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Health, poverty and the definition of the role of government in these issues have claimed our nation’s attention since the early 1900’s. Morgan  (1922) explored of these issues in the early part of the twentieth century.  His work illuminated some of the key questions of health insurance and employment of 1917 and 1918: (1) What is the definition of the role of government in the provision of health insurance; (2) What is the design of such programming; (3) What is the relation of health insurance and employment; and (4) What is the cost to taxpayers for the programming?  Despite the persistence of these questions dominating political history and against strongly opposing opinions, compromise was found. Congress in 1965 finally passed legislation that established Medicare and Medicaid, the health insurance programs for the elderly and the poor, and most recently, for certain individuals with disabilities in the United States.  

Today, these two different, but complementary forms of government-sponsored health insurance strive to lessen the gap in health care services for the aged, person with disabilities and those considered most needy. The administration of these programs currently falls to the Centers for Medicare and Medicaid Services (CMS), formerly the Health Care Financing Administration. Combined, Medicaid and Medicare financed $403 billion in health services in 1999 representing one-third of the nation’s total hospital-related health care bill and nearly three-fourths of all public expenditures on health care services (CMS, 2002). Thirteen percent of the Medicare enrollment (5 million people) is for individuals with disabilities with expenditures totaling $20 billion annually.  It is important to note that the enrollment of these non-elderly recipients is rapidly increasing. The enrollment rose 18.6% between 1995 and 1999 (818,340 individuals), compared with a 2.4% increase among the elderly (787,002 individuals). (Foote & Hagan, 2001) Medicaid provides coverage for 7.2 million people with disabilities. This represents 18% of the Medicaid recipients, for an average payment of $8,600 per person (CMS, 2002).

The objective of this paper is to describe each of these programs, their interrelatedness, some of their key subprograms such as buy-ins and waivers, all within their historical context as they relate to individuals with disabilities. 

Medicare

Proposals for the structure and content of Medicare are deeply rooted in the attempt to develop a global government health insurance program for the United States in the context of economic, social, and political shifts.  In the early 1900’s, as the society transitioned from being mainly agricultural to urban, and from the beginning of the century up to the 1960s industrialized, the reliance on a continually available stream of money to support employees and their families became apparent, particularly in light of health and unemployment issues during that time. 
The American Association for Labor Legislation (AALL) was the key organization that originally directed the discussions of government health insurance as early as 1906. Looking back, however, by the 1920’s America’s attention was lulled by the peace and good fortunes of a productive industrial society and not the health care needs of its nation. The concept of an organized national social insurance program did not crystallize until the Great Depression when the issues of unemployment, poverty, and feelings of helplessness reached new heights forcing Americans to realize that a sense of interdependence might be needed to survive. During this time of crisis, millions of working-class Americans believed that government must provide some welfare relief, particularly for the elderly (Moon, 2000). However, it took fifteen additional years of debate before the Social Security Act was finally passed in 1935 under President Franklin D. Roosevelt. This Act created a social insurance program designed to pay retired workers, age 65 or older, a continuing income after retirement.  Interestingly, this piece of legislation supported the structure of permanent social welfare institutions that replaced a previous patchwork of temporary relief programs, and also appeared to suggest that social welfare matters might become an accepted responsibility of the federal government.

The health insurance debate continued after World War II. The American Medical Association (AMA), still concerned that the government wanted to control medical care, garnered increased strength among its membership to oppose any proposals for national health care.  Despite this, in 1951, the Truman Administration developed a “beneficiaries” proposal that sought to create a compromise by limiting the “national” health care agenda to beneficiaries of Social Security (i.e., the elderly and the poor).  The proposal included a comprehensive plan of payment for doctors and hospitals, and nursing, laboratory, and dental services.  The beneficiaries’ proposal was developed after a broader proposal  presented initially was met with opposition by legislators in an era of deflation and unemployment in the post-war economy following World War II. This limited proposal seemed meritorious to the administration for several reasons. First, the modest scope reduced the costs related to the execution of such a proposal. Second, the limited focus would allow the government the opportunity to learn about managing the implementation of such a plan. Finally, it was felt that by addressing the Social Security Administration (SSA) beneficiaries, those most likely to be living in poverty, the possibilities for enactment were far greater (Corning, 1965).  This proposal was still up for discussion when, in 1956, the Social Security Administration added disabled workers aged 50-64 years to the pool of beneficiaries if they met a medical determination of disability.  

