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EXECUTIVE SUMMARY

House Joint Resolution 199 requested that the Department of Mental Health, Mental Retardation, and Substance Abuse Services (DMHMRSAS) develop a joint licensing methodology or singular licensing entity for residential services for adults with mental disabilities or substance abuse problems.  Inherent in the resolution’s charge was a desire to improve community-based residential services for individuals with mental disabilities.  The focus of this study was DMHMRSAS and DSS licensed residential facilities. 

DMHMRSAS held five workgroup meetings with staff from DMHMRSAS; the Departments of Social Services, Health, and Medical Assistance Services; Community Services Boards; Virginia Office for Protection and Advocacy; private DMHMRSAS providers; Assisted Living Facilities providers, the Virginia Health Care Association, the Virginia Hospital and Healthcare Association, and the Inspector General.

The group reviewed the DSS report to Secretary Woods regarding a joint licensing methodology, “Proposal for an Interdepartmental Model of Regulation for Assisted Living Facilities (ALF);” the interdepartmental model for Children’s Residential Services; data from the Olmstead Task Force Study; other legislative studies; the Adult Care Residence (ACR) Model Project evaluation; regulations for licensed facilities; Medicaid funding for services to residents in these facilities; and the Auxiliary Grant.

The workgroup found in comparing DSS and DMHMRSAS licensed homes that there were:

· Significant service differences and expectations for providers.

· Significant funding differences which impact expectations for providers.

· Both differences and similarities in regulatory approaches.

Other Findings

· Because of the differences between homes licensed by DSS and DMHMRSAS, the interdepartmental model used for children's residential facilities could not be applied directly to adult facilities.

· The goals of the study to improve residential services and access might be better approached by making more appropriate services available to residents, particularly those living in ALFs, rather than adding additional regulatory requirements.

· There was a need for another level of care for individuals with mental disabilities, one that offered a level of service in-between that offered by ALFs and DMHMRSAS regulated group homes.

Recommendations

The HJR 199 Work Group recommends that in addressing and improving residential services to individuals with mental disabilities, any recommended changes be guided by the following: (1) Flexibility that improves a provider’s ability to offer appropriate services to individuals with varying degrees of mental disability; (2) Systemic, not piece-meal, improvement; (3) Regulatory approaches which allow funds to follow the individual; and (4) Actions which create harmony across residential systems, instead of conflict and contradictions.        

The work group recommends adopting a cooperative regulatory methodology approach initially.  DSS and DMHMRSAS would take the following steps:

· Establish inter-agency team(s) and an advisory team charged with developing yearly work plans to increase cooperation and collaboration between DSS and DMHMRSAS with the goal of improving services to individuals in licensed facilities.  

· These workgroups would work on issues of common concern; including, but not limited to: (1) Medication administration; (2) Training for licensing specialists and providers; (3) Problem-solving between the two agencies regarding difficult residents who experience multiple placements; (4) Joint reviews of facilities where that may be helpful, particularly in ALFs serving individuals with mental disabilities;  (5) Exploring whether eligibility criteria for levels of care need to be more restrictive; i.e., are there some individuals who would be prohibited from living in other than a certain level of care; (6) Joint efforts on work force issues, such as DMHMRSAS Workforce Summit; and (7) Developing a common core set of regulations, if needed. 

· Utilization of mental health community support funds to improve services for individuals in need of supports in ALFs.  Recommend Departmental program staff, along with licensing staff, will develop strategies to identify facilities and residents who would benefit from these services and will involve CSB and private providers.

· As DMHMRSAS has recommended in the past, expanding CSB funding for services not covered by Medicaid for services provided to ALFS through the “ACR Pilot Model.”  

· Develop Levels of Care System which provides for a level of enhanced care between that currently provided by ALFs and DMHMRSAS licensed homes.  
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1.  Background
House Joint Resolution 199 requested that the Department of Mental Health, Mental Retardation, and Substance Abuse Services (DMHMRSAS) develop a joint licensing methodology or singular licensing entity for residential services for individuals with mental disabilities or substance abuse problems.  The resolution identified several agencies and organizations that DMHMRSAS was to involve.  Inherent in the resolution’s charge was a desire to improve community-based residential facilities services and access for individuals with mental disabilities in.  The focus of this study was on DMHMRSAS and DSS licensed residential facilities. 

