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Adult Foster Care:  
A Resource for Older Adults  

Summary 

Rising demand for a full array of service options and consumer preferences for home-like 
non-institutional settings is increasing the interest among state policy makers in adult foster care 
as a service for older adults. Although adult foster care may also serve individual with 
developmental disabilities and other populations, the primary focus of this report is adults age 65 
and older. State leaders are interested in the experience of states that developed adult foster care 
as part of their service array, trends in provider supply, regulations governing providers, and 
quality oversight practices. This report is based on the policies and practices in five states – 
Arizona, Maine, Oregon, Washington and Wisconsin. The states were selected based on their 
approach to licensing and Medicaid coverage for this residential option.  
 

The study states agreed that adult family homes (AFH) offer an important alternative to 
older persons and persons with disabilities wishing to live in the community but unable to do so 
on their own. A balanced home and community-based care program will include both strong in-
home and strong residential programs. Homes have internal and external controls that positively 
influence the quality of care. Internally, states stressed the dedication and commitment of AFH 
providers who know their residents well and treat them as they would members of their own 
families. AFH providers are embedded in their communities, and so are more closely observed 
by those around them. Externally, there are many formal and informal oversight entities in 
regular contact with AFH providers and their residents. The eyes and ears of partners promote 
close communication and timely remediation when problems are identified.  

States emphasized the importance of maintaining collaborative oversight and open 
communication among all those who come into contact with AFH providers and their residents. 
States also spoke of the value that training and consultation could play in enhancing quality, 
given the increasing complexity of most residents.    

 
Participants recommended that states interested in developing AFH to serve older adults 

need to define the purpose of the program and the model that will be developed. Policy makers 
should work with the ombudsman and other stakeholders to address level of care and quality 
oversight issues. Licensing or certification standards must be developed and promulgated. States 
need a plan to market the program and recruit providers. IRS incentives allow providers that live 
in the home to exclude income from their federal tax return. Rates should be based on acuity to 
create incentives to serve older adults with higher needs and individuals who want to age-in-
place. Policy makers should work with state and/or local Fire Marshalls to clarify their role and 
fire safety requirements.  
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Background 

Demographic trends, preferences of older adults to live as independently as possible, and 
demand for a full array of long-term care service options for low-income older adults generates 
renewed interest in adult foster care among state policy leaders. Driven by the demographic 
trends that will increase demand for a range of services in institutional, residential, and in-home 
settings, growth in spending for long-term services and federal and support for improving the 
balance between institutional and home and community-based services, policy makers are 
responding by offering consumers broad choices among settings and services.  
 

The U.S. Census Bureau projects that the percentage of people over age 65 will more 
than double between 2000 and 2030.1 Among the states included in this project, the rate varies 
from 86.8% in Wisconsin to 255.1% in Arizona. Estimated rates in Maine and Oregon are 
slightly below the national average at 103.9% and 101.3% respectively, and the growth for the 
65 and older cohort in Washington is projected to be 136.2%. The percentage of people over age 
65 exceeded the national average in four of the states – Arizona, Maine, Oregon, and Wisconsin. 
Growth in three states, Arizona, Maine, and Wisconsin, in this age group will exceed the national 
average. Of the five states, Maine will have the higher percentage of elders by 2030, followed by 
Arizona, Wisconsin, Oregon and Washington. Growth among the population over age 85 is also 
significant. In 2000, between 1.3% and 1.8% of the population in the study states were over age 
85. By 2030, the rates will range from 2.5% to 3.7% (see figure 1).2 
 

Figure 1: Percent of Population Over Age 65 2000-2030 

Source: US Census Bureau. 

                                                 
1 U.S. Census Bureau. Available at: http://www.census.gov/population/www/projections/projectionsagesex.html  
2 U.S. Census Bureau. Available at: http://www.census.gov/population/www/projections/statepyramid.html  
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 Small, home-like residential settings for older adults are known by several names – adult 
foster care, adult family homes, adult family care, residential care facilities, and sometimes as 
assisted living facilities. They may be certified or licensed by state agencies or county-based 
agencies. States offer an array of settings and supports for individuals that need assistance with 
activities of daily living, health conditions, oversight, and supervision. Adult foster care provides 
access to 24-hour assistance for older adults who can no longer live alone in their own home or 
apartment, in a setting that serves a small number of residents. For purposes of this paper, we use 
the term adult foster care to describe small home-like settings that provide supports to one or 
more older adults. We recognize the adult foster care also serves individuals with developmental 
disabilities and other populations but limited our focus to adults age 65 and older. We also note 
that there is no standard definition of adult foster care and the definitions used by the study states 
may be broader than the core definition used by the Centers for Medicare and Medicaid Services 
in the home and community based services waiver application template and instructions.  
 

A full array of residential, community, and in-home services is needed for states to 
balance their long-term care system and reduce Medicaid use of nursing home care. While most 
beneficiaries that receive services outside a nursing home live in their own home or apartment, 
residential settings provide a supportive, home-like environment for consumers who do not have 
caregivers, need access to supports that cannot be scheduled, or need oversight or supervision. A 
study by Nyman et al. (1997) found that adult foster care substituted for nursing home care in 
Oregon and contributed to the state’s effort to balance spending between institutional and 
community settings. The study reported that for every additional foster care resident in a county, 
nursing facilities lose 0.85 residents, or just less than a one-to-one substitution ratio. 3  
 

Balance is difficult to define and measure. Balance can be measured by the percentage of 
Medicaid spending for institutional and community services, the number of individuals served in 
the community compared to nursing facilities, or the number of Medicaid paid days in home and 
community-based waiver services programs compared to nursing facilities. Each measure has it 
limitations. Spending for nursing facility and waiver services can be distorted by provider taxes 
charged to institutional providers that do not affect the actual state cost. Nursing facilities often 
receive annual rate adjustments based on formulas established by law, while community waiver 
providers do not receive regular rate increases. Comparing days of service in state waiver 
programs fails to capture the number of days a person receiving personal care under the 
Medicaid state plan lives in the community.  
 

Using expenditures, data reported by Thomson Healthcare for fiscal years 2004-2006 that 
is based on state expenditure reports submitted to the Centers for Medicare & Medicaid Services 
shows a range of balance among the states included in the study (see table 1). The data includes 
Medicaid spending on home and community-based services waiver programs, state plan personal 
care, and home health services. The data do not include supportive services funded by state 
general revenues. Including spending for state programs would increase the percentage spent on 
community services in Maine and Wisconsin.  
 

The Rutgers/NASHP Technical Assistance Exchange and its partner the Muskie School 
of Public Service designed a project to describe the characteristics of AFC programs in five 
                                                 
3 Nyman, Finch, Kane, Kane, & Illston. (1997). 
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states with different approaches to licensing and Medicaid coverage for this residential option. 
The states participating in the project are Arizona, Maine, Oregon, Washington, and Wisconsin. 
The project involved a review of state licensing regulations, telephone interviews with licensing 
and Medicaid home and community-based services waiver staffs, and a one-day meeting to 
discuss their experience and recommendations for states interested in implementing or expanding 
AFC.  

Table 1: Medicaid Spending in the Community, FY 2004-20064 

Fiscal Year State 
2006 2005 2004 

Arizona 39.4% 32.0% 25.1% 
Maine 25.0% 23.1% 23.5% 
Oregon 54.9% 53.7% 55.0% 
Washington 54.6% 51.3% 49.6% 
Wisconsin 30.3% 28.0% 26.5% 
National 
average 28.6% 27.1% 25.1% 

Source: Thomson Healthcare 

 
 
 

Section 1: Development, Regulation and Payment 

Origins of adult foster care programs 

Adult foster care (AFC) was developed at the local level in three of the study states. 
Oregon officials noted that adult foster care providers have received public funds since the 
1970s. The director of the agency responsible for home and community-based services wanted to 
expand residential options in the early 1980s and initiated efforts to interest housewives and 
Temporary Assistance for Needy Families (TANF) recipients to become adult foster home 
providers. In June 2007, the program supported 4,078 waiver clients in adult foster homes, 
compared to 4,610 in July 2004. The number served in assisted living facilities was 3,739 in 
2007 and 3,886 in 2004.  
 

State officials in Oregon foresee a growing need for specialized providers to serve 
residents with greater needs, particularly with the implementation of the Money Follows the 
Person demonstration program, which will serve longer-stay nursing home residents. State 
officials reported that they are initiating steps to boost capacity and retain existing providers. 
                                                 
4 Data provided by Thomson Healthcare, 2004, 2005 and 2006. Spending for home and community based services 
includes 1915 (c) waiver spending, state plan personal care spending, and home health spending.  
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Oregon’s Senior and Persons with Disabilities (SPD) department is creating a staff position to 
recruit providers to counter the gradual decline in the supply of providers. Staff will first assess 
the existing capacity and the needs being met and gather information on the local recruitment 
efforts underway or that have proven successful in the past. SPD is also planning training 
sessions to support and improve the competency of existing providers. However, it is difficult for 
small providers to allocate time to attend training, especially in rural areas. SPD is planning to 
develop and offer online training modules and self-training manuals. Low rates relative to 
assisted living are seen as one factor in the decline of persons willing to be adult foster care 
providers. 
 
Adult foster care began in Arizona in Maricopa County in 1985. Providers were certified by the 
county. Adult foster care is now covered under the Arizona Long-Term Care Systems (ALTCS), 
which is a capitated managed long-term care program that operates under a §1115 demonstration 
program waiver first implemented in 1989. Most of the certified AFCs are located in the major 
population centers of Phoenix, Tucson, and Prescott. The supply declined from 515 in 2001 to 
345 in 2006. Adult foster care served 23.7% of all ALTCS members living in residential settings 
in 2001 and 8.5% in 2006. Over half of the ALTCS members living in residential settings live in 
larger assisted living centers. Although acuity levels are not tracked, AFC providers serve 
residents with lower needs than other residential settings because providers are not required to 
have 24-hour awake staff.  
 

