
 
 
 

September 26, 2022 

Cathy McMorris Rodgers 

Independence Ave. and S. Capitol St. SE 

LHOB- Longworth House Office Building, Room 1035 

Washington, DC 20515-4705 

 

Re: Disability Policies in the 21st Century: Building Opportunities for Work and Inclusion 

Dear Minority Leader McMorris Rodgers:  

The National MLTSS Health Plan Association (MLTSS Association) appreciates the opportunity to provide 

input on the Energy and Commerce Committee Republicans’ Request for Information (RFI) on disability 

policies, published on July 26, 2022.1  

The MLTSS Association represents managed care organizations (MCOs) that have Medicaid managed 

care contracts with one or more states and take risk for long-term services and supports (LTSS) provided 

under Medicaid.2  Our members assist states in delivering high-quality LTSS at the same or lower cost as 

the fee-for-service system with a particular focus on ensuring beneficiaries’ quality of life and ability to 

live as independently as possible. Our members currently cover a large majority of all enrollees in MLTSS 

plans and integrated plans, including national plans and regional and community-based plans.  

States are increasingly recognizing the value of managed care in the delivery of LTSS (MLTSS) – the 

number of states with MLTSS programs has increased from 8 states in 2004 to 24 states in 2021.3 We 

ensure the delivery of high-quality care in several ways, including: 

• Using dedicated care managers to coordinate care across a range of providers and services, 

focusing on the whole person. 

• Leveraging a unique public-private partnership that combines private sector innovation and 

expertise with state-led oversight and accountability.  

• Participating in a competitive bidding process such that states choose the best MCOs to meet 

their needs. 

 
1 House Energy and Commerce Committee Republicans. Disability Policies in the 21st Century: Building 
Opportunities for Work and Inclusion. July 2022. Available at: https://republicans-energycommerce.house.gov/wp-
content/uploads/2022/07/7.26.22-Disability-Policy-Memo.pdf 
2 Members include Aetna, AmeriHealth Caritas, Elevance Health, CareSource, Centene Corporation, 
Commonwealth Care Alliance, Inclusa, LA Care Health Plan, Molina Healthcare, UPMC Community HealthChoices, 
and VNS Health.  
3 MACPAC. Report to Congress on Medicaid and CHIP Chapter 3: Managed Long-Term Services and Supports: 
Status of State Adoption and Areas of Program Evolution. June 2018. Available at: https://www.macpac.gov/wp-
content/uploads/2018/06/Managed-Long-Term-Services-and-Supports-Status-of-State-Adoption-and-Areas-of-
Program-Evolution.pdf 
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• Providing budget predictability, such that states can better manage their costs, rebalance LTSS 

spending, and avoid unnecessary hospitalizations or institutional placements.  

MLTSS plans serve as a critical partner in improving care for individuals with disabilities and achieving 

the goals the Committee has outlined to ensure access to LTSS and rebalance towards care in the home. 

Building on the progress and lessons learned over the last four decades, we believe in the potential to 

dramatically transform the current system to better serve beneficiaries, caregivers, providers, states, 

and managed care organizations. We would like to offer the following high-level considerations to 

enhance and expand home and community-based services (HCBS): 

1. Decrease administrative hurdles for individuals with disabilities by streamlining HCBS systems 

under expanded Medicaid benefits, a single State Plan Amendment, or providing a 

comprehensive set of evidence-based services to all eligible recipients.  

2. Continue telehealth and other service flexibilities that were successfully implemented during the 

COVID-19 public health emergency (PHE).  

3. Help states leverage Medicaid and other federal, state, and local programs to create integrated 

benefits systems that can comprehensively address the health, welfare, and social needs of 

individuals with disabilities.  

Access to Long-Term Services and Supports 

1.1.A. How can Congress reduce or eliminate the institutional bias in Medicaid? 

Partner with MLTSS Plans to Expand Access to HCBS 
Individual HCBS systems exists through a patchwork of various waivers that do not serve all people in 

need of LTSS. This is despite the efforts of the HCBS stakeholder community, which has worked diligently 

over the past four decades to expand access to HCBS and to rebalance services from institutional sites of 

care to the community. In 2014, the stakeholder community reached a notable milestone when more 

than half of all Medicaid LTSS expenditures were for HCBS compared to under ten percent in 1985. 

MLTSS plans have played a significant role in this trend, as evidenced by findings from studies 

highlighting the role of MLTSS plans in rebalancing.4,5 CMS found that among the seven states they 

interviewed with HCBS waiver waiting lists before the start of their MLTSS programs, two eliminated 

their waiting lists and four decreased the number of people on their waiting lists after MLTSS programs 

began.6 

We strongly believe the MLTSS model is uniquely positioned to be able to help states meet rebalancing 

goals and help beneficiaries receive the care they need in the setting of their choice. MLTSS plans 

support provision of at-home services in number of different ways: 

 
4 Milliman.  A comparison of nursing home usage in states with and without Medicaid Managed LTSS. August 2018. 
Available at: https://www.milliman.com/-/media/milliman/importedfiles/uploadedfiles/insight/2018/comparison-
nursing-home-usage-medicaid-managed-ltss.ashx 
5 Camille Dobson et al. Demonstrating the Value of Medicaid MLTSS Programs. May 2017. Available at: 
https://www.chcs.org/media/FINAL-Demonstrating-the-Value-of-MLTSS-5-12-17.pdf 
6 Centers for Medicare and Medicaid Services. Do Managed Care Programs Covering Long-Term Services and 
Supports Reduce Waiting Lists for Home and Community-Based Services?. July 2017. Available at: 
https://www.medicaid.gov/medicaid/downloads/1115-ib6-508-mltss-hcbs-waiting-lists.pdf 
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• Facilitate successful transitions: MLTSS provides extensive care coordination to ensure 

beneficiaries can maintain the right level of care that they need in transitioning from institutions 

to the home.  

• Accountability for shifting beneficiaries to HCBS: MLTSS can partner with states to provide 

unique insights through data and progress tracking to help measure and achieve rebalancing 

goals.  

• Holistic and coordinated care: MLTSS plans have a comprehensive view of a beneficiary’s needs 

and care – ensuring that each beneficiary receives the right level of care and supports in place – 

in the setting of their choice.  

We urge Congress to consider MLTSS plans as a partner in developing and implementing policies that 

remove institutional bias in Medicaid.  