DMHMRSAS convened a workgroup and held five workgroup meetings on November 22, 2002; February 28, 2203; May 30, 2003; July 22, 2203; and September 11, 2003.  Participants at these meetings included staff from DMHMRSAS; the Departments of Social Services, Health, and Medical Assistance Services; Community Services Boards; Virginia Office for Protection and Advocacy; private DMHMRSAS providers; Assisted Living Facilities (ALF) providers, the Virginia Health Care Association, and the Virginia Hospital and Healthcare Association

The group reviewed the DSS report to Secretary Woods regarding a joint licensing methodology, “Proposal for an Interdepartmental Model of Regulation for Assisted Living Facilities (ALFs);” the Interdepartmental Model for Children’s Residential Services; data from the Olmstead Task Force Study; other legislative studies; the Adult Care Residence (ACR) Model Project and its evaluation; regulations for facilities licensed by each Department; Medicaid funding for services to residents in these facilities; and the Auxiliary Grant.

2.  Findings

Department of Social Services (DSS) Licensed Residential Facilities  

DSS licenses Assisted Living Facilities (ALFs) that serve a mixed population of vulnerable adults that includes individuals with mental disabilities.  These facilities provide room and board, personal assistance, coordination of health care services and supervision.  DSS regulations cover these areas and include regulations for services specific to the care of some specialized populations.

Assisted Living Facilities are both public and private pay; however, this study focused primarily on public pay. DSS must license a facility for its residents to be eligible for the Auxiliary Grant (AG). Auxiliary Grants are paid to eligible residents who then pay the facility. The maximum public payment in these homes totals $11,784 per year in Planning District 8 and $10,248 per year in the remainder of the state (July 2003). Individuals who meet the level of assisted living that requires assistance with more ADLs or who are dependent due to behavior receive the AG payment from the local department of social services, and the ALF receives an additional $3 per day (up to $90 per month) as an add-on payment from the Department of Medical Assistance Services.  To be cost effective, public-pay facilities are typically larger than the typical group home of 8 residents or less.  
Based upon 27.3% of all ALFs responding to the Olmstead Task Force Survey, 12% of the residents in ALFS were reported as having a primary diagnosis of mental illness or emotional disturbance, 3% of the residents had a primary diagnosis of mental retardation, and 1% had substance abuse as the primary diagnosis.
  

Historically, many individuals with mental disabilities, particularly those with mental illness and those who had experienced state hospitalization have been placed in ALFs.  These facilities were neither compensated for or provide the level of treatment or services many of these individuals need.   Individuals placed in ALFs who receive an auxiliary grant must be assessed for admission using the Uniform Assessment Instrument (UAI).  Facilities are not to accept residents they cannot serve appropriately.   While there is this prohibition, there are individuals living in ALFS who do require a higher level of service, such as that provided in a DMHMRSAS licensed facility, but who are not able to access this level of care due to lack of availability or eligibility for such services.

The workgroup devoted much of its time and effort gathering information and discussing how to improve care in ALFS for individuals with mental disabilities.  

Department of Mental Health, Mental Retardation, and Substance Abuse Services (DMHMRSAS) Licensed Residential Facilities

DMHMRSAS licensed homes must provide individually planned interventions, training, habilitation, or supports to help an individual obtain or maintain an optimal level of functioning, reduce the effects of disability or discomfort, or ameliorate symptoms, undesirable changes or conditions specific to mental illness, mental retardation or substance addiction, as well as provide room, board, and supervision.  They offer a significantly higher level of care than ALFs.  DMHMRSAS licensed homes typically house eight or fewer residents.  

DMHMRSAS licensed facilities fall into two categories based on available funding and disabilities:  Substance Abuse (SA) and Mental Health (MH) group homes and Mental Retardation (MR) group homes.  There is no client specific funding stream to fund MH and SA group homes.  These homes are funded through a combination of state and local Community Services Board (CSB) funding, and the resident’s benefits and resources. DMHMRSAS licenses only 18 MH group homes and one SA group home.  The average statewide cost for mental health group homes, operated by CSBs in 2002, was $31,497 per resident.  These facilities are not eligible for the Auxiliary Grant or Medicaid Waiver funding.  There is no standard assessment tool for admission.  
Group homes serving persons with mental retardation are funded through the Medicaid Mental Retardation Waiver.  These homes must provide and document specific individualized training and support services to residents to be eligible for funding.  Individuals must be assessed and determined eligible for placement in an Intermediate Care Facility for the Mentally Retarded (ICF-MR) for admission to the MR Waiver.    The average Medicaid approved plan for group home services is $59,114/year per resident currently with the actual expenditure being somewhat less.  Typically, MR Waiver Homes house 2-6 residents.  There are approximately 641 MR Waiver Group Homes (August 2003).  Individuals must be assessed and eligible for an ICF-MR level of service for admission.

