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Housing Plus Services (HPS) is, in one sense, a simple concept: an affordable home plus support services
that can ensure that vulnerable people—the elderly and people with disabilities—are able to live
independently in their communities. The HPS model promotes a systemic approach that can save tens of
millions of state dollars, reducing costly institutionalization or homelessness while providing better
independent living opportunities.

But as the state contends with an estimated $5 billion budget deficit in FY "12 and a growing demand for
affordable housing for very low- to moderate-income residents, creating more opportunities for housing
plus services will require effective budgeting, a high degree of coordination and a willingness to look at
both affordable housing and support services in new ways.

For the health and welfare of elderly and disabled populations, Housing Plus Services offers the
opportunity for community integration, independence and improved quality of life, and offers key policy
leaders, town officials, social service providers, and funders a way to achieve better results with public
funds.

DEFINITION

In his Hierarchy of Needs, Maslow suggests that individuals must satisfy their basic physiological needs
before they are able to meet higher level needs such as safety and esteem. For many people who are
low-income and disabled or elderly, integrating services into housing—Housing Plus Services (HPS)— can
provide individuals with the supports they need to live independently.

The National Low-Income Housing Coalition (NLIHC) defines HPS as housing in which there is a social
services connection®. HPS includes “permanent affordable housing that incorporates various levels of
services with housing, with services provided, preferably, by trained staff for whom service delivery, not

property management, is their primary responsibility”?.

HPS encompasses a broad range of housing programs which serve diverse populations. The NLIHC
‘Housing Plus Services Typology’ matrix (attachment A)® includes: supportive housing, special needs
housing, housing for older adults, service-enriched affordable housing, and public housing.

The NLIHC further distinguishes three types of HPS: service enriched housing, supportive housing, and
special needs housing (attachment B)* that share a similar purpose but are implemented differently”.
The key goal of all HPS programs is to promote independent living for the elderly, individuals with



disabilities and other populations at risk. The NLIHC identified eleven principles to guide the design and
implementation of HPS (attachment C)°. HPS presents an alternative to institutionalization by providing
individuals with permanent housing and the appropriate level of integrated services.

PERMANENT SUPPORTIVE HOUSING

Permanent supportive housing is an affordable housing model specifically for those who have been
homeless or are at risk of homelessness and who have a chronic illness such as psychiatric disability,
HIV/AIDS or chemical addiction. This housing model is more effective and less expensive than other
housing/healthcare options such as hospital emergency rooms/emergency shelters, or in-patient
psychiatric or detox facilities, nursing homes, hospitals or prisons.

Over the last two decades, Connecticut — using a combination of federal, state, local and private funds
for development and services — has created more than 4,400 units in more than 80 communities around
the state. Of those, about 1,000 have been developed as apartment buildings, typically with case
management services on site. The remaining 3,400 are scattered-site units, employing rental subsidies
and available case management. In all instances, residents pay 30% of their income for rent, enjoy the
security of permanence with no time limits and hold their own leases.

Compared to a night in supportive housing, which has been estimated by the Corporation for Supportive
Housing to cost $54, shelter is $20. But a night in prison is more than $100 while a nursing home
averages more than $200 and inpatient hospital, detox or psychiatric treatment can run from $500 to
more than $1,100.

A 2002 evaluation of the Connecticut Supportive Housing Demonstration Program by researchers from
The Center for Mental Health Policy and Services Research of the University of Pennsylvania Health Care
System found that tenants:

o Decreased their utilization of restrictive and expensive health services: 71% decrease in
the average Medicaid reimbursement per tenant using medical inpatient services.

e Increased their usage of less expensive ongoing and preventive health care: These
included services such as home health care, outpatient mental health and substance abuse
services, and medical and dental services; the number of tenants using medical or
behavioral health outpatient services also increased after entering the housing, showing a
peak at one year into their tenancy.

In addition, contrary to conventional wisdom, the study found that property values in the
neighborhoods surrounding the supportive housing increased or remained steady after the projects
were developed.

The major providers of permanent supportive housing report that more than 95% of their residents can
live successfully in such an independent setting, with many able to return to part- or full-time work or
training programs and school. The costs of permanent supportive housing are also lower than
alternative remedies that are both temporary and less effective.



