REMARKS OF

 JOSEFINA CARBONELL

ASSISTANT SECRETARY FOR AGING

ADMINISTRATION ON AGING

TO THE

23rd ANNUAL HOME AND COMMUNITY BASED SERVICES CONFERENCE 

SPONSORED BY:

NATIONAL ASSOCIATION OF STATE UNITS ON AGING
October 2, 2007
ALBURQURQUE, NEW MEXICO
THIS TEXT IS THE BASIS OF THE ORAL REMARKS OF THE ASSISTANT SECRETARY FOR AGING.  IT SHOULD BE USED WITH THE UNDERSTANDING THAT SOME MATERIAL MAY BE ADDED OR OMITTED
Good afternoon!!!

What a wonderful conference! Thank you for the opportunity to be here today.  

I want to congratulate the staff and Board of Directors of the National Association of State Units on Aging for all their hard work in making this conference possible. 

This meeting is a wonderful example of how the Medicaid, Disability and Aging communities – at the national, state and local level – can work together to enhance our nation’s capacity to better serve persons of all ages with disabilities. 
For far too long, too many of our citizens have been given only one option when they need long-term care – and that is, to move into a nursing home.  For many people, this means loosing their connections to the community, being forced to spend all their savings, and becoming totally dependent on Medicaid.   

We know this approach doesn’t work for people, and it doesn’t work for the nation.  

Today we are spending more than $207 billion a year on long term care, and most of those dollars go to nursing home care.  And, if we look below these national figures, we find that -- despite the gains we are making in rebalancing our system of care --  30 states are still spending 80 percent or more of their Medicaid long-term care budgets on nursing home care, and 13 of these states are spending more than 90 percent of their budgets on this form of care.  

We all know the system needs to change.  

Many of you in this room have been working to modernize our system of care for many years, using Home and Community-Based Waivers to create more opportunities for people to remain in their own homes and communities.  

You have also been leading the way to give consumers more control over their care through the use of consumer-directed models, and you are now leveraging “Money Follows the Person” to get people out of nursing homes and back into the community. 

But, we all know -- these actions are not enough -- we need to do more.  

My number one priority since arriving at AoA has been to make long-term care more person-centered and more responsive to the needs and preferences of the individual.  To that end, we have developed a strategy to advance meaningful and important changes in long-term care --  changes that complement the reforms going on in Medicaid, and that build on the unique capacity of the Aging and Disability Networks.  

We call our strategy “Choices for Independence” and it includes three goals: 

· Making it easier for individuals to learn about and access existing services and supports. 

· Empowering people, including those who already have chronic conditions, to make behavioral changes that can reduce their risk of disease, disability and injury. 

· And -- providing individuals who are at high-risk of nursing home placement -- more options so they can remain at home.  

“Choices for Independence” gives Americans what they want -- and it builds on the best practices that YOU have been using to reform long-term care at the state and community level.

The most visible component of our strategy to-date has been our partnership -- with CMS to help states establish “one stop shop” entry points to all long-term care services through Aging and Disability Resource Centers.   This initiative builds on the “single entry point” models developed by Oregon, Washington, Wisconsin and others.  Since 2003, AoA and CMS have been supporting replication efforts in 43 states. 

By empowering consumers with information, personalized assistance and streamlined access, our citizens will be better equipped to make informed decisions -- and be better able to choose alternatives that best meet their unique needs and preferences.  

We all know from experience that obtaining the array of supports and services needed to help an individual to remain at home can be a daunting task.  

You and I both know this story all too well ------------ and that’s why I’ve been so determined to change the system!
My vision is that ADRCs will serve as the “visible and trusted” resource and “single point of entry” for all long-term care services in every state and community in this country… and we are making a steady progress toward that goal.   There are now well over 100 ADRC pilots across the country, covering 727 counties.  Over one-third of the ADRC states have passed legislation or issued executive guidance.  In addition states have contributed close to $40 million of their own funds to enhance their ADRC programs. Nine ADRC grantees are already moving toward statewide coverage. 
As a companion to the ADRCs, in 2005 we launched the “Own Your Future Campaign” in partnership with CMS, ASPE and the National Governors Association.  This Campaign supports statewide educational efforts targeted at raising public awareness about the importance of planning ahead for one’s long-term care.   To date, we have supported campaigns in 16 states and have reached almost 20 million individuals.   

The second major systems change we are advancing with “Choices for Independence” is to make it easier for individuals to take advantage of low-cost, evidence-based prevention programs that can improve their health and quality of life.  These programs involve simple tools and techniques that can help people better manage their chronic conditions, take better care of their physical and mental health, and reduce their risk of falling.  These programs have also been proven effective in reducing hospital stays and emergency room visits. 
These science-based programs are specifically designed to be deployed by community-based organizations, such as senior centers, meal programs, housing projects, and other community settings.  They are giving our aging service providers a unique role in promoting healthy lifestyles and in reducing health care costs.

This is the goal of the Evidence-Based Disease and Disability Prevention Grants Program we launched in 2003 in partnership with CMS, CDC, NIH and others.  This past year we expanded this partnership with the help of Atlantic Philanthropies.  We are now gearing up projects in over 75 communities across 24 states.  Our long-range vision is to have evidence-based program tools readily available to seniors in every community across the nation.   

The third component of “Choices for Independence” focuses on providing more options for people who are at high risk of nursing home placement to help them remain at home longer.  

This includes using “Cash and Counseling”, to give individuals greater control over the types of services they receive so they can better address their own particular needs and circumstances.  