Incentivize Adoption of HCBS Medicaid Benefits 
The Medicaid program is the primary payer for LTSS for Americans, whether those services are delivered 

in community or institutional settings. While State Medicaid programs are required to provide nursing 

home services, delivering LTSS in a community setting (referred to as home and community-based 

services) is optional for states. Despite being optional, every state has recognized the value of HCBS and 

has adopted at least some subset of these services through limited waiver programs or as state-plan 

benefits. However, the consequence of state variability of approaches to HCBS are wide disparities in 

access across populations, service modalities, and socioeconomic status.7 Moreover, such variability in 

HCBS, compared to the long-standing mandatory nature of institutional LTSS, has led to an inherent 

institutional bias in Medicaid. Only recently have HCBS service costs started to match those of 

institutional costs.8 

To counter this bias, the MLTSS Association believes Congress should consider implementing an 

enhanced Federal Medical Assistance Percentage (FMAP) for states who choose to provide HCBS 

services as a Medicaid State Plan benefit to all eligible individuals with disabilities.  Core services to 

consider include a range of evidence-based services that support community participation for 

individuals with disabilities. Examples include personal assistance, supported employment, non-

emergency and non-medical transportation, respite care, caregiver and family support services, case 

management, supports for person-centered planning and self-direction, intensive behavioral health and 

crisis services, peer support, housing supports, home modifications, assistive technology, home 

delivered meals, hospice, specialized therapies (e.g. physical and occupational therapy), medication 

administration and management, and specialized medical equipment or supplies (including durable 

medical equipment) not otherwise covered. 

Importantly, we do not intend to advocate for the elimination of the flexibility provided to states via 

existing HCBS waiver programs (e.g., 1915(c), (i), (j), (k), etc. waivers). Such flexibilities are an inherent 

element of the entire Medicaid program and allow states to best serve the needs of their individual 

 
7 Kaiser Family Foundation. State Policy Choices About Home and Community-Based Services Amid the Pandemic. 
March 2022. Available at: https://www.kff.org/report-section/state-policy-choices-about-medicaid-home-and-
community-based-services-amid-the-pandemic-issue-brief/ 
8 Centers for Medicare and Medicaid Services. Medicaid Long Term Services and Supports Annual Expenditures 
Report Federal Fiscal Year 2019. December 2021. Available at: https://www.medicaid.gov/medicaid/long-term-
services-supports/downloads/ltssexpenditures2019.pdf 
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populations. The concepts inherent in these flexibilities should be protected. However, we do believe 

that the evidence base representing the value of HCBS services as well as the extensive experience 

states have developed in the delivery of such services warrant Congressional consideration of greater 

HCBS standardization across all Medicaid programs. 

Additional recommendations for how to implement expanded HCBS benefits are described in our 

comment letter on the HCBS Access Act.   

Adopt New Framework to Ensure Access to HCBS 
In 2021, the MLTSS Association released a network adequacy framework establishing our vision for 

ensuring access and advancing quality in the HCBS delivery system. We consider such standards to be an 

effective way of encouraging further rebalancing efforts between institutional and home and 

community sites of care. 

 A central tenet of an accessible and high quality HCBS system is the provision of a person-centered 

planning process that respects an individual’s right and autonomy to develop a holistic, comprehensive 

plan reflecting their vision and desired goals. Such a process helps individuals achieve goals related to 

full community inclusion, optimal independent living, and programming that addresses SDOH needs. In 

developing minimum access standards, Congress and CMS should work with states and plans to support 

more innovative, individualized approaches to HCBS provision.  

Direct Care Workforce Shortage 
Access to a robust direct care workforce is critical to ensure enrollees with disabilities, frailty, and other 

serious health conditions receive the care that they need in the community. The availability of a 

qualified, competent, and stable direct care workforce plays a critical role in supporting people to 

accomplish their goals. It is critical that direct care workers have the confidence, ethical decision-making 

skills, empowerment, guidance, and latitude necessary to provide quality support, receive compensation 

that is commensurate with job responsibilities and have access to a career path aligned with ongoing 

professional development. However, significant shortages persist in direct care workforce availability, 

that have only been exacerbated by the COVID-19 pandemic.  To alleviate workforce shortages, the 

MLTSS Association recommends Congress consider several strategies in conjunction with the Centers for 

Medicare and Medicaid Services (CMS) and states: 

1. Ensure direct care workers and front-line supervisors have opportunities for needed 

training, mentoring, and professional development.  

2. Provide credentialing opportunities, career pathways, and ongoing competency-based 

training and mentoring to create incentives for direct care worker participation. Encourage 

the development of statewide career advancement pathways for direct care workers based 

on the completion and demonstration of CMS’ core competencies, with career lattices (with 

corresponding increased wages) for individuals who have been deemed by a neutral third-

party as proficient in demonstrating competency areas. 

3. Ensure direct care works reflect the racial and ethnic diversity of the beneficiaries that they 

serve. 

https://4f0f409e-ff1d-4495-9d3a-c77910ae8af4.usrfiles.com/ugd/4f0f40_a0d2c2459dbd45609a9c00ef67168eb2.pdf
https://www.mltss.org/post/network-adequacy-framework-realizing-the-vision-of-medicaid-funded-hcbs
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Integrate Medicaid and Affordable Housing Programs 
For many individuals, the opportunity to receive HCBS is dependent on their ability to find and afford 

accessible community housing. However, beneficiaries are forced to navigate multiple, uncoordinated 

affordable housing programs to access existing services, and Medicaid programs are not allowed to pay 

for rent subsidies or room and board costs. While during the COVID-19 pandemic some states and plans 

created alternative programs that helped provide safe housing to high need individuals, a coordinated, 

national initiative could broadly address the housing and economic factors that drive reliance on nursing 

facility care. Congress should direct the federal agencies (both within HHS – such as ACL, OCR, ASPE, 

SAMHSA – as well as HUD, DOJ, VA, SSA, USDA) to coordinate a Living and Aging in Community initiative 

that addresses housing and other social determinants of health to reduce unnecessary 

institutionalization.  

Expand Self-Direction 
Self-directed Medicaid services enable the participant, or their representative, to manage how their 

services are provided, who provides their services, and how their service budget is spent. Over 1.2 

million individuals in all states are self-directing their services, however access to self-direction may be 

limited to certain waivers, populations, and services9. During the COVID-19 PHE some states elected to 

expand which services may be self-directed (including respite, medication administration, personal 

support, and transportation) and allowed family members to serve as paid caregivers in more situations. 

We support continuing these expansions with the acknowledgement that additional parameters and 

guardrails should be put into place to address program integrity concerns such as financial conflicts of 

interest and misrepresented needs and services delivered.  

Incentivize Money Follows the Person Participation 
The Money Follows the Person (MFP) demonstration supports state efforts to rebalance their LTSS 

system by transitioning individuals to community living and has transitioned over 107,000 people to 

living in the community between 2008 and 202010. However, certain barriers impede further expansion 

of the program. States are only able to adopt MFP through time-locked Notice of Funding Opportunity 

periods, with limited funding available given the program’s administrative complexity to support states 

through implementation.  Congress should promote rolling or special enrollment periods for MFP to 

increase state participation and provide additional funding to support implementation activities. 