Based on the Olmstead Task Force survey of DMHMRSAS licensed facilities with 26.2% reporting, 16% of the residents had a primary diagnosis of mental illness or emotional disturbance, 48% had a primary diagnosis of mental retardation, and 23 % had substance abuse as the primary diagnosis or a total of 87% with MI, MR, or SA diagnosis.  Respondents identified a variety of other diagnoses as primary (epilepsy, arthritis, autism, circulatory disorders, respiratory disorder, and brain injury).  In these instances, individuals may also have additional MH, MR, and SA diagnoses.

As the above discussion indicates, there are different expectations and payment levels for homes licensed by DSS and DMHMRSAS.  
The Auxiliary Grant  
One of the barriers to DMHMRSAS licensing of homes for individuals who have mental illness is that residents of DMHMRSAS licensed homes are not eligible for the Auxiliary Grant.  In 1999, Virginia obtained approval for a new Mental Retardation Waiver from the Centers for Medicare and Medicaid Services (CMS) that required DSS licensed ALFs that provided Medicaid waiver congregate residential services to convert to DMHMRSAS licensing within a year.  Thirty-two homes that predominantly served individuals on the Waiver converted to DMHMRSAS licensing.  When they converted, they lost Auxiliary Grant funding.

There are two major barriers to extending the Auxiliary Grant funding to DMHMRSAS licensed facilities.  The Auxiliary Grant is tied to the Commonwealth’s maintenance of effort for Medicaid.  Once a new category of facility is eligible for this grant, payments made to those facilities would be included in the Commonwealth’s Medicaid “maintenance of effort” requirement.  Localities provide a match for Auxiliary Grant funds, and they have been reluctant to expand coverage.  As an alternative, it has been recommended that an entirely new funding stream be created for DMHMRSAS licensed facilities.

Finally, according to the Department of Social Services, with one or two exceptions since 1983, increases in the SSI payment have been passed along as a cost of living adjustment that raised the amount of the Auxiliary Grant.      
Comparison of DSS and DMHMRSAS Regulatory Requirements

The Workgroup received overviews of the two sets of regulations for DSS and DMHMRSAS licensed facilities.  A distinction between the two agencies, which impacts the nature of their regulations, is that DSS primarily emphasizes custodial family-like care, while DMHMRSAS requires licensed facilities to provide treatment and training.  

In general, DSS regulations are more specific and concrete because they apply only to residential settings and prescribe what the provider must do.  DMHMRSAS regulations call for the development of policies that fit the individual’s needs to the program design.  They are generally less concrete and directive, although certain elements are specific.  DMHMRSAS regulations apply to a variety of services, besides residential services, and are written generically, with expectations the provider will adopt policies and practices based on community, professional, or industry standards of practice.  For instance, inpatient units, licensed under these standards, staff based on the acuity of patients currently in the unit, not based on static prescribed staffing ratios. This is a practice standard throughout the industry.  Mental retardation waiver group homes generally have staffing ratios of 1:4-5.  This staffing ratio is not specifically prescribed in regulation, but based on the regulatory requirement to have adequate staff to meet the needs of residents and on community standards of practice.  
With a treatment and training focus, DMHMRSAS regulations have more stringent requirements for Individualized Service Plans (ISP) and documenting progress in terms of ISP completion, content, reviews, progress notes, and individuals qualified to approve ISPs.  DMHMRSAS requires for all residents that a preliminary ISP be completed within 24 hours of admission with a full ISP within 30 days or sooner if the service warrants it.  The ISP must include goals, measurable objectives, strategies, and target dates.  Qualified Mental Retardation Professionals or Qualified Mental Health Professionals must approve all ISPs.  Progress notes must document measurable progress on goals and objectives and are frequently completed daily in residential facilities for each resident. 

Because of the expectations of DMHMRSAS facilities to provide for treatment and training and the nature of the populations served (in MR Waiver funded homes, residents who would otherwise be qualified for ICF-MR facilities), there are also more extensive requirements for individual behavioral management treatment plans, risk management plans, crisis and clinical emergencies response, discharge, and documentation.  DMHMRSAS facilities are also subject to human rights regulations which are more extensive than DSS human rights protections.  MR Waiver funded homes also have to meet Medicaid regulatory requirements.    

