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Long-term services and supports (LTSS) refer to a wide range of health and social
services provided to individuals who need help with activities of daily living, such as
eating, bathing, and dressing, or with instrumental tasks, such as medication
management, meal preparation, community participation, and employment.

An estimated 17.6 million adults in the US (approximately 6.2%) have functional needs
for LTSS.2 Nearly half of adults currently needing LTSS are under the age of 65.2 However,
the number of older adults needing LTSS is rapidly growing as the US population ages.
Many children also have developmental and functional needs for LTSS.3

Medicaid, a joint federal-state healthcare program, is the primary payer of formal LTSS in
the United States. Within LTSS, Medicaid Home and Community-Based Services

(HCBS) help support individuals across the lifespan to live, work, and engage in their
communities with choice and control over how they receive services and supports. HCBS
includes a wide range of supports, such as personal assistance, day services,
employment supports, transportation, home modifications and enabling technologies,
family caregiver supports, health and behavioral supports, and service coordination and
navigation.*
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Moreover, there is a long-standing “institutional bias” within Medicaid, where nursing
homes and other institutional services are mandatory benefits that states must
provide, while HCBS are optional.l® This forces many individuals with disabilities and
older adults into more costly institutional settings when their needs and preferences
could be better met in the community.

Shifting away from systems that rely on institutional care towards HCBS is often
referred to as "rebalancing.” Bipartisan efforts at the national and state levels have
contributed to significant progress in rebalancing over the last several decades.
However, wide variations in HCBS access exist across states and different
populations needing HCBS.®

This brief highlights research on the value of Medicaid HCBS. It summarizes major
findings from decades of research which demonstrates that access to high-quality
HCBS not only improves outcomes but can also reduce overall healthcare costs.

Medicaid HCBS on average cost less than nursing
homes and institutional settings

* In 2023, average annual Medicaid LTSS expenditures were $17,298 per person for
individuals receiving HCBS and $54,462 for individuals in institutional settings.>

* Among individuals with IDD in 2021, average annual expenditures were $51,835 per
person for individuals receiving Medicaid HCBS waiver services and $146,050 for
individuals residing in ICF/IIDs’ (Intermediate Care Facilities for Individuals with
Intellectual Disabilities).

Transitioning individuals from nursing homes and
institutional settings back to the community
improves outcomes and achieves cost savings

* The Money Follows the Person (MFP) program is a proven Medicaid demonstration
that helps states transition older adults and people with disabilities back to the
community. Forty-seven states have participated in the program at some point,
assisting more than 127,000 individuals."



* The national evaluation of the program found that after returning to the community,
individuals’ quality of life significantly improved and costs were lower.? Individuals
reported outcomes included improved life satisfaction, reduced unmet needs and
barriers to community participation, decreased depression, and enhanced feelings
of being treated with dignity and respect.2 In addition, average per-person
Medicaid health and LTSS costs were 23-30% lower following transitions to the
community.'?

* State-specific evaluations of MFP programs in Connecticut, Georgia, and
Washington have found similar cost savings.3-5

* One analysis found that states with robust MFP programs were more likely to show
declines in nursing home utilization, occupancy, and expenditures.'é

Shifting systems away from reliance on nursing
homes and institutional settings and improving
access to HCBS reduces costs over time

* Analyses of state spending over a 15-year period found that investments in HCBS
often result in short-term spending increases, but over time lead to reduction in
institutional spending and long-term cost savings.7-20

* Other state-specific and national studies?""2 have also consistently demonstrated
that rebalancing helps states contain overall LTSS costs and produce cost savings:

* Arecent study examining HCBS for older adults (65 years and over) found
that expansion of HCBS was associated with more older adults receiving
services and lower costs.?!

* Another study examining dually-eligible individuals with IDD across five states
found that higher levels of HCBS spending were associated with reduced
institutional placements.??

* Cuts to Medicaid HCBS could drive more individuals with disabilities and older
adults into nursing homes and institutional placements, increasing costs to states.
A recent economic analysis of California estimated that if just 3% of current HCBS
beneficiaries ended up in nursing homes, it would result in a net spending increase
of $57 million in the first year and $1.17 billion over the next five years,24




Unmet needs for HCBS contribute to worse
community living and health outcomes, driving
higher overall healthcare costs

* There is growing recognition that social determinants of health play a key role in
health outcomes and costs. HCBS provide essential social supports that improve
health and social outcomes.?>-?7 Individuals with LTSS needs are significantly more
likely to experience housing, food, and job insecurity, transportation barriers, and
unmet healthcare needs.?®2® They also report higher levels of stress, social
isolation, and loneliness compared with individuals without LTSS needs,28:29

* A population-based study in Texas found that unmet needs for HCBS were
associated with negative physical and mental health outcomes, including suicidal
ideation.3¢

* One study of older adults and individuals with physical disabilities receiving
Medicaid HCBS across 13 states found that 80% reported unmet needs in areas
including assistance with daily activities, assistive technology, home modifications,
transportation, and other services.26

* Unmet needs for HCBS were consistently associated with worse community
living outcomes, including limited community participation, fewer interactions
with friends and family, and less control of life.26

* Unmet needs were also related to worse health outcomes, including less
routine preventive physical and dental care and higher emergency department
visits and hospitalizations.26

* A body of emerging research has similarly found that access to HCBS can reduce
avoidable emergency department visits and hospitalizations, which can contribute
to higher overall healthcare costs.