HOME-BASED LONG TERM CARE NEEDS

The demand for HPS is a combination of the demand for affordable housing and for long-term care. In
the “Connecticut Long-Term Care Needs Assessment” the University of Connecticut Health Center
reported that in 2006, 188,031 individuals demanded some sort of long-term care. They estimate that
number will grow 25% to 240,238 by 2030". Over 80% of survey respondents stated they would prefer
to continue living in their own homes with needed services than reside in an institutional setting. To
achieve this requires integrating home and community-based long-term care services into individual’s
current residences. For individuals already in institutions who prefer to receive home and community-
based long-term care services, it first requires locating and securing affordable housing and then
integrating services.

The need for home and community-based long-term care services care is growing among individuals
currently residing in the community. Nearly 25% of older renters have at least one functional
impairment, such as difficulty preparing meals, paying bills, bathing, or using the bathroom. This number
is even higher among occupants of subsidized housing, with 40% of residents of Section 202 housing
reporting at least one functional impairment®. In 2008, disabled individuals less than 65 years old made
up 11% of Connecticut’s nursing home population®. The Money Follows the Person Demonstration has
identified over 700 individuals who are interested in transitioning from a nursing home setting into
home and community-based long-term care services and community living.

LACK OF AFFORDABLE HOUSING STOCK

For elderly and disabled individuals who are adequately and affordably housed, the challenge is to
connect home and community-based services that allow maximum independence. For thousands of
people who are very low income and disabled, adequate and affordable housing is out of reach because
they are priced out of the housing market.

Connecticut’s housing situation is a dichotomy, with many people living comfortably in homes they can
afford but many others paying too much of their income on housing. Overall, more than a fourth — 26% -
- of all households (both owners and renters) earn less than 80% of median income and spend more
than 30%, the HUD standard of affordability, on housing costs. It is worse for low-income residents. For
example:

e Of the 400,000 renting households in Connecticut, a fourth earn less than 50% of median
income and spend more than half of that meager household revenue on housing. That leaves
little for healthcare, transportation, food, clothing and other necessities.

e Of 695 occupations in Connecticut, 329 make a median wage lower than the $21.60/hour
housing wage, the salary a person must earn to afford a typical 2-BR apartment in Connecticut.

When residents must spend such a large part of their income on housing, it not only leaves too little for
other basic needs — it also prevents them from amassing savings or consistently providing for their own
healthcare: medical visits, proper nutrition, ability to rest and/or recreation. That can lead to disability
and need for services not only for the elderly, but at much earlier ages.



The Technical Assistance Collaborative’s 2008 Priced Out report compares Social Security Income (SSI)
with Fair Market Rents and shows that individuals in Connecticut with disabilities who rely on SSI as
their sole source of income, and receive $805/month on average, pay 116% of their income for a
modest 1-BR apartment and 96% of their income for an efficiency apartment. To afford an apartment
and not pay more than one third of their income towards rent, they would have to earn a housing wage
of $17.42/hour. There is a shortage of affordable housing in Connecticut and SSI payments have not
kept up with the cost of rents and other basic needs.

In general, the shortage of affordable housing in the state is a function of the failure to create more
supply. Connecticut is 47" in the nation since 2000 in units built per capita and virtually none of the
units created since then have been affordable rental, condominium, townhouses or modest starter
homes. The general lack of supply caused home prices to rise 70% between 2000 and 2007. Even
though prices have fallen about 18% statewide since the '07 peak - mostly in Fairfield County and only
modestly in northern and eastern parts of the state - the continued lack of supply is foreboding: once
the economy begins to expand and demand increases, prices will increase in turn, exacerbating the
affordability problem. Two telling measures of the supply shortage in Connecticut:

1. In 2000, 65.2% of ownership units were valued under $200,000. By 2008, after the run-up in
prices, the percentage of ownership units valued under $200,000 had fallen to 19.8%.

2. According to HUD, the vacancy rate for rentals created with Low Income Housing Tax Credits in
2008 was 3.7%; nationwide, it was greater than 10%.

According to the Connecticut Housing Finance Authority (CHFA), from October 2008 to September 2009,
there were 9,833 individuals on the waiting list for affordable housing in CHFA’s portfolio alone™. The
lack of appropriate housing can be responsible for forcing people into shelters or into institutions to get
the care they need™?,

BENEFITS

Integrating home and community-based long-term care services with affordable housing through HPS
provides benefits for the individual, property owner and community. Housing represents physical
safety, the ability to remain independent and have access to the community™®. HPS provides an
alternative to institutionalization by supporting aging-in-place and provides individuals with the most
independent living situation possible (attachment D.)

