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Introduction 
 
This Working Paper is the fifth in a series of reports that explores key policy issues 
arising from the United States Supreme Court’s decision in Olmstead v. L.C.,1 which 
held that the medically unnecessary placement of individuals with disabilities in 
institutional settings violates the public services portion of the Americans with 
Disabilities Act (ADA).2  Specifically, this Working Paper examines how states have 
responded to the Court’s suggestion regarding the development of comprehensive, 
effectively working plans for placing qualified persons with disabilities in less restrictive 
settings as a way of satisfying the ADA’s “reasonable modifications” requirement. 
 
We begin this Working Paper with a brief overview of the reasonable modifications 
requirement3 and the Olmstead decision.  We then describe the results of our review of 
several states’ community integration plans, and conclude that the full implementation 
of the plans could allow additional numbers of qualified persons with disabilities to live 
in less restrictive settings.   
 
 
Background  
 
The ADA is grounded in the notion of community integration and requires public 
entities to administer their programs in “the most integrated setting appropriate to the 
needs of” a qualified individual with a disability.4  To this end, the ADA’s implementing 
regulations also require that a covered entity make reasonable modifications in programs 
and activities in order to avoid discrimination, unless it can show that the modification 
would fundamentally alter the nature of the program or activity: 

A public entity shall make reasonable modifications in policies, practices, 
or procedures when the modifications are necessary to avoid 
discrimination on the basis of disability, unless the public entity can 
demonstrate that making the modification would fundamentally alter the 
nature of the service, program, or activity.5   

The rules further require the public entity to prove that a proposed modification exceeds 
reasonable levels and rises to the level of a fundamental alteration.6 
 

                                                 
1 527 U.S. 581 (1999). 
2 42 U.S.C. §§12101 et seq. 
3 We discuss this requirement more broadly in the third Working Paper in this series: Rosenbaum S., Teitelbaum J., 
and Stewart A. The Americans with Disabilities Act and Community Integration: Understanding the Concept of 
‘Fundamental Alteration.’  
4 28 C.F.R. §130(d). 
5 28 C.F.R. §35.130(b)(7).  Fundamental alterations may include undue financial and administrative burdens. Final 
Rule implementing 28 C.F.R. §35.135(a)(3). 
6 “The burden of proving that compliance . . . would fundamentally alter the nature of a service, program, or activity or 
would result in undue financial and administrative burdens rests with the public entity.”  Final Rule implementing 28 
C.F.R. §35.135(a)(3). 
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While the Supreme Court in Olmstead found that the inappropriate institutionalization 
of individuals with disabilities constitutes discrimination under the ADA, it also 
suggested that a state could establish compliance with the ADA’s reasonable 
modifications requirement if, in part, it was able to “demonstrate that it had a 
comprehensive, effectively working plan for placing qualified persons with . . . disabilities 
in less restrictive settings . . . .”7 

 
The federal government picked up on this suggestion and, in the form of guidance to 
state Medicaid directors, “strongly urge[d] states to increase access to community-based 
services for individuals with disabilities by developing comprehensive, effectively 
working plans for ensuring compliance with the ADA.”8  Recognizing that states are 
obligated to formulate and implement their service programs in ways best suited for their 
particular communities, the guidance nonetheless outlined “key principles and practices 
for states to consider as they develop plans.”9 
 
As of May 2002, we identified 14 states that had completed what we collectively refer to 
as “state Olmstead plans.”10  We identified these states through a comprehensive 
literature review and through discussions with independent experts, advocates, and state 
officials.  Plans were then obtained directly from official state web sites.11 
 
Although a few states indicated either in the planning documents themselves or in 
discussions with the authors that their plans were not produced as a direct response to 
the decision,12 because Olmstead now provides the legal framework within which states 
must operate programs and initiatives aimed at increasing community integration of 
disabled individuals, the plans provide a valuable snapshot of the methods and strategies 
states are employing to conform to the Court’s decision and Federal guidance. 
 
In order to analyze how states have thus far developed community integration in light of 
Olmstead, and based on information drawn from our literature review and discussions 
with interested stakeholders, we reviewed the 14 State Olmstead plans for the degree to 
which states address the following six elements: 
 

1. Degree of stakeholder involvement in plan development.  

                                                 
7 527 U.S. at 605-06. 
8 Health Care Finance Administration, Guidance on Olmstead Decision and Fact Sheet (Jan. 14, 2000) (letter from 
Timothy M. Westmoreland, Director of Center for Medicaid and State Operations, and Thomas Perez, Director of 
Office for Civil Rights, to all State Medicaid Directors), available at http://www.hcfa.gov/medicaid/smd1140a.htm. 
9 Id. 
10 The states with completed plans are Arizona, Connecticut, Indiana, Iowa, Maryland, Mississippi, Missouri, 
Montana, North Carolina, Ohio, Texas, Utah, Washington, and Wyoming. 
11 For a list of these web sites, see Appendix B.  Since this report was written, Connecticut has published a different 
edition of their Plan.  The new edition is dated March, 2002, and the website information in Appendix B refers to the 
latest edition. 
12 Utah’s plan, for example, notes that “[a]lthough this Comprehensive State Plan for Public Services in the Most 
Appropriate Integrated Setting . . . refers to the Olmstead decision, this Plan is broader than Olmstead, and it is meant 
to reflect the overall direction and planning process for public services provided to the diverse disabled population 
served by the long-term care system.” Utah Plan, p. 1. 
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2. Provision of individual assessments to determine the appropriateness for 
community services.  

3. Identification of information regarding current services and levels of need.  
4. Information provided to affected individuals.  
5. Implementation of quality assurance programs.  
6. Identification of funding sources. 

 
Table 1 summarizes the extent to which states address these elements.  In the next 
section, we describe the results from our analysis and provide sample plan language in 
each of the six areas. 
 
Table 1 

Reviewed Elements in State Plans 
 

State 
 

Stakeholder 
Involvement 

Individual 
Assessment 

Baseline 
Information 

Information 
to Affected 
Individuals 

Quality 
Assurance/ 

Accountability 

 
Funding 

Arizona X X X X X X 
Connecticut X X X X X X 
Indiana X   X X X 
Iowa X X X X  X 
Maryland X X X  X X 
Mississippi X X X X  X 
Missouri X X X X X  
Montana X X  X X X 
N. Carolina X X X X X X 
Ohio X  X X X X 
Texas X X X X X X 
Utah X X X X X  
Washington X  X  X X 
Wyoming X X X  X X 
TOTALS 14 11 12 11 12 12 

 
 
Findings  
 
Overall, as Table 1 demonstrates, our analysis of the 14 Olmstead plans reveals that most 
states included language on nearly all of the elements outlined above, albeit to varying 
degrees.  The following section outlines the elements reviewed in the state plans. 
 
Stakeholder Involvement 
• Stakeholder involvement in plan development is viewed as critical to success, as all 

14 states implemented strategies to ensure meaningful participation from a broad 
range of individuals including persons with disabilities, their families and 
representatives, care providers, advocates, and government representatives.  

 

Implementing Community Integration -- 5   



Individual Assessment 
• Eleven states identified the need to implement processes for the evaluation of 

individuals with disabilities regarding the appropriateness of community services that 
are more extensive than the assessment procedures required by the Federal 
government.13 

 
Baseline Information 
• Twelve states have benchmarked their current service systems and the number of 

disabled individuals receiving services.   Some state plans included projections for 
future growth in the numbers of persons with disabilities. 

 
Information to Affected Individuals 
• Eleven states included methods to provide information about community services to 

individuals who may be eligible to receive those services, and some provide 
information about non-institutional living options and the right to appeal any 
adverse decision. 

 
Quality Assurance 
• Twelve states included annual consumer satisfaction surveys as a method of 

monitoring the quality of their community integration programs, and several plan to 
develop and test quality measurement tools that target various outcome measures. 

 
Funding Strategies 
Twelve states addressed the financing of their community placement programs: 
 

• Most expect to expand home- and community-based services by utilizing greater 
amounts of Medicaid funds, either through the expansion of current programs or 
the initiation of new programs. 

• Some passed legislation to provide increased wages for direct support workers and 
other providers. 

• Some intend to utilize non-federal funds, such as Arizona’s allocation of Tobacco 
Settlement monies to increase community services, or Texas’ request for state 
funds to provide children with complex needs expanded alternatives to 
institutional care through increased adoption assistance and foster placements. 

 
 
Stakeholder Involvement in Plan Development 
 
This principle addresses a state’s strategies to provide for the meaningful inclusion of 
persons with disabilities, their families, advocates, government agencies, and service 
providers in all stages of plan development.  All of the reviewed plans outlined strategies 
to encourage the participation of these stakeholders in plan development. 
 
