoption Assistanes and Child
X{I?)lfa:e Act of 1980, P.L. 96-272, Title IV-E of the Social Security Act, 42 U.S.C.
et geq. :

Head Start - Human Services Reauthorization Act of 19886, Title I, P.L. 99-425.
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Low Income Housing Tax Credits - Section 252 of the Tax Reform Act of 1986,
II;IL;’. 51)9-514 7&5 amended by the Technical and Miscellaneous Revenue Act of 1988,

B% A 1 and Child Health Block Grants - Omnibus Reconciliation Act cf
1981.

Medicaid: Medical Assistance Program: - Title XIX, Social Security Act.

Home and Community Based Waiver - Omnibus Budget
Reconciliation Act of 1981, P.L. 97-35, Section 2176.

Model Waiver - Section 1915(c) of the Social Security Act

Waiver Program for Border Babies - P.L. 100-360, Medicare
Catastrophic Coverage Act of 1988.

Medicare - Social Security Amendments of 1965; Title XVII, Parts A&3, P.L. 89-
97, Public Law Amendments; and U.S.C. 1395 et seq; Social Security Disability
?g{z’gndments, P.L. 96-265; P.L. 97-248; and Section 1 of P.L. 98-21, 42 U.S.C.

Rural and Small Community Graents: Rural Transit Assistance Progra:n
- Section 18, Urban Mase Transportation Act of 1964, P.L. 88-365.

Sectien 8 Existing Housing Certificate ar:d Voucker Program - Section
8(o}, U.S. Housing Act of 1937, P.L. 93-383, 42 U.S.C. 1437f(0).

Secial Security Block Grant - Social Security Act, Title XX; as amended by the
Omnibua Budget Reconciliation Act P.L. 97-35.

-

Social Security Disability Insurance - Social Security Act of 1955; Public Law
Amendments; and - U.S.C. 420-425 Title II of the Social Security Act.

Supplemental Security Income — Title XVI of the Social Security Act.

Stewart B. MceKinney Homeless Assistance Act - P.L. 100-77.

Technology Assistarece Act - Technology Related Assistance For Individuals
With Disabilities Act of 1988, P.L. 100-407.




Urbar Mass ™ransit Acts: Formula Grant Program for Non-urban Areas
— Section 18, Urban Mass Transportation Act of 1964, P.L. 88-3G5.

Vehicie Purchase: ital Assistance Program for Nonprofis Agencies
Transporting the Eclgg'ly and Handicapped —~Séf<;tion 18 (h)(2), Urban Mass
Transportation Act of 1964, P.L. 88-365.
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Federal Matching Rate for Medicaid Services by State (FY 1988)
State Rate Stats Rats
ALABAMA 73.29 NEBRASKA $9.73
ALASKA 0 NEVADA 50.25
ARIZONA 62.12 NEW HAMPSHIRE £0.00
ARKANSAS 74.21 NEW JERSEY 50.00
CALIFORNIA 50.00 NEW MEXICO 7.2
COLORADO 50 NEW YORK, 50.00
CONNECTICUT 50.00 NORTH CAROLINA  68.68
DELAWARE 51.90 INORTH DAKOTA 64.87
FLORIDA "9 OHIO .10
GEORGIA 63.¢6 OKLAHOMA 63.33
HAWALL 53.7% OREGON 62.11
IDAHO 70.47 PENNSYLVANIA 57.38
ILLINOIS 50.00 RHODE ISLAND 54,88
INDIANA 63.71 SOUTH CAROLINA 73.49
ICWA 62.78 SOUTH DAKOTA 70.43

‘ KANSAS 5520 TENNESSEE 70.64
KENTUCKY Wil TEXAS S§.9l
LOUISIANA 68.26 UTAH 73.13
MAINE 67.08 VERMONT 66.23
MARYLAND 50.00 VIRGINIA 51.34
MASSACHUSETTS 50.00 WASHINGTON 53.21
MICHIGAN §6.48 WEST VIRGINIA 74.84
MINNESOTA 53.98 WISCONSIN 58.93
MISSISSII P .35 WYOMING 57.96
MISSOURI 59.27 o.cC. 50.00
MONTANA €5.40
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Appendix 16

END
U.S. Dept. of Education
Office of TIducation

Researck and
Improvement (OERI)

ERIC

Date Filmed

March 21,1991
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