Besides the differences in how the regulations are written (specific vs. generic) and more extensive requirements in the DMHMRSAS regulations, there are areas of commonality in regard to personnel requirements, administration, physical environment, and medication administration.

· Interdepartmental Licensing Exists for Children’s Facilities

How Would this Model Apply to Adult Facilities?

Currently, children’s residential facilities are licensed through a cooperative arrangement between four agencies- DMHMRSAS, DSS, the Departments of Juvenile Justice and Education.  The agency designated to license a facility depends upon the population served and the services offered.  A common set of regulations cover all facilities.  There are additional regulatory modules when a facility offers a school program and for treatment services offered in DMHMRSAS facilities.  This effort is supported by statutory language in the Code for all four agencies.  For DMHMRSAS the Code states, 

§ 37.1-189.1 The Department of Mental Health, Mental Retardation and Substance Abuse Services shall assist and cooperate with other state departments in fulfilling their respective licensing and certification responsibilities and in reducing and simplifying the regulations involved in such licensing and certification. The State Board may promulgate regulations which will allow the Department of Mental Health, Mental Retardation and Substance Abuse Services to so assist and cooperate with other state departments. 

Children’s facilities are funded through the Comprehensive Services Act, Social Services, Juvenile Justice, or Special Education.  Because they offer similar services, there are not the significant discrepancies in the levels of funding in children’s facilities as there are in adult facilities.  Rates in children’s group home facilities are not set and are based on a free market rate system.  As a result, all the services licensed under this model can more easily comply with the same regulations.  Funding differences among adult programs make the children’s model problematic to apply in the same manner.  
· Consideration of a Modified Interdepartmental Model

Could the Interdepartmental Model for Children’s Residential Facilities be modified?  As a means to accomplish this, most of the attention of the workgroup centered on improving the level of services provided to individuals with mental disabilities in ALFs.  This led to consideration of a level of care within the residential system.

  Residential Levels of Care

Level 1: ALF- Room, Board, and supervision which include medication management, oversight of transportation, and provision of activities (DSS Licensing).

Level 2:  Room, board and “enhanced” supervision to specialized populations.  This would involve DSS licensing, plus the facility’s meeting requirements of an additional module geared to providing enhanced supervision and assistance to specialized populations.  This option would apply to facilities that met additional regulatory requirements and served specialized populations.  These regulatory modules would address such items as staff training and levels, use of behavior management, and possible extension of human rights protections.  

       To provide services to these specialized populations, the facility would have to meet ALF standards which DSS would review and a MH,MR,SA regulatory module which DMHMRSAS could review.  

Level 3- DMHMRSAS licensed homes providing treatment and training to individuals with MH, MR, SA diagnoses. 

The fiscal implications of adding Level 2 would be that additional regulatory requirements for ALFs, would require additional funding to ALFs and be needed as an incentive to serve these specialized populations. Additional requirements for DMHMRSAS oversight, would require additional DMHMRSAS staff.  

The benefits to creating a Level 2 would be that it would place additional requirements on ALFs that serve individuals with mental disabilities and better ensure a more appropriate the level of care and oversight for those populations.  Improving services to individuals with disabilities in assisted living facilities is a recommendation of the Olmstead Task Force Report.  This plan could involve DMHMRSAS licensing staff expertise in the licensing of services for individuals with mental disabilities in facilities that meet the Level 2 and 3 criteria.  Creating a level system would also benefit individuals now in a higher level of care who might not need to continue in that level of care and could step down to a less intensive model, but need more care than provided in an ALF.  Additional considerations in developing this model are whether facilities could offer more than one level of care to allow individuals to stay in place should they improve or deteriorate or whether there should be timeframes assigned to certain levels of care and funding for such.
· Cooperative Methodology

The workgroup reviewed whether there were joint efforts that could be under- taken that would accomplish similar goals through a cooperative methodology without creating a new regulatory structure.  How could the two Departments and community organizations work better together to address the issues raised by the Joint Resolution?

To this end, the group reviewed how services could be upgraded in the ALFs to better serve residents with mental disabilities.  There has been much study of this previously through the Joint Commission on Health Care “Licensure Issues in Long-Term Care Pursuant to HJR 527, SB 1172, and SB 1173 and the JLARC 1997 Study “Services for Mentally Disabled Residents of Adult Care Residences.”  DMHMRSAS, in response to the JLARC study in the past, recommended that the emphasis ought to be on providing services to residents in ALFS, rather than increasing the regulatory requirements for these homes.  