This change in the SSA beneficiaries met with opposition from the AMA, despite the proposal’s requirement that the determinations be made by physicians. [The AMA still feared the government was trying to institutionalize and control medical care by proposing national health insurance (Corning, 1969).]  Despite all of the controversy, ultimately SSA’s modification was accepted for discussion. 

Turbulent times of the 1960’s with respect to civil rights, the nuclear test ban treaty, the trade expansion bill, and the movement to enact tax reforms, distracted some attention from the insurance discussions.  However, President John F. Kennedy was supportive of the notion, but died before he was able to move the proposal through to legislation. Finally, on July 30, 1965, on the heels of public support for the program out of the tragedy of the death of the president, President Johnson signed the Medicare and Medicaid Bill (Title XVIII and Title XIX of the Social Security Act) providing health insurance for the elderly, as well as the poor. Medicare coverage was provided to about 19 million Americans aged 65 or older in its first three years of programming (CMS. 2002). Seven years later, on 1972, Medicare was extended to those who have received disability benefits under Social Security Disability Insurance (SSDI) for 24 months (This definition requires that the individual have a severe impairment that is expected to last at least 12 months and /or result in death and that the applicant be unable to engage in substantial gainful activity.) Two million individuals with disabilities were enrolled in Medicare by 1973 (De Lew, 2000).

MEDICARE ELIGIBILITY

Individuals who are 65 years of age (Social Security Retirement), those eligible for Railroad Retirement benefits those receiving SSDI are eligible for Medicare Part A Hospital Insurance (HI). There are no premiums for this coverage.  In 2000, Part A coverage was extended to 39 million people (34 million elderly and 5 million people with disabilities). Expenditures were $128 billion in 2000 (Foote & Hogan, 2001).

Part B is available for all United States citizens (and designated legal aliens) age 65 years and older, and all individuals with disabilities entitled to coverage under Part A.  Participation in the Part B program is voluntary for the elderly and individuals who receive SSDI. It does require the payment of a monthly premium. In 2000, Part B provided coverage for nearly 37 million people (32 million elderly and 5 million people with disabilities) with expenditures totaling $88.9 billion (Foote & Hogan, 2001). 

SCOPE OF COVERAGE UNDER MEDICARE

Medicare is well defined in scope. Medicare has three components: Part A (Hospital Insurance), Part B (Supplementary Medical Insurance), and Part C (Medicare+Choice program). 

PART A (HOSPITAL INSURANCE)

Part A provides coverage for inpatient hospital care, skilled nursing facility care, home health coverage, and hospice care.

PART B (SUPPLEMENTARY MEDICAL INSURANCE)

Part B is additional or supplemental insurance coverage to increase the scope of services for a Medicare qualified individual. The coverage under Part B is broad, but in order to ensure coverage, the services must be deemed medically necessary or fall within the benefits prescribed for prevention services.  This program covers physicians’ and surgeons’ services, some additional home health not covered under Part A, laboratory tests, X-rays, and other diagnostic radiology services, ambulatory surgical centers services, outpatient physical, occupational, and speech therapy services, radiation therapy, kidney dialysis, some organ transplants, approved durable medical equipment for use in the home, and selected drugs and biologicals that require assistance in their administration such as hepatitis B vaccines and certain anticancer drugs. 

PART C (MEDICARE + CHOICE)

Escalating health care costs of the 1990’s prompted Congress to pass the Balanced Budget Act (BBA) of 1997 to create alternative prepaid or managed care health plans within Medicare to contain some of those costs.  This act gave beneficiaries the opportunity to choose between a managed care Medicare plan (Medicare + Choice) and “traditional” (Original) Medicare. Medicare + Choice covers the Original Medicare benefits (excluding hospice care), plus offers additional preventive services including routine physicals, eye exams, ear exams, and outpatient drugs (Ahl, 2002). The Choice plan operates much the same as a Health Maintenance Organization, Preferred Provider Organization, or a Provider Sponsored Organization would with health care services being provided within a defined network of providers who managed the risk of the care provided. The advantage of this plan is the additional prevention-based services that are available to the consumer under this plan that are unavailable under the traditional Medicare plan (CMS, 2002).