In the 1970s and 1980s, Maine licensed adult foster homes of four (4) or fewer beds. 
These facilities phased out due to quality of care issues over time. They were generally “mom 
and pop” homes, and payments were limited to state supplements to SSI for low-income 
residents. In the mid 1990s, Maine undertook a major initiative to rebalance long-term care, and 
interest grew once again in small home-like options for older people that would provide a high 
quality of care. Maine modeled its new Adult Family Care Home on some lessons learned from 
Oregon. Oregon paid for Adult Family Care Homes using home and community-based waiver 
funding, and the level of care was viewed as comparable to Maine’s. In order to be successful, 
providers needed adequate income to pay staff, and if they lived in the home, to allow the 
provider time away from the facility to avoid burnout.  
 

After developing a vision, the Department of Health and Human Services worked with 
the Maine State Housing Authority to design facilities that would provide an appropriate 
environment that would ensure the safety of older people. This included provisions for life 
safety. A pilot program with the Housing Authority began and jump-started the development of 
several adult family care homes as models. Medicaid reimbursement methodologies were 
developed based on a resource-based theory. It is based on a standard price weighted for acuity. 
The room and board costs are paid through state supplement payments to the individual, and a 
higher rate for room and board is paid to non-profits that have higher costs, in general, than live-
in providers.  
 

Currently, Maine has 27 Adult Family Care Homes. This model is well suited to rural 
areas where population density will not support larger facilities. It is also a popular model for 
more urban areas where elders search for more home-like settings.  
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Adult family care first developed in Wisconsin in 1954 as a resource for individuals with 
mental illness. Providers were certified by the state Department of Mental Health. In the late 
1960s, Winnebago County received a grant to expand children’s foster care to serve adults. Other 
counties gradually followed, using county standards. One or two person adult family home care 
was a covered service under the state’s first home and community-based waiver for adults in the 
early 1980s. In 1989, CMS indicated that county-based standards were not sufficient and 
directed the state Medicaid agency to prepare statewide standards. The standards developed were 
based on county requirements, but were applied uniformly across the state. In 1996, the state 
promulgated regulations to license adult family homes (AFHs) for 3 or 4 residents as a home-like 
alternative to Community-Based Residential Facilities (CBRFs), which at the time were licensed 
to serve three or more individuals. CBRFs now serve five or more residents. Currently, in 
Wisconsin there are 1-2 bed AFHs certified by counties and 3-4 bed AFHs that are licensed by 
the state.  There are over 1,400 county certified AFHs and 1,130 licensed AFHs. The supply has 
been increasing for both types since the late 1990s.  
 

Adult family homes in Washington began in the mid-1970s as an alternative to nursing 
homes. The program was initially operated by the Division of Community Services (DCS). 
Owners caring for a relative in a large home began caring for a second elder who was not related 
to the owner. DCS recruited providers through television, radio and newspapers advertisements, 
and outreach though local community organizations. Responsibility for the program was 
transferred to the Residential Care Services Division within the Aging and Adult Services 
Administration (now the Aging and Disability Services Administration (ADSA) in 1995 to 
strengthen oversight and management of the program and to consolidate responsibility for all 
components of Washington’s long-term care system. ADSA is responsible for licensing nursing 
facilities, boarding homes (assisted living), adult family homes, and managing services for older 
adults, people with disabilities, and individuals with developmental disabilities.  
 

There are 2,700 licensed adult family homes in Washington, and 40% of the homes are 
operated by live-in providers. About 89% of the facilities contract with Medicaid and 39% of the 
residents are Medicaid beneficiaries. 
 

Regulatory framework  

Adult foster homes are licensed by the same state agency that licenses assisted living 
facilities and nursing homes in all five states. Thresholds governing the size or capacity of 
licensed providers varied among the study states. Two of the study states include smaller 
facilities as a subset of broader regulations. Arizona licenses homes serving 1 to 4 residents as a 
subset of its assisted living regulations. Assisted living homes serve 10 or less residents and 
assisted living centers serve 11 or more residents.  
 

Maine has four categories of residential care facilities (RCF), three of which would be 
considered adult foster care. Licensing is voluntary for RCFs serving one or two residents and 
most choose not to be licensed. RCF level II and level III providers serve three to six residents. 
Level III providers have three or more staff that are not owners and are not related to the owner. 
Only level III providers receive Medicaid reimbursement.  
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Oregon licenses homes that serve up to five residents, based primarily on zoning 
requirements for single family homes. Oregon has three levels or classes of care. Class 1 
providers may serve residents who need assistance with no more than four ADLs; Class 2 
providers may serve residents who need assistance in all ADLs, but full assistance with no more 
than three ADLs; and Class 3 providers may serve residents who need full assistance with four or 
more ADLs. Washington allows providers to serve up to six residents. Adult family homes 
serving one or two residents in Wisconsin are certified by county departments. The Wisconsin 
Department of Health and Family Services, Bureau of Quality Assurance licenses homes serving 
three or four residents. The definitions of adult foster care used in each state vary, but they share 
common elements.  

 

Table 2: Permitted Numbers of Residents of Adult Family Homes 

Capacity Threshold 

State Licensing Agency Regulatory Category Size 

Arizona Department of Health Services Adult foster care 1-4 

Maine Department of Human Services 
Residential care facility level I 
Residential care facility level II, 
III 

1-2 
3-6 

Oregon Seniors and People with 
Disabilities Division Adult foster care  1-5 

Washington Aging and Disability Services 
Administration Adult family homes 1-6 

Wisconsin 
Department of Health and 
Family Services, Bureau of 
Assisted Living 

Adult family homes - certified 
Adult family homes - licensed 

1-2 
3-4 

 
 
 

Arizona and Washington regulations used the term “residential setting in which the sponsor 
resides” and “residential home” respectively. Oregon refers to “family home or other facility,” 
and Maine describes “residential, home-like environments.” Wisconsin defines one and two 
person Adult Family Homes as “a sponsor’s residence in which care above the level of room and 
board is provided by the sponsor to one or two adult residents. A licensed AFH is a place where 
three or four adults who are not related to the operator reside and receive care, treatment or 
services that are above the level of room and board and that may include up to seven hours per 
week of nursing care per resident.” Washington’s definition refers to the services provided in the 
setting – personal care, special care, and room and board. Oregon defines a relative adult foster 
home separately, as a home in which care and services are provided by a licensed adult family 
member who is over 18 years of age. The person receiving services must be Medicaid eligible. 
Spouses are not eligible for compensation as a relative adult foster care licensee.   
 

Relative foster homes in Oregon must have a license to receive Medicaid payment. 
Providers must submit an application and health history, pass a criminal background check, 
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demonstrate an understanding of resident’s care needs, meet fire safety standards, and obtain 
training as required by the licensing agency. 
 

Arizona providers can serve up to two unrelated individuals without a license if they have 
lived together for a period of time and one becomes a caregiver. If one of the residents moves, 
the provider must seek a license if they continue to offer care to additional residents. Individuals 
who care for a relative would be considered attendant care providers and receive CPR, first aid, 
and personal care training. The Arizona Statutes exempt places that do not regularly provide 
health related services, although one of the two persons may receive health related services on a 
24-hour basis. Operators must be licensed if they use a registry or broker to obtain residents, use 
a residency agreement with deposits, advertise for residents, replace residents who leave with a 
new resident, and if the home operates to make a profit. The exemption was designed to deal 
with a situation in which two elderly ladies who were unable to care for themselves or each other 
accepted an offer from a member of a local church to care for them in their home.  The care 
provider did not plan to replace either of the women when one died or left the home 
permanently. The law was amended to recognize the limited nature of the arrangement.  

 
Wisconsin does not license relatives as providers of adult family home services.  

 
Relative providers in Washington can be an independent provider of in-home services or 

an adult family home provider. Depending on the client’s acuity, there is a payment incentive to 
be one or the other. Lower acuity participants earn a higher rate in an adult family home than 
they would as an in-home client. However, licensing requirements must be met, which address 
insurance, training, and physical plant specifications. Links to the regulations in each state are 
presented in Table 3.  

 

Table 3: Links to State Web Sites  

Web Sites 

Arizona http://www.azdhs.gov/als/hcb/index.htm  

Maine http://www.maine.gov/sos/cec/rules/10/ch101.htm  
http://www.maine.gov/sos/cec/rules/10/ch113.htm  

Oregon http://www.dhs.state.or.us/policy/spd/rules/411_050.pdf  

Washington http://apps.leg.wa.gov/RCW/default.aspx?cite=70.128  

Wisconsin http://www.legis.state.wi.us/rsb/code/hfs/hfs088.pdf 
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Provider recruitment and supply trends 

Developing a sufficient number of providers to offer consumers an array of options is a 
challenge for states, especially providers willing to serve higher acuity residents. State officials 
in Oregon noted that older adults have historically been served by “mom and pop” owners, and 
they are slowly leaving the business while corporate model owners serving individuals with 
developmental disabilities are increasing, perhaps because payment rates are higher than the 
rates for homes that serve older adults. The private pay market may also be declining as elders 
move to assisted living facilities that offer private apartments.  
 

Maine undertook a robust recruitment effort to establish its program. The pilot project 
with the Maine State Housing Authority provided a model, and potential applicants to the 
program had an opportunity to develop business plans with the information gained from the 
pilots. Staff from the Department of Health and Human Services, the Maine State Housing 
Authority, and the Genesis Fund, a private foundation, sponsored evening listening sessions for 
potential applicants. These were advertised in local papers. Interested parties received a thorough 
explanation of the licensing requirements, the payment system, and suggested ways and 
resources for developing business plans and securing financing. A mandatory orientation 
program was developed and delivered for all applicants, covering a range of subjects in detail, 
including how to conduct comprehensive assessments and develop care plans.  
 

Maine learned that for-profit live-in providers had difficulty managing more than one 
facility. In most instances where this was attempted, one of the facilities would eventually close 
due to lack of provider availability and attention to detail. Maine successfully developed non-
profit adult family care homes. Several are operated by rural towns and island communities.  
 

Oregon is hiring a full-time person to market the program and recruit additional providers 
to serve older adults, and it is also seeking providers to serve specialized markets such as 
individuals with traumatic brain injuries and behavioral issues, individuals with medical needs, 
or individuals with dementia.  
 

In 2007, the Washington Aging and Disability Services Administration (ADSA) initiated 
a marketing and orientation program to recruit providers in rural areas of the state. The 
recruitment effort includes an orientation session and pre-application training to screen out 
applicants who may not fully understand the nature of the service, consumer needs, and licensing 
requirements. ADSA assigned one staff person to conduct sessions to recruit individuals 
interested in becoming an AFH provider.  
 