Tailoring home and community-based long-term care services to an individual’s needs allows the
individual to experience better clinical outcomes. A 2005 study found individuals in home based care
had significantly better clinical outcomes in Activities of Daily Living (ADLs), cognition, depression and
incontinence than their matched nursing home counterparts™.

Integrating services into housing increases resident satisfaction, decreases resident turnover, provides a
stabilizing force that keeps buildings safe and fosters a critical sense of community, reducing costs for
property owners®. The ability for individuals to stay in the community who may otherwise become
institutionalized leads to an increase in overall community pride,™ and HPS creates a variety of home
and community-based long-term care services jobs providing further growth for the community*’.



COSTS AND SAVINGS

A new study commissioned by the Connecticut Regional Institute for the 21° Century says Connecticut
can cut its future long-term care costs by more than 25% between now and 2025 if it can shift many
residents to non-institutional care. The stakes are high: almost 14% of the state budget was spent on
long-term care last year for 40,000 Medicaid clients — 1% of the state’s population. Of those, more than
half — 21,300 — received home or community care at less than half the cost of institutional care. The
report, completed by the accounting and consulting firm BlumShapiro, states that this shift would
require a new state cabinet-level officer to take responsibility for the transition, a budget mechanism to
ensure funds are made available for home care and protected from other uses, greater efficiencies in
the existing program and a marketing campaign to make residents, their families and others aware that
programs exist, and are less expensive.

In fiscal year 2008, Connecticut had the second highest level of per capita nursing home expenditures
among all fifty states. Connecticut spent $1,241,791,359 total on nursing home services averaging
$354.67 per person/day while HCBS expenditures were $646,183,517 total or $184.56 per person/day*®.
Kaye, LaPlant and Harrington state that the average nationwide total public expenditure on a recipient
of home and community-based long-term care services was about $44,000 less/year than for a person
receiving institutional services®.

Table 1.
Medicaid Long-Term Care Expenditures by Age, 2006%°
Percent of Average Perc_ent o Average monthly
Number of : expenditures for R
. expenditures for | monthly HCBS P institutional cost
recipients . : institutional .
HCBS services cost per client : per client
services
Birth 0 0
t0 21 548 52% $1,754 48% $27,247
Age
22 to 9,914 62% $5,551 38% $7,172
64
Age 0 0
65+ 30,764 18% $1,352 82% $5,112

In 2006 the average monthly cost for an individual age 22 to 64 receiving home and community-based
long-term care services was $1,621 less than for an individual receiving services in an institution. The

difference is markedly higher among the 65+ population with a home and community-based long-term
care services monthly costs being $3,760 less than institutional costs.




Table 2.
Connecticut Medicaid Long-Term Care Clients and Expenditures: SFY 2009°

SFY 2009 Medicaid LTC Clients Monthly SFY 2009 Medicaid LTC
Average Expenditures
Community-Based Care -
(HCBY) 21,275 $886 million
Institutional Care 18,822 $1,612 million
Total 40,097 $2498 million

Table (2) demonstrates the number of individuals receiving Medicaid long-term care services and the
associated expenditures. Extrapolating the provided information estimates the average monthly per
client expenditures for home and community-based long-term care services was $3,470 and average
monthly per client expenditures for institutional care was $7,137. This indicates that in 2009, home and
community-based long-term care services cost per client was roughly half of the institutional cost.
Nationwide, states that have expanded their Medicaid home and community-based long-term care
services programs required increases in short term spending, followed by subsequent reduction in
institutional spending and long-term cost savings®.

The aggregate cost when unidentified individuals begin to demand services is a concern regarding
further expansion of home and community-based long-term care services in Connecticut. Currently,
many individuals receive home and community-based long-term care services from friends and family
members who are not being reimbursed. Critics are concerned with this “woodwork effect” as services

are expanded.

Table (3) is an attempt to account for the cost of the woodwork effect by projecting Medicaid Long-
Term Care expenditures in 2025 based on the current home and community-based long-term care
services and institutional ratios as well as optimal ratios.

Table 3.