Medicaid

Title XIX of the Social Security Act, Medicaid, is a means-tested, federal/state, individual entitlement program that provides coverage for health care for five broad categories of individuals with low income and limited resources: children; pregnant women; adults in families with dependent children; individuals with disabilities; and the elderly. There is a great deal of flexibility in how the states may administer their Medicaid programs. Under the 1965 law, states are allowed to establish their own individual eligibility criteria and they are allowed to determine the amount, type, duration, and scope of services to be provided.

In 2001, Medicaid covered 7.2 million people with disabilities (non-elderly) with expenditures in excess of $60 billion for these individuals. These expenditures accounted for over 40% of the total Medicaid expenditures for that year, even though, those with disabilities accounted for only 18% of all Medicaid beneficiaries for that period (www.hcfa.gov/pubforms/acturary). 

Originally, Medicaid was a medical care coverage extension of Medicare for the poor; however, Medicaid has evolved from its tight ties to previous low-income eligibility rules by extending coverage to those with higher than poverty level incomes.  This practice has expanded Medicaid coverage to greater numbers of individuals and allowed Medicaid to experiment with service provision guidelines in attempt to control costs. This is particularly true for individual with disabilities, especially if they want to return to work.

MEDICAID ELIGIBILITY

Medicaid has no age restrictions, however its eligibility is limited to persons with low incomes and assets. States must provide Medicaid coverage for specific individuals who receive federally assisted income-maintenance funding (termed “categorically eligible”). States may also have “state-only” programs designed to meet the needs of the poor who do not meet eligibility for Medicaid. These “state-only” programs do not receive Federal funds.

The states also have the ability to extend eligibility to “categorically related” groups. (This eligibility would still fall under a Federal-State matching fund program.) Individuals in these groups would be similar to those in the mandatory groups, however, the criteria for their qualification is more liberally defined. People in this categorically related group might include certain elderly, blind, or adults with disabilities who have incomes above those necessitating mandatory coverage, but they still fall below the Federal Poverty Guideline (FPG), and some working-and-disabled persons with family income less than 250 percent of the FPG who would qualify for SSI if they did not work. 

Medicaid also allows for a medically needy (MN) alternative to provide coverage for additional individuals who otherwise would fit a categorical definition for eligibility but their income exceeds state allowables. Under the MN alternative, an individual is able to qualify for Medical coverage by “spending down” or depleting their assets on medical expenses to the point where their assets then reach a threshold level. As of January 2000, 39 states provided coverage for these individuals (GPO, 2000)

SCOPE OF COVERAGE UNDER MEDICAID 

The scope of services offered under Medicaid varies among the individual states; each state determines what comprises their “State Plan” or services.  However, if the state is receiving matching Federal funds, some services are required to be offered. For example, a State’s Medicaid program is mandated to offer medical assistance for prescribed basic services to some of the most 
needy populations. These basic services typically include inpatient hospital services, outpatient hospital services, physician services, rural health clinic services, home health care, and laboratory and x-ray. In addition, states may choose to offer some optional services. There are thirty-four approved optional Medicaid services, including, diagnostic services, clinic services, prescribed drugs and prosthetic devices, transportation services, rehabilitation and physical therapy services, and home and community-based care to certain person with chronic impairments. 

MEDICARE AND MEDICAID RELATED SUB
PROGRAMS

Medicare and Medicaid provide health care coverage for the most needy. However, the provision of services under these programs is not enough for some or do not continue to meet the needs for others. Both Medicare and Medicaid offer “buy-ins” or opportunities for certain individuals to buy into Medicare to reduce out-of-pocket expenses or into Medicaid to continue coverage once income and/or asset limits are exceeded. Only prescribed individuals defined under the specific buy-in are eligible for this type of option. The following sections discuss the programming in detail.

MEDICARE BUY-IN PROGRAMS

The Medicare buy-in allowance authorizes states to pay premiums, deductibles, and coinsurance for certain individuals with low income and assets who are eligible for Medicare. These programs are designed to decrease those out-of-pocket expenses for working and elderly beneficiaries with lower income and assets (Rupp & Sears, 2000). 