Increase HCBS Awareness Amongst Providers 
As care continues to shift away from institutional settings, there will be a continued and pressing need 

for providers to serve individuals at home and in the community. By providing education, training, and 

incentives to organizations, Congress can increase awareness of this marketplace and encourage new 

business development and accelerate the prioritization of people living at home and in their 

communities. Increased healthcare provider awareness of available HCBS will also enable them to 

 
9 AARP Public Policy Institute. National Inventory of Self-Directed Long-Term Services and Supports Programs. 
September 2020. Available at: 
https://www.appliedselfdirection.com/sites/default/files/SD%20LTSS%20National%20Inventory%20Report%20201
9.pdf 
10 Victoria Peebles and Johanna Dolle. Money Follows the Person: Updated State Transitions as of December 31, 
2020. July 2022. Available at: https://www.medicaid.gov/medicaid/long-term-services-supports/downloads/mfp-
2020-transitions-brief.pdf 
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inform their patients of the option to live in the community, rather than continuing to default to 

institutional referrals.  

Establish HCBS Reciprocity Between States 
Currently, HCBS waiver benefits are not portable for individuals who move from one state to another. 

Individuals with disabilities who decide to move to a new state risk losing access to needed services and 

being placed on a years-long waiting list. Congress should consider offering states the option to develop 

a new interstate HCBS reciprocity program which would allow people with disabilities to exercise their 

right to move freely to other states. 

Codify Home and Community-Based Settings Rule 
In 2014, CMS issued the Home and Community-Based Settings final rule, which defined the 

characteristics for a community-based setting to be eligible for Medicaid-funded HCBS.11 States initially 

had five years to implement the settings requirement and assess all provider-controlled sites for 

compliance, however the deadline was extended until March 2023 due to the COVID-19 PHE.12 The 

MLTSS Association supports the goals of the HCBS settings rule and applauds CMS for their leadership in 

ensuring that individuals with disabilities have full access to their communities. However, states were 

not given additional resources to support the implementation of the site assessment and provider 

education of the requirements. Concerningly, some state Medicaid agencies are delegating preparation 

for this transition primarily to managed care organizations. The MLTSS Association recommends that 

Congress help states prepare for the settings requirement by codifying the rule into law and allocating 

additional resources to facilitate provider outreach and assessments.  

Revisit HCBS Provisions in Build Back Better Act 
The Build Back Better Act included several provisions aimed to enhance and expand access to HCBS, 

including: 

• Providing states with the option to permanently receive a 6% FMAP increase to improve and 

expand HCBS services and access.  

• Providing states with $140 million in federal funding for planning grants to develop HCBS 

improvement plans, that will need to be approved by the federal government before receiving 

the 6% FMAP increase.  

• Providing states with a higher administrative match rate of 80% for costs related to 

implementing HCBS improvements over the next 10 years, and a permanent administrative 

matching rate of 90% for costs related to reporting mandatory HCBS quality measures.  

• Permanently extension of spousal impoverishment protections for individuals receiving HCBS, 

and permanent extension of the MFP program.   

 
11 Centers for Medicare and Medicaid Services. State Plan Home and Community-Based Services, 5-Year Period for 
Waivers, Provider Payment Reassignment, and Home and Community-Based Setting Requirements for Community 
First Choice. January 2014. Available at: https://www.federalregister.gov/documents/2014/01/16/2014-
00487/medicaid-program-state-plan-home-and-community-based-services-5-year-period-for-waivers-provider#h-
18 
12 Centers for Medicare and Medicaid Services. SMD # 20-003 Re: Home and Community-Based Settings Regulation 
– Implementation Timeline Extension and Revised Frequently Asked Questions. July 2020. Available at: 
https://www.medicaid.gov/Federal-Policy-Guidance/Downloads/smd20003.pdf 
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Given the importance in HCBS, we recommend Congress again review these provisions for 

improvements and inclusion in future bills. In improving these provisions, Congress should ensure that 

funds are distributed to states in an equitable manner, focusing on those states that are furthest behind 

in developing their HCBS programs.  

1.1.B.  What tools can Congress give to the Federal Government and states to help them 

enact policies to reduce or eliminate the institutional bias in Medicaid in the most cost-

effective way? 

Continue PHE Flexibilities 

Telehealth 

Case Manager Visits and Person-Centered Planning Team (PCPT) Meetings: CMS approved Appendix K 

waivers that allow Case Managers to engage with participants and monitor service plans by virtual visits 

where face-to-face encounters are typically required. This flexibility was also extended to apply to PCPT 

meetings and plan development. These changes not only limit the risk for COVID-19 exposure and keep 

enrollees and their care teams safe, well, and connected, but also reduce administrative and travel 

expenses. Importantly, this flexibility allows Case Managers to remain engaged with enrollees and 

maintain close contact with the individuals who would be at risk for isolation, abuse, neglect, and 

exploitation. Continuing telehealth flexibilities beyond the PHE can be a positive development for many 

participants and teams, but there should be some guardrails to ensure health and safety as well as 

equitable access, including tools to protect enrollees from fraud or abuse that might otherwise be 

detected during an in-person visit. States should seek public input on their plans to make services 

delivered via telehealth a permanent option, while maintaining program integrity, to address any 

stakeholder concerns. 

Primary Care Physician (PCP) and Specialist Visits: The increased flexibility around telehealth has been 

invaluable, especially for those with complex conditions for whom limiting risk of exposure to the virus 

has been critically important. The use of telehealth enhances the opportunity for providers to meet with 

individuals residing in long-term care (LTC) facilities, rural areas, or those experiencing access issues for 

a myriad of reasons, making access to care readily available. Providers experience a reduction in missed 

visits while patients can safely access virtual care in a timely fashion. As with case management visits, 

CMS should ensure states are developing protections to ensure effective consumer engagement via 

telehealth as well as promote health and safety and equitable access. States should seek public input on 

their plans to make services delivered via telehealth a permanent option in order to address any 

stakeholder concerns. CMS and states should collaborate to ensure guardrails that protect program 

integrity in telehealth, as would occur with in-person care. 

Paid Family Caregivers  

During the COVID-19 crisis, states modified requirements and allowed family caregivers to be paid for 

care they are providing. Encouraging states to continue this practice, consistent with the amount of care 

indicated through the assessment process, when desired by and in the best interest of the enrollee 

provides an opportunity for the participant to receive care and services from a trusted source of their 

choosing and helps to create sustainable options for the caregiver workforce. This option improves the 

ability to age in place and reduces the reliance on brick-and-mortar long-term care settings. However, it 

will require oversight and guardrails to ensure beneficiary protections. 
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We also support programs that allow family members to be paid through Medicaid for personal care 

services provided, such as the Washington State Community First Choice Option (CFCO). Under 

Washington’s CFCO program, Medicaid beneficiaries are eligible to receive personal care in community-

based settings, including their own home. They can also choose their caregivers and can hire family 

members to provide their care. This program also provides respite services for beneficiaries when their 

primary caregiver is away or needs a break. We believe that this program can serve as a blueprint for 

other states when designing more person-centered community care programs. 

