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REAL CHOICE CONSUMER WORK GROUP POSITION 
PAPER – WAITING LISTS  

 
 
Vision/Goal: 
 
To develop a method of prioritizing waiver waiting lists according to the 
functional and financial needs of the individual. 
 
Background: 
West Virginia 
 
A heightened concern about the number, length and growth of waiting lists 
is an issue that is frequently mentioned at public hearings and on surveys.  
West Virginia has two waiting lists for home and community based Title 19 
Waiver services: the Aged and Disabled (A/D) Waiver and the Home and 
Community Based Mental Retardation and Developmental Disability 
Waiver (MR/DD). According to written guidelines issued by the Office of 
Behavioral Health Services/Bureau of Medical Services the wait time for the 
MR/DD waiver is 90 days after an individual is declared medically eligible 
for services, regardless of whether a slot is available or not.   
 
As of March 1, 2005: 

• The A/D Waiver had 304 people on the waiting list.  The waiting time 
for individuals on the A/D waiver list is no less than six months. 

• The MR/DD had approximately 99 people on the waiting list. 
  

 
The current situation with both waiver waiting lists leave people who require 
community based support at risk of being forced into nursing homes and/or 
other institutions.  West Virginia is currently using a first come, first 
served method to prioritize individuals on both waiting lists.  
 
Waiting Lists Used by Other States 
 
Other states, such as Vermont, have addressed the waiting list problem in 
many different ways. “In 1996, [Vermont] changed the waiting list policy 
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for its Medicaid Home and Community Based Services Waiver for older 
adults and people with physical disabilities.  Instead of serving applicants on 
a ‘first come, first served basis,’ Vermont gave higher priority to nursing 
home residents, hospital patients awaiting nursing home placement, and 
people residing at home who are at great risk of institutionalization.” [4]  
 
Other states have adapted guidelines for prioritization and developed a list of 
persons waiting for Consumer and Family Directed Supports as of 
October 31, 2000. Below are examples of Missouri’s guidelines: [5] 

• Priority I: Person is homeless; physical/emotional, mental health is in 
jeopardy; or person is a threat to self or others. 

• Priority II: Family support is not available; or primary caregiver is 
elderly. 

• Priority III: Consumer or family wants to direct own services; 
receiving residential services. 

 
New Jersey and Wisconsin offer optional personal-care services as an 
entitlement under the Medicaid state plan so people in those states who have 
full Medicaid coverage have a better chance of being able to remain in the 
community. [3] 
 
There are four national models for prioritizing waiting lists.  They are:  [1] 

1. First come, first served 
2. Use of objective criteria – checklist, observation, assessment 
3. Use of subjective criteria – interview, personal stories 
4. A combination of 2 and 3 

 
 
Objective:  To work with the state to bring it into compliance with the 
Benjamin H. vs. Ohl West Virginia Circuit Court decision with the 
intent of eliminating MR/DD and A/D waiting lists, while recognizing 
the need for cost neutrality. 
 
Strategies: 
 
The following are recommendations about how waiting lists for West 
Virginia’s two Waiver programs might be prioritized and managed in a way 
that would allow individuals with disabilities to be supported and have the 
opportunity to remain in their own homes and communities:  
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Aged and Disabled Waiver 

• Individuals could be organized on the waiting list based on their need 
as determined by their evaluation.  

Individuals receiving services in the A/D program are given hours 
of service based on an evaluation conducted by West Virginia 
Medical Institute (WVMI). The hourly levels are as follows: 
- Level A is 63 hours per month 
- Level B is 92 hours per month 
- Level C is 124 hours per month  
- Level D is 155 hours per month  
According to this strategy, a person evaluated as needing Level D 
services would be given a higher priority than someone who 
required services at Level A.  

 
This strategy would require no new funds if money was allowed to 
follow the person as recommended by the August 17, 2004 Policy 
Directive from the U.S. Center for Medicare and Medicaid 
Services. By allowing money to follow the person from the nursing 
home back into their home community could allow funds to be 
redirected which could be used to support other individuals. 

 
• West Virginia must use all available funding streams to support  
                people within their own communities. 

Nancy Atkins, the West Virginia Commissioner of Medicaid, 
issued a letter on November 23, 2004 to the Ombudsman for 
Behavioral Health verifying that the Personal Care Option 
State Plan could be used in conjunction with A/D Waiver 
services. [2]  This allows individuals who require more than 
the 155 hours of Level D support to have the necessary support 
to stay in their own homes.   

 
MR/DD Waiver 
• The Office of Behavioral Health Services and the Department of 

Health and Human Resources (DHHR) must ensure that all steps are 
taken to meet the existing guidelines for review of application 
packets.  

The guidelines used to determine the waiting list for the 
MR/DD Waiver were set for the Benjamin H. vs. Ohl West 
Virginia Circuit Court Decision. The West Virginia Office of 
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Behavioral Health Services has interpreted the decision to mean 
that all individuals must wait 90 days for services after 
receiving notification of eligibility for a MR/DD Waiver 
whether a slot is available or not.  
 
Individuals should be granted slots as they become available 
without an artificial 90 day wait.  The state should budget and 
allocate funds each year to ensure that its obligation is met 
regarding Benjamin H.  
 
 

• The State has no criteria for determining the distribution of MR/DD 
Waiver slots except on a first come, first served basis.  

 
 West Virginia should consider implementing a waitlist strategy 
similar to that developed by Missouri as referenced above. Using 
this strategy would not only ensure that individuals in the greatest 
need received community supports but also assist the state in 
moving toward Olmstead compliance. 
 

Conclusion:  In order to avoid adversely affecting those individuals 
currently on the waiting list, the recommendations for prioritization 
described above could be instituted as of an effective date in future 
eligibility determination planning. 
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