                                                 
13 We discuss individual assessments more fully in the fourth Working Paper in this series.  Rosenbaum S., Teitelbaum 
J., Bartoshesky A., and Stewart A. Community Integration: The Role of Individual Assessments.  
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Iowa’s plan, excerpted here, highlights typical activities undertaken to obtain input from 
various stakeholders. 
 

The Planning Process for Iowa 
From October 20, 2000 through January 19, 2001, a total of 20 Olmstead 
Teamwork Meetings were held across the State of Iowa to gather input 
from consumers of disability-related services, family members, and other 
persons interested in the disability-related service system in our state.  . . .  
 
The Teamwork Meetings were scheduled with the cooperation of Iowa’s 
seven regional Centers for Independent Living and Iowa’s 13 regional 
Area Agencies on Aging.  The schedule included meetings at the 
Glenwood and Woodward Resource Centers, which provide services to 
individuals with mental retardation and related conditions, and at two of 
Iowa’s four Mental Health Institutes (Cherokee and Independence), 
which provide services to individuals with mental illnesses.  . . .  
 
In January 2001, a statewide Steering Committee was formed to begin the 
development of a draft plan for Iowa.  This Steering Committee, 
comprised of individuals with disabilities, parents of children with 
disabilities, and other family members, met for three day-long sessions in 
February and March 2001 to take the initial steps in developing a 
“strategic plan” for the State of Iowa to improve the availability of 
comprehensive community services.  The committee’s efforts were 
principally based on the Report on the Olmstead Teamwork Meetings for 
Iowa, which outlined the input gathered during the public meeting 
process.  . . .   
 
(Iowa Protection & Advocacy) 
This group of individuals with disabilities and family members completed 
the first phase in the development of a working plan to address the 
availability of a complete range of service and long-term care options for 
individuals with disabilities in Iowa, to build community capacity to 
provide needed services, and to prevent unnecessary institutionalization.  
  
 
The Steering Committee’s proposed Working Draft Plan was made 
available for public comment for a period of 30 days, from April 20 to 
May 20, 2001.  The public comments received were reviewed by the 
newly organized Oversight and Implementation Committee described in 
the Draft Plan and have been incorporated into this revised plan, dated 
June 20, 2001.   Information on the plan development process, the Draft 
Plan, and on-going activities continues to be available to the public on 
the DHS Website.  Iowa Plan, pp. 2-7 
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Table 2 summarizes various strategies states employed to ensure the maximum input from 
key stakeholders.   
 
Table 2 

State States’ Efforts to Involve All Stakeholders in Plan Development 

Connecticut Organized a coalition of advocacy organizations to monitor the state’s response to the Olmstead 
decision.  

Iowa Conducted 20 meetings throughout the state to gather input from interested stakeholders.  These 
stakeholders completed an initial draft, which was available for public comment. 

Maryland The Community Access Steering Committee sponsored focus groups with residents in nursing homes,  
mental health facilities, and facilities for persons with developmental disabilities to identify access  
barriers and the needs of individuals with disabilities regarding obtaining community services. 

 
The general community was kept informed about the planning process through the state’s 
web site, the Weekly Legislative Calendar, the Maryland Register, and local newspapers.  A letter of  
invitation was mailed to interested individuals and organizations to request participation in the process. 
 

North 
Carolina 

The creation of a department-level cabinet to address long-term care issues.  The cabinet will consist 
of all the Directors of Divisions that address long-term care or Olmstead policy issues. 

   
The creation of an Office of Long-Term Care/Olmstead Planning that will coordinate the work of the 
Cabinet, collect analyze long-term care data, identify emerging policy issues, work with stakeholders 
and the general public, and help coordinate evaluation efforts in this area.  
 

Ohio Conducted pubic forums throughout the state, and a state agency provided communication aids,   
  Interpreters for the deaf and real-time captioning, and made staff available to assist meeting  
  participants.   
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Individual Assessment 
 
This principle addresses a state’s efforts to evaluate disabled persons to determine 
whether they could be appropriately provided services or care in non-institutional 
settings, and the community supports necessary to assist them.  Eleven states addressed 
this element.14 
 
The federal government mandates the use of the Pre-Admission Screening and Annual 
Resident Review to determine the appropriateness of admission to a nursing facility for 
persons with mental illness or developmental disabilities.  Additionally, nursing facilities 
must conduct evaluations and determinations for residents when a significant change 
occurs in the resident’s physical or mental condition. 
 
However, an assessment process that pays service to Olmstead’s spirit, if not its letter, will 
require additional evaluations beyond the current federal requirements, and will most 
likely include not only persons who are institutionalized, but also those who currently 
reside in the community and are at risk for removal to a facility due to the lack of 
available and appropriate community care. 
 
Iowa’s plan, excerpted below, provides a useful example of how a state could implement 
the assessment process for that portion of the population currently institutionalized.  
Target completion dates were included that could prove helpful in determining whether 
the state plan is progressing at a reasonable pace.15 
 

Step Four:  Individually Assess Needs And Preferences of Individuals 
Living In Institutional Settings  
[B]y October 1, 2001, the Director of the DHS or her designee shall, with 
the assistance of the Oversight and Implementation Committee, develop 
a method to individually assess the needs and preferences of the 
individuals currently living in institutional settings and implement a 
process to identify those whose needs are currently appropriate for 
community-based services and who would prefer that services currently 
being provided in facilities be provided in community or other more 
integrated settings.  
 
Elements of the Individual Assessment Process: 
The word “assessment” usually describes a medical model of measurement 
or evaluation that results in a diagnosis or description of a person’s care 
needs.  In this case, the word has been used (for lack of a more 
appropriate one) to describe a process that is intended to identify not only 
an individual’s care needs, but their abilities, their preferences, their need 
for information and education to make informed choices, and other non-

                                                 
14 Indiana, Ohio, and Washington did not address the issue of individual assessment. 
15 We discuss the concept of “reasonable pace” in the second Working Paper in this series.  Rosenbaum S., Stewart A., 
and Teitelbaum J. Defining ‘Reasonable Pace’ in the Post-Olmstead Environment.  
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medical supports.  This process is intended to focus on the individual as a 
whole person — not merely a medical or psychiatric patient.  

 
Each Individual Assessment Must:  
1. Identify the assessment team and their qualifications. 
Assessment teams may include: Individuals with personal knowledge of 
the consumer (for example, case managers or social workers who have 
worked most closely with the individual). 

• Qualified treating professionals who have no vested interest in 
continuing the current living arrangement. 

• Guardians, family members, friends, and advocates.   
• A community living specialist with knowledge of the system of 

community-based services and the full range of living and support 
options available to the individual. 

 
2. Consider the individual’s abilities and the array of services and 

supports the individual needs. 
• Assessments must consider the service and support needs of the 

person. 
• Assessments must consider the types and scope of services that could 

be provided in the community, including any reasonable 
accommodations that might be necessary. 

• Assessments must include the individual’s current level of community 
involvement and the potential  level of community involvement 
anticipated or desired. 

 
3. Include at least two personal (face-to-face) interviews with the 

individual being assessed (and guardian, when applicable).  
• Assessments must identify the interests, preferences, likes and dislikes 

of the person. 
• One interview must include any family, friends or advocates the 

individual would like to have involved in planning.  
 
4. Include an information and education component. 
• The assessment process must include information and education on 

individual rights and responsibilities, choice, self-advocacy, peer 
support resources. 

• Information and education offered must be designed to meet the 
individual needs of the consumer. 

 
5. Follow the ‘Least Restrictive Environment’ model used in 

education 
The assessment process must begin with the premise that each 
individual could be appropriate for community inclusion if reasonable 
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accommodations can be made to assure the person’s safety, health, 
and welfare.  Restrictions on service options contrary to the wishes of 
the individual would require justification based on the individual’s 
disability-related needs.  . . .  

 
By February 1, 2002, the assessment team members must be identified.  
By March 1, 2002, at least two statewide training days must be held 
(via ICN) to train assessment team members in the process. 

 
Timeline for Individual Assessments: 
Individual assessments are to begin no later than March 1, 2002 and be 
completed for all individuals in the following institutional facilities within 
one year: State Resource Centers (formerly State Hospital Schools); State 
Mental Health Institutes; Intermediate Care Facilities; Skilled Nursing 
Facilities; Nursing Facilities. 
 
Using the following targeted schedule to measure progress: 

Twenty-five percent of facilities residents assessed by June 1, 2002; 50 
percent of facilities residents assessed by Sept. 1, 2002; 75 percent of 
facilities residents assessed by Dec. 1, 2002; 100 percent of facilities 
residents assessed by March 1, 2003. 
 
For those facilities identified in Step Two as the second phase of the 
data collection process, the assessment process will be completed by 
March 1, 2004.  . . .  