Incentivize Transitions into the Community 
Many hospital clinicians, discharge planners, and other members of care teams, remain unaware of 

community-based options for post-acute care and default to nursing home placements. A person’s 

home, with necessary services and supports, must be recognized as the preferred alternative in our 

health care system for supporting members requiring long-term care. To educate and support discharge 

planning teams, we suggest Congress support the development of a proactive framework that supports 

seamless transitions between settings, including advanced care planning, early discharge planning, and 

coordinated care transitions, preventing crises and engaging beneficiaries, caregivers and families. This 

approach enables care teams to use predictive analytics to identify individuals at the highest risk of poor 

transition outcomes and to provide access to an advocate to work synergistically with primary care and 

other providers. This would help divert hospitalized individuals from placement in nursing homes for 

post-acute care by educating and supporting care teams about transition options and the recent 

flexibilities in home health. Further, Congress could fund pilot programs that help states implement and 

incentivize transitions of care into community settings. Providing states the funding and flexibility to 

incentivize proactive transitions of care would support the goals of rebalancing. 

Repurpose Institutional Capacity to Serve Community Needs 
In the short term, while dealing with the effects of the PHE, institutional facilities with reduced use could 

be repurposed to assist more people in need. Nursing facility kitchens and staff could be repurposed to 

prepare and deliver meals to community-dwelling older adults and people with disabilities or use 

transport vans to assist with non-emergency medical transportation. Additionally, nursing facilities that 

have capacity could repurpose separate wings in existing space with completely different staff for 

medical respite for people experiencing homelessness, transition beds for survivors of interpersonal 

violence, or laboratory/training sites for local universities with nursing or physical therapy/occupational 

therapy (PT/OT). Finally, where nursing facilities are experiencing minimal use, the facilities could be 

adapted for low-income family housing. 

1.1.C. Should waitlists be eliminated for certain classes of beneficiaries immediately (such 

as military or veteran families with disabled children) while other waitlist reforms are 

implemented over a longer period of time? 

Waitlists are a multifaceted, diverse, and widespread issue across state Medicaid LTSS programs, as 

evidenced by the waitlist characteristics described in the next section. Given the complex nature of 

waiting lists, the MLTSS Association believes that prioritization of waitlist reduction or elimination 

should be directed to the state staff and beneficiary-facing advocacy groups, who are most intimately 

involved in the needs and service gaps within their communities. If Congress provides additional 
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resources to states to eliminate waitlists for certain groups beneficiaries, we recommend Congress 

provide flexibility to state agencies to decide which groups should be prioritized.  

Congress should also explore solutions to recognize the broader gap in access to long-term care that 

exists in our healthcare delivery system. Currently, long-term care remains only accessible to the 

wealthy who can purchase private long-term care insurance or those who spend down their assets to 

qualify for Medicaid. Increasing accessibility to long-term care insurance for those who must resort to 

spending down their assets to qualify to Medicaid is another avenue to reduce waitlists. For example, 

Washington State recently passed legislation creating a WA Cares Fund that will require a payroll 

deduction of .58% in July 2023 to provide access to long-term care costing up to $36,500. We recognize 

that such products may provide difficult to develop and finance – the Community Living Assistance 

Services and Supports Act (CLASS Act) created a voluntary long-term care buy-in program but was not 

implemented due to concerns of financial soundness. However, other innovative solutions, such as the 

proliferation of life and annuity hybrids, or building upon the existing chassis of Medicare or Special 

Supplemental Benefits for the Chronically Ill (SSBCI), should be explored.  

Broader resource planning and beneficiary education on the long-term care system is also essential. 

Beneficiaries may be unaware of how to qualify for long-term care services, and incorrectly believe such 

services are covered by Medicare. Congress could provide additional resources to the Administration for 

Community Living (ACL) to conduct outreach and education on resource planning and access to long-

term care. The State Health Insurance Assistance Program (SHIP) provides education on long-term care 

to Medicare beneficiaries and may be one avenue to enhance ACL’s outreach and education capabilities 

in this arena.13  

1.1.D. Please provide any relevant data regarding the characteristics of waitlist 

populations, the costs of those individuals, and any other data relevant to waitlist reform. 

States have wide latitude to establish, manage, and monitor waiting lists for HCBS waivers, within a few 

guidelines from CMS. Not all individuals are assessed for waiver eligibility prior to being added to a 

waiting list, and not all states periodically remove individuals from waiting lists after they have died, left 

the state, or are reassessed and determined no longer eligible. States can reserve a certain number of 

waiver slots to serve individuals who meet specified priority categories, such as individuals transitioning 

from an institution or youth transitioning from school to HCBS systems. Additionally, states may invite 

individuals from the waiting list to enroll in the waiver using first come-first served system, based on an 

assessment of the individual’s priority due to age, functional status, or other factors, a combination of 

priority and wait-time, or using other factors entirely. Individuals on a waiting list may also concurrently 

receive services from another Medicaid program or from an unpaid caregiver, and not all individuals 

who could potentially be eligible for waiver services may join the waiting lists. Taken together, waiting 

lists document continually changing populations, but may not reflect the true community need for 

HCBS, and may not be comparable across states.  

Nevertheless, waitlists remain a significant barrier in the delivery of HCBS. A 2020 survey of states’ 

1915(c) and 1115 waivers revealed that there were over six hundred thousand individuals on waiting 

 
13 State Health Insurance Assistance Programs National Network. Long-Term Care Insurance Training. August 2019. 
Available at: https://www.shiphelp.org/live 
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lists for home and community-based services.14 In Pennsylvania alone, 12,357 individuals are on a 

waiting list for services, with an average wait time of 2.3 years.15 

In developing any further policy actions to address waitlists, Congress should approach the issue with 

nuance and deference to each state’s unique situation. The American Rescue Plan Act exemplifies this 

approach – providing flexible HCBS funding to states, with guardrails in place, to best determine how to 

enhance and address gaps within their respective HCBS delivery systems. Six states are using the 

American Rescue Plan Act funding to enroll over 17,000 individuals into HCBS waivers.16 

1.3.A. Should Congress reevaluate the asset eligibility requirements for SSI that allow for 

Medicaid eligibility? If Congress takes this approach, are there certain SSI-eligible 

populations, like those with I/DD, that should be exempted from SSI’s eligibility 

thresholds? 

Update SSI Asset Limits 
The current Medicaid asset limit has not been updated since 1989, which has effectively increased 

restrictions due to ongoing inflation. Of Medicare beneficiaries ages sixty-five and older in 2016, over 

23% were excluded from full-benefit Medicaid eligibility due to the asset limit17. While some states have 

elected to raise and update asset requirements for their Medicaid programs, the majority continue to 

use the established federal limits18. We recommend that Congress implement a process by which the 

asset limitation may be increased annually, indexed with some components of the Consumer Price Index 

(CPI), to keep pace with inflation.  

Critically Assess Interrelated Nature of SSI and Medicaid Eligibility Standards  

The MLTSS Association recommends that Congress critically assess the current realities of tying 

Medicaid eligibility to the definition of disability used for the Supplemental Security Income (SSI) 

program.  

