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Summary: Over 100,000 people with developmental disabsitive in Medicaid funded
institutions and group homes across the UnitedeStebtate Medicaid policies determine group
home residents’ ability to take leave for overnifgrhily visits and other purposes. Overnight
home and community visits improve quality of Bteengthen family ties, and are consistent with
provisions of the federal Americans with Disal##iAct of 1990 that uphold individuals’ rights
to receive services in the most inclusive setting.

The Arc of the District of Columbia undertook aiesv of state leave policies for Medicaid
funded group homes in response to requests forbheffarents of adult DC residents with
developmental disabilities. These parents werarfmthe District’s current policy, which only
permits up to 18 leave days per year, to be woeinddequate. The Arc of DC found that the
District has one of the most restrictive, least ifgrfriendly leave policies in the nation, ranking
46" among states. Unlike the District, most statesegiplace no limits on home visits or cap
home visits at a much higher level, permitting aarage of up to 44 days of leave per resident
per year. States typically reimburse for up to &%glin a row when a resident is hospitalized
(with no annual limit on hospital stays).

District of Columbia officials can support residentith disabilities and their families in a cost-
neutral manner by expanding DC’s leave policiesdnform with state standards. Although the
District plans to offer Medicaid group homes resitfemore individualized, community living,
the Medicaid waiver that will fund this new modeturrently being rewritten. It will be several
years before the waiver has the capacity to asdlistf the 838 District residents currently living
in Medicaid group homes. Providing more leave days will improve the quality of life of
group home residents immediately and will also supjansition to community living by giving
residents opportunities to spend time with themnifees in the community.

Introduction

Intermediate Care Facilities for persons with MéR®@tardation (ICFs-MR) are Medicaid-
funded residences where four or more individuath wevelopmental disabilities (DD) receive
active, 24-hour service5ICFs-MR are federally authorized to provide heattid supportive
services to individuals who require ongoing supploe to complex health and behavioral needs
but who do not require ongoing nursing care. ICHR4Mnge in size from large, state-operated
institutions serving hundreds of individuals to gpchomes with 6 or fewer residefts.

Currently, an estimated 104,526 individuals livéjB35 ICFs-MR across the United States.
This represents approximately 25% of people with\lid receive residential supports from
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state DD agencies; the remaining 75% typically iveommunity homes for 6 or fewer
individuals? Another 650,655 individuals with DD are estimatedive with their family, with a
host family, or on their own.

ICF-MR residents can benefit significantly from sgeng time with family and friends in the
community. Recognizing this, federal Medicaid regiins allow states to reimburse ICFs-MR
to hold beds when residents are ab8&tates can limit the number and frequency of dags
their Medicaid programs pay to hold ICF-MR bedg] aan also establish other payment
conditions. Without Medicaid reimbursement to reedheir bed, ICF-MR residents risk losing
their bed during an absente.

In the District of Columbia, approximately 838 iaiuals live in 122 ICFs-MR which are
mainly group homes with 6 or fewer resideh®hile most states use federal Medicaid waiver
funds to help people with DD live in the commuraty an alternative to ICFs-MR, the District
has been slow to transition to this motigls a result, approximately 54% of individuals
receiving residential services from the Distrid¥lental Retardation and Developmental
Disabilities Administration (MRDDA) live in ICFs-MR

Currently, the District's Medicaid program, opecht®y the DC Medical Assistance
Administration, pays for up to 18 ICF-MR leave daes year® Although most states have
separate policies for “therapeutic leave” and “liadpeave,” the District’s 18-day limit is for
any type of leave. As a result, not only do ICF-kéRidents in the District have a limited
number of annual leave days, but also they riskdpthe opportunity for home visits if poor
health requires them to use leave for hospitalsstay

The Arc of DC’s review of ICF-MR leave policiestime 50 states and the District of Columbia
as of December, 2005 found that most states aligmificantly more leave days than the District.
This report presents The Arc of DC’s findings bgci@ing state leave policies by type and by
limits on leave, by comparing the degree to whieatespolicies are family-friendly, and by
analyzing the relationship between state leavecigsliand other factors.