Projections of Connecticut Medicaid Long-Term Care Expenditures by Current and Optimal Client
Ratios of Community and Institutional Care SFY 2009 and SFY 2025%

202 Optim 2025
Current . .
Client Ex_pendltures Increase from _al Ex_pendltgres Increase from
Ratio WIFh Curre_nt 2009 to 2025 Clle_nt W|t_h Optlmal 2009 to 2025
Client Ratio Ratio Client Ratio
Community-
based Care 53% $2,073,145,970 | $1,187,614,916 75% | $2,930,441,990 | $2,044,910,936
(HCBS)
'”Stg;:('aona' 47% | $3,774,168,135 | $2,162,056,332 | 25% | $2,010,050,810 | $397,939,007
Total 100% $5,847,314,105 | $3,349,671,248 100% | $4,940,492,800 | $2,442,849,943




Connecticut’s goal is to rebalance the long-term care system to reflect an optimal client ratio of 75%
home and community-based long-term care services and 25% institutional care®*. If current ratios of
home and community-based long-term care services evolve to reflect the ratio Connecticut desires, the
state could expect an additional 10,978 individuals receiving home and community-based long-term
care services and a decrease of 8,071 individuals receiving institutional care when compared to 2009
levels. As Table (3) indicates, by holding the number of individuals served in 2025 constant, and
increasing the proportion of individuals receiving community-based care to 75%, Medicaid long-term
care expenditures are projected to be $4.9 billion, instead of $5.8 billion; $904 million less than the
State might otherwise have spent®.

Because home and community-based long-term care services programs serve people at risk of needing
institutional services with the goal of preventing or deferring institutionalization, the lag between the
introduction of an home and community-based long-term care services program and a reduction in
institutional population should be expected. Therefore, real savings in institutional costs may take
significant time to realize.

Governor Rell’s FY2010-2011 budget includes a line to limit inappropriate nursing home placements and
enhance efforts to ensure the financial viability of the state's nursing homes. Assuming the closure of
approximately 100 nursing home beds in FY2011, with additional closures in the future, the budget
projects a savings of $8,300,000 in FY 2011%,

CURRENT IMPLEMENTATION OF HPS IN CONNECTICUT

“Choices are for Everyone” Plan

OnJune 22, 1999, The United States Supreme Court decided the Olmstead v. L.C. case, holding that
“unjustified isolation,” caused by unjustified placement or retention of persons with disabilities in
institutions, “is properly regarded as discrimination based on disability,” in violation of the ADA®.
Federal regulation requires public entities to make “reasonable modifications” to their policies,
practices, or procedures in order to avoid discrimination on the basis of disability. Completed in March
2002, the ‘Choices are for Everyone Plan’ was developed to “assure that Connecticut residents with
long-term support needs have access to community options that maximize autonomy, freedom of

choice, and dignity”2.

The Long Term Care Planning Committee

The Long Term Care Planning Committee (LTCPC) was established in 1998 to coordinate long term care
policy development and create a long term care plan every three years to ensure individuals have a
choice to receive care in the least restrictive environment®’. The LTCPC, chaired by the Office of Policy
and Management, is composed of representatives from ten executive state agencies and the Co-Chairs
and Ranking Members of the Legislative Committees of Aging, Human Services, and Public Health. The
LTCPC funded a comprehensive long-term care needs assessment completed by the University of
Connecticut Health Care Center’s Center on Aging. The report detailed the future of long-term care

1527 U.S. 581, 597 (June 22, 1999).
% The Connecticut Department of Social Services. (2002). Choices are for everyone: Continuing the movement
toward community-based supports in Connecticut.



needs in Connecticut as well as what initiatives currently exist to address them. The needs assessment
commented on the overall lack of affordable and safe housing as a barrier to aging in place.

The Nursing Facility Transition Project

The Nursing Facility Transition Project was established in 2001 after the State of Connecticut received an
$800,000 three-year grant from CMS. The goal was to create a system to assist 150 individuals in
transitioning from nursing facilities to the community with any needed supports®.

Systems Change Grants

Connecticut has been the recipient of seven Systems Change for Community Living grants by Centers for
Medicare and Medicaid Services (CMS) to assist individuals with long-term care needs by allowing them
to have more control over where they live and the services they receive®.