The structure of the buy-in programs is based on a multi-tiered system driven by the qualified individual’s income and assets (Nadel, et al, 2000).  As illustrated in the table below, there are several types of buy-in programs. All require that the individual have a disability as defined by SSA regulations or are over the age of 64. Most require that the individual work and all have income and asset requirements. 

Over the years, the buy-in programs have evolved to reflect the shifts in the definition of low-income thresholds and to include those with disabilities who meet certain criteria. For example, as shown in the table below, under the Medicare Catastrophic Coverage Act of 1988, elderly or disabled Medicare beneficiaries were allowed to be enrolled in a Medicare buy-in covering Part B premiums, Part A and Part B deductibles, and Medicare co-payments under the Qualified Medicare Beneficiary (QMB) program. Individual income and assets for this program must be at or below the FPG with countable resources below 200% of the resource limit set for the SSI
 program. This is first and largest Medicare buy-in program and has since become known as the Qualified Disabled Working Individual mandate. The second program is the Specific Low Income Medicare Beneficiary (SLMB) program, created out of Congress’ deficit-reduction package of 1990, for individuals who would otherwise be QMBs but whose income is up to 120% of the poverty guidelines. This program only pays for Medicare Part B premiums. Finally, the third program is the Qualified Individual (QI) has two components:  the QI and the QI-2 program. Both emerged out of the BBA, for individuals who also meet the same Part A Medicare requirements but whose income is greater or equal to 100%, but below 120% of FPG (QI) or whose income is less than 175 percent of the federal poverty guidelines (QI-2) (Rupp & Sears, 2000). 

To keep pace with legislation regarding work for individuals with disabilities, the BBA and the Work Incentive Improvement Act of 1999, gave states the authority for another set of specific buy-ins for qualified Medicare beneficiaries who were receiving SSDI and were working. (The definition of employment for buy-ins is determined by each state.)  These buy-ins created an opportunity for working individuals with disabilities to secure comprehensive health care coverage currently unavailable to them in the private market place. In addition, the provision of coverage was extended to people who never applied for SSI or SSDI, but who also were disabled. Regardless of application status, under the BBA, the individuals would still have to meet the SSA definition of disability as a requirement of eligibility for the buy-in program. 

Medicare Buy-In Programs

	Program
	Eligibility
	Coverage
	Current Disabled Enrollees2

(in thousands)

	Qualified Medicare Beneficiary (QMB)
	Income does not exceed 200% of the FPG
	Part B premiums, Part A and Part B deductibles, and Medicare co-payments
	3,782

	Specified Low Income Medicare Beneficiary (SLMB)
	Income exceeds 100% but is less than 120% of the FPG
	Part B premiums
	1,352

	Qualified Individual (QI)1
	Income is greater or equal to 100%, but below 120% of FPG
	Part B premiums
	709

	Qualified Individual (QI-2)
	Individuals with income at or above 135%, but below 175% of the FPG
	Contributes $3 per month towards Part B premiums
	Negligible 


1The QI program is not an entitlement program like the QMB and SLMB programs. The QI program is a federal block grant to the states with qualified applicants receiving approval on a first-come-first- serve basis. 

2 Numbers are based on August 2000 study of Survey of Income and Program Participation (SIPP) file matched to the SSA’s administrative records for 1995 (Rupp & Sears, 2000).

MEDICAID BUY-IN PROGRAMS

The increased opportunities for employment for individuals with disabilities have grown since the beginning of this new millennium. This increase is most-likely in response to legislation such as the Americans with Disabilities Act, advances in medical care and rehabilitation, and in technology (Jensen, 2002). Unfortunately, the disincentive to work, the potential loss of Medicaid if income thresholds are exceeded, deters many individuals from working. However, several pieces of important legislation such as the Medicaid Buy-In option in Section 4733 of BBA and the Ticket to Work and Work Incentives Improvement Act (TWWIIA) have supported changes in policy to allow individuals who want to work to continue their Medicaid coverage under programs called Medicaid buy-ins. The table below outlines the Medicaid buy-ins and their eligibility requirements. 