State ICF-MR Leave Policies

Under federal Medicaid law, states establish tbein policies governing Medicaid payment to
ICFs-MR to reserve a bed when an ICF-MR resideabgent States typically define a “leave
day” or “bed hold day” as an absence for most loofeh 24-hour calendar day. As a result, leave
policies generally apply to overnight absencespgosed to times during the day when an ICF-
MR resident is outside the facility for work or ettpurposes.

In general, states have implemented three typksawé policies for ICFs-MR:

Therapeutic leave policies typically include leave for overnight home visitgh
family and friends, for vacations, and for partatipn in therapeutic programs;

& Many states offer families the option of paying to hold@R-MR bed if the state’s Medicaid program will not.
However, the high cost of ICF-MR care makes this optimealistic for most families.
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Hospital leave policies cover leave due to hospitalization; and

Combined leave policies cover leave for any purpose, including therapdetave as

well as hospital stays.

With one exception, states either have combinectlgalicies or have separate policies for
therapeutic and hospital lea¥eeave policies for the 50 states and the DistricEolumbia are
summarized in Table 1. Detailed information on estelte is provided in Table 2 (page 13).

Table 1. Summary of ICF-MR Leave Policiesin the 50 States and the District of Columbia

Therapeutic Hospital Combined L eave
Leave Leave (Therapeutic and Hospital)

States Providing L eave 43 states 29 states 5 states and DC
Annual Leave Limits

States with no annual limits 8 states 24 states 0 states

States with annual or periodic limits 35 states 5 states 5 states and DC

Average days per year 44 days 49 days 79 days

States allowing days over the annual limits 11 states 1 state 3 states

States with additional special-purpose leave days 9 states n/a 0 states
Consecutive Day Limits

States with consecutive day limits 11 states atest 2 states

Average consecutive days 13 days 14 days| 20 days

Therapeutic leave policies

ICF-MR residents generally use therapeutic lea\spend time with family and friends, to go on
family trips, and to participate in therapeutic gnams outside the ICF-MR. Families and ICF-
MR residents value overnight home visits becausejthality of time spent together is usually
higher than during brief visits at an ICF-MR. Stagenerally support therapeutic leave for this
reason and because therapeutic leave is eitheneastal or provides modest cost savings in
states that reimburse leave days at reduced sEes'Qther limits on leave,” page 6).

On average, states either place no formal limitthenapeutic leave or provide enough annual
leave days for residents to spend up to two teetiveekends per month at hofrfeederal

Medicaid law requires that absences for purpodesr dhan hospitalization must be included in
an ICF-MR resident’s plan of care (a written plandupports developed by an interdisciplinary
team)? As a result, states that place no specific limitsherapeutic leave days nevertheless can
prevent excessive absences and ensure that legyeald@orm with a plan of care.

Forty-three states reimburse ICFs-MR for days wdessident is absent for home visits or other
therapeutic leave. State therapeutic leave polle® the following characteristics:

® Kentucky has an annual limit for leave of any type,ais has different consecutive day limits and per-month
limits for therapeutic and hospital leave. For analysis tikay was considered to have a combined leave policy.
¢ With an average of up to 44 therapeutic days per yedessallow an average of up to 4 leave days per month.
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= Annual limits. Eight states place no limits on the maximum nunabé¢herapeutic
leave days per year that each resident can tak#th&n35 states have annual limits,
and on average these states allow up to 44 dayeEpeutic leave per resident, per
year. Eleven of these states also permit the Batagency to authorize additional
days, beyond the annual limit.

= Additional leave. Nine states with therapeutic leave policies alavide special-
purpose leave days, outside of any annual flfeibr example, Mississippi provides
special leave days for holidays. Louisiana exerdpis that residents attend
conferences and Special Olympics from its annuakbeutic leave limit. Georgia,
Louisiana and South Carolina pay to hold an ICF-b&d during trial visits to
determine the feasibility of alternative communityng arrangements.