The recruiting session emphasizes strategic decisions that must be made to determine if 
the business is viable - such as whether there is a market, how many residents will the market 
support, and what is the best payer and acuity mix to sustain the AFH? Attendees are asked to 
examine census and income data in their area and to interview potential referral sources, such as 
hospital and nursing facility discharge planners, home and community-based services case 
managers, senior center staff, meal sites, and local religious organizations to estimate potential 
demand and the best mix of private pay and Medicaid residents.  
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At all of the orientation sessions organized by the Washington Aging and Disabilities 
Services Administration, potential applicants learn about the state’s long-term care system, the 
role of adult family homes, and the characteristics of older adults served in these settings. 
Services and supports for activities of daily living and other services – meals, housekeeping, 
transportation, access to health and medical services, 24-hour security and staff availability, 
medication management, personal laundry services, and social and recreational services – are 
presented. The licensing process, requirements, and provider standards are also described.  
 

The agenda includes presentations from a case manager and a registered nurse who 
present information about the assessment process, guidance in preparing a written care plan, and 
providing services. A mortgage broker who specializes in AFH loans discusses the financing 
options, and a consultant reviews the administrative, property, and staffing costs of serving 
residents in relation to Medicaid payment rates.  
 

Washington requires that administrators complete 48 hours of training before a license is 
issued. The training covers a series of topics that include business planning and marketing; fiscal 
planning and management; human resource planning; resident health services; nutrition and food 
service; working with people who are elderly, chronically mentally ill or developmentally 
disabled; the licensing process; social and recreational activities; resident rights; legal issues; 
physical maintenance and fire safety; and housekeeping. The Aging and Disability Services 
Administration web site lists the instructors that are approved to provide the training.  
 

The session also helps people determine whether this is the right business for the person 
to enter. The sessions were developed in part to address the turnover among providers. In the 
past, 22% of the people who received a license left the business within 18 months. Six sessions 
were held in 2007. Of the 12-15 people who attended each session, 1 or 2 applied for a license. 
ADSA uses public service ads and local community organizations to announce the sessions. 
Additional sessions are planned for 2008. 
 

Provider recruitment in Wisconsin occurs at the county level. Counties are responsible 
for managing home and community-based services waiver programs and recruiting service 
providers to serve participants. Efforts to downsize nursing facilities, intermediate care facilities 
for the mentally retarded (ICFs/MR), and state centers create demand for and the need to recruit 
more providers. Counties that are responsible for certifying homes that serve one to two 
individuals often ask good providers to expand their capacity and apply for a license that allows 
them to serve three or four residents. State officials reported that word of mouth is the most 
effective recruitment method. A further incentive is the IRS tax exemption for owner-occupied 
foster care providers serving no more than five residents.5 Demand is higher for providers that 
serve individuals with developmental disabilities because the small family home model supports 
consumer preferences and program philosophy and because ICFs/MR are closing. Nursing 
facility relocation and diversion initiatives also raise demand, but less than the closing of 
ICFs/MR.  
 

Overall, corporate-sponsored homes are growing faster than owner-occupied models in 
Wisconsin. New construction is expanding and new homes are likely to install sprinkler systems 
                                                 
5 IRS Code, Title 26, Chapter 1, Subchapter B, Part III, Section 131.  
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because of the increased acuity of the residents. Adult family homes that serve elders are more 
likely to be owner-occupied than models serving other groups. Ninety-five percent of certified 
homes and a majority of licensed homes participate in Medicaid.  
 

The supply of adult foster care providers serving private pay and Medicaid residents is 
declining in Oregon due to the appeal of assisted living facilities and the aging of many small 
mom and pop providers. About half the older adult residents are private pay. State officials 
indicated there has been a 20.6% decline in the number of elderly Medicaid clients in 2007 
compared to the 2001-2003 biennium, and an 18% drop in capacity. However, the supply of 
providers serving individuals with developmental disabilities is growing due to higher 
reimbursement levels. Oregon officials propose to increase the base rate for older adults by $260 
per month. 
 

Officials from Washington reported that the supply of licensed adult family homes is 
increasing, but the number of licensed homes that contract with Medicaid is declining. Forty 
percent of the providers live in the home.  

 

Resident agreement 

Each state sets different requirements for resident agreement or contracts. However, 
several components are common across states. Contracts or agreements in all five states describe 
the services to be provided; the cost or charges for services; transfer, termination and discharge 
policies; and resident rights. The grievance process is covered in the agreements in four states 
(see table 4).  
 

In Maine, providers and residents must sign a standard contract issued by the licensing 
agency. Providers are not permitted to ask for prepayment or to require a deposit. Contracts must 
include information on the grievance procedure, tenancy obligations, resident rights, and a copy 
of the admissions policy.   
 

Providers in Oregon must disclose the “house policies” that limit a resident’s activities or 
preferences, transfer and discharge policies, and the Residents’ Bill of Rights prior to admission. 
The provider must inform the resident about their policy on serving Medicaid eligible residents 
and discuss the availability of long-term care assessment services for private pay residents. 
 

In addition, contracts in Oregon must also include:   
 

• The home’s policies on voluntary moves and whether or not the licensee requires written 
notification of a resident’s intent not to return;  

• Charges for storage of belongings that remain in the adult foster home for more than 15 
days after the resident has left the home, if any; and 

• A statement indicating that residents are not liable for damages considered normal wear 
and tear on the adult foster home and its contents.  
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The resident contract or agreement in Arizona applies to all assisted living facility types. 
The agreement is signed upon move-in and describes the residents’ and provider’s rights, 
expectations, and obligation.  The residency agreement must be signed by the provider within 
five days of the resident’s acceptance. 
 

Adult family homes in Washington that require payment of an admissions fee, deposit, or 
a minimum stay fee must disclose in writing the amount of any admissions fees, deposits, 
prepaid charges, or minimum stay fees; the home's advance notice or transfer requirements; and 
the amount of the deposits, admission fees, prepaid charges, or minimum stay fees that will be 
refunded to the resident if the resident leaves the home. Before admission into the home and at 
least every 24 months after admission, the provider must review services and activities permitted 
by the license, and charges for services, items, and activities not covered by the home’s per diem 
rate.  
 

Table 4: Comparison of Resident Agreement Provisions  

Requirements AZ ME OR WA WI 

Services available ● ● ● ● ● 

Charges for services ● ● ● ● ● 

Services at additional charge    ●  

Transfer, discharge, termination ● ● ● ● ● 

Rate increase policy  ● ● ● ● 

Grievance process ● ●  ● ● 

Resident rights ● ● ● ● ● 

Admission policy  ●    

House policies  ● ● ●  

Refund and/or deposit ●  ● ● ● 

Accommodations  ●    

Terms of occupancy ● ●    

Other  ● ● ●  ● 

 

Licensed homes in Wisconsin use a service agreement completed prior to admission. In 
addition to the provisions listed in Table 4, the agreement includes a list and description of the 
services to be provided; the frequency, amount and source of payments; and how personal funds 
are handled. 
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Assessment process and service planning  

Regulations in all five states require an assessment and care planning process. Adult 
foster homes are responsible for preparing a plan of care that meets the resident’s needs. The 
plan of care in Arizona is developed by the service provider and includes measurable goals and 
objectives for the outcome of services. An ALTCS case manager authorizes the plan along with 
specific treatment methodologies and services to be used by the individual member. The care 
plan is initiated upon admission and is completed within 14 days. The care plan is developed and 
reviewed by the resident, manager, nurse, case manager, and any individual requested by the 
resident. The plan is updated within 14 days of a significant change in the resident’s physical, 
cognitive, or functional condition. For residents receiving supervisory care services the care plan 
is reviewed annually; personal care services are reviewed at least every six months; directed care 
services are reviewed every three months.   

 
Maine providers develop a service plan with the resident or legally responsible 

representative and in collaboration with state and community agencies. The service plan is 
conducted within 30 days of admission and is based on an assessment of the resident’s needs and 
abilities. The assessment includes the resident’s goals and objectives for rehabilitation, program 
goals, the extent of personal supervision, assistance with ADLs and IADLs, medication orders, 
transportation, nursing services, dietary needs, and discharge plan. The service plan outlines long 
and short-range goals, the type of services and treatments, frequency of services, and delivery 
method. Service plans identify social, recreational, and leisure activities of interest to the 
resident. Assessments occur at least once every six months or upon significant changes, and 
service plans are based on the resident’s medical or functional status and reviewed every 90 
days. Assessments are all filed electronically with the state and are used to establish the acuity 
index associated with each resident. 

 
The assessment process in Oregon begins prior to admission. The home must determine that 

the prospective resident's care needs do not exceed the class of the provider’s license. The screening 
evaluates the prospective resident’s ability to evacuate the home within three minutes and must also 
determine if the licensee and caregivers can meet the prospective resident's needs, in addition to 
meeting the needs of the other residents of the home. The screening is based on medical diagnoses, 
medications, personal care needs, nursing care needs, cognitive needs, communication needs, night 
care needs, nutritional needs, activities, lifestyle preferences, and other information, as needed, to 
assure the person's care needs can be met.  

 
The screening process includes interviews with the prospective resident, the resident's 

family, prior care providers, and case manager, as appropriate. The interview should also include, as 
necessary, any physician, nurse practitioner, registered nurse, pharmacist, therapist, or mental health 
or other health care professional involved in the care of the resident.  

 
 Within 14 days of admission, Oregon’s providers complete an assessment and care plan 
that documents the resident's preferences and care needs. The care plan must describe the 
resident's needs and preferences, the resident's capabilities, and what assistance the resident 
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requires for various tasks. The care plan must also include by whom, when, and how often care 
and services will be provided. Specific information must include:  

 

• The resident's ability to perform activities of daily living (ADLs);  

• Special equipment used by the resident;  

• Communication needs (examples may include, but are not limited to, hearing or vision, 
such as eraser boards or flash cards, or language barriers such as sign language or non-
English speaking);  

• Night needs;  

• Medical or physical health problems, including physical disabilities, relevant to care and 
services;  

• Cognitive, emotional, or impairments relevant to care and services;  

• Treatments, procedures or therapies;  

• Registered nurse consultation, teaching, delegation, or assessment;  

• Behavioral interventions;  

• Social, spiritual, and emotional needs, including lifestyle preferences, activities, and 
significant others involved;  

• Emergency exiting ability, including assistance and equipment needed;  

• Any use of physical restraints or psychoactive medications; and  

• Dietary needs and preferences.  
 