 
On-Going Assessment Process 

Each individual living in a facility shall have regular reassessments 
(according to Medicaid or other regulations), and at least annually.  
At the time any individual living in a facility is determined to be 
appropriate for a more community-integrated living situation and 
expresses a desire for such a living arrangement, transition planning 
must be initiated and the individual must be either moved or added to 
a comprehensive waiting list within 180 days.   A resident of a facility 
may request a new assessment as his or her needs and desires change, 
or may opt out of the assessment process if no other rules or 
regulations require assessment.  Iowa Plan, pp. 21-26 
 

Arizona and Montana have established review systems conducted by state officials to 
ensure that individuals who could appropriately live in the community are not placed in 
long-term institutional settings.  Additionally, Arizona formulates a discharge plan upon 
admission that identifies community supports necessary to permit transitioning back into 
the community as soon as appropriate.  The Montana plan strips the courts of 
jurisdiction, and the state’s Screening Team can, at any time, discharge a court-
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committed individual if it deems it proper to do so.  The following are highlights from 
those plans: 

  Assessment on Behalf of Potentially Eligible Populations  
             (Principle 3)   

An additional safeguard to prevent against the over-utilization of 
long-term restrictive placements has been developed to ensure that 
individuals being hospitalized at the Arizona State Hospital have been 
appropriately assessed. All pending . . . admissions must be reviewed 
by the [Regional Behavioral Health Authority] RBHA of jurisdiction 
and Arizona State Hospital representatives prior to hospitalization. 
Both authorities review severity of referring illness, expected outcome, 
and the identification of discharge goals. If admission is determined 
necessary, a discharge plan is initiated upon admission outlining goals 
for transitioning back into the community as quickly as appropriate. 
Additionally, incentives for the RBHAs have been developed by 
ADHS/DBHS to maintain the Arizona State Hospital census at 
predicable levels, to promptly place patients who are ready for 
discharge and to prevent readmission by providing appropriate 
monitored community services. Arizona Plan, p. 28.  

Assessments in Relation to Persons Receiving Services through the 
State Operated Residential ICF/MR Facilities     

[The State has] imposed an administrative review process, known as 
residential facility screening, upon the judicial process. The residential 
facility screening process provides for review of each proposed 
commitment and recommitment by persons familiar with the scope 
and nature of community services to determine whether the needs of 
each person are best met in one of the residential ICF/MR facilities or 
in community services. The Residential Facility Screening Team, in 
essence, determines first whether a person cannot be served in 
community services and secondly whether the person is in need of the 
services of one of the residential ICF/MR facilities. The team 
responsible for this process includes provider- and consumer-related 
persons who are familiar with the community services milieu. A 
determination by the Residential Facility Screening Team that a 
person is not appropriate for commitment to one of the residential 
ICF/MR facilities removes jurisdiction of the state district court and 
precludes the person's commitment to the facility.  

Although the commitment law provides that consumers can be 
committed for up to one year, consumers are reviewed for discharge 
within that time period and may be discharged whenever they are no 
longer in need of the services provided by the facility and given a plan 
for their support in the community. 
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Social workers, as well as other staff, regularly visit community 
programs in an attempt to better understand current available 
community options. In addition, staff from both of the residential 
ICF/MR facilities are in regular contact with community service 
providers and regional staff to problem solve in tailoring community 
services to meet the particular needs of residents who have been 
referred to be considered for the receipt of community services. 

MDC has additionally assumed another role, that of assisting staff in 
community programs who are struggling with an individual who may 
be in danger of commitment, to look at other ways of working with 
the consumer to address their concerns. This new focus is part of the 
changing role for the residential ICF/MR facilities from that of 
providing long-term, sometimes life-long care, to that of a specialized 
treatment facility providing active treatment on both long- and short-
term bases to those persons who have such serious behavioral 
characteristics that they pose significant risks to themselves and 
others and who cannot receive habilitation safely or effectively in 
community settings.  Montana Plan, pp. 16-21. 
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Table 3 highlights the techniques some states use in order to provide individual 
community assessments for different populations.     
 
Table 3 

State Provision of Individual Assessments to  
Determine Appropriateness of Community Services  

 
Arizona 

Encourages advocacy groups to meet with nursing facility resident councils and program contractors to 
negotiate and ensure the availability of timely and accurate information for consumers. Advocacy 
agencies also can assist in ensuring that appropriate and early assessment and discharge planning occur.   

Connecticut Emphasizes that all individuals may demand an independent professional judgment regarding the state’s 
decision about the appropriateness of any Medicaid-supported community services. 

 
Iowa 

Adopts the premise that all individuals could be appropriate for community inclusion if reasonable 
accommodations can be made to assure the person’s safety, health, and welfare.  Restrictions on service 
options contrary to the wishes of the individual would require justification based on the individual’s 
disability-related needs. 

 
Maryland 

 
An individual’s choice or team recommendation for community placement would supersede family 
preference for continuing institutionalization, unless a family member is a guardian for the individual. 
 
Once an individual assessment indicates community readiness, the community’s ability to provide the 

    necessary supports, not the severity of disability, determines whether an individual is considered for  
    community placement. 
 

Montana     A person may be committed to an ICF/MR only if the person is found to be developmentally 
disabled, is impaired in cognitive functioning, is a danger to self or others, or has self-help deficits that 
are so severe as to require near or total care. 
 
The State Residential Facility Screening Team can overturn an individual’s judicial commitment, if 
the Screening Team determines that community services are appropriate, thus stripping the State 
District Court of jurisdiction. 
 
The state is developing an assessment process that will provide greater objectivity and consistency 
among the state operated ICF/MR facilities. 

 

North 
Carolina 

 
Using a variety of assessment tools appropriate for type of disability and age range, the state will assess 
all potentially qualified individuals who are residing in institutional or group living settings, or who are 
at risk of institutional placement.  

 
The assessment protocol will consider information from a range of sources, including but not limited to 
client interviews, interviews of families or the person’s legal guardian (when appropriate), staff, and 
other medical, personnel treatment or habilitation records. The assessments will examine the person’s 
functional, medical and psycho-social needs, as well as the individual’s strengths and skills in 
community living. Individuals will be reassessed on a regular basis—at least once a year; but more often 
if the person experiences a significant change in functional or health status. 
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Baseline Information 

 
This principle addresses whether the plan identifies individuals who have a current or 
potential need of community services and the scope of existing community services and 
programs.  Twelve of the 14 states outlined qualitative and quantitative data on existing 
services and the populations they serve.16 

 
Collecting and analyzing demographic information provides a framework for states to 
plan for the best ways to allocate current resources, as well as to plan for future needs as 
the process of community integration moves forward.  The Connecticut plan, excerpted 
below, provides an extensive overview of the state’s institutionalized population, 
Medicaid waiver programs, and community services provided by various agencies.    
 

Department of Mental Retardation:. . . [I]n 2000 88 percent [of services 
for persons with mental retardation] are served in the community.  . . . 
([T]his excludes children in the Birth-to-Three program who are all 
served in the community . . . . If these children are included, the 
percentage for the year 2000 is 91 percent.) 
 
In the year 2000, one state school is operated by the Department of 
Mental Retardation (DMR), along with six regional centers certified as 
intermediate care facilities for the mentally retarded. As of June 2000, 
683 individuals reside in the Southbury Training School (admissions have 
been closed since 1986), and 277 persons are served in the Regional 
Centers. This compares with over 5,600 individuals presently receiving 
residential supports in a variety of community settings, including 
community living arrangements (small groups homes), supported living 
arrangements (private apartments with services brought in) or relatives’ 
homes. Approximately 17,000 people receive some type of service from 
the Department of Mental Retardation. 
 
Department of Mental Health and Addiction Services: [T]he mental 
health system . . . [has] . . . one long-term care  institution (Connecticut 
Valley Hospital) in 2000, serving approximately 200 people in the general 
psychiatric division at any given time. (Currently, three acute-care 
institutions serve approximately 150 people diagnosed with mental illness 
at any given time.) . . . (During FY 2000, a total of 27,500 individuals 
with mental illness were served by DMHAS in the community.  Please 
note that these numbers do not include people served in DMHAS 
substance abuse services or those in the DMHAS Whiting Forensic 
Division.  People receiving inpatient substance abuse services move 
through the institutions quickly and return to the community with 
support services on a regular basis. (Occasionally support services are not 

                                                 
16 Indiana and Montana did not include information regarding baseline information. 
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available, but this is not a widespread problem.) Many people in 
DMHAS’ forensic division (who are small in number and who reside at 
Connecticut Valley Hospital) come under the purview of the Psychiatric 
Security Review Board (PSRB).  The PSRB determines when and under 
what circumstances the person can be released to the community. 
 
Department of Children and Families: By January 2000, [679 children 
lived in institutional settings]. . . . Several state agencies, including DCF 
and the Department of Social Services (DSS), have made significant 
efforts toward building and developing local systems of care for children 
with the most serious and complex problems with an emphasis on 
comprehensive, coordinated, family-focused, and community-based 
service delivery.  . . .  
 