= Consecutive day limits. Eleven states with therapeutic leave policiestlifme
number of days in a row that residents can be alhsmen an ICF-MR for therapeutic
leave. On average, these states allow absencgstoflB consecutive days.

= Periodic limits. Five states with therapeutic leave policies lithé number of days
ICF-MR residents can be absent for periods oftless a year’s duration (e.g., 25
days per quarter, 15 days per morfith).

Hospital leave policies

Hospital leave ensures that ICF-MR residents wijaire hospitalization have a place to return
to when they recover. While most states providettalsleave, a significant number do not. In
states without hospital leave, ICF-MR residentsarienmediate risk of losing their ICF-MR bed
if they become sick and require hospitalizatiomt& that fail to provide hospital leave appear to
do so at least in part because state Medicaid anogjalso typically pay for ICF-MR residents’
hospital stays.

However, most states have waiting lists for residéservices for people with DE,and ICF-

MR beds on average have one-fourth the cost ofitabseds'* Furthermore, by ensuring that
ICF-MR residents can return to the same bed afterspital stay, states promote continuity of
care which helps maintain health and well-béihgor these reasons, many states find it cost-
effective to pay to hold an ICF-MR bed during adest’s hospitalization, rather than to pay for
additional hospital days while a new residencedsied if an ICF-MR bed is lost.

9 Florida provides up to 30 infirmary days per year; Geopgovides up to two 7-day trial visits per year to aid
transition to community living; Kansas provides up tohdspital reserve days to residents who are transferred to a
state mental retardation facility; Louisiana excludes days aié@@@dgmpics, Roadrunner events, conferences and
trial discharge leaves of 14 days per visit; Missisgiyppvides leave for Christmas eve and day as well as the days
before, of and after Thanksgiving; South Carolina jates a one-time 30-day period of consecutive leave per
admission for discharge planning; Texas provides leavgaiticipation in special activities away from the facility;
Wisconsin provides unlimited days for therapeutic/rehalivie programs, with prior approval; Wyoming does not
count ICF-MR residents receiving infirmary services as absent.

¢ Alabama allows up to 14 days per month; Missouri allogv$o 12 days per half-calendar year; Utah allows up to
25 days per calendar quarter; Vermont allows up to 15 daygyarter; and Wyoming allows up to one absence of
up to 15 consecutive days per month.
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Twenty-nine states reimburse ICFs-MR for days waeesident is absent due to hospitalization.
State hospital leave policies have the followingrelateristics:

= Consecutive day limits: Rather than instituting annual limits, most s$ateat provide
hospital leave limit the number of consecutive dalygible for reimbursement.
Twenty-four states have taken this route, and @mnesge reimburse for up to 14 days
in a row when an ICF-MR resident is hospitalizedhwo limit on the total number
of hospital days per resident, per year.

= Annual limits: Five states authorize ICF-MR hospital leave uradeannual-limit
system. On average, these states reimburse far 4 hospital leave days per year.
One state permits the authorization of additiomaisd past its annual limit.

= Periodic and other limits: Seven states place other limits on reimburserioent
hospital days, including limits on days-per-monshagll as a requirement that two
days must elapse between hospital stays.

Combined leave policies

Combined leave policies generally provide a cappedber of annual leave days that can be
used for either therapeutic absences or hospitalizdn states with low annual caps, combined
leave policies can pose significant difficulties BF-MR residents who wish to spend time with
their families. Combined leave policies may for€&{MR residents to choose between home
visits and saving days for the contingency of hiadigiation. Additionally, residents who are
hospitalized early in a year may use all of theavie days and find they cannot take any home
visits for the rest of the year.

Five states and the District of Columbia have camabileave policies that cover any type of
leave from an ICF-MR. State combined leave politigge the following characteristics:

= Annual limits: All six jurisdictions with combined leave policidave annual limits.
On average, these jurisdictions reimburse for ufotdays of leave per resident, per
year. Three states also permit state DD agenciasthwmrize additional days, beyond
the annual limit.