Medicaid Waiver Programs™

Home and Community Based Care waiver programs were created in response to the institutional bias of
the Medicaid program and provide bundles of services to eligible individuals. Several Connecticut waiver
programs are detailed below:

Connecticut Home Care Program for Elders

The Connecticut Home Care Program for Elders (CHCPE) is the state’s largest waiver program which aims
to increase the number of individuals 65+ receiving HCBS and decrease the number of individuals
receiving institutional care. There is a no waiting list policy. There are several parts to the CHCPE:

1. Medicaid Elder Waiver: The Medicaid portion of the CHCPE; it provides a wide range of home
and community-based services to individuals age 65+ that would otherwise be institutionalized.
Available services include adult day care, homemaker, companion, meal delivery, emergency
response, case management, home health, respite, assisted living and minor home
modifications. The monthly average number of participants for SFY 2009 was 9,400.

2. State-Funded CHCPE Program: The state-funded portion of the CHCPE; it provides the same
services as the Medicaid Elder Waiver except that plans of care are capped at lower levels. The
program serves individuals 65+ with slightly higher income and asset levels than permitted
under the Waiver portion. Also, the program covers individuals with fewer needs than under the
Medicaid Elder Waiver. The monthly average number of participants for SFY 2009 was 5,356.

3. State-Funded Personal Care Assistance Pilot: The Personal Care Assistance (PCA) Pilot is a
component of the CHCPE that enables participants to hire and manage the schedules of their
own personal care assistants. PCA services may be provided by non-spousal family members. On
June 30, 2009, there were 242 people enrolled in the PCA pilot program.

Medicaid Personal Care Assistance Services Waiver

The Medicaid Person Care Assistance Services (PCA) Waiver provides personal care services to persons
with physical disabilities who are age 18 and older. In this person-directed program, participants hire
and direct their own care. The program is capped at 748 people. The monthly average number of
participants during SFY 2009 was 739.




Department of Mental Health and Addiction Services (DMHAS) Waiver Program
On April 1, 2009, the Medicaid Home and Community-Based Long-Term Care Services Waiver for
Persons with Serious Mental Iliness became operational. Over the next three years DMHAS will provide
wrap-around services to 216 clients who are at risk of nursing home placement.

DDS Individual and Family Support (IFS) Waiver and DSS Comprehensive Supports
Waiver

The DDS IFS Waiver provides in-home, day, vocational and family supports services for people who live
in their own or family home. In FY 2009, the monthly average number of participants was 3,771. The
DSS Comprehensive Supports Waiver provides for the vocational and in-home services needed for
people who need a more intensive level of support to remain in their own family home. In FY 2009, the
monthly average number of participants was 4,571.

Medicaid Acquired Brain Injury Waiver

The Medicaid Acquired Brain Injury Waiver provides 19 specific behavioral and support services to
persons between the ages of 18 and 64 with acquired brain injury. The program is capped at 369 people.
The monthly average number of participants during FY 2009 was 369.

Money Follows the Person Rebalancing Demonstration

Money Follows the Person (MFP) began in December 2008 after CMS awarded Connecticut a $24.2
million five-year grant to rebalance long-term care services from institutional care to home and
community-based long-term care services. MFP serves all individuals who have physical, mental, or
intellectual disabilities and have long term care needs*".

One of five MFP benchmarks is to increase the percentage of Medicaid long-term care clients receiving
home and community-based long-term care services to 57% by 2011. MFP seeks to transition 700
individuals from nursing homes by December 2012. As of September 2009, MFP transitioned 95
individuals from 54 different nursing homes*?. The following table depicts the cost savings to the state
from MFP.

Table 4.
Money Follows the Person Reports Program Cost Comparison per Client*®

Care Types Money Follows the Person Institutionalized Care

$3,676
Monthly Program Cost $3,388 spent on services $6,658
$288 spent on rental assistance
Federal Match $2,713 $4,008
Net Cost to State $963 $2,651




Housing Options
A number of housing options with long-term care supports are available in Connecticut. Table (5)

presents the number of community and nursing home options currently available in Connecticut.
Additional housing options for elderly and disabled persons may be found at: www.cthousingsearch.org.