One set of Medicaid buy-ins is contained in the SSI legislation and is mandatory for all states. The two earliest programs 1619 (a) and 1619 (b), provisions of The Employment Opportunities for Disabled Americans Act of 1987, are based on eligibility for SSI. (Individuals with SSDI are not eligible for these programs.).  Both programs require that the individual perform SGA and continue to have a disability. Section 1619 (a) covers Medicaid enrollment for working individuals who receive SSI.  When a person with SSI returns to work, their SSI benefit is reduced in proportion to their earnings. This section allows individuals to begin to work their way off SSI through this reduction, but allows them to continue to be SSI eligible. This SSI eligibility is important because that is what determines Medicaid eligibility. Once, through reductions due to earnings, the SSI benefit reaches zero, Section1619 (b) applies. This section allows an individual to retain Medicaid benefits even after losing SSI benefits, but remains to be disabled. The other intent is to provide a mechanism of health care coverage for individuals who otherwise meet the SSI criteria, but need health care equal to coverage under Medicaid to be able to work (e.g., individual requires a personal assistant to help dressed for work).

The BBA introduced the first optional Medicaid buy-in program. This program requires that the individual be working, but it considers the income and assets of the entire family. This buy-in allows individuals on SSDI and SSI to qualify for Medicaid buy-in to support return to work by adjusting the eligibility earnings cap for Medicaid. Under SSDI, if an individual has lost their SSDI because of earnings, the individual, if still disabled, could purchase Medicaid coverage as a “wrap around” to his or her Medicare coverage. As a wrap-around program, Medicaid would provide coverage for prescription drugs and other services not covered under Medicare. However, the asset requirement varies by each state. Each individual state decides the threshold for gross earnings, and how it considers the SSDI benefit in its calculation of gross earnings (e.g., some state disregard some or all of the benefit.).

The final set of optional buy-in programming is coordinated with the TWWIIA. This program supports individuals with disabilities who want to return to work by improving access to employment training and placement services. To provide further support, TWWIIA expanded section 4733 of the BBA of 1999 by establishing these two additional Medicaid buy-in eligibility groups as categorically needy. These groups represent the type of individuals most likely to volunteer to participate in the TWWIIA program. The first group is called the “Basic Coverage Group.” This coverage is for individuals who are at least 16 years old and less than 65 years old. They are a group that would be eligible to receive SSI benefits, regardless of whether they ever were on the SSI rolls. The second group is called the “Medical Improvement Group.”  This group is distinguished by the fact that their medical condition has improved to the level that they no longer meet the SSI definition of disability, thus they lose their Medicaid eligibility. Both types of buy-ins provide Medicaid coverage to eligible individuals within TWWIIA programming.

Medicaid Buy-In Programs

	Program
	Eligibility

	1619 (a) 
	1. SSI recipient, not SSDI recipient

2. Determined to be disabled under SSA guidelines

3. Must be working

4. SSI begins to be reduced by proportion of earnings down to at least $1 

4. Must meet state income and asset thresholds as an individual

	
	

	1619 (b)
	1. SSI recipient, not SSDI recipient

2. Determined to be disabled under SSA guidelines

3. Must be working

4. Cash reductions to SSI income due to earnings has zeroed out SSI income

5. Must meet state income and asset thresholds as an individual

	
	

	BBA
	1. Must be working

2. Can be SSI and/or SSDI recipient

3. Must meet state income and asset thresholds as a family

	
	

	TWWIIA
	1. Person must participate in TWWIIA

2. Age 16-64 years 

3. Determined to be disabled under SSA guidelines

	    ▪ Basic Coverage
	Eligible for SSI (regardless of actual receipt of SSI)

	   ▪ Medical Improvement Group
	Lost SSI because medically improved to no longer

 meet the SSA definition of disability


MEDICAID WAIVERS

Medicaid costs have continued to grow since its inception in 1965. By the 1970’s, it was evident that costs were expanding so quickly that they needed to be contained. As a measure to contain costs, legislation was passed in 1981 under Section 2176 of the Omnibus Budget Reconciliation Act (OBRA) of 1981 to allow for the creation of “waivers.” This furthered the states’ flexibility in program options by “waiving” or setting aside certain Medicaid rules in order to target or modify programming or to experiment with new program design for certain individuals. 