= Consecutive day limits: Two states with combined leave policies limit thenber of
days in a row that a resident can be absent froftBfMR. On average, these states
allow each resident to take up to 20 consecutiaedealays per absence.

"New York allows up to 5 additional days for hospitale, if authorized by the state DD agency.

9 Delaware allows up to 7 consecutive hospital days in a 3@elayd, and does not cover hospital leave if it
immediately follows infirmary leave; lowa allows up to H@spital days per month; Michigan only reimburses for
emergency hospitalizations; Minnesota requires that 2 caleagarethpse between hospitalizations for the same
condition; Missouri allows up to 6 days per half-calendar,ya@dt deducts two therapeutic days for each hospital
day taken; Montana only covers hospital days when all €®€BAVMIR’s beds are full or on hold, when the resident is
expected to return to the ICF-MR, and when the costldifgpthe bed is less than cost of finding new bed;
Tennessee requires a physician’s order, requires that resittents to return to the ICF-MR, and requires hospitals
to provide a discharge plan.
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= Periodiclimits: Two states limit combined leave days for periotiess than a
year’s duration: one state (Kentucky) allows ug3adays per fiscal quarter, while
another (Oregon) allows up to 15 days in a 30 daod.

Other limits on leave

Most states that restrict ICF-MR leave do so usingual and/or consecutive-day limits.
However, a few states have instituted other kirfdestrictions. These include prior
authorization requirements, occupancy requiremanits,reduced payments for leave days.

Four states require prior approval by the statedgBncy for leave over a certain number of
days" For example, states may require prior approvafrfore than a certain number of
consecutive leave days (e.g., for more than 17 sleggsow in Washington state), or for more
than a certain number of days in a year (e.g.mfore than 48 days in a year in Minnesota).

Eleven states only reimburse leave days when arfMBFmeets a minimum occupancy rate,
typically 95%. Beds that are on hold due to a resident’s tempa@iasence are usually
considered to be occupied when calculating the panaey rate. In five states, occupancy
requirements apply to hospital leave but not toapeutic leave.

Five states reimburse for leave days at a redwdednanging from 50% to 95% of standard
payment levelsStates are more likely to reduce payments to larséutions and to provide
100% or 95% payments to smaller, community groupém

State Comparisons

To further assess the impact of state ICF-MR |gmlieies on people with DD, The Arc of DC
evaluated state leave policies for family friendBs, looked at differences between states which
have unified versus separate leave policies fostUIR and nursing facilities, and explored the
relationship between state ICF-MR leave policied thre degree to which states provide
residential supports in ICFs-MR as compared thhé@dommunity.

" |daho: prior approval for more than 14 consecutive treripleave days; Minnesota: prior approval for more than
48 consecutive therapeutic leave days; Virginia: prior agbfov more than 7 consecutive therapeutic leave days;
Washington: prior approval for more than 17 consecutiggagheutic leave days or 17 days per year. As discussed
on page 4 another 11 states permit their annual limite txbeeded with prior approval.

' Arkansas: 85% occupancy for hospital leave; Idaho: 95%pacmy; lllinois: the number of vacant beds must be
less than or equal to the number of residents on leavesalka®0% occupancy for hospital leave; Michigan: 98%
occupancy for hospital leave; Minnesota: 94% occupancy fortfesilvith 25 or more beds, and beds in facilities
with 24 or fewer beds must not have been vacant for 6@cutige days prior to the first day of leave; Missouri:
97% occupancy in the facility’s Medicaid certified area duthegprior quarter; Montana: all beds must be in use or
on hold; New York: 94% occupancy for facilities with lélsan 30 beds; Tennessee: 95% occupancy for hospital
leave; Wisconsin: 95% occupancy or fewer than 9 vacant beds.