Currently, the main pathways for Medicaid eligibility for individuals with disabilities generally require 

that those individuals satisfy the statutory and regulatory definitions of “disabled” for the SSI program.19 

 
14 Kaiser Family Foundation. State Policy Choices About Medicaid Home and Community-Based Services Amid the 
Pandemic. March 2022. Available at: https://www.kff.org/medicaid/issue-brief/state-policy-choices-about-
medicaid-home-and-community-based-services-amid-the-pandemic/ 
15 Pennsylvania Department of Human Services. Annual Waiting List Report Office of Developmental Programs 
(ODP). 2021. Available at: https://www.paproviders.org/wp-content/uploads/2021/10/ODP-Annual-Waiting-List-
Report-2021.pdf 
16 Centers for Medicare and Medicaid Services. American Rescue Plan Act of 2021 (ARP) Section 9817: Overview of 
State Spending Plans. Available at: https://www.medicaid.gov/medicaid/home-community-based-
services/downloads/arp-sec9817-overview-infographic.pdf 
17 Noelle Cornelio et al. Increasing Medicaid’s Stagnant Asset Test For People Eligible For Medicare And Medicaid 
Will Help Vulnerable Seniors. Health Affairs VOL. 40, NO. 12. December 2021. Available at: 
https://www.healthaffairs.org/doi/full/10.1377/hlthaff.2021.00841 
18 Kaiser Family Foundation. Medicaid Financial Eligibility for Seniors and People with Disabilities: Findings from a 
50-State Survey. June 2019. Available at: https://www.kff.org/report-section/medicaid-financial-eligibility-for-
seniors-and-people-with-disabilities-findings-from-a-50-state-survey-issue-brief/ 
19 MACPAC. People with disabilities. Available at: https://www.macpac.gov/subtopic/people-with-disabilities/ 
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This connection stems primarily from the statutory text of Section 1902(a)(10)(C) of the Social Security 

Act (the Act), which requires that states use the standards set for SSI when determining eligibility for 

aged, blind, or disabled individuals. Moreover, Section 1902(f) of the Act allows states to implement 

eligibility criteria that are stricter than SSI’s in certain circumstances. States that choose to elect this 

option have traditionally been called “209(b) states” because the language included in Section 1902(f) 

came from Section 209(b) of the 1972 Amendments to the Act, which created the SSI program and led 

to the interrelation of the two assistance programs.20  

The overlap of these programs has led to an administrative reality whereby the vast majority of states 

(34) rely on the Social Security Administration (SSA) to make eligibility determinations for relevant 

Medicaid populations using SSI criteria.21 Seven other states use the same SSI eligibility criteria but 

administer their own determinations, while nine states are 209(b) states and have at least one criterion 

stricter than SSI’s.22 

Generally, for purposes of SSI (and by extension Medicaid) eligibility, an individual is considered 

“disabled” if they are unable to engage in any substantial gainful activity by reason of any medically 

determinable physical or mental impairment(s) which can be expected to result in death or which have 

lasted or can be expected to last for a continuous period of not less than 12 months.23 At its core the SSI 

definition of disability is tied directly to the ability of an individual to perform “substantial gainful 

activity” (SGA) or, in short, the ability to work.24 For purposes of eligibility criteria, the ability to work is 

assessed using both quantitative standards (proof of income up to certain levels) and qualitative 

standards (assessment of an individual’s capacity to perform relevant physical and mental work 

functions). Moreover, the inability to work must last for at least a 12-month period, meaning individuals 

whose disability is not expected to last that long are generally ineligible. SSI’s definition of disability has 

led to an exceedingly complex regulatory structure and a heavily involved 5-step process of determining 

eligibility.25 

There are incongruities associated with applying SSI’s narrow work-focused definition of disability to a 

non-cash benefit like Medicaid. It can drastically limit the possibility of individuals experiencing more 

acute periods of disability from receiving Medicaid coverage and creates no-win scenarios for many 

Americans. For example, an individual diagnosed with cancer that must undergo a treatment regimen of 

8-9 months is often too debilitated to work but may nevertheless attempt to do so part-time in order 

not to lose their job completely. This person is likely to be deemed ineligible for SSI because of the 12-

month disability requirement and/or the quantitative SGA requirement. They are also likely to be 

deemed ineligible for SSI-related Medicaid eligibility and, if they choose to stay employed, may also be 

precluded from other Medicaid pathways due to their part-time income. Their best hope is that their 

state has chosen to adopt a flexible Medicaid buy-in program that would raise income eligibility for 

 
20 Social Security Administration. Legislative History: 1972 Social Security Amendments. Available at: 
https://www.ssa.gov/history/1972amend.html 
21 Social Security Administration. Program Operations Manual System (POMS). Available at: 
https://secure.ssa.gov/apps10/poms.nsf/lnx/0501715010 
22 Id. 
23 Social Security Act §§ 216(i) and § 223. See also 20 C.F.R. § 404.1505. 
24 20 C.F.R. § 416.910. 
25 20 C.F.R. § 404.1520(a)(4). See also Social Security Administration’s Red Book. Available at: 
https://www.ssa.gov/redbook/eng/definedisability.htm 
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Medicaid and allow them to work, but there is no guarantee of this. Thus, in this all-too-real scenario, 

the eligibility pathways for the two programs require the individual to weigh foregoing work 

participation completely for the sake of Medicaid eligibility (as a means of avoiding crippling medical 

debt) or remain employed at the expense of potentially being found ineligible for both programs.  

The SSI definition of disability also does not appropriately reflect a broader understanding of the 

realities and expenses faced by individuals with chronic conditions. For example, according to the 2019 

American Community Survey, more than six in ten nonelderly Medicaid adults who report a functional 

disability do not receive SSI.26 These individuals reported having serious difficulty with hearing, vision, 

cognitive functioning, mobility, self-care, or independent living. Importantly, these figures are based on 

individuals that were able to obtain Medicaid despite their disability. The implication is that there are 

portions of the population that have similar limitations as these surveyed individuals but who are 

otherwise precluded from Medicaid eligibility due to their inability to meet the SSI definition of 

disability. These individuals are nevertheless subject to the same medical expenses and health risks of 

their conditions. 

Finally, it is worth highlighting the administrative burdens associated with applying for, being denied, 

and subsequently appealing SSI determinations. On initial application, approximately 35% of 

applications are approved. Of those denials that are appealed, nearly 45% are approved at the initial 

redetermination or subsequent adjudication stage.27 From this we can glean that a large portion of SSI 

denials – and corresponding Medicaid denials – are not based on the actual merits of an individuals’ 

disability status, but instead on their ability to provide evidence of that disability. Thus, a massive 

administrative burden is placed on the millions of individuals with disabilities who seek to avail 

themselves of SSI and Medicaid, with no accounting for the number of individuals who are too 

discouraged to do so in the first place. 