Department of Social Services:  . . . In 1999,[Connecticut had] 31,988 
[nursing home beds.]  Approximately 2/3 of these beds are filled by 
persons on Medicaid, and over 90 percent of the residents are persons age 
65 and older.  . . .  Connecticut Plan, pp. 13-16.   

Connecticut’s plan goes on to describe the five Medicaid waiver programs that provide 
home- and community-based long-term care services to specific target populations, and 
indicates that 13,077 persons were receiving services under those programs:    

 
Descriptions of Existing Home- and Community-Based Long-Term 
Care Services 
Medicaid Waivers for Home- and Community-Based Services.  . . .   
 
Waiver for persons with mental retardation  
. . . . As of July 2000, there were 5,074 individuals on this waiver.   
 
Waiver for elderly persons  
This waiver, known as the Connecticut Home Care Program for Elders. 
(As of July 2000, DSS was serving 7,586 persons.) 
 
Waiver for persons with physical disabilities  
This waiver, known as the Personal Care Assistance Waiver . . . (As of 
July 2000, DSS was serving 240 persons.) 
 
Waiver for persons with acquired brain injury  
This waiver, known as the Acquired Brain Injury Waiver . . .  (As of July 
2000, DSS was serving 57 persons.) 
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Model waiver for other persons with disabilities at risk of 
institutionalization  
The Model Waiver (otherwise known as Katie Beckett Waiver) is 
administered by the DSS Medical Operations unit. . . . This waiver is 
limited to only 125 persons and there is a waiting list. (There were 120 
persons being served as of July 1, 2002 and five others in process of 
enrolling on the waiver.) 

 
All Department of Social Services programs and services were listed.  These programs 
benefit approximately 64,123 individuals per year. Furthermore, Connecticut’s 
Department of Mental Retardation provides services for approximately 39,050 persons 
yearly through ten programs.  The Department of Mental Health and Addiction Services 
provides community-based long-term support services to approximately 41,273 persons 
under six programs. The Department of Children and Families described the support 
provided to minors through 14 different programs. Connecticut’s plan also provides 
baseline data detailing the housing programs that provide a total of 9,277 units for 
persons with disabilities. 
 
Maryland and Utah also provide estimates in their plans of the population 
growth expected for individuals with disabilities through the year 2020, as noted 
below. 

Maryland’s Future Needs for Long Term Care Services 
The number of Marylanders with disabilities is projected to increase over 
the next 20 years. Table 3 outlines the number of Marylanders of all ages 
who are unable to carry on a major life activity in 2000 and a projection 
for 2020. These figures are based on national projections of disability 
applied to Maryland’s population.   

 

 
  Maryland Plan, pg. 27. 

 
Based on a developmental disability incidence rate of 1.7 percent, there is 
estimated to be 37,964 individuals with developmental disabilities in 
Utah. Based on a mental retardation incidence rate of 0.51 percent, there 
is estimated to be 11,389 individuals with mental retardation in Utah. As 
of 2020, with projected Utah population of 2,781,000, it is projected 
47,280 will have a developmental disability and 14,180 will have mental 
retardation. 
 
Based on the increasing demographics, there is a strong potential for 
increased demand on the long-term care system. While individuals are 
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living longer and healthier, there will be individuals with functional 
disabilities needing assistance in order to remain in their own homes or in 
some type of community living.  Utah Plan, pg. 2. 

 
Ohio’s plan provided details on service programs for persons living with HIV/AIDS: 
 

AIDS Client Resources Title II Ryan White Programs 
 
The AIDS Client Resources Section’s Title II Ryan White Programs 
provide services to Ohioans living with HIV/AIDS. All five program 
components are focused on assisting these individuals in maintaining 
optimal health and the highest level of functioning possible.  
 
The HIV Case Management Community Based Program provides persons 
living with HIV/AIDS with a case manager to work with them to assess 
issues and provide community referrals. The HIV Case Managers work 
closely with their clients to ensure they are linked with health care 
providers and services .  . . .  
 
The Ohio Home Care Waiver, . . . provided an additional 2,000 slots. 
HIV+ clients who are eligible for the Home Care Waiver continue to be 
referred to this program . . . funded by the Ohio Department of Health. 
Approximately 4,500 individuals with HIV receive case management 
services. 
 
The HIV Drug Program provides assistance with HIV medications to 
approximately 1,500 HIV+ Ohioans who are financially eligible.  . . . The 
Emergency Financial Assistance Program assists those with HIV-related 
emergencies so that they may remain in the home. Approximately 3,500 
individuals utilize this program. The Health Insurance Premium Payment 
Program provides payment of insurance premiums for those who already 
have a policy. Approximately 150 people benefit from this program. The 
Home Health Program provides services to help people with HIV remain 
in their home .  . . .  Approximately 15 people utilize this program. The 
total expenditures for these five programs are $17,306,342 per year. Ohio 
Plan, pp. 32-36. 
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Table 4 provides further details of strategies some states include in their plans to 
delineate individuals who could use various types of community services. 

Table 4 

State Identification of Individuals who have a Current or Potential Need of Community 
Services and the Availability of Community Services  

Connecticut 1. Identified the number of persons currently residing in state institutions by type of facility and 
disability. 

2. Described all Medicaid waiver programs and outlined their current participation rates. 

3. Described all community-based programs. 

4. Detailed available housing services. 

 
Iowa 

By December 1, 2002, the state will develop a comprehensive list of individuals who want to move to a 
more integrated setting, but have not been able to secure the resources to accomplish the move, and 
specific information on the services and supports needed, including types of services, number of service 
hours, funding sources, and geographic and other personal preferences.   

 
Maryland 

 
Provided an estimate of the increase in the number of state residents with disabilities through 2020 and  
calculated the state’s future need for long-term care services. 

 
 

Mississippi 
 
Estimated the future need for long-term care services through 2010. 
 

Ohio   Detailed the Ryan White Programs for persons living with HIV/AIDS. 

Utah Estimated the future need for long-term care services through 2020 for persons with mental retardation 
and developmental disabilities. 
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Information to Affected Individuals 
 
This principle addresses whether a state’s plan includes methods to provide information 
about community services to all individuals who may be eligible to receive those 
services.  Eleven states include language regarding the dissemination of important 
information to affected parties.17  
 

Disabled individuals require information about all available living arrangements, types of 
services, methods of service delivery, and the likely benefits, disadvantages, and risks of 
each option.  For persons who cannot communicate their needs and choices, a planning 
team composed of the individual, the family, the guardian, the case manager, the service 
provider, friends, and any others chosen by the individual must develop a plan that is in 
the individual’s best interest.  States must ensure that information is disseminated in 
various formats and that the delivery of all information is language-appropriate and 
culturally sensitive. 

The Iowa plan, excerpted below, includes language regarding the importance of 
informing all individuals of their right to appeal any adverse decision: 

 
Information Explaining Appeal Rights 
The state must develop (or adapt) and implement an appeal process for 
individuals with respect to any eligibility decisions adverse to their 
wishes, including the determination of their “appropriateness” for 
receiving services in a community-based living arrangement.    

 
• Individuals must be fully informed of their right to appeal decisions and 

be provided any necessary assistance in making their appeal. Each 
individual has the right to receive written notice before a service is 
reduced, withdrawn, or denied continued funding. 

• Each individual has the right to appeal any decision regarding service 
delivery.  Both the notice of change in services and the notice of the 
appeal rights procedures must be in plain language that is understandable 
to non-professionals. 

• Each individual has the right to get a second opinion from a treating 
professional of their choice regarding their eligibility for accessing 
community living options. 

• Each individual has the right to refuse community-based services or to 
refuse a specific community living arrangement. 

• Individuals who have returned to facilities (for whatever reason) after 
living in the community have the right to re-initiate transition planning 
and seek other community living arrangements.  

• Individuals in facilities and individuals entering facilities will have access 
to information about available advocacy organizations and access to 

                                                 
17 Maryland, Washington, and Wyoming did not address this principle. 
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representatives from the advocacy organizations they choose to assist 
them in making informed choices.  Iowa Plan, pp 16-20. 

 
Utah instituted a project to inform nursing home residents of options regarding 
community services. The Utah project is highlighted below. 
 

ADA Olmstead Planning Grant Nursing Home Resident Education 
Project 
Through a planning grant from the Center for Health Care Strategies, the 
Utah Division of Health Care Financing (DHCF) conducted an 
educational campaign using community-based organizations (local 
Independent Living Centers and Area Agencies on Aging (AAA’s)) to 
conduct on-site education of nursing home residents. The two primary 
objectives of the project were: 1) to develop processes and resource bases 
which will enable, to the greatest degree possible, individual Medicaid 
consumers and their support networks to access needed services and 
supports in the setting of their choice; and 2) to inform the Utah 
Departments of Health and Human Services regarding gaps in the long-
term care continuum. 
 