Mllinois pays for hospital leave at 100% for the firstddys, at 75% for days 11 to 30 and at 50% for daye 35,

and pays for therapeutic leave at 100% for the first 10 alags5% thereafter; Indiana pays at 50%; lowa pays at
80% for facilities with more than 15 beds and at 95%doitities with fewer than 15 beds; New Mexico pays
providers the Level Il rate; Oklahoma reimburses at 75%hienapeutic leave.
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State Rankings: Family-Friendly, Community-Oriented Leave Policies

Family-friendly, community-oriented leave policieslp ICF-MR residents spend time with their
family at home in the community. Families providegoing support and advocacy for people
with DD, and promoting family unification should kehigh priority for states. States which
provide ICF-MR therapeutic leave are also consistétn the federal Americans with
Disabilities Act of 1990 and the Supreme Cou@lsstead v. L.Cdecision which affirm the

right of individuals with disabilities to live ihe most inclusive settinlj.

To determine which states have the most familyatiig, community-oriented ICF-MR leave
policies, The Arc of DC ranked all states and th&rizt of Columbia on four criteria applied in
the following order: number of annual therapeuticambined leave days; number of
consecutive therapeutic or combined leave dayspeunmwf annual hospital leave days; and
number of consecutive hospital leave days. Fosgictions which otherwise rank equally, those
with therapeutic leave policies were ranked highan those with combined leave policies
(applied in two cases), and those which permittamithl days beyond the annual limit were
ranked higher than those which permit no additial@gis (applied in one case).

These criteria focus on opportunities for home emr@munity visits. As a result, in several cases
states which provide no hospital leave are rankgien than states which provide slightly fewer
therapeutic leave but also provide generous hdde#asae. However, the rankings are intended to
focus on opportunities for ICF-MR residents to spame in the community, and as a result,
The Arc of DC chose to focus on therapeutic leaxer bospital leave.

Table 2, page 13 shows the results of the statengs lllinois has the most family-friendly
leave policy in the nation, with no formal limite annual leave and a hospital leave policy
which permits up to forty-five days per hospitaliaa. Massachusetts and Rhode Island, which
reimburse for no leave of any type, rank last. Disrict of Columbia has one of the least
family-friendly ICF-MR leave policies in the natipranking 46' among jurisdictions.

Leave Policies for ICFs-MR versus Nursing Facilities

Under federal Medicaid law, states can have asilegive policy for ICFs-MR, nursing facilities
(NFs), and other Medicaid-funded long term fa@hti or can establish different leave policies
for each type of facility. Most states establishagate leave policies for ICFs-MR and nursing
facilities to allow more leave for ICF-MR residents

Thirty-three states have separate leave policieKXes-MR and nursing facilitiédn all of these
states, the ICF-MR policies allow more leave d&gntthe nursing facility policies. Sixteen
states and the District apply the same leave patidcyoth ICFs-MR and nursing facilities.

k The Americans with Disabilities Act of 1990, approvely 26, 1990 (104 Stat. 327; 42 U.S.C. § 12101 et seq.)
and Olmstead v. L.C. (119 S.Ct. 2176; 1999).

' Alabama, California, Connecticut, Florida, Georgia, Idaliapis, Indiana, lowa, Kansas, Kentucky, Louisiana,
Maine, Minnesota, Mississippi, Nebraska, Nevada, New Hamgd%ew Jersey, New Mexico, New York, Ohio,
Oklahoma, Oregon, Pennsylvania, South Carolina, Tennéseas, Utah, Vermont, Washington, West Virginia,
and Wyoming.

-7 -



States which have separate policies for ICFs-MRranding facilities on average rank as more
family-friendly (as defined in this report) thamtgs that have a single policy covering both
ICFs-MR and nursing facilities. States with unifigalicies had an average rank of 34, while
states with separate policies had an average fa2 and allow more leave days per year as
well as greater flexibility in use of leave days.