Congress should explore all options in untangling this relationship between SSI and Medicaid. Some 

policy solutions include exploring alternative definitions of disability for purposes of Medicaid eligibility. 

One frame of reference includes the definition of disability under the Americans with Disabilities Act 

(ADA), which is far more inclusive in its scope and has an established federal administrative structure 

around it.28 Alternatively, Congress could consider direct changes to the SSI program itself, such as 

changes to its understanding of disability, or adjustments to the quantitative standards or the 12-month 

disability requirement. 

Expand Access to LTSS for Medicaid Expansion Populations 
Enactment of the Affordable Care Act (ACA) gave states the option to expand Medicaid to cover 

nonpregnant individuals under the age of 65 who are not eligible for Medicare or for any other 

mandatory Medicaid eligibility groups and who have income at or below 138% of the federal poverty 

level (FPL). As of September 2022, 39 states including the District of Columbia have adopted the ACA 

 
26Kaiser Family Foundation.  Supplemental Security Income for People with Disabilities: Implications for Medicaid. 
June 2021. Available at: https://www.kff.org/report-section/supplemental-security-income-for-people-with-
disabilities-implications-for-medicaid-issue-brief/#endnote_link_524940-31 
27 Id. 
28 See 42 U.S.C. § 12102 and 29 C.F.R. § 1630.2. 
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Medicaid Expansion.29 Many adults included in the Expansion population have disabilities and functional 

limitations. People with disabilities may receive coverage through the Expansion while they are waiting 

for a disability determination, may currently be in the two-year waiting period for Medicare, may have a 

disability that does not meet the SSA criteria, or may not meet SSI financial eligibility.30 

Many Expansion enrollees with disabilities face similar barriers to work as categorical Medicaid enrollees 

but lack access to services and supports which address these barriers. States could support these 

individuals’ workforce participation by providing LTSS benefits to Expansion participants. To ensure 

benefit adequacy, Congress should consider defining a package of “essential LTSS benefits” for 

Expansion enrollees including, but not limited to, personal attendant services, homemaker services, and 

employment supports. States such as California have already incorporated LTSS benefits in their 

Medicaid Expansion programs and could serve as a model of successful state implementation.31  

Additionally, it is important to consider the broader implications of Medicaid expansion for access to 

LTSS. An analysis of the 2015 National Health Interview Survey shows that 48% of adults covered 

through the Medicaid expansion are permanently disabled or have serious physical or mental 

limitations. Many in this population with functional limitations could not afford LTSS if they did not have 

Medicaid. Without Medicaid eligibility they would be at significantly increased risk of unnecessary 

hospitalizations and/or a decline in their condition that would increase total health care spending. 

1.3.D. How can Congress use existing eligibility pathways to support people with 

disabilities? How can Congress streamline pathways to reduce confusion among 

beneficiaries and their family members and case workers? Instead of expanding eligibility 

to new beneficiary groups or increasing resource levels, how can Congress simplify 

eligibility pathways for states and beneficiaries so that they can more easily take 

advantage of the existing opportunities that may be available for them? 

Consolidate HCBS Waivers into a Comprehensive State Plan Amendment 
States utilize numerous state and regulatory authorities to fund HCBS: 1115 demonstration waivers, 

1915(b) managed care waivers, 1915(c) waivers, 1915(i) state plan programs, 1915(j) state plan self-

directed personal assistance, 1915(k) state plan Community First Choice, 1902(e)(3) Katie Beckett 

waivers, and state-only funded services. Most states operate multiple waivers, with different technical 

and medical eligibility criteria, service arrays, and waiting lists, which is an enormous, and often 

duplicative, administrative burden. These systems are also extremely difficult for individuals with 

disabilities, their families, and caregivers to navigate to find a program that best meets their needs in a 

 
29  The Henry J Kaiser Family Foundation (2018). Status of State Medicaid Expansion Decisions: Interactive Map. 
https://www.kff.org/medicaid/issue-brief/status-of-state-medicaid-expansion-decisions-interactive-map/ 
30  Musumeci, M., Foutz, J. (2017). Medicaid Restructuring Under the American Health Care Act and Nonelderly 
Adults with Disabilities. The Henry J. Kaiser Family Foundation. Available at: 
https://www.kff.org/medicaid/issuebrief/medicaid-restructuring-under-the-american-health-care-act-and-
nonelderly-adults-with-disabilities/ 
31 Disability Rights California (2016). What is Adult Expansion/MAGI Medi-Cal? Available at: 
https://www.disabilityrightsca.org/system/files/file-attachments/555101.pdf 
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timely manner. While CMS has indicated that states have the authority to streamline and consolidate 

their HCBS programs, that option has largely been underutilized.  

Congress should consider providing additional incentives and federal technical assistance to assist states 

with the administrative planning and implementation to consolidate their HCBS programs under a single 

state plan amendment (SPA).  

Streamline Enrollment for Dually Eligible Beneficiaries 
More than seventy-five percent of Medicaid LTSS beneficiaries are dually eligible for both Medicare and 

Medicaid. Dually eligible beneficiaries make up twenty percent of Medicare and fifteen percent of 

Medicaid enrollees but one-third of the cost in both programs. Notably, less than ten percent of full-

benefit dually eligible beneficiaries are enrolled in programs that integrate Medicare and Medicaid. The 

MLTSS Association has focused on supporting and developing polices that better integrate the Medicare 

and Medicaid programs with a particular interest in policies related to Dual Eligible Special Needs Plans 

(D-SNPs), which are currently the primary source of integrated care to dually eligible beneficiaries. To 

that end, the MLTSS Association has developed a set of policy proposals to advance integrated care that 

we have shared with both Administrative and Legislative staff. 

Create New Special Enrollment Period 
Create a new special enrollment period for dually eligible beneficiaries in Original Medicare to enroll in 

an integrated care product (D-SNP or MMP) on a continuous (monthly) basis. Once dually eligible 

beneficiaries are enrolled in a program, they cannot switch between D-SNP/MMP products outside of 

existing enrollment timelines. This is not intended to change existing enrollment timelines for those 

already enrolled. 

Expand Default Enrollment  
Expand default enrollment authority beyond newly eligible beneficiaries to all dually eligible 

beneficiaries in Original Medicare enrolled in the parent company’s managed care organization with an 

option to opt-out. Highly Integrated D-SNPs (HIDE-SNPs) and Fully Integrated D-SNPs (FIDE-SNPs) which 

meet current requirements for performance indicators (i.e., 3 star rating and above, or no star rating if 

the plan is new/has low enrollment) would be eligible to default enroll dual eligible beneficiaries into 

the HIDE-SNP or FIDE-SNP if the beneficiary is enrolled in Original Medicare and in the HIDE/FIDE’s 

parent company’s Medicaid managed care organization. Moreover, the expanded authority would apply 

to any HIDE-SNP and FIDE-SNP entities that have a Medicaid contract which covers, at minimum, a 

comprehensive set of LTSS as well as home and community-based services with reasonable state-

specified service exclusions and carve-outs. 