The DHCF began implementing the education process by first educating 
interested individuals currently living in nursing homes. DHCF chose 
these individuals as the target population for education and outreach 
because of the perception that some residents may have been placed in a 
nursing home without knowing or understanding all of their options. The 
education process consisted of three steps. First, the contractors 
conducted group educational sessions at each nursing home in the state. 
The contractors gave presentations, distributed information packets, and 
met with facility administrators and social workers. Second, the educators 
provided one-on-one education sessions with interested residents to 
answer individual questions and discuss options in more detail. Third, an 
assessment team consisting of a Licensed Registered Nurse and a Licensed 
Social Worker or Mental Health Therapist conducted intensive needs 
assessment for interested clients to identify services and supports 
necessary to meet the needs of the client in a community based-setting. 
The client was provided with the results of the assessment and related 
program referral information.  Utah Plan, p. 26. 
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Table 5 offers additional details of strategies some states employed to provide pertinent 
information to individuals about community services. 

 

Table 5 

State Strategies to Provide Information about  
Community Services to Affected Individuals 

Arizona For individuals who cannot communicate their choices, a Planning Team composed of the individual, 
the family, the guardian, the case manager, the service provider, the residential provider, friends, and 
any others chosen by the individual must review information regarding community service options and 
develop a plan that is in the best interest of the individual.  

Connecticut 1. Plan to commence discussing the goal of independent living in elementary school as opposed to 
age 14. 

2. Provide an advocate to all high school “special ed” students. 

3. Require that advocates be permitted access to nursing facility residents to discuss community 
support to those interested. 

4. Assure that all materials are in the primary language spoken by the person with a disability and 
available in alternative formats.   

5. Assure that translators are available (including for language differences and hearing impairments) 
to provide information and assistance to all persons. 

Indiana Develop programs to provide information to informal/family caregivers about the availability of support 
services and assistance available to gain access to services, to include: individual counseling; 
organization of support groups; training in making decisions and solving problems; respite care; and 
supplemental services.   

 
Iowa 

 

Develop an appeals process with respect to any adverse eligibility determination including decision 
regarding the “appropriateness” of receiving community-based services that includes: the right to 
receive assistance to appeal any decision; the right to receive written notice prior to service change; the 
right to a second opinion from a treating professional of choice; the right to refuse community-based 
services; and the right to seek other community-based services in the case of a particular service failure.   

Missouri The Department of Mental Health provides a fact sheet to all individuals who apply for services, or are  
currently residing in a facility.  Staff is encouraged to deliver the fact sheet in person.  The information 
outlined includes: a description of community-based services, definition of  eligibility requirements, and  
details about the right to due process. 
 

Utah Conducted an educational campaign using community-based organization to provide on-site education 
at every nursing home in the state to include: group presentations for residents and meeting with staff; 
individual sessions with interested residents; and intensive assessment for interested clients to identify 
requirements for successful community living.  
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Quality Assurance 

This principle addresses whether the state Olmstead plans include procedures and 
processes to implement independent evaluation and monitoring of state community 
placement activities.  Twelve states include language regarding the need to monitor and 
evaluate the effectiveness of their programs.18   

The consumer satisfaction survey was the most frequently mentioned method of 
determining the merits of the services provided.  Other methods include self-advocacy 
training and education for consumers in order to assist them in understanding their 
rights to quality services; training on how to recognize abuse and neglect; the provision 
of ombudsman assistance; clearly defined service provider standards, rights, and 
expectations; and fully developed appeals and grievance procedures.  

Connecticut, Montana, and Texas expect to review current quality assurance policies 
and practices and intend to develop systems to monitor service quality and outcomes. 

This excerpt from the Maryland plan outlines health services review activities involving 
multiple state and federal agencies: 

 
Quality Assurance for Community Support Programs 

 
The Maryland Office of Health Care Quality (OHCQ) licenses and 
regulates many community based service providers.  . . . 
 
In addition to OHCQ’s role in licensing and regulating community-based 
providers, many state agencies and administrations conduct additional 
quality assurance activities for their community support service programs. 
For example: 
 

• The Medicaid Program has developed a Quality Assurance Plan 
for the Medicaid HCBS waiver programs which complies with all 
requirements outlined in CMS’ (formerly HCFA) Protocol for 
Quality Assurance in HCBS Waiver Programs, released on 
December 20, 2000. 

• Medicaid currently uses Inspection of Care Teams, comprised of 
registered nurses and licensed social workers, to evaluate the 
quality of care provided and assure compliance with regulatory 
requirements in recipient homes and other community settings. 

• The Mental Hygiene Administration (MHA) has conducted two 
consumer satisfaction surveys and one provider survey for 
community-based programs that have provided valuable 
information on the service delivery system. MHA is also 

                                                 
18 Iowa and Mississippi did not address this principle. 
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developing an Office of Compliance to further focus on quality 
of care issues. 

• MHA’s Core Service Agencies which are local mental health 
authorities, review and monitor community programs, 
investigate complaints, and provide technical assistance to help 
community programs deliver quality services. 

• The Core Service Agency’s Residential Specialists annually 
inspect and conduct face to face interviews with residents to 
obtain information on their satisfaction with services. 

• Maryland Health Partners credentials all providers participating 
in the Public Mental Health System. 

• The Resident Grievance System established in November 1985, 
assures individuals in state psychiatric hospitals have a right to 
due process and resolution of grievances and complaints.  Since 
1994, DDA and the OHCQ have been working with a national 
consultant to create a comprehensive quality assurance system 
for individuals with developmental disabilities in Maryland. In 
1999, DDA amended regulations to shift focus from process 
review to measurement of quality outcomes. DDA’s quality 
assurance approach emphasizes protecting health and safety 
while offering choice and respect.  DDA’s quality initiatives 
include the following: 

• Funding a project through People on the Go of Maryland to train 
self-advocates. This project, entitled “Know Your Rights” began 
in October 1988. 

• Establishing mandatory minimum staff training requirements. 
• Providing funding for training. 
• Requiring all provider agencies to develop and submit to DDA 

an internal quality assurance plan. 
• Restructuring sanctions for providers allowing the DDA to 

approach problems of different types and magnitudes with 
appropriate methods and levels of intervention. 

• OHCQ does annual inspections of agencies, currently visiting 
every site that an agency operates. Additionally, DDA regional 
office staff does monitoring visits to provider agency sites 
throughout the year, focusing their efforts on those agencies with 
more serious deficiencies. 

• Providing technical assistance to providers. 
• Implementing a pilot consumer satisfaction survey, Ask Me!, in 

partnership with the DDA Council and the Arc of Maryland, for 
the fourth year to find out directly from people who receive 
DDA funded services their level of satisfaction. 

 
Maryland strongly believes that quality assurance is ever evolving and no 
one method to measure quality provides the complete picture. In an effort 
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to improve quality, Maryland has either implemented or is implementing 
new measures to ensure the health and safety of those receiving services. 
These initiatives include: 
 

• The Mental Hygiene Administration expanded the number of peer 
counselors to help educate individuals in state operated facilities about 
the availability of community services and their right to choose those 
services. 

• In October 2000 the Mortality Review Committee was established in the 
Department of Health and Mental Hygiene. This Committee evaluates 
the causes or factors contributing to deaths of individuals with 
developmental disabilities in state operated facilities and community-
based programs. During the 2001 legislative session the jurisdiction of the 
Mortality Review Committee was expanded to include evaluation of the 
deaths of individuals with mental illness in facilities and community 
programs. 

• Over the past two years the OHCQ has expanded quality assurance 
programs significantly, especially in the areas of assisted living and 
nursing home inspections. The staff level of the Office of Health Care 
Quality has increased from 132 positions to 230 positions.  The array of 
efforts Maryland has already undertaken is evidence of the value placed 
on quality assurance.  Maryland believes that a quality system of 
community-based supports must be the underpinning of all that we do to 
expand our community capacity. Continuous quality improvement must 
be the norm for all service providers.  Maryland Plan, pp. 48-50.   
 

Wyoming intends to hire consumers to serve as members of review teams that will travel 
the state to monitor the effectiveness of programs and services.  The following excerpt 
details its quality assurance requirements. 
 

Element Seven – Monitoring and Quality Assurance . . .    
    
[T]o adequately review service systems, the review teams must contain 
consumers that are hired by the state for this specific purpose. The 
monitoring team(s) should be functionally arranged under the 
Ombudsman, and should include training on the systems to be monitored, 
as well as self-advocacy issues. The work of these teams will be authorized 
by the state and will have access to the data reports agreed upon as 
continuous quality improvement indicators for how we are proceeding 
with our plan, as well as other data as available. It is proposed that in the 
first biennium, four consumers would be hired, in the second biennium, 
eight consumers would be hired, in the third biennium, 12 consumers 
would be hired.  Wyoming Plan, MHlth E7-pg. 1.  
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The quadrant teams will conduct site visits and engage with the 
appropriate healthcare providers in order to:   

Identify individuals who have had lengthy provider services intervals or 
stays; analyze the individual’s specific reason for provider services and 
current medical condition; participate in enhanced community 
integration activities for the individual as deemed appropriate and 
desired; to review and validate individual choice regarding provider 
services or setting placements in the community of choice; to facilitate 
conflict resolution between service providers/settings and the client, 
and/or family, surrounding the enhanced integrated setting of the client. 
Placement of the client will be addressed as to community preference and 
funding issues; and Report their findings and recommendations to the 
WDH Aging Division. Wyoming Plan, Aging, E7-pp. 1, 2. 