Providers have to obtain a medical professional consultation by a registered nurse when a 
skilled nursing care task has been ordered by a physician or other qualified practitioner, and when 
the resident has a health concern or behavioral symptoms that may benefit from a nursing 
assessment and provider education; or when written parameters are needed to clarify the physician 
or nurse practitioner’s order for medication and treatment. Consultation is also required prior to the 
use of physical restraints in situations when the individual is not assessed, taught, and reassessed; 
before the use of new psychoactive medications; and when care procedures have been ordered, 
which are new for a specific resident, the licensee, or other caregivers.  
 

Adult family homes in Washington prepare a preliminary service plan that reflects the 
resident's specific problems and needs identified in the assessment; the needs for which the 
resident chooses not to accept or refuses care or services; what the home will do to ensure the 
resident's health and safety related to the refusal of any care or service; resident defined goals 
and preferences; and how the home will meet the resident's needs. Homes then prepare a 
negotiated care plan with each resident. The care plan includes: 
 

• A list of the care and services to be provided; 

• Identification of who will provide the care and services; 
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• When and how the care and services will be provided; 

• How medications will be managed, including how the resident will get his/her 
medications when the resident is not in the home; 

• The resident's activities preferences and how the preferences will be met; and  

• Other preferences and choices about issues important to the resident, including, but not 
limited to food, daily routine, grooming, and how the home will accommodate the 
preferences and choices. 

 
Plans should also include steps to follow in case of a foreseeable crisis due to a resident's 

assessed needs; to reduce tension, agitation and problem behaviors; to respond to resident's 
special needs, including, but not limited to medical devises and related safety plans; and to 
respond to refusal of care or treatment.  
 

Assessments in Washington may be completed by an ADSA case manager or an 
individual with a master's degree in social services, human services, behavioral sciences or an 
allied field plus two years social service experience working with adults who have functional or 
cognitive disabilities; or a degree in social services, human services, behavioral sciences or an 
allied field and three years social service experience working with adults who have functional or 
cognitive disabilities; or have a valid Washington state license to practice as a nurse and three 
years of clinical nursing experience; or a licensed physician.  
 

Assessments and services plans are completed within 30 days of admission in licensed 
homes in Wisconsin. The assessment and service plan are developed by the placing agency and 
the service coordinator, if any, the home, the individual, and his/her representative or guardian, if 
any. The assessment identifies the person’s needs and abilities in ADLs; medications; health; 
level of supervision required; and vocational, recreational, social and transportation needs. The 
service plan describes the services required from the provider, the level of supervision required, 
and services that will be provided by outside agencies. The individual service plan is reviewed at 
least once every six months, and is updated in writing whenever the resident’s needs or 
preferences change substantially or when requested by the resident or the resident’s guardian. 
 

In one to two person AFHs in Wisconsin, an assessment is conducted prior to placement, 
unless an emergency placement occurs, in which case the assessment can be completed within 
seven business days. The assessment identifies the person’s needs, abilities, and preferences in 
ADLs and IADLs; medications; current health status and health maintenance needs; level of 
supervision required in the home and community; behavior support needs, if any; work, 
vocational program participation or day time activities, including recreational/social, and 
transportation. Service plans are completed prior or upon placement and include the services to 
be provided (based on the needs and preferences identified in the assessment), identification of 
how the resident will obtain access to community activities and services, a description of the 
services provided by other service providers that interact with the AFH, and a description of any 
personal housekeeping the resident agrees to perform (including any compensated work the 
resident agrees to do for the sponsor, including the terms of compensation). The AFH service 
plan is reviewed at least every six months or as necessary. 
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Services  

The regulations typically have a section that describes the services that may be provided 
by an adult foster home provider. The services that are available in Arizona vary by the level of 
license – supervisory, personal care, and directed care. Personal care services mean assistance 
with activities of daily living that can be performed by persons without professional skills or 
professional training, and include the coordination or provision of intermittent nursing services 
and the administration of medication and treatments by a licensed nurse. Directed care services 
mean programs and services, including personal care services, provided to persons who are 
incapable of recognizing danger, summoning assistance, expressing need, or making basic care 
decisions.  
 

Adult foster care services in Arizona include supervision, assistance with ADLs, 
recreational activities, and assistance arranging transportation and services covered by the 
Arizona Long-Term Care System (ALTCS). Staff of the AFC home may provide nursing or 
medical services, and the appropriate staff are on-site as needed by the resident; members may 
receive services in the home regardless of the level of physical, emotional, or behavioral health 
care required, other than hospitalization. ALTCS only contracts with the homes that are licensed 
to provide personal care and directed care because of the level of care criteria required for 
members.  
 

Maine’s Adult Family Care Homes are service-intense. Predictors of service utilization 
include the amount of assistance required with incontinence, whether the resident needs 
assistance with all of his/her medications, whether the resident has depression, whether or not the 
resident is able to administer his/her own “when necessary” medications, whether there are 
frequent physician order changes, whether the resident has modified cognitive skills, and 
whether the resident needs assistance with the phone and arranging for transportation. Services 
include personal care, medication administration, supervision, laundry, housekeeping, meal 
preparation, and arrangement for medical services.  

 
Providers in Oregon are required to offer care and supervision in a home-like atmosphere. 

Care is defined as room, board, services, and assistance with ADLs – bathing, dressing, 
grooming, eating, money management, recreation, or medication management. The regulations 
also require six hours of activities a week, excluding television and movies, and cooperation with 
a medical regimen or personal care plan prescribed by a licensed health care professional.  
 

Services in adult family homes in Washington must address the care and service 
identified in the negotiated care plan. The services must help the resident reach the highest level 
of physical, mental, and psychosocial well being consistent with resident choice, current 
functional status, and potential for improvement or decline. Services actively support, maintain 
or improve each resident's quality of life; actively support the safety of each resident; and 
reasonably accommodate each resident's individual needs and preferences, except when the 
accommodation endangers the health or safety of the individual or another resident. 
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Services also include laundry, three nutritional meals a day, social and recreational 
activities, and transportation to medical and social appointments. If the adult family home 
identifies that a resident has a nursing need and the home is not able to provide the required care, 
the home must contract with a licensed nurse, or hire or contract with a nurse to provide nurse 
delegation.  
 

Wisconsin’s regulations for licensed adult family homes limit the amount of nursing care 
that may be arranged for or provided to a resident to seven hours per week. Homes are 
responsible for providing services that assist, teach, and support the resident to promote his/her 
health, well-being, self-esteem, independence, and quality of life. The menu includes but is not 
limited to supervision of, assistance with, or teaching a resident about activities of daily living; 
providing or arranging transportation or accompanying a resident to leisure and recreational 
activities, employment and other activities identified in the plan of care; providing, arranging or 
accompanying a resident to medical appointments; keeping a record of all medical visits, reports 
and recommendations; and monitoring the resident’s health.  
 

Medication administration 

Arizona providers are required to ensure that medication administration is provided for 
residents receiving personal care services or directed care services. Only the following 
individuals may administer medications: a representative or relative of the resident, a nurse or 
medical practitioner or another individual authorized by law, or an employee authorized by a 
resident’s physician. A nurse, pharmacist, or primary care provider (PCP) reviews the 
medication and medication record of each resident every 90 days, or after a significant change in 
the individual’s condition.  
 

In Maine, each resident’s ability to self-administer medications is determined at the time 
of admission. Resident’s who self-administer may keep medications in a locked box in their own 
room. Staffs who administer medications must be trained in a standardized 40-hour program 
authorized by the state agency. Residents may choose to refuse medications, treatments, or 
services. The licensee must inform the care coordinator or physician that the medication has been 
refused. Facilities assuming the responsibility for a resident’s medication administration must 
receive written authorization from a licensed practitioner regarding medications brought into the 
facility by the resident, family, or friends, before medications are administered or discontinued. 
No injectable medications can be administered to residents by an unlicensed person, with the 
exception of bee sting kits and insulin. Registered nurses may teach employees to administer 
these injectibles and others on a case-by-case basis, pursuant to Maine’s Nurse Practice Act.  
 

Unlicensed personnel in Maine must also be trained by a registered nurse regarding the 
management of diabetes. Nurses are allowed to delegate tasks to staff. A registered nurse must 
provide in-service training and documentation that the employee successfully completed training 
in the following topics: dietary requirements, anti-diabetic oral medications, insulin mixing, 
insulin storage, injection techniques and site rotation, treatment and prevention of insulin 
reaction, foot care, lab testing, urine testing, and blood glucose monitoring and other precautions. 
Training documentation must be recorded in the employee’s file.  
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In Oregon, residents capable of self-administration of medicine must have a physician or 
nurse practitioner’s written approval. Residents capable of self-administration may keep 
medications in their own room in a locked storage container. Providers administering 
medications must record all medications, treatments, and therapies given in the medication 
administration record for each resident. Injections maybe self-administered by the resident, or 
administered by a relative or licensed nurse. Caregivers who have been trained by a licensed 
nurse and approved by the Department of Seniors and People with Disabilities may give 
subcutaneous injections: intramuscular and intravenous injections cannot be delegated.  
 

In Washington, adult family home staff may serve residents who need medication 
assistance or medication administration services from a legally authorized person if the AFH has 
systems in place to ensure the services provided meet the medication needs of each resident and 
meet relevant laws and rules. AFH staff must indicate on the assessment the amount of 
medication assistance needed by the resident. The negotiated care plan identifies the medication 
service that will be provided to the resident, and staffs maintain a current medication log. 
Records must also list the name, dosage, frequency, and name and phone number of the 
practitioner who ordered all prescribed and over-the-counter medications.  
 
 Regulations for licensed homes in Wisconsin allow providers to assist a resident with a 
prescription medication. The provider must help the resident securely store the medication, take 
the correct dosage at the correct time, and communicate effectively with his or her physician. 
Written orders from the physician who prescribed the medication must be obtained that specify 
who, by name or position, is permitted to administer the medication and under what 
circumstances and in what dosage the medication is to be administered. The rules require that 
every prescription medication be securely stored, remain in its original container as received 
from the pharmacy, and be stored as specified by the pharmacist.  