Create Tools to Navigate Integrated Care Market 
The need for this navigation is particularly important for integrated care products, which benefit 

particularly vulnerable populations but can have more complex benefit packages that are not easily 

communicated to potential or current enrollees. The MLTSS Association recommends CMS, MMCO, and 

ACL, in collaboration with states and other stakeholders, develop national educational materials 

outlining the benefits of integrated care. These materials should translate the responsibility placed on D-

SNPs to more holistically manage the care of dually eligible beneficiaries (e.g., HIDE-SNP and FIDE-SNP 

integration requirements) as well as outline the tailored supplemental benefits provided to the 

population. To implement this, the MLTSS Association recommends that Congress establish a one-time 

https://www.mltss.org/post/the-national-mltss-health-plan-association-s-policy-proposals-to-advance-integrated-care-1
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grant to support staff time spent developing these materials, educating relevant entities on integrated 

care products and managed care in general, facilitating greater coordination between SHIP programs 

and Medicaid agencies within states, customizing materials by region, and other related activities. 

Develop State-Specific Educational Materials 
CMS should recognize the barriers of communicating on the unique benefits of D-SNPs to beneficiaries 

over other MA products and work with stakeholders to develop tailored communication tools that 

successfully outline the value of integrated products. For example, CMS can include additional 

information on the benefits of D-SNPs within the Medicare and You Handbook. As previously stated, 

CMS can also update the Medicare Plan Finder to include information on integrated care products. CMS 

should also consider developing materials targeting caregivers and guardians, who often make health 

coverage decisions on behalf of the beneficiary. 

1.5.A. Should Congress make respite care available to more populations within Medicaid? 

If so, which populations? 
 
Access to respite care across populations receiving HCBS is critical for program sustainability. Respite 
care can help avoid or delay institutional placements, minimize chances of abuse or neglect, and 
promote family stability.32 Respite care also supports and provides relief to the 53 million family 
caregivers currently supporting individuals with LTSS today.33 
 
Despite the benefits of respite care, gaps persist in access to respite services. Surveys show respite to be 
the most frequently requested service by family caregivers, though 85% of family caregivers of adults 
are not receiving any respite services. A similar percentage exists for parents caring for children with 
disabilities.34 We recommend Congress consider other avenues to further expand access to respite care. 
 
Congress should explore adding respite care as an optional Medicaid benefit. The service can help 
provide relief for caregivers of Medicaid beneficiaries who do not yet qualify for waiver services but may 
need them in the future. To incentivize use of the benefit, CMS can provide an enhanced federal match 
to states. While such a service will be an added cost, it can also contribute to increased productivity of 
family caregivers and delay institutional placement, saving costs.  
 
Congress should also provide additional resources to ACL to further expand technical assistance to 
states pursuing respite care programs. Both the Lifespan Respite Care Program and National Family 
Caregiver Support Program, administered by ACL, provide critical resources and technical assistance to 
states to support respite care programs. However, given gaps in respite access, administrative 
complexity, and beneficiary awareness persist, more assistance is needed.  

 
32 National Respite Coalition Task Force. Respite Benefits and Cost-Savings. February 2019. Available at: 
https://archrespite.org/images/Facts_TalkingPts/Cost_Fact_Sheet_Feb_2019_References.pdf 
33 AARP.  1 in 5 Americans Now Provide Unpaid Family Care. June 2020. Available at: 
https://www.aarp.org/caregiving/basics/info-2020/unpaid-family-caregivers-
report.html#:~:text=En%20espa%C3%B1ol%20%7C%20More%20than%201,Alliance%20for%20Caregiving%20(NAC
). 
34 National Respite Coalition Task Force. Lifespan Respite Care Program Policy Recommendations for the 
Presidential Transition and the 115th Congress. December 2016. Available at: 
https://www.aucd.org/docs/policy/InBrief/Lifespan_Respite_Transition_Brief-2016.pdf 
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1.5.C. What discretionary programs for caregiver training are working? Which programs 

should be reviewed and reconsidered by Congress? 

Family caregivers are critical to the provision of HCBS. While family caregivers are largely 
uncompensated for the care they provide, they are critical to the LTSS system and preventing the need 
for institutional care. One study found the economic value of family caregiving to be $470 billion in 
2017, based on 41 million caregivers providing an average of 16 hours of care per week.35 The Family 
Caregiving Advisory Council, issued its initial report to Congress on September 22, 2021, outlining five 
key areas of recommendations to improve the family caregiving experience.36 The MLTSS Association 
agrees with the E&C Committee and recommends CMS consider the recommendations outlined in this 
report in developing its future policies to support HCBS and family caregivers. 
 
CMS should also review, catalogue, and support new and existing state efforts to support family 

caregivers. CMS can document the variety of family caregiver strategies currently being deployed by 

states, creating a “toolbox” of best practices other states can tap into.37 These efforts include 

incorporating additional incentives for family caregivers, providing caregivers with additional respite 

care, providing administrative support to navigate complex Medicaid requirements, and covering 

training costs for caregivers. To further enable managed care plans to provide these kinds of 

enhancements, CMS could provide additional guidance on how states can request these services to be 

funded as benefits and included in capitation rates, rather than just as value-added services. 

States have already implemented a diverse set of strategies to support caregivers that CMS and 

Congress can look to. Utah, under its 1915(c) waiver, covers training for unpaid family caregivers for 

adult enrollees desiring to transition to community settings. Georgia offers individualized assistance and 

a daily stipend to unpaid family caregivers who live with certain qualifying enrollees. Other states assist 

family caregivers in getting paid for the services they provide. For example, Colorado’s waiver of scope 

of practice laws allows certain family caregivers to be paid for providing certain health maintenance 

services, including skilled health-related activities. Indiana offers certain caregivers to receive financial 

compensation to elderly or disabled individuals. Idaho helps family caregivers navigate Medicaid billing 

rules to ensure they are paid for the care they provide.  

 
35 AARP. Valuing the Invaluable: 2019 Update Charting a Path Forward. November 2019. Available at: 
https://www.aarp.org/content/dam/aarp/ppi/2019/11/valuing-the-invaluable-2019-update-charting-a-path-
forward.doi.10.26419-2Fppi.00082.001.pdf 
36 RAISE Family Caregiving Advisory Council. Recognize, Assist, Include, Support, & Engage (RAISE) 
Family Caregivers Act Initial Report to Congress. September 2021. Available at: 
https://acl.gov/sites/default/files/RAISE-InitialReportToCongress2021_Final.pdf 
37 National Academy for State Health Policy. Medicaid Supports for Family Caregivers. October 2020. Available at: 
https://www.nashp.org/medicaid-supports-for-family-caregivers/#toggle-id-6 

https://acl.gov/sites/default/files/RAISE-InitialReportToCongress2021_Final.pdf
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Accommodations in Daily Life and in the Community 

2.1.A. Should Congress consider authorizing Medicaid to reimburse for the cost of 

technologies that may have secondary uses that are not necessary or assistive, even if 

the primary usage is for assistive technology purposes? 