Leave Policies and Community Residential Services

States vary widely in they way they use federal-MIR funding to provide residential supports.
Most states operate at least one large statetyaledusing 15 or more individuals with DD. Four
states and the District of Columbia have closed taege ICFs-MR and instead use ICF-MR
funding to support community residences which hdiser fewer individuals®

Many states are moving beyond the ICF-MR modelelyti These states are funding residential
services primarily through federal Medicaid waivetsich fund home and community services
as an alternative for individuals who otherwiseldydor an ICF-MR. For example, Alaska has
no ICFs-MR, and seven states have only one ICF-MRates using the Medicaid waiver are
part of a national trend toward providing consummentrolled services in the community. This
trend is informed by the Americans with Disabiktidct of 1990, the Supreme Cour@émstead

v. L.C.decision, and President Bush’'s New Freedom Inig&tvhich all uphold the right of
individuals with disabilities to receive servicesthe most inclusive setting.

Statistical analysis found no relationship betwsiate leave policies and state ICF-MR size or
state reliance on ICFs-MR versus Medicaid waivBtates with high or low annual numbers of
leave days are no more likely to have large or kiG&ls-MR, or to rely more or less on ICFs-
MR versus Medicaid waivers.

Policy Context and Considerations

The Arc of DC’s review of state ICF-MR leave podisifound that states overwhelming use their
leave policies to improve the quality of life anellfth of ICF-MR residents, promote family
unity, and foster community inclusion.

By establishing separate leave policies for tharapéeave and hospital leave, most states
recognize the different purposes of these typésasfe and avoid penalizing ICF-MR residents
who require hospitalization. Most states providewgh leave to permit home visits for an
average of two to three weekends per month. Stgpesally structure their hospital leave

policies to support ICF-MR residents during hodjagions, but states also make beds available
when it appears that an individual is unlikely éourn from the hospital.

Most state ICF-MR leave policies have been in pfac®ver a decade, and most states that have
recently changed their polices have preserved |IGEd&ve days. The District of Columbia is
one of the few jurisdictions that have instead dased leave days for ICF-MR residents.

™ A Mann-Whitney Two-Sample Test found this differencedcstatistically significant, p<.001.
" Executive Order 13217, “Community-based Alternativesrfdividuals with Disabilities,” signed June 18, 2001,
George W. Bush, President.
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The District’s Medical Assistance Administratiorsiituted its current policy of up to 18 days of
combined leave per resident, per year in 1995r Ryithat, the District placed no formal limits
on annual leave and allowed up to 14 consecutiys par hospital sta}’. The District changed
its leave policy at a time when the city was urttierjurisdiction of a financial control board that
mandated across-the-board cuts in services ancetaidg

In contrast, within the last five years most otbates have preserved or expanded opportunities
for ICF-MR residents to take therapeutic leave:

In 2005, Pennsylvania state officials proposed ialating annual limits on
therapeutic leave entirely (Pennsylvania currealligws up to 75 days per year). This
proposal is currently on hold pending further disian among state officiats.

In 2005, Tennessee state legislators safeguardediR leave in the midst of
sweeping cuts to the state’s formerly-comprehenseranCare Medicaid program.
The scope and breadth of cuts to TennCare wereneus:. Although the state
legislature initially eliminated all leave days faursing facilities, legislators
nevertheless preserved leave days for ICF-MR radenaking no reductions to
ICF-MR therapeutic and hospital leave.

In 2004, New Mexico state officials proposed redgcannual leave days from 65 to
18 days per year. However, residents, familiesaahvibcates defeated this proposal
by pointing out that it went against President Baistew Freedom Initiative, which
seeks to place individuals with disabilities in commity settings rather than
institutions, and would have actually resultedricreased costs to the state.

In 2004, Delaware reduced the maximum number of ME¥Fbed hold days per
hospitalization from 14 to 7 consecutive days (withannual limit), but made no
reductions to therapeutic leave days.

In 2003, Nevada established a leave policy pemgittip to 24 therapeutic leave days
per year; the previous policy allowed absencedbl20 consecutive days.

Recommendations

The Arc of DC recommends that the District of Cohianamend its Medicaid state plan to
implement a new, family-friendly, community-oriedtlCF-MR leave policy that:

1. Establishes separate guidelines for therapeutielaad hospital leave;

2. Imposes no annual limits on therapeutic leave (giires that therapeutic leave be
approved in a plan of care); and

3. Permits reimbursement for up to 14 days in a ravh@spital leave, with no annual limit.



These changes will bring the District in line wilte rest of the country and are consistent with
the Americans with Disabilities Act of 1990 and thew Freedom Initiative which affirm the
right of people with disabilities to live and reeeiservices in the most inclusive setting.