 

Provider qualifications and training 

Owners of adult foster homes usually must meet general requirements, such as age, and 
must pass criminal background checks. Licensees must be at least 21 years of age in Arizona, 
Maine, Oregon, Wisconsin (licensed AFHs), and Washington, and 18 years of age in Wisconsin 
for one to two person certified AFHs.  
 

Training in Arizona varies with the level of the home’s license. Supervisory care facility 
staff must receive 20 hours of initial training. Staff in homes licensed to provide personal care 
must have an additional 30 hours of training, and directed care staff must receive 10 additional 
hours of training. Managers of an assisted living facility must have eight hours of training or the 
amount of time needed to verify that an individual demonstrates the specific skills and 
knowledge in the learning objectives in each of the following training components: developing 
resident service plans; business practices; personnel management; delegation of authority; 
developing policies and procedures; and overview of the laws and rules governing assisted living 
facilities. 
 

To receive a license, providers in Maine must document sufficient education, experience, 
and training to meet the needs of residents, and must illustrate the capacity to operate and 
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manage the facility. Training as a Personal Support Specialist is required of all direct care 
personnel, and training as a Certified Residential Medication Aide is required for those 
administering medications.   
 

In Oregon, providers must successfully complete a training program that includes 
demonstrations and practice in physical caregiving; screening for care and service needs; 
appropriate behavior toward residents with physical, cognitive and mental disabilities; and an 
understanding of architectural accessibility. Providers must pass a test that assesses ability to 
manage and respond to emergency situations, changes in medical condition, physician’s orders, 
nutritional needs, residents’ needs, and conflict. Providers must also annually complete 12 hours 
of continuing education related to care of elderly and disabled persons, and the business 
operation of an adult foster home.   
 

Training in Washington has three components: an orientation, basic training, and 
continuing education. Orientation consists of introductory information on residents' rights, 
communication skills, fire and life safety, and universal precautions. Basic training includes 
modules on the core knowledge and skills that caregivers need to learn and understand to 
effectively and safely provide care to residents. Basic training must be outcome-based, and the 
effectiveness of the basic training must be measured by demonstrated competency in the core 
areas through the use of a competency test. Adult family homes that serve residents with special 
needs such as dementia, developmental disabilities, or mental illness, must obtain specialty 
training on the core knowledge and skills that providers and resident managers need to 
effectively and safely provide care to residents with special needs. Continuing education consists 
of ongoing delivery of information to caregivers on various topics relevant to the care setting and 
care needs of residents. Competency testing is not required for continuing education.  
 

The owners and staffs of homes in Wisconsin must complete 15 hours of training on 
topics related to the health, safety, and the welfare of residents within six months of providing 
care and eight hours of annual training are required for caregivers in licensed AFHs serving three 
to four residents. Related course work or a college degree may substitute for the annual training. 
Staff in certified homes serving one to two residents require 10 hours initial training during the 
first year of certification and eight hours a year thereafter. The initial training can be waived, but 
providers must meet the on-going annual training requirement. 
 

Medicaid reimbursement 

Each of the study states cover services delivered in adult foster care settings through 
Medicaid. Arizona covers payment through the Arizona Long Term Care System (ALTCS), 
which is a capitated long-term care program that operates under a §1115 demonstration program 
waiver. Payment rates are determined by each of the program contractors.  
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As noted earlier, Maine’s reimbursement is based on a direct care price multiplied by the 
resident’s acuity weight. It is covered under the Medicaid state-plan rehabilitation services 
option. That weight is used to calculate the reimbursement by taking into consideration, through 
resource grouping, that some members are more costly to serve than others. Thus, the system 
requires: 

 

• Accurate assessment using the Minimum Data Set – Assisted Living Service 
(MDS-ALS) form of all residents; 

• Classification of members into groups that are similar in resource utilization, as 
reflected in the AFC services classification groups defined in the Maine 
regulations; and 

• A weighting system that quantifies the relative cost of services for different 
subsets of members according to a time study that translates into a resource-
adjusted price.  

 

Table 5: Maine Resource Group and Weighting System 

 
 
 

Resource 
Group 

Medicaid  
Weight 

 

Resource Adjusted Price (Based 
on $42 Unadjusted Price 

Multiplied by MaineCare weight) 
 1 1.657 $69.59 

 2 1.210 $50.82 

 3 1.360 $57.12 

 4 1.027 $43.13 

 5 .924 $38.80 

 6 .804 $33.76 

 7 .551 $23.14 

 8 .551 $23.14 

 
There are eight resource-adjusted (case mix) groups, including one classification group 

used when members cannot be classified into one of the other seven classification groups. Each 
group has a specific resource adjusted weight, as follows: 
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Table 6: Maine Classification System 

Resident Group 
Resource 

Classification Group Short Description MaineCare 
Weight 

1 ADL=7-28 1.657 
ALS 7-9 

2 ADL=0-6 1.210 

3 ADL=3-28 1.360 
ALS 5-6 

4 ADL=0-1 1.027 

5 IADLB=12-18 .924 
ALS 2-4 

6 IADLB=10-11 .804 

ALS 0-1 or ALS 2-4 
and IADL 0-9 7 ALS 0-1 or ALS 2-4 

and IADL 0-9 .551 

ALS 0-1 8 Unclassified .551 

 
The Oregon Division of Seniors and People with Disabilities (SPD) covers adult foster 

care under the Medicaid home and community-based services waiver. Medicaid waiver 
payments include a base rate and up to three add-on payments. Separate payment rates are 
established for non-relative and relative adult foster homes (see Table 7). Non-relative homes 
receive a base payment of $969 per month in 2008, and relative homes receive a base rate of 
$740 a month. Both groups receive add-on payments of $237 per month. Add-on payments are 
made for clients who are dependent in mobility, eating, or toileting; clients who demonstrate 
behaviors that pose a risk to themselves or others and require frequent intervention; or clients 
with complex health conditions that require daily assessment, observation and monitoring by a 
licensed healthcare professional and the home has the capacity to provide the service. State 
officials indicated that they are developing an acuity-based payment methodology, and are 
currently examining private pay payment rates and the mix of private pay and Medicaid 
residents. In the interim, SPD proposed raising the basic payment by $260 per month to counter 
the ongoing decline of Medicaid adult foster home providers due to low rates.  
 

Oregon assigns waiver participants to one of 18 Service Priority Levels (SPL) based on 
information entered into the assessment. All home and community-based services participants, 
including those living in adult foster homes, must meet the SPL criteria to receive services. SPLs 
rate participants based on the amount of assistance needed with a specified ADL or a 
combination of specified ADLs and cognition assessments. Due to recent budget constraints, 
beneficiaries in levels 1-13 are eligible for home and community-based waiver services. The 
levels are described in Table 8. 
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Table 7: Oregon Adult Foster Care Payment Rates, 2008 

Payment Non-Relative 
Homes Relative Homes 

Base $969 $740 

Base plus 1 add-on  $1,206 $977 

Base plus 2 add-ons $1,443 $1,214 

Base plus 3 add-ons $1,680 $1,451 
 
 
 

Table 8: Oregon Service Priority Levels 

Oregon Service Priority Levels 

1.  Dependent in mobility, eating, 
elimination and cognition 10. Substantial assistance with mobility  

2. Dependent in mobility, eating, and 
cognition 

11. Minimal assistance with mobility and    
      assistance with elimination 

3. Dependent in mobility or cognition or 
eating 

12. Minimal assistance with mobility and 
      assistance with eating 

4. Dependent in elimination 13. Assistance with elimination 

5. Substantial assistance with mobility, 
assistance with elimination and eating 14. Assistance with eating 

6. Substantial assistance with mobility 
and assistance with eating 15. Minimal assistance with mobility  

7. Substantial assistance with mobility 
and assistance with elimination 16. Full Assistance in bathing or dressing 

8. Minimal assistance with mobility and 
assistance with eating and elimination 17. Assistance with bathing or dressing 

9. Assistance with eating and elimination 

18. Independent in above levels but 
requires structured living supervision for 
complex medical problems or a complex 
medication regimen 

 
 

Washington uses a case mix payment system for adult family homes and boarding homes 
that participate in Medicaid as assisted living facilities or adult residential care facilities. The 



 23 
 

payment tier is determined by an algorithm in the Comprehensive Assessment Reporting 
Evaluation (CARE) tool. In the mid 1990s, ADSA was directed by the legislature to develop a 
new classification and payment methodology that bases payment for services upon the client’s 
needs. The CARE tool improved collection of information about complex medical needs, 
cognitive impairment, and behavioral problems. The tool includes elements from the Minimum 
Data Set (MDS), the Mini-Mental Status Exam, the Center for Epidemiological Studies’ Iowa 
Depression Scale, the Cognitive Performance Scale, the Zarit Burden Scale, and an alcohol and 
substance abuse screening tool.  
 

A time study was conducted to obtain data on the relationship between service use and 
client characteristics. The eligibility algorithm incorporates activities of daily living, treatments 
and skin conditions, cognitive impairments requiring supervision due to memory impairment or 
impaired decision-making, and behaviors such as wandering: it is then used to score the 
information and assign the individual to one of 14 categories.6 

 
State officials noted that AFC participants have greater needs than other waiver 

participants. Fifty-nine percent of the participants in adult foster homes were in SPLs 1-3 in 
2005, compared to 35% of assisted living residents, 24% of in-home services clients, and 76% of 
residential care facility and nursing home residents. The Oregon legislature directed the 
Department of Seniors and People with Disabilities to construct an acuity-based reimbursement 
methodology that is setting-neutral. Staffs are considering a model that pays a base rate that 
covers 75-80% of the clients plus add-ons for the 15-20% of the clients with higher acuity or 
special needs.  
 

The Resource Classification Model (similar to the well-known RUGS system for nursing 
homes) is based on four types of information: clinically complex conditions, mood and behavior, 
cognitive performance, and ADLs. Based on combinations of these four areas, assessment data is 
assigned to one of fourteen groups in all care settings (adult family homes, assisted living, adult 
residential care, expanded adult residential care and in-home).  

 

• Clinical complexity is based on the presence of a health condition or treatments.  