From the initial legislation creating it, Medicaid has evidenced flexibility in how it defines its covered services. This flexibility, a chief difference between Medicare and Medicaid, exists because Medicaid programs services are defined by each individual state and are broader in scope than those covered by Medicare. Medicaid goes a step beyond Medicare by supporting not only inpatient hospitalization, but also promoting long-term care (LTC) through its optional services. For example, originally, Medicaid LTC coverage was for services provided only in institutional settings, but coverage of home health services became mandatory in 1967. Furthermore, Medicaid does not carry a requirement, as Medicare does, to restrict home care services to only those who are coming out of the hospital. This broader focus and flexibility within Medicaid allows the states greater opportunity for program innovation and experimentation in service provision through mechanisms like the waiver programs.  

Medicaid waivers are named such as they truly allow a state to “waive” or set aside basic Medicaid requirements. States chose to implement waivers in order to modify existing Medicaid programming to contain costs and to keep individuals out of institutions who may benefit from better targeted community based services. Under Medicaid waivers, there are three basic requirements of pertinent legislation that may be waived. These requirements deal with statewideness whereby services must be offered throughout the entire state, the comparability of services, whereby all Medicaid beneficiaries must receive the same plan of services regardless of medical condition, and finally, strict income and resource rules that become more liberal under the waivers. By setting aside these basic tenets, a waiver may be developed, for example, to target individuals with Traumatic Brain Injury, where specialized case management is delivered with additional resources for neuropsychology, replacing nursing care services, for individuals whose income is higher than poverty levels. 

Medicaid waivers support innovation in program design. They do not carry any additional funding for the states for the programming, but there is a provision to allow for some federal matching dollars to reduce the net costs for the states. Financially, in order to be approved for a Home and Community Based Services (HCBS) waiver, the state must verify that, on an average per capita basis, the proposed program of services will not exceed the cost of care for the targeted population if they were to be institutionalized. Medicaid waivers are usually approved for 3 years, but may be renewed at 5-year intervals (Milligan, 2001).  Even though the states are not receiving extra funding for the waivers and the programs must be budget neutral, the federal matching program is attractive enough to garner state support to implement waiver programs (Weiner, Tilly, & Alecxih, 2002).

Beyond cost containment, Medicaid waivers serve several broad purposes within the state. The table below lists the current Medicaid waivers and their legislative intent and limits. Waivers align strongly with Medicaid’s intent to support home and community based services and de-emphasize institutionalization.  This focus became more clear following the Olmstead Decision whereby the Supreme Court held that the Americans with Disabilities Act (ADA) prohibits again discrimination in public programming by unnecessarily institutionalizing people with disabilities as a condition of receipt of publicly financed medical care (Rosenbaum, 2000). Waivers can be comprised of any of the Medicaid optional services. The design of the waiver programming can be directed at community re-entry with a vocational focus with goals to support return to work. Eventually, the long-term goal would be to support the individual in leaving the Medicaid beneficiary rolls. Waivers can also stretch beyond some of the Medicaid current optional services to meet specific waiver goals. For example, the 1115 Waiver Research and Demonstration programs are permitted to be substantially broad to allow the states to test new ideas and concepts judged as policy relevant. The goal of this type of waiver program is to pay for typically uncovered home and community-based services for Medicaid-eligible person who might otherwise be institutionalized.  

These 1115 Waivers have several advantages. First, the waiver grants the states the right to use federal Medicaid funds for coverage for populations who would typically not even qualify for Medicaid. The 1115 waivers do not carry a work requirement, nor do they have any requirement for a specific disease or disability. Second, the 1115 waiver has the flexibility of allowing some tailoring of the Medicaid benefits offered. This means that a state does not have to provide the complete package of Medicaid benefits, but rather just selected ones. Third, by accessing the Federal Medicaid funds, it gives states the opportunity to provide benefits to more individuals because the federal government will match up to at least 50 percent (and in some cases, up to 80 percent) of expenditures approved within an 1115 waiver proposal. Finally, as the 1115 demonstration waiver is a time-limited, five-year program, it allows states to limit enrollment, thereby, not creating an unending entitlement burden for the state. 

Another broad purpose for Medicaid Waivers is that they can be used to contain costs utilizing managed care principles. This is evidenced in the four 1915(b) Freedom of Choice Waivers: 1915(b)(1) mandates Medicaid enrollment into managed care; 1915(b)(2) utilizes a “central broker” or case manager for service connection; 1915(b)(3) uses cost saving to provide additional services; and 1915(b)(4) limits number of providers for additional services. 