As noted earlier, the District will incur no newsts by expanding opportunities for ICF-MR
residents to take therapeutic leave. While theng Ingsa modest cost associated with hospital
leave, the costs of reserving an ICF-MR bed aedyliko be far less than the costs of extended
hospitalization when an ICF-MR bed is lost. Thdydeost of an ICF-MR bed is typically one-
fourth the cost of a hospital bét.

Expanding opportunities for home and communitytsisiill also lay the ground for future
transitions of ICF-MR residents to community livignded by the District’'s new Medicaid
waiver. The District currently lags behind neanses state in the nation in the degree to which
government programs help people with developmetisabilities to live in the community. The
District is currently working to redesign its Medid home and community-based waiver, but it
will unfortunately be several years before the waivas the capacity to assist all of the 838
individuals who currently live in DC ICFs-MR. Praming more leave days now will give ICF-
MR residents more opportunity to spend time indbemunity and will help prepare them to
live in more independent settings under the waiver.

Most importantly, by expanding ICF-MR leave, thestict will take a modest but significant
step to improve the quality of life of residentsiwilevelopmental disabilities and their families.

Methodology and Data Notes

The Arc of DC reviewed ICF-MR leave policies in th@ states and the District of Columbia as
of December, 2005. For each state, the Arc of Diiegad data with regard to:

1. Whether the state provides Medicaid reimbursenmamary type of ICF-MR leave;
2. Which types of leave the state provides;
3. Whether the state imposes annual, consecutiveedayther periodic limits on leave,

4. Whether the state allows any time-period limitbéoexceeded under special
circumstances;

5. Whether the state provides for additional, spddrads of leave; and

6. Whether the state imposes occupancy requirememsces payment during some or all
leave days, and/or imposes other limits on reinmdment.

To gather these data, the Arc of DC examined ettb’'s Medicaid State Plan, Attachment
4.19-C, “Payment for Reserve Beds,” on the U.S.db@pent of Health and Human Services,
Centers for Medicare and Medicaid Service web Jite. Arc of DC next compared each state’s
Attachment 4.19-C with state regulations and pati@nuals on the state’s web site. If the
Attachment 4.19-C and state web site informatiaeeg and the policy was clear on all factors,
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no further research was performed. If the Attachel®-C and state web site information
disagreed, or if any of the research factors wamear, The Arc of DC contacted relevant state
officials to obtain the correct policy. State offils were contacted in 12 states.

The Arc of DC included three states in the analysder special circumstances:

= Alaska has no ICFs-MR, but maintains a policy s'Ntedicaid State Plan dealing with
ICF-MR bed hold days.

® Massachusetts’ Medicaid State Plan provides 3@peartic leave days for small,
community ICFs-MR and no leave days for large IGHR:- Massachusetts has shut
down all of its small, community and as a reswdtesbfficials report that the state
provides no ICF-MR leave. For the purposes of dinialysis, Massachusetts was
therefore counted as providing no leave days.

=  New Hampshire has shut down all ICFs-MR for adatg] operates one ICF-MR for
children. The Arc of DC verified the bed hold pglior that facility through emails with
state officials and discussion with staff at theilfey.

For states that have a monthly or periodic maxinomnhCF-MR leave (e.g., up to 12 days per 6
month period), an annual maximum was calculatechblgiplying out the number of days per
time period (e.g., 12 days per 6 months times 2aks(4 days per year).

To assess any potential relationship between lgtate policies and state ICF-MR size or state
reliance on ICFs-MR versus Medicaid waivers, The 8rDC compared state rankings and
therapeutic leave days with data from Lakin, Cowemis and Prouty (2005), Table 3.1 and
Table 3.9.