• ADL and cognition scores, derived from the standardized scales, are combined with 
clinical complexity, and consumers meeting the clinical complexity criteria are 
assigned to groups 7-12. 

• Mood and behavior factors include a range of specific behaviors that may be current 
or that were addressed through current interventions. In other words, scores are not 
reduced if the person no longer engages in the problem behavior because of 
successful interventions, thus avoiding a perverse incentive.  

 

                                                 
6 Kane, Priester, Kane,& Mollica (2005). Available at: 
http://www.hpm.umn.edu/ltcresourcecenter/rebalancing_attachments/Washington%20Case%20Study%20Long%20
2005.pdf.  
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Table 9: Washington Resource Classification Algorithm 

Classification ADL Score Group 

ADL score 26-28 14 Exceptional care group (in home only)  
Diagnosis + ADL >=22 + Treatment + Programs ADL score 22-25 13 

ADL score 21-28 12 
ADL score 13-20 11 

Severely impaired cognition (CPS 4-6) 
And  
Clinically Complex ADL score 2-12 10 

ADL score 18-28 9 
ADL score 9-17 8 

Cognition intact-moderately impaired (CPS 0-3) 
and  
Clinically complex ADL score 2-8 7 

ADL score 15-28 6 
ADL score 6-14 5 

Mood & behavior – Yes 
Not clinically complex 
CPS = 1-6 ADL score 0-5 4 

ADL score 10-28 3 
ADL score 5-9 2 

Mood & behavior – No 
Not clinically complex 
CPS = 1-6 ADL score 0-4 1 

 
 

 
Like Oregon, at the direction of the state legislature, Washington is studying options for 

an acuity-based payment in residential settings. The legislature included $500,000 to create 
incentives for providers to serve higher acuity residents and allow residents to age-in-place. The 
process is likely to reduce rates for assisted living facilities. See Table 10 for the current adult 
family home payment rates.  
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Table 10: Washington Adult Family Home Payment Rates-July 2007  

King County Metropolitan 
areas Non-Metro Areas Classification 

Group 
Daily Rate Daily Rate Daily Rate 

A Low (1) $48.32 $48.32 $48.32 
A Med (2) $54.83 $52.66 $51.58 
A High (3) $61.35 $58.08 $57.01 
B Low (4) $48.32 $48.32 $48.32 
B Med (5) $61.35 $58.08 $57.01 
B High (6) $70.02 $66.77 $65.70 
C Low (7) $54.83 $52.66 $51.58 
C Med (8) $70.02 $66.77 $65.70 
C High (9) $91.73 $85.23 $81.98 
D Low (10) $70.02 $66.77 $65.70 
D Med (11) $78.72 $74.37 $72.20 
D High (12) $91.73 $85.23 $81.98 

  
In 2006, Wisconsin’s Medicaid spending for adult family homes totaled $569 million or 

17% of all Medicaid waiver spending. About $85 million was spent for elders and individuals 
with disabilities, and $312 million was spent for services to individuals with developmental 
disabilities.  
 

Medicaid waiver funds may be used to pay costs for care and supervision services 
provided to participants residing in the AFH. Rates for Medicaid waiver services are negotiated 
between the provider and the county, based on the provider’s costs. Providers submit a rate sheet 
to the county based on allowable costs. Examples of costs related to care and supervision include 
staff salaries and fringe benefits, FICA, workers compensation, unemployment compensation, 
staff travel, resident travel, administrative overhead, staff/agency liability insurance, and staff 
development and education materials. The waiver program makes reimbursements based on 
actual incurred costs, which are subject to contract negotiation. Counties determine rates with 
providers, subject to federal Medicaid requirements and the Department of Health and Family 
Service’s (DHFS) Allowable Cost Policy Manual. 

 
Section 2: Quality Oversight of Adult Foster Homes 

Background 

As states move to include AFH in their systems of long-term care services and supports, 
consideration must be given to how program managers can confidently monitor and manage the 
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quality of care provided. In this section, we examine components of state quality management 
systems for AFH, including oversight authority, functions and relationships across the various 
oversight entities, complaint and critical incident reporting, and performance measurement and 
improvement activities. Since AFH is included as a HCBS waiver service in four of the states we 
studied (Arizona, Oregon, Washington, and Wisconsin), we also address how quality oversight 
fits into the broader quality management systems developed for state waiver programs. State 
authority and interest in quality oversight for AFH centers around four primary levers that hold 
AFHs accountable for meeting specific quality-related expectations. 
 

State license/certification 

The five states all require AFHs to be licensed, with the exception of homes with up to 
two beds in Wisconsin that are certified. Licensing/certification requirements establish minimum 
conditions for operation, including fire and safety standards, care assessment, staffing, and 
reporting requirements. All states conduct an onsite review of AFH homes at the time of initial 
license/certification and again at renewal. The term of a license varies across the states from one 
to two years and may be adjusted based on prior performance.  
 

Arizona has a two-step process when an AFH is first established. An initial survey, 
leading to a provisional license, is conducted prior to placement of any residents to assure 
compliance with structural and procedural requirements. A second survey is scheduled after 
residents are placed to assess that policies are being effectively implemented and that staffing is 
adequate to meet resident needs. No more than six months time can elapse between the two 
surveys without having the provisional license terminated.  
 

Wisconsin conducts surveys every two years after the facility receives its initial license. 
Wisconsin uses a survey process that recognizes good providers with a less intensive survey 
called an “abbreviated survey.” Certification for one to two person AFHs is renewed annually. 

 
In all the states, complaints or incidents may trigger additional reviews and investigations by 
state licensing/certification agencies. AFHs must develop corrective action plans when 
deficiencies are found during routine or special onsite reviews. Depending on the nature of the 
violation or its persistency, states use various enforcement actions, including termination of 
license, suspension of placement, or payment penalties. As part of its enforcement options, 
Wisconsin may require an AFH to seek consultation or training to correct a problem, at its own 
expense. 
 

Payment 

AFHs are required to become participating providers if they are to be reimbursed under 
Medicaid. While provider agreements tend to be procedural rather than substantive, the ability to 
terminate reimbursement is a powerful tool in a state’s range of interventions when quality 
problems persist. All study states described the importance of working with the Medicaid agency 
to hold or terminate payment when providers fail to address serious deficiencies. 
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Federal waiver assurances 

AFHs providing care to HCBS waiver participants are part of a broader system of quality 
oversight conducted by the state Medicaid agency and waiver program office to assure 
compliance with CMS waiver assurances. HCBS waivers are required to have quality 
management systems that, in addition to ongoing monitoring, produce “evidence” documenting 
that the program is effectively assessing the needs of waiver participants, remediating individual 
problems, and making system improvements to reduce the recurrence of quality issues. In 
developing their evidence, states rely on data collected through program operations (e.g., care 
plans, claims, complaints, critical incidents, participant surveys) and findings from onsite 
reviews that frequently include sample chart reviews of participants, provider agencies, and 
direct care workers. Onsite reviews may be conducted by state licensing agencies, waiver 
program staff, or rely on findings from reviews conducted by case management agencies or 
managed care organizations (MCOs) as part of their contractual obligations.  
   

Most states (including the four studied for this report that include AFH as a waiver 
service- AZ, OR, WA and WI) aggregate monitoring results across all participants served by a 
specific waiver program. Thus, the experience of participants served through AFHs may not be 
separated from those served through the waiver in their own homes or other settings of care. As 
AFH participation increases and enrollment allows for valid sample sizes, states expect that they 
will be able to better discern trends by specific setting of care. The Program Review Team in 
Oregon’s Division of Seniors and People with Disabilities reviews care by settings of care, 
although aggregates findings in its evidence report. Washington state’s Quality Assurance Unit 
within the Home and Community Services Division of ADSA conducts annual audits and 
stratifies findings from AFH and boarding home residents separate from other waiver 
participants to assess program quality (provider oversight and quality assurance activities are 
performed by the licensing and certification division of ADSA, Residential Care Services). Six 
percent of active files are assessed to review eligibility determination, qualified providers, and 
accurate authorization/payment of services. Later, under PERFORMANCE MEASUREMENT, we 
discuss efforts in Wisconsin and Maine where use of their electronic assessment systems allows 
these states to analyze AFHs separate from other settings of care and to analyze quality across 
and within settings of care.  

 

Contracts  

Wisconsin contracts with counties and managed care organizations, and Arizona 
contracts with managed care organizations (MCOs) to monitor service plans and participant 
health and welfare, and to respond to incidents for participants living in AFHs who are also 
served on the waiver program. Given that these activities form the bedrock for quality of care, 
these states implement oversight mechanisms to assure that contractual requirements are being 
met. In addition to direct oversight by the state Medicaid agency (see FEDERAL WAIVER 
ASSURANCES), these states also rely on external independent entities to assure quality of care.  
 

Wisconsin contracts with counties or managed care organizations to administer HCBS 
waiver programs, including direct oversight of service delivery. Agreements set expectations for 
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counties or MCOs to monitor the quality of AFHs, including the frequency and nature of 
periodic onsite reviews to assure compliance with CMS waiver assurances and other 
requirements. Under Wisconsin’s waivers, the state or subcontract agency, depending on the 
waiver, monitors the provision of case management services to participants (including AFH 
residents) by the counties or MCOs. Wisconsin is in the process of redesigning its long-term care 
system to allow eligible residents a choice to participate in a managed care organization or a 
Medicaid fee-for-service program. By 2011, this choice will be available statewide. After full 
implementation, the state will no longer contract with counties, but with MCOs and an 
independent consultant agency to perform these functions.  
 

Arizona contracts with managed care organizations to provide HCBS services and 
supports within a defined geographic service area and to oversee their quality. The MCO 
contracts directly with providers, including AFHs, under terms set by the MCO and its contract 
with the state.  
 

In Arizona, the MCO is subject to an independent evaluation by a federally designated 
External Quality Review Organizations (EQRO). Every year, the EQRO must validate that each 
MCO is meeting the terms of its contract with the state. A portion of that audit includes the 
random selection of care provided in residential care facilities, including AFHs. The MCO in 
Maricopa County contracts with the Foundation for Senior Living to provide regular oversight of 
its quality management activities, including onsite reviews of AFHs every three years.  
  