Arizona and Indiana, as noted below, are participating in pilot quality measurement 
projects targeting various outcome measures. 

State and Community Infrastructure (Principle 6) . . .  

There are two mechanisms currently in place that will provide 
information for monitoring the overall system responsiveness to 
integrated services. 

The Core Indicators Project: Arizona, along with over 20 other states is 
piloting a set of quality measures - Core Indicators. Consumers are 
surveyed to determine the extent of community integration, choice and 
self determination, independence, quality of relationships, quality of life, 
satisfaction with service coordination, access to supports and services, 
safety, health, respect and rights and satisfaction with providers. Results 
allow states to develop practical strategies to improve quality of supports 
and services. Specific areas included in the indicators related to 
community integration are: 

People are receiving supports to find and maintain employment in 
integrated settings and earn increased wages.  People use integrated 
community services and participate in everyday community activities.  
People make life choices and participate actively in planning their 
services and supports. People are satisfied with the services and supports 
they receive.  The proportion of people who report satisfaction with 
where they live.   Arizona Plan, pp. 25-26. 

 
Action Steps, Goals and Timelines for Policy Direction #4 
Indiana is one of 12 states participating in a pilot Performance Outcomes 
Measures Project sponsored by the U. S. Administration on Aging. This 
grant project is targeting outcome measures including: caregivers, case 
management, information and assistance, nutrition and several other 
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areas. Each measurement contains extensive criteria. For example, the 
caregiver survey includes questions about the provision of services 
designed to assist the caregiver, e.g., respite care, from the point of view of 
the caregiver. Responsibility: DDARS. Timeline: Currently in operation 
as a grant project. Expected implementation is dependent upon final 
demonstration results.  . . . 
 
Indiana is one of 16 states participating in a pilot program for mental 
health system performance measures. Under a contract with 
SAMHSA/Center for Mental Health Services, Indiana is helping to 
define a pilot over 30 indicators including use of best practices, functional 
outcomes, and consumer self reports. Responsibility: DMHA. Timeline: 
September 2002.  Indiana Plan, pp. 8-9. 
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Table 6 summarizes various methods states propose to use in their plans to ensure 
program quality: 
 
Table 6 

State Strategies to Ensure Monitoring of Programs for Quality Assurance 

Arizona Participation in the Core Indicators Project, a set of quality measures. 

Indiana • Develop effective ombudsman and consumer advocacy programs. 

• Provide Adult Guardianship program throughout the state. 

• Assure oversight of and accountability for all quality assurance activities conducted for 
institutional and community-based care and services. 

Maryland • Expanded the number of peer counselors to help educate individuals in state-operated mental    
health facilities about the availability of community services and their right to choose those 
services.  

• Increased the Office of Health Care Quality staff from 132 to 230 positions in order to 
inspect additional assisted living and nursing home facilities.  

North 
Carolina 

The state will work with newly created groups whose members include consumers, family members, 
advocates, providers facility and professional staff, and local and state agency staff.  These groups will 
monitor various aspects of service delivery to include: timeliness of response; whether the appropriate 
people were involved in the assessment and care planning process; the stability of the client-staff 
relationships; availability and appropriateness of services; interagency communication and 
coordination; and the adequacy of monitoring and evaluative efforts.  

Utah Developed a Utilization Review Process Plan to coordinate the efforts of the State Hospital, The 
Division of Mental Health, and the Department of Health in order to monitor for compliance with 
all federal requirements and to implement safeguards to ensure that individuals receive proper 
treatment and appropriate integration of all services with community programs.   

Wyoming • Under the Ombudsman program, the state will hire consumers as members of teams that will 
review mental health services. 

• Under the Aging Division, teams composed of consumers and their families, advocates, 
providers, legislators, and others will evaluate the status of compliance with the Olmstead 
plan through site visits.  
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Funding 

This principle addresses whether a plan includes a description of current funding levels for community services, as well as a method to 
gain additional funding to satisfy the need for increased services.  Twelve plans address strategies to obtain supplemental financing to 
ensure service expansion.19  Table 7 outlines state activities to obtain funding for community-based services. 

Table 7 

Strategies to Provide Funding for Increased Community-Based Services 

State Expand the Use of the 
Medicaid Program 

Maximize Opportunities for 
Federal Funds 

Other 

Arizona Expand Medicaid waiver 
program that raises Medicaid 
eligibility to expand 
community behavioral health 
services. 

1. Increase Medicaid funding to 
include vocational services 
and personal assistance. 

2. Study the use of a prospective 
rate that will include 
providers’ development/start-
up costs. 

Use a portion of Tobacco Settlement: $50 million for adults with 
SMI, $20 million for children, to increase community health 
services. 

Indiana 1. Expand waivers to 
include consumer-
directed personal 
assistance services as 
each waiver program is 
renewed, adult foster 
care, adult day care.  

2. Increase the number of 
slots for three waiver 
programs. 

1. Real Choice Systems Change 
Grants. 

2. Nursing Home Transitions       
Access Housing 2001 Grant.    

3. Community-Based Personal 
Assistance Grants.  

Funds that would be available to support individuals in facilities will 
be made available to cover the cost of community-based services, 
and should be adequate to meet the needs of all who qualify. 

                                                 
19 Missouri and Utah do not address this principle. 
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Strategies to Provide Funding for Increased Community-Based Services 

State Expand the Use of the 
Medicaid Program 

Maximize Opportunities for 
Federal Funds 

Other 

Iowa Use Medicaid policy change 
to allow payment for Targeted 
Case Management funding for 
community transition 
planning for up to 180 days 
prior to an individual’s move 
from an institution. 

The state intends to apply for federal 
grants that intend to improve 
community services. 

Funds that would be available to support individuals in facilities will 
be made available to cover the cost of community-based services. 

Individuals will not be denied funding for community services due 
to the severity of disability. 

Maryland  1. Nursing Facility Transition.              
2. Real Choice Systems Change 
Grants.  
3. Community-Based Attendant 
Services   
4. Federal Center for Mental Health    
Services  

Legislation was enacted to provide increased wages for direct support 
workers for community-based programs. 

Mississippi  Expand Section 8 Rental Voucher 
Program. 

1. Develop transportation system.  

2. Develop community-based housing. 

Montana Identify all persons who are 
eligible for Medicaid but who 
are not currently enrolled in 
the program. 

 Funds that would be available to support individuals in facilities will 
be made available to cover the cost of community-based services. 

The state provided funds to increase the wages for direct support 
workers. 

Ohio 1. Increase the number of 
waiver slots in the  
FY 2002-2003 budget. 

2. Redesign the current 
i

 Improve access to information regarding services through the 
development of a web site. 

Initiate a program to fund transition costs for individuals to leave 
institutions. 
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Strategies to Provide Funding for Increased Community-Based Services 

State Expand the Use of the 
Medicaid Program 

Maximize Opportunities for 
Federal Funds 

Other 

waiver programs to 
provide more choice and 
more predictable costs.  

3. Slow the rate of growth 
for nursing home 
expenditures through 
changes in Medicaid.   

Texas 1. Develop a waiver to 
provide community 
supports to persons 
currently on waiting lists.  

2. Expand current waiver 
programs.         

 1. Utilize funds from general revenue to increase slots for 
community programs.  

2. Reallocate current funds to transition 50 people. 

3. Provide rent subsidies for transitioning until federal housing 
assistance becomes available.   

4. Provide rate increase for providers.   

5. Expand community mental health services.  

6. Expand family-based alternatives to institutions for children.  

7. Increase adoption assistance for children with complex needs.   

8. Increase rates for foster/adoptive parents for children with 
complex needs.   

9. Develop one-time transition funds for community living.    

10. Develop non-medical transportation. 
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Strategies to Provide Funding for Increased Community-Based Services 

State Expand the Use of the 
Medicaid Program 

Maximize Opportunities for 
Federal Funds 

Other 

Washington  1. Start-up Award.                             
2. Real Choice Systems Change 

Grants. 
3. Community-Based Attendant 

Services. 
4. Nursing Home Transition. 

 

Wyoming Expand waivers to include 
community services for adults 
with mental disabilities, and 
for respite care for children. 