Expanding the “ACR” Model Projects


The workgroup heard presentations, regarding the ACR Model Pilots (ACR is the term formerly used for an Assisted Living Facility-ALF), which involved CSB staff providing support services to residents in ALFs.  ALF providers participated voluntarily.  The pilots occurred in several locations in the state. This project has been evaluated and has been shown to have positive impacts on outcomes for residents in these homes.  One option to improve services to individuals with mental disabilities is to expand funding for this model of service.  Additionally, expansion would involve coordination between DSS, DMHMRSAS, and the CSBs.

Utilizing Mental Health Community Support Funding for Services for ALF Residents


The committee also explored utilization of Medicaid Community Mental Health Support funding to fund a range of support services to ALF residents.  Both the CSBs and private providers licensed as in-home support providers could provide individualized services to residents in ALFs.  This could improve the quality of care in these homes by funding providers to train residents and provide support services to enable residents to maintain community stability and independence.  It has been unclear in the past whether this funding could be used for services to ALF residents.  DMAS has determined these services do not duplicate what ALFS are licensed to do, and that mental health community support services can be provided in ALFS.  ALF providers indicated interest in learning more about how to access these services for their residents.  This is an existing funding stream.  Use of these funds for this purpose would increase expenditures for this funding stream.  An interagency/provider effort would identify affected facilities and residents and how these funds could be best used to upgrade services to residents in these facilities.  There would also need to be additional information offered to providers by DMAS as to how to use these funds appropriately to avoid retractions.


Increased services in ALFs do not improve staffing levels in ALFs or necessarily address inappropriate placements that occur in ALFs.  However, the evaluation of the ACR Projects did indicate the provision of services had good outcomes for clients in improving their stability in community-based settings.


There was some concern expressed by providers that should residents gain sufficient skills through the provision of support services, they will want to leave ALFS to live more independently.  Payment incentives which would fund care at a higher level at the front end were suggested as a means to induce providers to take new residents with difficult problems and to facilitate residents moving on, as appropriate, as they progress.

Areas of Common Concern to be Addressed Through a Cooperative Model  Approach

(1) Medication administration training.  Para-professional direct-care staff in both DMHMRSAS and DSS licensed facilities administer medications.  They must be certified as medication administration aides prior to administering medications.  The issues related to medication administration for facilities licensed under both sets of regulations are similar.  They involve the training of aides, the prevalence of medication errors, and use of new medications and technologies. Both licensing agencies and affected providers should work together to advise the Board of Nursing regarding training of both trainers and aides and promulgating relevant regulations.  Medication administration is an area of great concern given the complexity of medications administered and the reliance of residents on the safe administration of these medications to maintain their health and stability in the community.  

(2) Training for licensing specialists and providers.  There may be potential opportunities for sharing training opportunities for both specialists and providers in areas related to mental disabilities.  DMHMRSAS facilities offer training for staff which may be of use to DSS licensing staff and for providers.  DSS funds the Virginia Institute for Social Services Training Activities, which may be a resource to train staff and providers.   

(3) Joint problem solving between the two agencies regarding difficult residents who experience multiple placements.  This would bring the resources of the two agencies together to problem-solve about residents that are having difficulty in community-based placements.  DMHMRSAS providers, including CSBs, could be involved in this process.  

(4) Conducting joint reviews of facilities where that may be helpful, particularly in ALFs serving individuals with mental disabilities.  DSS could request DMHMRSAS assistance in licensing reviews.  DMHMRSAS staff have expertise in services to individuals with mental disabilities.  This would require additional DMHMRSAS staffing resources.

(5) Exploring whether eligibility criteria for levels of care need to be more specific and restrictive; i.e., identifying conditions or behavior that would restrict some individuals to living in a certain level of care.

(6) Joint efforts in work force issues such as involving DSS in the DMHMRSAS Workforce Summit.  Providers licensed by both agencies experience similar issues related to recruiting, training, and maintaining direct care staff.

(7) Develop a common core of regulations if needed.

3.  Report Recommendations 

The HJR 199 Work Group recommends that in addressing and improving residential services to individuals with mental disabilities, any recommended changes be guided by the following: (1) Provide for flexibility which improves provider’s ability to offer appropriate services to individuals with varying degrees of mental disability; (2) Systemic, not piecemeal improvement, (3) Regulations which allow funds to follow the individual; (4) Actions which create harmony across residential systems, instead of conflict and contradictions.        