As you know, the “Cash and Counseling” model has shown us that we can effectively turn control over to consumers – both younger and older individuals alike – and successfully maintain high levels of quality and consumer satisfaction.  Since 2003, we have been working with our partners in HHS and the Robert Wood Johnson Foundation to support the replication of this model nationwide, and we are currently supporting projects in 12 states.
And we saw a perfect example of consumer empowerment right her in our host state during a site visit yesterday.  The New Mexico Mi Via Program. 
This past week – I am very pleased to say – the Secretary launched a new Nursing Home Diversion Grants Program to help states redirect the use of existing Older Americans Act funds, and other non-Medicaid resources, to provide more flexible, and more consumer-directed services -- to individuals who are at high-risk of nursing home placement and Medicaid spend-down.  
We are calling this our “Community Living Incentive”, and it is the Aging Network’s version of  “Money Follows the Person”– except it is a prevention strategy that gets to people BEFORE they enter a nursing home and spend down to Medicaid.  
Again I am talking about a nursing home diversion program that is also a Medicaid diversion program.
Under this initiative, we are now providing grants of up to $500,000 to 12 states, and if we have money in the FY 2008 budget, I plan to fund an additional 8 states.   These 20 states are: 

· Arkansas

· Connecticut

· Florida

· Georgia

· Illinois

· Indiana

· Kentucky

· Maryland

· Massachusetts

· Michigan

· Minnesota

· New Hampshire

· New Jersey

· New York

· North Carolina

· Pennsylvania

· Rhode Island

· Texas

· Vermont

· West Virginia

Let’s give them a round of applause.   

Under this initiative, we are establishing national standards to guide the development of nursing home diversion programs for the non-Medicaid population.  These standards include the use of:

· Flexible dollars, to ensure that services can be tailored to the individual needs of consumers and their family caregivers, rather than being tied to a particular service or a provider;

· Targeting criteria to ensure the program actually reaches individuals who are at risk of nursing home placement and spend-down to Medicaid;

· Giving all clients the option of using “Cash and Counseling”,  and 

· Making sure the program is used to complement and support – and not supplant  -- the on-going efforts of family caregivers and the use of an individual’s personal resources.

We are also requiring the projects to use “single entry point systems” that provide access to all publicly supported long-term care to perform the functions of client screening, assessment, care planning and targeting -- and to ensure the projects are fully coordinated with a state’s Medicaid program. 

This Nursing Home Diversion Program, like the other components of Choices, targets the non-Medicaid population – which is by far the largest segment of our nation’s long-term care population.   

If you look at the elderly alone, only a very small number – about 12 percent – are eligible for Medicaid at any point in time.   Yet, the elderly account for most of our long-term care expenditures under Medicaid.

Older people usually end up on Medicaid -- after they’ve spent most of their savings on their long-term care – frequently as a result of a nursing home placement.  We also know that some elderly people become Medicaid eligible by transferring their assets. 

The important point here is that –if we are ever going to succeed in modernizing long-term care - our efforts must go beyond the Medicaid program.   
Our public polices at the federal and state level need to recognize the importance of helping people who are not Medicaid eligible to remain independent in the community.  And our policies need to be more explicit about the connection between helping non-Medicaid individuals to stay at home, and our efforts to reduce the growing fiscal pressures on Medicaid. 

There is no better network to do this than the Older Americans Act Network which has been helping people to remain at home for almost 40 years – a network that many states are already using to manage their home and community based waivers and other long-term care programs.   As states think through their options for reforming long-term care, they need to take advantage of the unique assets of the Aging Services Community Network – a network of public, private and market based providers.
I am delighted to report that, at the federal level, we are one very big step closer to this goal.  The President signed the 2006 reauthorized Older Americans Act which includes a roadmap for the modernization of long-term care centered upon the core principals of “Choices for Independence” and the unique capacities of the Aging Services Community Network.  

Specifically, the new long-term care provisions in the Act specifically direct AoA to continue its collaboration with CMS and the Aging Services Network to advance the changes I’ve discussed today.   To make this happen, AoA will continue to work with our partners at the federal, state and community level -- including all of you in this room -- to make our system more consumer-driven and more cost-effective.   We will build on the investment we and our partners at HHS have already made in the various initiatives I talked about today – investments which have reached almost every state and have totaled over 100 Million dollars.   
With the increasing numbers of older adults, we must reduce the financial costs of long-term care through greater choices and through community-based approaches.  We can reduce costs by keeping people healthier.  We also have an incredible opportunity to help older adults stay engaged in their communities.  

If we implement Choices as I envision we will have the opportunity to divert up to 200,000 elderly and disabled individuals from nursing homes and Medicaid over the next ten years.

To achieve greater access to home and community based services, we need to continue our rebalancing efforts, including our efforts to shift resources from institutional to home and community based care.  

For every 1 % we shift -- from the dollars we are currently spending on nursing home care – we will have an additional $1.3 billion for home and community based services—services that people of all ages need to remain in the community.  

In closing, let me say that at the federal level, we will continue to provide leadership, technical assistance, and some of the funding necessary to create better systems to support people with disabilities.  
But all of you in this room are the real change agents at the state and local level.  
By moving forward together, we can create tremendous synergies and exert much greater influence on the future of long-term care.  
We need to accept the challenges and seize the opportunities in front of us. 
I believe it is the right thing to do, and it is the right time to do it. 

Thank you. 
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