There has been significant advancement in medical applications and technology provided through non-

medical technology, such as cell phones, tablets, and laptops in recent years. However, Medicaid 

beneficiaries have not been able to access many of these services due restrictions on assistive 

technologies and individually directed good and services set by CMS and states. The MLTSS Association 

supports efforts to increase the flexibility of these benefits to enable plans to creatively use technology 

and services to meet individuals’ needs. For example, some participants who need supervision or cuing 

could use a smart phone to connect with remote workers for support, alleviating the need to have direct 

care worker to visit the participant in-person. Cell phones and other devices can also support multiple 

applications and functions and may eliminate the need for Medicaid programs to purchase separate 

single-function devices. In addition to telehealth services, participants may use their device to 

communicate with their care coordinators, receive medication reminders, send emergency alerts, and 

access documents related to their care and person-centered plan. Additionally, while other secondary 

uses of these devices may not be directly connected to addressing the individual’s disability, they can 

also address other social determinants of health, communication, isolation, and related factors that also 

contribute to their overall health.  

Because affordable broadband and high-speed Internet is not available everywhere and is particularly 

limited in rural and other underserved areas, we suggest that Medicaid allow for braided funding for 

Internet service when use of technology is medically appropriate, evidence-based, and can effectively 

support the consumer’s needs. We encourage Congress to make investments in broadband 

infrastructure to increase access to telehealth and future technologies. The Lifeline program from the 

Federal Communications Commission (FCC) and the Emergency Broadband Benefit provide critical 

access to affordable phones and broadband access. As of June 20, 2021, approximately 6.9 million 

subscribers were enrolled in the program38 – Congress can act to expand eligibility and access to these 

programs to ensure that low-income individuals are able to access services more reliably. 

2.1.B. How should Congress consider the future for assistive technologies, and how 

should Congress address future technologies that may not necessarily be accommodated 

or adopted by payers? 

CMS implemented new opportunities for individuals with disabilities to access a variety of assistive 

technologies during the COVID-19 PHE.  The flexibility for the individual, with their care planning team, 

to determine which device(s) would best meet their service needs successfully helped many individuals 

access essential healthcare and community-based services. Preserving the flexibility to allow individuals 

and care planning teams to determine which evidence-based assistive technologies best support the 

 
38 Federal Communications Commission. FCC Releases Form 477 Data on Broadband Deployment as of June 30, 
2021. June 2021. Available at: https://www.fcc.gov/document/fcc-releases-form-477-broadband-data-june-30-
2021 
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individual’s needs and goals, within guardrails established by states, will allow individuals with 

disabilities to continue to access new and innovative technologies developed in the future.  

To ensure consumers can use available tools and that access is equitable for all, Congress should urge 

states to appropriately braid funding to support training and internet access. Consumers and caregivers 

may need individualized training on how set up, use, or maintain new technologies. Internet 

connectivity may be necessary for beneficiaries to use or access the full benefits of some devices. As 

mentioned in section 2.1.A, creative braiding of Medicaid and FCC funding could be used to support 

internet access for those who could not otherwise afford it.  

2.2.D How have telehealth and other remote monitoring technologies been used to 

improve accessibility to health care services for people with disabilities? How did the 

utilization of such services during the pandemic improve access to care or mitigate a 

worsening of access to care? What should Congress consider when examining future 

extensions of telehealth and remote monitoring authorizations? 

Leveraging technology within individuals’ homes to support outcomes and reduce the reliance on 

unnecessary (or unwanted) direct care professional staff is an area of tremendous growth given the 

impact of the COVID pandemic. When technology can be leveraged to support individuals with 

disabilities in place of staff, resources can be reallocated to support other individuals with more 

intensive needs or who are currently waiting to receive services. While the desires and preferences of 

participants should always drive the decision of when and whether to use technological supports, there 

are beneficiaries who prefer using technology to grow their own independence and reduce reliance on 

paid staff. We generally believe that expanding the use of video and telephonic services to deliver and 

manage care has created benefits during the COVID-19 pandemic and holds promise for future efforts. 

There are numerous examples of technologies that have enabled HCBS participants to maximize their 

personal autonomy; for example, using sensory technology to monitor when someone with cognitive 

limitations or memory loss leaves their bed and returns to bed in the middle of the night; or, “Med 

Minders”, which capture data on individual medication uptake and contacts a family member or 

neighbor when a medication has not been taken as scheduled. One plan has been piloting the increased 

use of technology to support individuals at home while reducing the reliance on additional staff and 

have seen the same or better outcomes with supporting individuals versus having paid staff 

continuously onsite. Similar strategies could be deployed overtime for supporting individuals to be more 

actively engaged in typical community activities when staff shortages are an issue, and to support 

provider compliance with the federal HCBS settings criteria. Other technologies that offer alternative 

transportation options could also be utilized to support greater flexibility in participants’ schedule and 

access to the community. 

As federal and state governments consider the permanency of telehealth flexibilities, we strongly 

encourage stakeholders to further include requirements to ensure the accessibility of these services for 

individuals with disabilities alongside adjusting current quality measure standards. For example, within 

the context of accessibility, telehealth services should be able to accommodate the needs and 

preferences of individuals who may difficulty hearing or seeing. Quality standard specifications will also 
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need to consider, at a minimum, how to recognize the delivery of telehealth services in their calculations 

going forward. 

However, for these options to be available to people with disabilities, telehealth services must not only 

be available but also compliant and accessible. Access to smartphones with video capabilities and 

broadband internet are frequently barriers to access to telehealth. As mentioned in section 2.1.A, we 

recommend that Congress explore opportunities for states to braid funding sources to support access to 

broadband internet services.  

Barriers to Integrated Employment 

3.1.B. Should Congress consider tax credits or tax deductions for employers to support 

workplace accommodations? If yes, what restrictions, if any, should be made on how 

such tax credits or deductions are used? Similarly, should such tax credits or deductions 

be limited to small employers or other categories of employers? 

High-quality and successful supportive employment services require that plans invest time and 

resources into ensuring the individual has a good match with the employer and is adequately supported 

in their position. Tax incentives would help offset the costs of accommodations and other investments 

that employers would need to best support employees with disabilities. This would create a larger pool 

of employers better able to support individuals with disabilities entering the workforce, and help 

transition more individuals with disabilities into competitive, integrated employment.  

Conclusion 
Thank you for the opportunity to provide input on the future of the critically important HCBS programs. 

The MLTSS Association looks forward to opportunities to engage directly with Congress as it moves 

towards improving the integration, accessibility, and quality of long-term services and supports for 

individuals with disabilities.  

If you have any questions, please contact me at mkaschak@mltss.org.  

Sincerely,  

 

Mary Kaschak 

Chief Executive Officer 
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