Role of collaboration in quality oversight 

The states we studied stressed the value of integrating the oversight activities that happen 
under their multiple oversight authorities by establishing venues for sharing results, interpreting 
findings, and designing interventions for improving quality. Arizona and Wisconsin make certain 
that state agencies, Medicaid, counties/managed care organizations, and ombuds offices notify 
each other of review activities pertaining to AFHs. Given that any one agency may lack a 
complete assessment of an AFH, the pooling of results offers the chance to collectively 
determine whether systemic problems exist and which entity(ies) is in the best position to affect 
positive change. By putting others on alert when problems are identified, the state strengthens its 
capacity to respond quickly and consistently from multiple fronts. States emphasized that sub-
state entities must also be encouraged to readily share findings/concerns with state agencies so 
that timely, appropriate, and coordinated action can be taken. 
 

Physical proximity eases the task of collaboration in Washington, where regulatory and 
case management staffs are usually co-located in offices around the state. Regularly scheduled 
meetings between Wisconsin state licensure staff, state Medicaid staff and county Human 
Services Directors was seen as another important avenue for facilitating communication on 
quality issues.  
 

State ombuds programs play important roles in quality oversight by bringing problems to 
the attention of those who can take action. Oregon, Wisconsin, and Washington have very active 
ombuds programs, with workers given access to facility and participant records.  
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Provider engagement 

States use advisory groups to collaborate with the provider community and with 
consumers. An Assisted Living Forum in Wisconsin addresses issues across the spectrum of 
HCBS care and shares results with work groups focused on specific provider groups, including 
an AFH workgroup. Washington consults with its Adult Family Home Advisory Committee on 
policy issues that are likely to impact their practice. The committee is composed of providers, 
the state ombuds program, a member from the statewide resident council, and two family or 
consumer members. In Oregon, an independent AFH providers association has been developed. 

 
Arizona meets quarterly with its trade organizations and sends quarterly newsletters/alerts 

to AFH providers on survey findings and pending policy changes. Wisconsin’s Division of 
Quality Assurance publishes quarterly provider updates on rule revisions, best practices, 
upcoming trainings, and alerts on common complaints or incidents. Washington surveys its 
providers after each licensure renewal to assess their perceptions of the process and how it can be 
improved. 
 

Case management 

The following section describes state case management activities under federal 
regulations in effect prior to March 4, 2008. New case management regulation took effect on 
March 4, 2008, which may lead to changes in the way states structure activities related to quality 
management.  
 

Case management is often viewed as the eyes and ears of the state. The responsibilities of 
case management may vary, but all states have some form of formal monitoring that is required 
to identify and resolve potential problems or monitor changes in status. All states but Maine 
provide case management services to AFH participants.  
 

Case managers work for the state, county, or in Arizona and Wisconsin for an MCO. 
Case management provided to AFH residents is the same as that provided more generally under 
a state’s Medicaid waiver. The role of case managers is generally the same across the states with 
the exception of their involvement in assessments and service plans. Case managers in Arizona, 
Washington, and Wisconsin conduct assessments of AFH participants; in Maine and Oregon the 
assessment is done by the AFH provider. In all states, AFH providers are involved in developing 
the care plan, which also may include the case manager. In Washington, the care plan is initiated 
by the state social worker. The AFH then works with the client to negotiate the care plan to meet 
the resident’s preferences. Case managers must sign off on the negotiated care plan.  
 

Other case management functions that are similar across the five states include:  
 

• periodically monitoring the implementation of the service plan and participant health and 
welfare ; 

• coordinating access to services that may be required outside of the AFH; and 
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• identifying and responding to alleged instances of abuse, neglect, and exploitation that 
involve Medicaid participants  

 
In addition, case managers in Washington are responsible for making referrals to nurse 

consultants. Protocols in this state have been established to alert case managers to situations that 
may warrant a referral. Many of these triggers involve a condition or change in status that 
impacts a client’s assessment or service planning and delivery. Examples include changing or 
unstable diagnoses that may be evidenced by more than one hospitalization in six months, 
medication regimens that are complex, or changes in nutritional status such as poor appetite or 
appetite change with weight loss or gain. While not providing direct care, nurse consultants may 
review the assessment and service plan, provide a nursing assessment/reassessment, instruct care 
providers and clients, coordinate care and health resources, or evaluate the health-related care 
needs affecting the service plan and delivery. Oregon has a similar program whereby nurses are 
available to consult with AFH providers and provide training on specialized needs. In Arizona 
and Wisconsin, case managers serve a more general role in coordinating access to medical 
services, but provide no direct nurse consultation. The transition to Family Care Partnership in 
some parts of Wisconsin, wherein acute and primary medical care and long-term care supports 
will be integrated into a single payment and delivery system, is expected to enhance the role of 
case managers in detecting and following up on medical issues.  
 

Case managers are required to have face-to-face contact at intervals ranging from 3 
(Arizona, Wisconsin) to 12 months (Oregon, Washington) to assess the resident’s need and 
determine if the care plan remains relevant. In Maine, there is no case manager, but a nurse is 
required to review and sign the care plan every three months. States reported that case managers 
frequently exceed the minimum in-person contact and are required to visit a participant 
whenever there is a change in status, regardless of the contact interval.   
 

In some states, case management may be involved in the investigation and remediation of 
complaints and incidents. Case managers may also keep records of complaints received. In 
Wisconsin and Oregon, the case manager might also be the Adult Protective Services Worker, as 
well as the surveyor for licensure. This has occurred occasionally in rural parts of the state, 
where there are insufficient staff to fill all roles.  
 

In Maine, Medicaid requires that a professional nurse monitor the status and needs of 
each resident when medically necessary in the RN’s professional judgment and at least every 
90 days. The RN shall review the comprehensive assessment, progress notes, and medications, 
discuss their status with the provider, see the individual face-to-face if medically necessary, 
and initial and date the service plan at least every 90 days. This information must be 
maintained in the record, together with recommendations of the RN concerning their health 
care. 

 

Critical incidents and complaints 

Critical incidents usually involve an occurrence or event that may cause harm to a 
resident. One category of critical incidents refers to suspected cases of abuse, neglect, or 
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exploitation, which all states and providers are required to report to Protective Services or the 
state. The scope of required reporting beyond abuse and neglect varies by state, and often by 
program within a state. All five states have critical incident reporting systems (beyond abuse and 
neglect) that apply to AFH providers. None of these systems is unique to AFHs, but apply more 
generally to waiver service providers and/or residential care settings.    
 

When a critical incident occurs, states have protocols that must be followed. These 
include who must be contacted about the incident, how the incident is documented, who 
investigates the incident, and how findings from the investigation and follow-up are handled. In 
Wisconsin, incidents in 3-4 person AFHs are reported to the State Division of Quality Assurance, 
which is responsible for licensure. Incidents in 1-2 person AFHs are reported to the county that 
certifies the AFH. In Arizona, incidents impacting a resident’s health and safety must be reported 
to the resident’s representative, the primary care provider, emergency response team, the case 
manager, and the resident’s emergency contact, if applicable.  
 

Table 11 identifies incidents that must be reported by licensed AFHs in Wisconsin.  
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Table 11: Wisconsin Reporting Requirements and Time Frame for Reporting  7 

Required Incident 
Reports Description Time Frame for 

Reporting 
Known or suspected abuse 
or neglect 

Known or reasonable cause to suspect that a resident 
has been abused or neglected Immediately 

Allegations of abuse, 
neglect or exploitation 

Allegations of abuse, neglect or exploitation of an 
adult-at-risk and any one of these conditions are true: 
• the adult-at-risk asks for a report to be made; 
• reason to believe the adult-at-risk is at imminent 

risk or serious bodily harm, death, sexual assault, 
or significant property loss; 

• other adults-at-risk are at risk of serious bodily 
harm, death, sexual assault, or significant property 
loss inflicted by the suspected perpetrator 

Immediately 

Change in resident’s status 

Any significant change in a resident’s status, such as, 
but not limited to, an accident requiring 
hospitalization, elopement from the home, or a 
reportable death. A death is to be reported if there is 
reasonable cause to believe the death was due to use 
of a physical restraint or psychotropic medication, 
was a suicide, or was accidental. 

24 hours 

Licensee or service 
provider involvement with 
criminal case 

If the licensee or service provider has pending, has 
been charged with, or convicted of any crime that is 
substantially related to caring for dependent persons 

48 hours 

Death due to incident Any death due to incident or accident not due to use 
of a restraint, psychotropic medications, or suicide. 3 days 

Change in type or services 
provided 

Significant and ongoing change in type or amount of 
services the licensee offers to provide, if it adversely 
affects any resident needing the service 

7 days 

Change in household 
members (living in home 
but not a resident) 

Any change in the home’s structure or damages to the 
home that may present a hazard to residents 7 days 

Caregiver misconduct 

Incidents of caregiver misconduct if the incident 
meets reporting requirements. AFH providers are 
required to conduct a complete investigation of 
allegations of caregiver misconduct (abuse, neglect, 
misappropriation of property) and injuries of 
unknown source. The provider must report the 
incident if there is reason to believe they have 
sufficient evidence, or another regulatory authority 
could obtain the evidence, to show the alleged 
incident occurred AND there is reason to believe the 
incident meets, or could meet, the definition of abuse, 

7 days 

                                                 
7 State of Wisconsin. (2007) DQA Memo 07-018. Available at: 
http://www.rsawisconsin.org/resources/ALForumHandouts/20071113/DQA%2007-018.pdf 
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Required Incident 
Reports Description Time Frame for 

Reporting 
neglect, or misappropriation. 

 
Responsibility for investigating a critical incident varies. Protective Services is the lead 

agency in four states for incidents involving suspected abuse or neglect, but it will frequently 
bring in state licensing agencies or care managers to assist with investigations. For other critical 
incidents, the licensing agency takes the lead in Arizona, Maine, Oregon, and Wisconsin. In 
Washington, a complaint resolution unit within the licensing division of the agency investigates 
incidents abuse, neglect, and incidents involving any resident living in a licensed AFH, nursing 
home, or assisted living setting. The lead agency may involve others in an investigation. For 
example, case managers in Oregon review lower-level incidents and often accompany the 
licensing agency when investigating more serious incidents. In small rural communities, Oregon 
and Wisconsin reported that the same person could be the Protective Services representative, 
licensing agent, and case manager. 
 