The 1915(b) waivers allow states to create a "carveout" delivery system for specialty care programming (e.g. Managed Behavioral Health Care Company), design programs that are not available statewide, or to provide an enhanced service package. The extension of additional services to beneficiaries is made possible through savings gained from using the managed care product. However, despite their expanded scope, these waivers cannot be used to serve beneficiaries beyond the scope of Medicaid State Plan Eligibility, and the waiver program cannot negatively impact beneficiary access, quality of care of services, and must demonstrate itself as cost-effective by not incurring costs greater than the Medicaid program without the waiver. 

Another purpose of Medicaid Waivers is to serve as a vehicle with which to experiment with a combination of allowed Medicaid services for certain populations, particularly to support living in the community. This is important because if a population accounts for a significant portion of Medicaid expenses, the waiver allows the state to “repackage” provided services emphasizing the services needed, removing those not required, and adding services not typically covered under Medicaid such as transportation and personal assistance.  For example, a waiver for individuals with traumatic brain injury may provide additional resources for neuropsychological services, but reduce the provision of nursing care services. Even though the program remains cost neutral, the services are better targeted to meet the individuals’ needs.  These types of waivers are called 1915 (c) waivers and are focused on HCBS provided under Medicaid. These types of waivers address the fact that many individuals Medicaid serves are at risk of not being able to live in the community. Such individuals include the elderly and people with physical and mental disabilities. 

Under the Social Security Act, the 1915 (c) waivers are allowed to provide any of seven additional services. These services include case management, homemaker/home health aide services, personal care services, adult day health, habilitation and respite care. However, to meet individual state needs, other services may be requested through CMS. These additional proposed services might include non-medical transportation, in-home support services, special communication services, or minor home modifications. Currently, there are 261 of these HCBS waiver programs across the nation focusing on the elderly, those with physical disabilities, and those with mental retardation and developmental disabilities.

States may choose to implement both 1915(b)/(c) waiver programs, given that they are able to meet all of the Federal requirements for both waiver programs. This means that separate applications are required for each of the waivers and that the state must show cost neutrality in the 1915(c) waiver and cost effectiveness in the 1915(b) waiver. States are required to report separately on each of the waivers and following each of the individual reporting time lines. Despite these burdensome tasks, the provision of services under a concurrent program allows for the maximum of innovation within a managed care program that incorporates home and community-based services under the traditional Medicaid State Plan of services.  

Overall, the number of individuals participating in aged and disabled HCBS waiver programs continues to grow, with a total of 355,135 participants by1998, representing an increase of 22.1 percent from 1996 (American Association of Retired Persons, 2000). There were nearly 120 waivers in 1996, and, by 1998, every state (except Arizona) had one or more waiver program. (Arizona operates comparable waiver programs under a federal research and demonstration waiver.) 
Medicaid Waivers

	Program
	Intent

	1115 Demonstration Waivers
	1. Medicaid reform demonstration project 

2. Limited to 5 years, renewal possible

3. Budget neutral

4. Evaluation and reporting are required

	
	

	1915 (b)
	1. Managed care focus

2. Limited to 2 years, with 2 year renewals possible

	1915 (b) (1) 
	1. Freedom of Choice Provision

2. A primary case management system where the   beneficiary selects primary care provider

	1915 (b) (2)
	1. A locality acts as a central broker to help eligible individuals to chose between health care plans to facilitate managed care arrangements

	1915 (b) (3)
	1. Allows the state to reinvest some of its savings from the use of a managed care plan into enhanced services for Medicaid beneficiaries

	1915 (b) (4)
	1. Selective Contracting Section

2. Allows the state to restrict the choice of providers to those who have demonstrated efficiency and effectiveness

	
	

	1915 (c)
	1. Tailored services to specific populations (e.g. people with brain injury or AIDS)

Services are designed to meet specific needs of target population

2. Allows the state to provide home and community based services to nursing home eligible beneficiaries 


CONCLUSION

Since the turn of the last century, the health and poverty of the citizens of the United States has captured the attention of policy makers, medical personnel, social service workers, and taxpayers alike. However, progress towards national health insurance has been hindered by the reluctance of Congress to pass such legislation. Resistance to such a plan stems from the lack of agreement on the role of the government in health care. Although, after decades of debate, agreement was found that the government should provide health care coverage for the elderly, those with severe and lasting disabilities through Medicare, and for the poor of our nation through Medicaid. 