Table 5. Community Housing Options in Connecticut, June 30, 2009*

—_ Number of Number of
Number of Facilities Units Residents/Beds Age
Supportive Housing 4,400 4,400 households All ages
State Funded pongregate 23 951 62 and older
Housing
Managed Residential
Communities (Assisted 107 5,508 Adults and older adults
Living)
Residential Care Homes 100 2,765 Adults and older adults
_continuing Care 18 3,200 Older adults
Retirement Communities
Nursing Facilities 242 28,981 All ages

Resident Services Coordinators

A Resident Services Coordinator (RSC) is employed by the housing manager or sponsor to help residents
identify and arrange for needed services, advocate on their behalf, and provide educational programs*.
In Connecticut RSCs are employed in state and federal elderly/disabled buildings as well as several for-
profit managed properties. Konover Residential Corporation and New Samaritan Corporation utilize
RSCs in many of their properties to provide service linkage to residents. RSCs provide a cost savings to
property managers by reducing turnover and nonpayment of rent while helping individuals continue to
live independently®®. Currently there is a RSC in one out of every three state-funded elderly/disabled
housing facilities® .

Moratorium on New Nursing Home Beds

The moratorium on new nursing facility beds was extended to June 30, 2012 creating additional
incentive to integrate services with housing and reduce institutionalizations in Connecticut.

IMPLEMENTATION IN OTHER STATES

States with the greatest success in rebalancing -- Texas, Vermont, and Washington -- have moved to a
substantial amount of cross-age, cross-disability consolidation at the state level®. Several states
including lowa, Massachusetts and Michigan have developed state task forces to address
implementation of HPS®.

Washington State
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Washington has created a state level Aging and Adult Services Administration which is responsible for all
regulation and financing for home and community-based long-term care services in the state. According
to stakeholders, cooperation between the state and local level contributes to increased efficiency in the
funding and delivery of long-term care services. Researchers have concluded that the home and
community-based long-term care services system costs the state 17 percent less than if the previous,
more nursing-home oriented, system was maintained in place®.

The following examples provide illustration of how other states are delivering HPS services to the elderly
and disabled populations. Additional examples may be found in: Harahan, M., Sanders, A., & Stone, R.
(2006). Inventory of affordable housing plus services initiatives for low and modest income seniors.
Institute for the Future of Aging Services.

Peter Sanborn Place, Reading, MA

Peter Sanborn Place gives priority to prospective residents, elderly or disabled, with high levels of need.
Residents with high levels of need receive a comprehensive assessment, and a care plan is developed
and monitored on an on-going basis. Resources freed up from the refinance of a Section 202 loan were
reinvested in building renovations and resident services. The property operates its own home care
agency, which provides case management, personal care, medication monitoring, homemaker services,
and transportation to eligible residents and the surrounding community. Nursing care and rehabilitation
services are provided under contract by the VNA.

PennSouth Cooperative, New York, NY

PennSouth Cooperative is a limited-equity co-op, built in 1961 with 6,200 residents. As PennSouth’s
residents began to age, the co-op set up a collaborative program with community agencies to provide
supportive services.

Vladeck Cares/NORC Supportive Services Program, New York, NY

Vladeck Cares/NORC Supportive Services Program serves elderly and disabled residents of Vladeck
House, a public housing project with 3,000 residents. Funded by the city, the state Department on
Aging, and private sources, the program provides preventive health, medical and social services, case
management, mental health counseling, and educational and cultural opportunities.

Synod Residential Services, Ypsilanti, MI

Synod Residential Services is a private non-profit which provides tailored wrap-around services to the
elderly and disabled living onsite and in the community. Synod provides low-income affordable housing
with integrated services or offers its home and community-based long-term care services to any eligible
individual in the community. Synod provides a wide range of services including assistance with all
activities of daily living, medication management, crisis intervention, care management, money
management and budgeting.

Lifelong Medical Care, Oakland, CA

Lifelong Medical Care is a collaboration between a Section 202 property, a federally qualified health
center, and a Programs of All-Inclusive Care for the Elderly (PACE) program to provide an assisted living
level of care. The health center services include primary care, mental health services, adult day care,
podiatry, and dental care.
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BARRIERS

There are significant barriers to successful implementation of HPS in Connecticut:

Lack of Affordable and Accessible Housing

o There is insufficient affordable and accessible housing in Connecticut.
e The system to identify available accessible housing units is fractured. Multiple agencies are
devoting resources to locating, securing and modifying housing.