Complaints can include any issue involving the AFH, case manager, or other service 
providers involved in a client’s care that is not at the level of potential harm to a resident. The 
five states all reported having complaint systems, although some were more formally defined and 
administered than others. The complaint resolution unit in Washington receives complaints as 
well as critical incidents that are prioritized for investigation by the licensing agency. Whereas 
most states tend to have centralized reporting systems for critical incidents, not all states track 
and trend complaints. In Maine, a central database of all AFH complaints is used for tracking. 
Since complaints are often lower in significance than incidents, states place greater responsibility 
on AFHs and case management agencies to investigate and resolve them. When resolution 
cannot be reached, licensing agencies may become involved. In states like Washington, 
Wisconsin, and Arizona, complaints are prioritized for investigations.  

 
Complaints about Maine’s Adult Family Care Homes are included with all other Level III 

facilities other than Family Care Homes, and could not be broken out separately.  

Table 12: Wisconsin Adult Family Homes: Ranking of Complaint Investigations by 
Subject 8 

 2002 
(n=235) 

2003 
(n=245) 

2004 
(n=266) 

2005 
(n=256) 

2006 
(n=322) 

2007 
(n=317) 

Supervision 3 4 5 5 9 6 

Resident rights 2 3 3 3 1 1 

Abuse 8 10 6 2 5 3 

Resident behavior/facility practice 5 1 2 10 12 5 

Nutrition and food services 8 8 10 7 5 8 

Medications 6 6 6 5 4 4 

                                                 
8 A ranking of 1 means the highest number of complaints were in this area.  
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Administration 1 2 1 1 2 2 

Program services 4 5 4 4 3 7 
 

Wisconsin reports that approximately 15 percent of licensed AFH providers make up the 
complaints they receive.9 Typical complaints received can include resident rights, issues with 
medications, and program services. Complaints and critical incidents are the timeliest way for a 
state to monitor quality. Reporting of these events can potentially prevent further problems from 
occurring in a home. The challenge of monitoring AFH is the close working relationship 
between the AFH provider and clients and potential reluctance to report problems. The AFH 
provider may be relied upon to not only report complaints and incidents, but also be responsible 
for investigation. This dual role is cause for states to find ways to break down barriers to 
reporting adverse events and promote a culture of open dialogue that encourages learning from 
mistakes.  
 

Performance measurement 

Monitoring the quality of care to individuals is largely the responsibility of case 
managers. The purpose of performance measurement is to assess how well entire programs are 
doing, such as HCBS waiver programs, adult foster homes, or assisted living. Maine can 
generate standardized quality indicators for AFH using data obtained from its electronic 
assessment database. The assessment, known as the Minimum Data Set (MDS)-Residential Care, 
is a modification of the federally mandated MDS for nursing facilities. By using a standardized 
tool, Maine has ready access to aggregate and person-specific change indicators that have been 
nationally developed and tested. Maine can also monitor quality across settings of care (e.g., 
nursing facility, assisted living, and adult foster care homes) or across providers within one 
setting of care. A list of quality indicators for AFH in Maine is presented in Table 11. Many of 
these same indicators are available for other long-term care settings, as well.  

Arizona and Oregon generally do not calculate performance measures specific to AFH. 
Washington has done limited performance measurement using service plans and assessment data. 
Given the small sample sizes of their record reviews, these states tend to aggregate AFH findings 
with those of a broader population, such as all participants of a specific waiver program. There 
is, however, an opportunity in all five states to track specific participant characteristics that may 
suggest the need for more intense monitoring (see section on Case Management). 

                                                 
9 Wisconsin Bureau of Quality Assurance, March 6, 2008 – data reported for 2007. 
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Table 13: Maine Adult Foster Home Quality Indicators 

Maine Adult Foster Home Quality Indicators 

 

Prevalence of Bladder Incontinence Incidence of Improvement in Late Loss 
ADLs 

Prevalence of Bowel Incontinence Incidence of Improvement in Early Loss 
ADLs 

Prevalence of Falls Prevalence of Emergency Room Visits 
without Overnight Stay 

Prevalence of Behavioral Symptoms Prevalence of Psychiatric Hospital Stays in 
last 6 months 

Prevalence of Resident using 9 or more 
Medications 

Prevalence of Hospital Stays in last 6 
months 

Prevalence of Cognitive Impairment Prevalence of Weight Loss 

Prevalence of Little or No Activity Prevalence of Wheelchair as Primary 
Mode of Locomotion 

Prevalence of Anti-Psychotic drugs Prevalence of High Case Mix Index 
Prevalence of Awake at Night Prevalence of Pain 

Prevalence of Communication Difficulties Prevalence of Pain Interfering without Pain 
Management 

Prevalence of Signs of Distress or 
Sad/Anxious Mood 

Prevalence of Anti-Psychotic use in 
Absence of Diagnosis 

Incidence of Decline in Late Loss ADLs Prevalence of Ulcers due to Any Cause 
Incidence of Decline in Early Loss ADLs Prevalence of Fecal Impaction 
 

Major discovery methods and data sources 

In assessing the performance of AFHs, states rely on six major discovery methods. As 
previously discussed, although these data are specific to AFH, often they are analyzed as part of 
a waiver program or together with all residential care settings, given the otherwise small 
numbers that may not be statistically valid. 

Most data are not publicly reported but, in the case of survey findings, complaints and 
incidents may be in the public domain. The exception is found in Oregon where information on 
complaints and corrective actions are regularly posted on the program’s website.  
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Table 14: Major Discovery Methods for Assessing AFH Quality 

Discovery Method Potential Uses 

Licensing/certification survey 
findings 

• Target areas for improvement; provider training 
• Determination of qualified AFH providers 

Participant assessment data 
• Assess service plan against identified needs 
• Evaluate outcomes and change over time 
• Identify at-risk participants 

Audits of case management 
agencies/counties/MCOs 

• Timeliness and accuracy of level of care 
determination and service plan for AFH 
participants 

• Service plan implementation 
• Qualifications of direct care workers 
• Adequacy of risk management activities in AFH 

Complaint/incident reporting 
• Remediation of individual problems 
• Analysis of trends; identification of system 

improvements 

Participant interviews/surveys 
• Participant experience and outcomes in AFH 
• Assess whether service plans are meeting 

participant’s needs 

Claims data 
• Service use; comparison with service plans 
• Avoidable hospitalization, ER rates 
• Use of preventive services 

 

Technical assistance to improve AFH quality 

States identified approaches for building capacity within AFH to improve quality care and 
outcomes.  

• Arizona’s managed care organization in Maricopa County contracts with the Foundation for 
Senior Living which, in addition to conducting quality of care reviews, provides limited 
technical assistance to providers when problems are identified. 

• Washington established full-time positions to provide technical assistance to new AFH 
providers. Ninety days after receiving a license, a person in this position returns to the 
facility to provide technical assistance associated with start-up. 

• When deficiencies are noted during on-site licensure surveys, Wisconsin may require 
facilities to seek technical consultation or training related to the area of concern at their own 
expense. When Wisconsin changed its survey process in 2004, administrators added a 
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component to allow surveyors to provide technical assistance and refer providers to accepted 
standards of practice while on survey. 

All states noted that on-going training is essential to maintaining quality AFHs. Some 
training programs are part of mandatory training for license/certification (e.g., Maine requires its 
Level 3 and 4 AFH providers to participate in a 40-hour curriculum upon initial license and 
every 2 years thereafter) while others are made available for those wishing to enhance skills in 
particular areas (e.g., Oregon is developing online self-study manuals to enhance provider 
competencies).   
 

Conclusions  

 A state that spends 50% of its money on institutions and 50% on home and community-
based care does not necessarily have a “balanced” program. A balanced home and community-
based care program provides different types of in-home services, plus small and larger residential 
alternatives. During the meeting of the five states, participants recommended the following steps 
to develop adult foster care resources: 
 

• State officials need to define the purpose of the program and define the model; 

• Licensing or certification standards must be developed and promulgated;  

• Consider the impact of the IRS code when developing the mode and recruiting 
providers;  

• Determine how you will define and treat relative providers;  

• Work with the ombudsman and other stakeholders to address level of care and 
quality oversight issues; 

• Understand the political climate and the perspective of different stakeholders;  

• Identify states with similar systems to learn from their experience;  

• Develop rates based on the acuity level of expected participants; 

• Consider a pilot program with an evaluation done by a local university before 
finalizing the model and the rate structure;  

• Work with the state and/or local Fire Marshalls to clarify their role and fire safety 
requirements; 

• Determine how will you deal with temporary absences;  

• Review the need for and cost of liability insurance and the impact of homeowners 
insurance for owner occupied models; and  

• Consider specialized requirements for individuals with dementia, traumatic brain 
injuries others with special needs.  
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States identified areas of quality concerns that challenge AFHs:   

• Residents are becoming more frail, requiring medication management and timely 
access to medical care (WI); 

• Behaviors are more challenging, disrupting routines and the harmony of the AFH 
(WI); 

• Increased use of restraints (WI); 

• Home-based, as compared to those run under a corporate manager, may be prone 
to caregiver stress, divorces, family dynamics, and alcoholism (AZ); 

• Lack of advance directives to guide end of life decisions (ME); 

• Need for more scheduled activities for residents, including use of adult day care 
programs (WA); 

• Skin breakdowns (WA);  

• Most states identified behavioral and mental health issues as a growing area 
where specialist consults are needed; and  

• Medication errors and drug diversion (ME).   

The study states concurred that AFHs offer an important alternative to older persons and 
persons with disabilities wishing to live in the community, but unable to do so on their own. 
They felt strongly that these homes have internal and external controls that positively influence 
the quality of care. Internally, states stressed the dedication and commitment of AFH providers 
who know their residents well and treat them as they would members of their own families. AFH 
providers are embedded in their communities, and so they are more closely observed by those 
around them. Externally, there are many formal and informal oversight entities in regular contact 
with AFH providers and their residents. The eyes and ears of partners promote close 
communication and timely remediation when problems are identified.  

States emphasized the importance of maintaining collaborative oversight and open 
communication among all those who come into contact with AFH providers and their residents. 
States also spoke of the value that training and consultation can play in enhancing quality, given 
the increasing complexity of most residents.    
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