Both Medicare and Medicaid are administered through the Centers for Medicare and Medicaid Services but in different manners:  Medicare is a federal entitlement program and Medicaid is means-tested state-federal partnership program.  The state-federal partnership of Medicaid creates an opportunity for variation on how the health insurance program is enacted among the states. Whereas this variation allows the states to modify a basic menu of services to meet the needs of their constituents, in its inception, Congress ensured tight oversight by requiring states to meet strict regulations in the design of the scope of coverage. This control by Congress sought to decrease discrimination across the nation within the Medicaid program. 

As Medicaid has a community-based focus and Medicare has a more hospital-based focus, the states saw the rapid growth of the Medicaid programming, particularly to support those with disabilities in their homes and communities. Ways to contain costs were clearly needed.  In that effort and to promote the employment of individuals with disabilities to eventually, decrease the dependence on state care and programming two mechanisms have been utilized: Buy-Ins and Waivers. Buy-ins.  These mechanisms work to overcome some of the strict legislative rules in order to target care.  Buy-Ins support eligible individuals with disabilities who return to work access to Medicaid and assistance in paying premiums and co-payments for Medicare. Waivers set aside or waive Medicaid regulations to allow targeting of coverage to specific individuals. The waiving of such regulations is closing monitored by CMS, ensuring the actual coverage is equitable, decreasing perceptions of discrimination. 

Although much discussion has focused on the types of programming and the scope of services to be covered, consensus seems to be found around the provision of coverage for individuals with disabilities, particularly if they are willing to return to work. Through a patchwork of governmental programs, guided by legislation like the BBA, the TWWIIA, and the ADA, the support for individuals continues to grow. Overtime, the thresholds for economic eligibility are being adjusted to widen the range of eligibility to cover more people.  This incremented approach to national health insurance for individuals with disabilities begs the question of whether the nation will ever provide cover for all people with disabilities, regardless of income and assets?  What about the family members who stay out of the competitive work force to care for individuals with disabilities? Why should they not be eligible for health care coverage?  If these caregivers become ill or injured needing care and can’t receive it, both those individuals and the ones they care for are put in jeopardy.

The extension of health care coverage for people with disabilities appears to be in response to acts of legislation that, in turn, lead to modifications of the administrative code of Medicare and Medicaid. While the changes may lead to increasing coverage, it is not in a thoughtful proactive manner. The time may be approaching where a national agenda for health care coverage for individuals with disabilities should be on the horizon. Such a plan would meld programming to close gaps to support individuals rather than be a series of reactionary safety nets.
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� In order to receive SSI benefits, monthly countable income cannot exceed the current Federal benefit rate (FBR). The FBR for a couple is approximately one and a half as much as that for an individual.  These rates are subject to annual increases based on cost-of-living adjustments. As of January 2001, the FBR for an individual is $530 and that for an eligible couple is $796. However, individual States may supplement these amounts.  Also, the individual cannot own countable real or personal property (including cash) beyond a specified amount at the beginning of each month. For an individual with an eligible or ineligible spouse, the applicable limit is one and a half times as much as that for an individual without a spouse. Again, legislation establishes these amounts, and these are not subject to regular cost-of-living adjustments.  The amounts January 2001 are $2,000 for an individual and $3,000 for a couple (Social Security, 2001). 
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2002 Poverty Guidelines for the 48 Contiguous States and the District of Columbia





Size of 		    Asset Guideline


Family Unit 


1				$8,860


2				11,940


3 				15,020


4				18,100


5				21,180


6				24,260





(Separate poverty guideline figures are calculated for Alaska and Hawaii reflect Office of Economic Opportunity administrative practice beginning in the 1966-1970 period.)


 


The preceding figures are the 2002 update of the poverty guidelines required by section 673(2) of the Omnibus Budget Reconciliation Act (OBRA) of 1981 (Pub.L. 97-35 — reauthorized by Pub.L. 105-285, Section 201 (1998)). As required by law, this update reflects last year's change in the Consumer Price Index (CPI-U); it was done using the same procedure used in previous years. (� HYPERLINK "http://aspe.os.dhhs.gov/poverty/02fedreg.htm" �http://aspe.os.dhhs.gov/poverty/02fedreg.htm�)
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