The work group recommends a cooperative methodology approach initially involving DSS and DMHRSAS taking the following steps:

A. Establishment of an inter-agency team and an advisory team charged with developing yearly work plans to increase cooperation and collaboration between DSS and DMHMRSAS with the goal of improving services to those individuals.  The structure for this inter-agency collaboration was outlined by DSS in a proposal to Secretary Woods entitled, “Proposal for an Interdepartmental Model of Regulation for Assisted Living Facilities (ALF).”  It is recommended that the first team created would be an agency liaison team that would develop a work plan.  Work plans would be approved by the agency administrative structure. A sub-committee of the ALF Advisory Committee could be used as an Advisory Team.  It would need to include DMHMRSAS licensed providers. This team would follow through on relevant areas recommended in this study.  

Resources Needed:  Although the statutory language does not specifically endorse an interdepartmental model, § 37.1-189.2, which mandates cooperation among state agencies in their respective licensing responsibilities, could be applied to adult facilities as well as children’s. This model would initially require additional staff resources to participate on teams and may in the long run require a staff coordinator, as is the case with children’s residential facilities.  Form liaison team by April 2004.  Form Advisory Group by June 2004.    

B. Interagency workgroups and providers work on issues of common concern.  This would include, but not be limited to: (1) Medication administration training; (2) Training for licensing specialists and providers; (3) Problem-solving between the two agencies regarding difficult residents who experience multiple placements; (4) Joint reviews of facilities where that may be helpful, particularly in ALFs serving individuals with mental disabilities;  (5) Exploring whether eligibility criteria for levels of care need to be tightened; i.e., are there some individuals who would be prohibited from living in other than a certain level of care; (6) Joint efforts in work force issues such as DMHMRSAS Workforce Summit; and (7) Develop a common core set of regulations if needed. 

Resources Needed:  This would require additional agency staff time and could possibly have fiscal implications depending upon the outcome of these efforts.  Implement FY 05-06. 

C. Utilization of mental health community support funds to support services for individuals in need of supports in ALFs.  Recommend Departmental program staff, along with licensing staff, develop strategies to identify facilities and residents who would benefit from these services and involve CSB and private providers in these efforts.

Resources Needed:  This would place additional demands on staff from both Departments to implement.  It would also increase Medicaid expenditures for this service. Implement FY 04-05.

D. As the DMHMRSAS has recommended in the past, this report supports expanding CSB funding for services not covered by Medicaid for services provided to ALFS through the “ACR Pilot Model.”  

Resources Needed:  General fund dollars to support services in ACR Models which could not be funded through Medicaid.   Implementation would depend upon funding. 

E. Developing Levels of Care:  Part of the work plan for the interagency liaison and advisory group could be to develop a level of care system that includes an enhanced level of regulation and care for homes serving individuals with mental disabilities should other efforts prove to be ineffective. A regulatory module would be developed to require enhanced supervision from homes licensed as ALFS.  DMHMRASAS would either monitor this module or provide training to DSS staff to monitor.  In developing this module, attention needs to be paid to not over-compartmentalizing services and remaining provider friendly.  Providers meeting these requirements would require enhanced funding.  This could also lead to developing a common set of regulations across residential facilities where those regulations are similar.

Resources Needed:  Establishing higher standards for ALFs will require a higher reimbursement rate.  This study did not cost out the projected amount of funding for this alternative, but believes it is not possible to achieve without additional reimbursement to ALFS. Additional work requirements for any agency staff would require additional staffing.

In summary, there is much that could be done to improve and better coordinate regulatory oversight of residences that serve individuals with mental disabilities.  However, the concerns raised by the Joint Resolution cannot be resolved by regulation or oversight alone.  Appropriate community services to residents in these homes will most likely improve outcomes for the residents and address concerns expressed in the Joint Resolution.  

House Joint Resolution 199, 2002

� For limitations and methodological issues related to this data, please see Appendix B, pages 34-35 of the Olmstead Report.  The Olmstead Task Force surveyed all ALFs, not just those that accept the Auxiliary Grant (public pay).  These homes are thought to serve a higher percentage of individuals with mental disabilities than ALFs that accept only private-pay patients.  Members of the work group believe the actual percentage of individuals with mental disabilities in ALFS that accept the Auxiliary Grant is higher than the percentage indicated in the Olmstead survey.  This same discrepancy does not apply to DMHMRSAS licensed homes.
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