Lack of Adequate and Available Community Services and Supports

e Adequate, affordable and accessible public transportation is not available statewide to ensure
individuals can remain independent.

e Access to community supports such as medical equipment or food programs can be
cumbersome.

o There is an inadequate workforce to provide needed services. The future of housing linked with
services will depend on the development and support of a quality workforce®.

Lack of Public Education and Awareness

o Individuals at risk, families, service agencies, and the general public are uninformed about home
and community-based long-term care services, integration and independent living options for
themselves or others.

e Landlords and real estate agencies are not sufficiently aware of the need for HPS and the
incentives that may be available to them.

e Communities are accustomed to being isolated from the elderly and disabled population and
need additional education to embrace integration.

Policy Barriers

¢ Silo mentality- Medicaid waiver programs offer people bundles of services based on age or
disability, home and community-based long-term care services services are not tailored to
individual need.

o Medicaid restricts reimbursement for some home and community-based long-term care
services.

e Housing programs have different criteria allowing individuals to “fall through the cracks”*.

e Not-in-my-back-yard (NIMBY)-Zoning decisions are made to resist affordable housing®®. Since
2000, Connecticut ranks 47™ among states in units built per capita.

Perceived Costs

e HPS and home and community-based long-term care services will create an initial increase in
spending which Connecticut must absorb.
¢ Institutionalizations may become underutilized causing loss of revenue and jobs.
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RECOMMENDATIONS TO OVERCOME BARRIERS

Policy alternatives can be implemented to overcome barriers to the success of HPS in Connecticut.

Housing

Expand and preserve the affordable housing stock through additional funding. Potential funding
sources may include:
0 State Housing Trust Fund
Community Development Block Grant Program
Home Investment Partnership Program
HUD Section 202 Program for Non-Profit Housing Sponsors
Low-Income Housing Tax Credit Program
Mortgage Revenue Bonds and 501(C)(3) Tax Exempt Bonds
Public and Subsidized Housing
Section 8 Housing Choice Vouchers
0 State Rental Assistance Payment (RAP) certificates
Explore incentives for private developers and landlords to create or set aside units for
individuals needing services.
Develop mixed-income properties where the costs of services for lower-income residents are
cross-subsidized by wealthier ones, as in nursing homes.
Encourage all housing authorities to seek Section 8 certificates for people with disabilities.
Utilize all available Section 8 vouchers.
Continue to allocate Section 8 vouchers for those transitioning from nursing homes.
Educate architects, housing authorities, builders, and local boards about accessibility.
Create incentives for underutilized institutions to convert their facilities into community housing
or community care options.
Create a statewide housing agency which coordinates affordable housing statewide.
Continue to develop and expand the Accessible Housing Registry (www.CTHousingSearch.org) to
allow information about available accessible housing to be easily shared.

O O O0OO0OO0OO0OOo

Services

Continue to increase the percentage of Medicaid long-term care clients receiving home and
community-based long-term care services through MFP and other efforts.

Address gaps in service for those with highest needs and highest risk of institutionalization.
Develop incentives and outreach to recruit a sufficiently large workforce to provide adequate
community treatment.

Train individuals currently employed in institutions to provide home and community-based long-
term care services.

Encourage wider participation in the HUD-funded RSC program.

Provide additional finding and training for RSC’s.

Address the diverse needs and implications of properties with mixed populations of elderly and
young disabled.
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Education and Awareness

Educate the public about alternatives to institutionalization, cost savings and effectiveness.
Educate long-term care recipients and their families about available community services.
Address the concerns of housing sponsors about the additional responsibility and cost involved
in providing on-site services.

Inform affordable housing providers about the probable “return on investment” if they
contribute their own resources to RSC’s.

Policy Changes

Advocate for changes in federal Medicaid law that facilitate the expansion of home and
community-based long-term care services.

Advocate for the removal of Medicaid’s prohibition of reimbursing cost of room and board for
those residing in the community.

Reduce waiver silos that provide care based on age or disability, not individual need.

Generate additional research and analysis of long-term savings associated with rebalancing.
Educate RSC’s on how to reduce home and community-based long-term care services costs.
Develop health-related and supportive services “savings accounts” where pretax contributions
of housing providers and residents could accumulate over time.

Redirect savings from reduction in institutional beds to cover the costs of home and community-
based long-term care services. Surplus can be redirected to the general fund.
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