Finally, in determining the number of states thateéndifferent policies for ICFs-MR and nursing
facilities, Ohio was counted as having a separalieyp Ohio has the same annual limit for both
kinds of facilities, but establishes different pamhrates, reimbursing ICFs-MR at a higher rate
than nursing facilities.

Endnotes:

1 ICFs-MR are defined in Section 1905(d) of the Social Scadt (42 U.S.C. 1396d(d)); 42 CFR 435.10009.
“Institution” is defined at 42 CFR 435.100.

2 Lakin, K.C., Coucouvanis, K., and Prouty, R.W. (J@05). “Utilization of and Expenditures for Medicaid
Institutional and Home and Community Based Services,” TalldrBResidential Services for Persons with
Developmental Disabilities: Status and Trends Throug¥2Minneapolis, MN: Research and Training Center on
Community Living, University of Minnesota.

3 Lakin, K.C., Coucouvanis, K., and Prouty, R.W. (J@05). “Utilization of and Expenditures for Medicaid
Institutional and Home and Community Based Services,” Tatllar®d Table 3.2. IResidential Services for
Persons with Developmental Disabilities: Status and dserhrough 2004Minneapolis, MN: Research and
Training Center on Community Living, University of Miesota.

* Coucouvanis, K., Prouty, R.W., and Lakin, C.K. (J2§05). “Services Provided by State and Nonstate Agencies
in 2004,” Table 2.2. IiResidential Services for Persons with Developmental DigabilStatus and Trends
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" Supranote 16.
8 DC Coalition for Community Services.
1% pennsylvania Office on Mental Retardation.
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Table 2. State Rankings: Family-Friendly, Community-Oriented L eave Policies
States are ranked by opportunitiesfor home and community visits.

Rank | State Annual Annual Consecutive Annual Consecutive Additional Days

Combined Hospital Hospital Therapeutic | Therapeutic Therapeutic (v)
Leave Days | LeaveDays Days L eave Days Days or Special (%) Days*

1 lllinois No Limit 45 No Limit

2 New York No Limit 15 No Limit

3 Wisconsin No Limit 15 No Limit x

4 South Dakota No Limit 5 No Limit 15

5 Arkansas No Limit 5 No Limit 14

6 New Jersey 0 No Limit

7 Texas 0 No Limit 3 x

8 Washington 0 No Limit

9 Kentucky 180 15 30

10 Alabama 0 168

11 Oregon 168

12 Utah 0 100 v

13 Mississippi No Limit 15 84 15 x

14 Pennsylvania No Limit 15 75

15 California No Limit 7 73

16 Minnesota No Limit 18 72 v

17 New Mexico 65 x

18 Indiana No Limit 15 60

19 Vermont 0 60 v

20 North Carolina 0 60 15 v

21 Oklahoma 0 60 14

22 Maine No Limit 25 52

23 New Hampshire 0 52

24 Florida No Limit 15 45 x

25 Louisiana No Limit 7 45 30 x

26 Colorado 0 42

27 Nebraska No Limit 15 36 v

28 Connecticut No Limit 15 36

29 Tennessee No Limit 15 36

30 Idaho 0 36

31 Georgia No Limit 7 30 x

32 lowa 120 30 v

33 Wyoming 15 30 15 x

34 Ohio 30 0 0

35 North Dakota No Limit 15 24

36 Montana No Limit 24 3

37 Missouri 12 3 24

38 Nevada 0 24

39 West Virginia No Limit 14 21

40 Kansas No Limit 10 21 v %

41 | Maryland No Limit 15 18 v

42 Michigan No Limit 10 18

43 South Carolina No Limit 10 18 9 x

44 Delaware 84 7 18 v

45 Virginia 0 18

46 DC 18

47 Alaska 0 12 12 v

48 Hawaii 12

49 Arizona 12 9

50 Massachusetts 0 0

50 Rhode Island 0 0

* Does the state allow additional therapeutic dggst the annual limit, and/or does the state deofor special-purpose
leave days such as infirmary days or Special Olgsgays?
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