1. Increase the Medicaid match.   

2. Increase federal funds for 
vocational reabilitation. 

1. Utilize Mental Health Block Grant funds for community 
services.      

2. Attempt to increase the number of mental health professionals 
in the state.    

3. Increase reimbursement rates for providers.   

4. Reallocate current funds to community services. 
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States are experiencing an extremely challenging budget environment, characterized by 
a slowing economy producing lower-than-projected revenues, increasing and 
unpredictable Medicaid costs, pressure to expand other health care programs for different 
groups of consumers, and an unanticipated need to address bioterrorism.  In light of these 
conditions, the resources available for the expansion of community-based services are 
limited. 

It is not surprising, then, that all of the reviewed plans identified maximizing 
opportunities to access greater levels of federal funding as the principal method for 
financing expansion of home- and community-based services.  Plan proposals include an 
increase in the number of slots for existing Medicaid waiver programs, the development 
of new waivers, utilization of new grants (e.g., Real Choice Systems Change Grants, the 
Nursing Home Transitions/Access Housing 2001 Grants, and the Community-Based 
Personal Assistance Grant), and the expansion of the Section 8 Rental Voucher 
Program. 

The following excerpt from the Maryland plan illustrates some of these proposals:    

 
Pursuing Federal Grants to Improve Home- and Community-Based 
Service Systems 
The State of Maryland will be applying to the federal Centers for 
Medicare and Medicaid Services (CMS) formerly the Health Care 
Financing Administration for three grants aimed at improving the home- 
and community-based services available to individuals with disabilities. 
Different State agencies will be responsible for preparing each grant 
application, but the involved agencies will collaborate in developing the 
grant applications. The three large grants, and the lead agency, are as 
follows: 
 
• Nursing Facility Transition Grant (Governor’s Office for Individuals 

with Disabilities) 
• Real Choice Systems Change Grant (DHMH) 
• Community-Based Attendant Services Grant (Department of Human 

Resources) 
 
On March 7, 2001, Maryland applied for and received a $50,000 starter 
grant to assist the state in developing its grant proposals. State 
applications for the three grants are due to CMS in July 2001. Each of the 
lead agencies is working with consumers and advocates to develop 
applications for the three grant opportunities. The grants will be awarded 
in September 2001. Maryland Plan, pg. 36. 

 
Arizona identified additional funding streams from non-federal sources, including 
appropriations from “the State’s Tobacco Settlement of $50 million for adults with 
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[serious mental illness] SMI diagnoses and $20 million for children . . . to increase 
community services.” 
 
Indiana, Iowa, and Montana noted that funding for increased services will be allocated 
to the consumer, not to the provider, as the following language demonstrates: 
 

Principle: Money Follows the Person 
In the interest of promoting independence, and in an effort to overcome 
the history of institutional bias, the State of Iowa shall identify and pursue 
all needed legislative or regulatory actions so that, as individuals access 
community living with community-based care services, funds that would 
be available to support them in facilities will be made available to cover 
the cost of community-based services.  Iowa Plan, pg. 10. 
 

Solutions to the Challenges       
DPHHS is working in partnership with consumers of services, providers, 
and others in developing a service system based on individual choice 
where dollars follow consumer choices. This effort, conceived during the 
Strategic Planning Across Montana effort over two years ago, is well 
under way. An implementation planning team is in place and subject to a 
work plan with very specific time lines.  Montana Plan, pp. 9-10. 

The Maryland, Montana, and Texas plans include increased budgets to provide higher 
wages to direct care workers.  The following described how it was accomplished: 

Supporting the Community-Based Provider Workforce 
Maryland, like most states, is experiencing a critical shortage of workers 
to provide services to individuals in the community. This is due, in part, 
to the relatively low wages paid to these workers. During the 2001 session 
of the General Assembly, legislation . . . was enacted to raise the wages of 
direct support workers for . . . community-based programs. The legislation 
requires the Department to determine the average difference in wages and 
benefits between community direct service workers comparable employees 
in State Residential Centers. The Department is further required to 
increase the rate of reimbursement for community service providers to 
reduce the disparity to 80 percent on or before July 1, 2002. During each 
subsequent fiscal year the disparity amount will be reduced by an 
additional 20 percent until July 1, 2006 when the disparity should be 
eliminated. Maryland Plan, pg. 42. 

 

The 2001 Montana Legislature recognized the seriousness of the growing 
direct care wage crisis and as a result provided a substantial increase in 
funding to alleviate the problem. Direct care staff in the community will 
receive raises of over nine percent for the first year of this biennium and 
over four percent for the second year of the biennium. While direct care 
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salaries need further funding, this increase will be helpful. In addition, the 
Legislature appropriated approximately $400,000 more in general fund 
monies over the biennium to be used to strengthen community services. 
Those monies will go to provider rate increases to allow for some 
assistance with inflationary costs that were mentioned before.  Montana 
Plan, pp. 9-10. 

The service delivery system has been undermined in recent years by a 
high turn over rate of direct care employees.  HHSC should work with 
appropriate long-term care agencies to explore and develop employee 
recruitment and retention incentives for providers of services.  Within 
Tier II of the HHSC Consolidated Budget, under the Promoting 
Independence, HHSC supports the TDHS requests for $89,073,319 in 
general revenue-funding inflation for community care, nursing facilities, 
and STAR-Plus programs.  Along these lines, the Commission supports 
the TDMHMR Legislative Appropriations Request for $24,910,550 in 
general revenue for a rate increase for HCS and ICF-MR, and 
rehabilitation service providers.  This may allow providers to increase pay 
rates of direct care employees, and fund community services to ensure a 
fiscally healthy community provider base.  The Commission also supports 
the TDHS LAR request for $150,247,149 in general revenue to increase 
wages and benefits to attract and retain qualified community care 
attendants and nursing facility aides.  TDMHMR also has an exceptional 
item request in their LAR for $23,991,228 for salary increases to direct 
care staff in TDMHMR facilities. Texas Plan, pp. 22-24.  

The Texas plan also requested funding to increase access to services in non-institutional 
settings for children:   

HHSC will examine and work with appropriate agencies to develop and 
encourage the foster care model in securing foster care placements, 
adoptions, and family-based alternatives to institutional settings.  The 
HHS Consolidated Budget requests $3,345,139 in general revenue funds 
for the development of a new program that offers family based alternatives 
for children that are leaving institutions and cannot return home to their 
birth families.  Because technical assistance is also necessary for the 
recruitment and training of staff implementing the above foster care 
model, the Consolidated Budget also requests $151,650 to ensure proper 
training and research of best practices occurs.  

HHSC supports the . . . Legislative Appropriations Request for 
$8,565,981 in general revenue to create a two-tiered rate system for 
adoption assistance as an incentive for families to adopt children who 
need higher levels of care.  This is needed for the state to move forward, 
support the needs of children, and ensure that children in Texas are not 
unnecessarily institutionalized.  
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HHSC also supports the . . . request for $11,755,184 in general revenue to 
increase rates for foster care providers and adoptive parents of special 
needs children by five percent.  This should provide incentives to serve 
special needs children in foster and adopted family environments.  

HHSC supports a series of funding requests related to transitioning 
individuals to whom Olmstead applies out of institutions and into the 
community.  The funding requests address both children and adults.  
Within . . . the Consolidated Budget, HHSC supports the . . . transitional 
funding proposal for . . . consumers in  the amount of $562,000 in general 
revenue.  These funds would be used to make one-time modifications that 
would allow families to successfully transfer their child into community 
care.  . . . HHSC also requested transitional funding for . . . consumers in 
the amount of $500,000 in general revenue.  These funds would benefit 
approximately 200 . . . consumers.  Texas Plan, pp. 22-24. 
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Mississippi included a budget plan to increase services in the areas that were identified as 
most needed, namely, transportation, housing, and home supports, as indicated in the 
following plan language: 
 

Unless otherwise specified, services under this section pertain to 
individuals with all types of disabilities. Budget projections are based on 
NEW money requested for each year. For example, in Fiscal Year 2003 
the budget projection is $100,000 and in Fiscal Year 2004 the budget 
projection is $50,000. The actual amount needed for Fiscal Year 2004 
would be $150,000: $50,000 in NEW money for that fiscal year. 
 
Transportation . . .  
Strategies: 
a. Establish creative transportation initiatives/demonstration projects by 

legislative mandate (or executive order, as appropriate) in FY 2003. 
b. Identify lead agency responsible for development and implementation 

of a comprehensive transportation plan in FY 2003 that will maximize 
existing resources and develop funding requests for FY 2006-2011. 

c. Perform a feasibility study in FY 2004 to determine options for an 
interagency, consolidated transportation plan. 

d. Develop/establish partnerships between program/service providers to 
provide consolidated fixed route (mass transit) and flexible scheduling 
(personal mobility) opportunities by FY 2004. 

e. Appoint the MS Developmental Disabilities Council to provide 
further research, recommendations, and pilot programs, including the 
development of a “Transportation Guide” for all individuals with 
disabilities in FY 2003. 

 
Fiscal Year Feasibility 

Study 
DDC  
Pilot Projects 

Total $ State $ 

2002 $0 $215,000 $215,000 $0 
2003 $0 $215,000 $215,000 $0 
2004 $25,000 $261,000 $286,000 $175,000 
2005 $0 $152,000 $152,000 $0 
2006 $0 $52,000 $52,000 $0 
Total $25,000 $895,000 $920,000 $275,000 

Mississippi Plan, pp. 17-18. 
 
To increase appropriate housing, the plan has allocated $100,000 for each fiscal year 
from 2003 through 2007, for a total amount of $500,000.  A portion of the funding for 
this goal would flow from the Federal Section 8 Rental Voucher program. 
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Community-Based Housing . . . 
To accomplish the goals set forth by MAC and allow people with 
disabilities the choice of where they live and where they receive their 
services, the state should address three major components: identification 
of people with disabilities needing/wanting community-based housing, 
support services needed by people with disabilities to live independently, 
and funding assistance for housing. . . . 
 
Strategies: . . .  

• Encourage Regional Housing Authorities to expand Section 8 
Rental Voucher distribution and earmark a percentage for persons 
with disabilities. 

• Encourage the expansion of the new Section 8 Voucher program 
across the state to improve the possibility of home ownership among 
persons with disabilities. . . . 

 
Community Supports 
Provide support services for individuals with disabilities sufficient to 
support their living in community-based units. 
 
Strategies: 
a. Train existing case managers from Department of Human Services, 

Department of Mental Health and Department of Rehabilitation 
Services in housing facilitation. 

b. Train service providers in techniques and best practices to work with 
individuals who have Traumatic Brain Injury so they can transition 
back into the community (Daily Living Skills, Social Skills, etc.). 

c. Expand menu of services of current programs and waivers to include: 
home modifications, home repair, special medical equipment and 
supplies, and assistive technology.  . . .  

d. Partner with existing nonprofit and volunteer organizations to 
establish a base of assistance to match with people who need supports 
(eg., Senior Citizens, LIFE, ARC, United Way). These support 
persons will be trained and supervised in their area of interest. 

e. Provide state funding to facilitate DRS in providing/expanding home 
modification and accessibility services. 

f. Provide better education to the public, state and local agencies, 
lenders, and builders on fair housing laws, accessible housing, and 
ADA compliance. 

g. Expand Supported Living Services to individuals with Mental 
Retardation/Developmental Disabilities to an additional 400 
individuals (from 400 to 800) by FY 2011. 
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Fiscal Year Training-Case 

Managers and TBI 
Educate Housing 
Agencies 

Supported Living 
MR/DD 

2002 $0 $0 $0 
2003 $100,000 $100,000 $0 
2004 $100,000 $100,000 $130,000 
2005 $100,000 $100,000 $130,000 
2006 $100,000 $100,000 $130,000 
2007 $100,000 $100,000 $130,000 
2008 $0 $0 $130,000 
2009 $0 $0 $130,000 
2010 $0 $0 $130,000 
2011 $0 $0 $130,000 
Total $500,000 $500,000 $1,040,000 

 
 

Community Integration 
Increase funding sources for individuals with disabilities to enter/re-enter 
independent living in the community. 
 
Strategies: 

a. Encourage Mississippi Development Authority to allocate 5-10 percent of 
all state housing funds granted to cities and counties to be used for 
individuals with disabilities. 

b. Bring housing agencies together to educate them on the funding needs of 
people with disabilities and encourage them to place these needs as a 
priority. Suggested agencies: MDA, MHC, MHI, Rural Development, 
HUD, Section 8, Regional Housing Authority.) 

c. Encourage Regional Housing Authorities to implement the new Section 8 
voucher program and earmark 10 percent of those vouchers for people 
with disabilities. (Section 8 vouchers for mortgage payment and for rental 
assistance.) 

d. Expand model home ownership programs such as “Home of your Own” to 
serve additional individuals and individuals with all types of disabilities by 
increasing the funding (to cover down payment and closing costs for 
individuals) from MS Development Authority.  Mississippi Plan, pp. 
18-20. 
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Conclusion 
 
The states in this review have reexamined their service delivery systems for persons with 
disabilities as they seek to identify reasonable modifications that will provide the 
program expansion necessary to fulfill the Olmstead mandate.  Stakeholders have been 
encouraged to fully participate in the planning process, current service programs have 
been detailed, the most efficient methods to provide assessments have been considered, 
the dissemination of information to affected individuals has been investigated, processes 
to evaluate and improve programs have been described, and possible funding sources 
have been considered.        
 
States could satisfy the ADA’s community integration requirement through the 
implementation of these plans.  By continuing to study and restructure necessary 
programs, qualified persons with disabilities will be identified and able to live in more 
integrated settings.  
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Appendix A – List of Reviewed Documents 
 

Arizona Arizona’s Olmstead Plan, August 2001  
 

Connecticut Choices are for Everyone: Continuing the Movement Toward Community-Based 
Support in Connecticut, September 12, 2000 

 
Indiana Comprehensive Plan for Community Integration and Support of Persons with 

Disabilities, First Edition, June 1, 2001 
 

Iowa Iowa Plan for Community Development: A Working Plan for Systems Change 
and Iowa’s Response to the Supreme Court Decision in Olmstead, et al. vs. L.C. 
and E.W., July 1, 2001 

  
Maryland Final Report of The Community Access Steering Committee to Governor Parris 

N. Glendening, July 13, 2001 
 

Mississippi Mississippi Access to Care, September 30, 2001 
  

Missouri Improving Missouri’s Service Delivery System for Persons with Disabilities, 
Accessed April 10, 2002 

 
Montana Overview of Montana ADA/Olmstead Plan for Developmental Disabilities and 

Vocational Rehabilitation Services, Accessed April 4, 2002 
 

North Carolina Serving Persons with Disabilities in Appropriate Settings: The North Carolina 
Plan, Interim Plan, Chapter 7P The “Olmstead Plan,” Ensuring that People with 
Disabilities Receive Care in the Most Integrated Setting Appropriate to Their 
Needs and Preferences, December 28, 2000 

 
Ohio Ohio Access for People with Disabilities Final Report to Governor Taft, February 

28, 2001 
  

Texas Texas Promoting Independence Plan: In Response to Executive Order GWB99-2  
and the Olmstead Decision, January 9, 2001 

 
Utah Comprehensive Plan for Public Services in the Most Appropriate Integrated 

Setting, March 26, 2002 
 

Washington 1) Aging and Adult Services Administration – Olmstead Plan, Accessed 
                                 May 1, 2002 

 2) Children’s Administration 
3) Division of Developmental Disabilities 
4) Mental Health Division 
5) Agency Council on Coordinated Transportation 
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Wyoming Olmstead vs. L.C. and E.W. State Action Plan, Accessed April 10, 2002 

1) Olmstead vs. L.C. and E.W. Aging Division Action Plan 
2) Olmstead vs. L.C. and E.W. Mental Health Division Action Plan 
3) Olmstead vs. L.C. and E.W. Developmental Disabilities Division Action Plan 

For Acquired Brain Injury 
4) Olmstead vs. L.C. and E.W. Developmental Disabilities Division Action Plan 
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Appendix B – List of State Plan Web Sites 
 
 
State Web Address 

Arizona  http://www.ahcccs.state.az.us/publications/Olmstead/planFinalOlmstead.
pdf 
 

Connecticut  http://www.dss.state.ct.us/images/CommIntPlan.pdf   
(The Plan available from this site is the 03/02 edition.  The reviewed edition 
was dated 09/12/00 and is no longer available.) 
 

Indiana  http://www.in.gov/fssa/servicedisabl/olmstead/comprehensive.html 
 

Iowa  http://www.dhs.state.ia.us/mhdd/ 
 

Maryland  deshieldst@dhmh.state.md.us   
(The website for this report is undergoing construction.  Requests for this 
document may be directed to the email address above.) 
 

Mississippi  http://www.dom.state.ms.us 
 

Missouri   http://www.dolir.state.mo.us/gcd/Olmstead/OlmReport/CoverPage.htm 
 

Montana  http://www.dphhs.state.mt.us/dsd/index.htm 
 

North Carolina  http://www.dhhs.state.nc.us/docs/draftolmsteadplan-toc.htm 
 

Ohio  http://www.state.oh.us/age/ohioaccessrpt.pdf 
 

Texas  http://www.hhsc.state.tx.us/tpip/tpip_report.html 
 

Utah  http://www.dhs.utah.gov/pdf/the%20Olmstead%20Plan.pdf 
 

Washington  http://www-app2.wa.gov/dshs/olmstead/index.htm 
 

Wyoming  http://wdhfs.state.wy.us/OLMSTEAD/OLMSTEADHomePage.htm 
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