* Arecent study following older adults in 11 states over time found that initiation
of HCBS was associated with decreased hospitalizations and emergency
department visits.3

* Prior studies have found that greater amount and generosity of HCBS were
associated with a lower risk of hospitalizations, including potentially avoidable
hospitalizations.3233

* Another study found that the scope of HCBS was associated with increased
chance of being discharged from a skilled nursing facility to a community
setting.34




High-quality person-centered planning and care
coordination more efficiently meet needs and
desires of HCBS beneficiaries, producing better
health and community living outcomes

* Person-centered planning is a facilitated approach to planning services and
supports that prioritizes the needs, goals, and values of the individual.3® This
approach is an ongoing process that is directed by the person who receives the
support.®® Regulations require person-centered planning in all federally funded
HCBS programs, including Medicaid HCBS.36 However, the extent to which
individuals report that their planning and service coordination is person-centered
varies significantly across states and by individual service user characteristics.3”

* An emerging body of research has found that high-quality person-centered
planning contributes to improved health and community living outcomes.

* A study of individuals with physical disabilities and older adults receiving
HCBS across 12 states found that high-quality person-centered planning was
associated with reduced unmet needs and more positive community living
outcomes, including greater community participation, feelings of control, and
satisfaction with how days were spent.38

* Similarly, studies of individuals with IDD receiving HCBS across 36 states
found that high-quality person-centered planning was associated with greater
social inclusion, reduced unmet needs related to community participation, and
more positive health outcomes -including lower unmet mental health needs,
better self-reported health, and fewer emergency department visits,3940

* Programs that effectively provide integrated care coordination across health and

LTSS have demonstrated impacts on reducing avoidable hospitalizations,
readmissions, and institutional placements 4142

Self-direction, including flexibility to hire family
members, contributes to better outcomes and helps
address workforce shortages |

+ Self-direction is a model in which people receiving HCBS hold greater control over
their services and supports than in traditional arrangements.*® When a person self-
directs, they decide how, when, and from whom their services and supports will be
delivered. As a model, self-direction prioritizes participant choice, control, and
flexibility. This contrasts with “traditional" services received from an agency, where
the agency controls most aspects of service delivery.4?
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* Self-direction is one of the most evidence-based models of HCBS delivery. Most
hotably, the Cash and Counseling demonstration tested a budget authority model
with a randomly selected control group of Medicaid beneficiaries not self-directing.
Evaluations found that self-direction resulted in reduced unmet needs, greater
satisfaction with services, positive health outcomes, and improved quality of life
outcomes for participants as well as family caregivers.44-46

* Other studies of self-directed programs within states have supported similar
outcomes across a wide range of disability populations receiving HCBS.4-53 Many
individuals within self-directed programs have hired family and friends, which has
also been associated with better outcomes.5* Hiring family members and friends
can help address workforce shortages525455 and improve delivery of more culturally
and linguistically, person-centered supports.56

* Veteran-Directed HCBS (Veteran-Directed Care Program since 2018) are for
individuals enrolled in Veterans Administration Health Care and at-risk of nursing
home placement.>” One study examined beneficiaries’ perspectives on Veteran-
Directed HCBS. Participants described the program as promoting freedom and
choice and improving their mental health and community participation.’

An adequate direct care workforce is essential to
ensuring access to HCBS and achieving better outcomes

* There is a longstanding direct care workforce crisis that is driven by many structural
forces, including low wages and lack of benefits, economic and demographic shifts,
labor and immigration policies,*® and demanding work conditions. Individuals,
families, and providers face growing challenges to recruit and retain workers.

* Recent studies have found that upwards of 69% of agencies serving HCBS
beneficiaries report that they have stopped accepting or turned away new
referrals due to staffing issues. 560

* Studies have consistently found high turnover rates and low tenure for direct
care workers. 061

* Aninadequate direct care workforce limits the ability of states to expand access to
HCBS, reduces quality, and jeopardizes safety of individuals. Experts project that
more than 1.3 million new direct care workers will be needed by 2030.62

* One study found that direct support professional turnover was associated with
increased emergency room visits, incidents of abuse and neglect, injuries, and
behavioral events for individuals with IDD.63

* While additional research is needed on outcomes, states and providers are actively
undertaking a wide range of strategies to strengthen recruitment and retention of
the direct care workforce.64-66




Conclusion

Home and Community-Based Services (HCBS) support individual well-being and
strengthen the broader LTSS healthcare system. By enabling individuals to
receive services in their communities rather than institutional settings, HCBS
promotes choice, independence, and social connection. These services are
associated with improved health outcomes, including fewer emergency
department visits and hospitalizations, which can decrease overall healthcare
costs. At the same time, HCBS result in greater cost savings than institutional
care. “Rebalancing” systems away from institutions and toward HCBS benefits
consumers, families, healthcare systems, and taxpayers.
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DIVISION OF VOCATIONAL SERVICES (DVR)

FOR WISCONSIN

FED FISCAL YEAR 2025 20%

DVR consumers whose cases were successfully

closed earned an estimated $83.7 million through increase in
work, enriching the state’s communities, economy, people served
and workforce - exceeding the total cost of all and highest
DVR consumer services during the same period, case load in
at $60.8 million. ten years.

Bl Earnings in millions ($83.7)  [ll Cost of DVR Services in millions $60.8)

B

DVR successfully transitions Wisconsin
residents with disabiities off federal and
state programs.

This demonstrates a strong return on

Wisconsin’s continued investment in
DVR programs.
prog ) ®

DVR has implemented Order of Selection (OOS), a process also
referred to as a waitlist, due to insuficient state budget funding. In 2025, DVR served over 33,000
® © 0 000 0 0 o individuals and partnered with
w w |H| w w w I'EI IFl m R more than 3,200 employers to
L meet labor force needs.
- 9
( O Over the )
biennium, 21.3 mill
Approsmetcy jppr:op:?;atlzg for
r?nla:;) ?:)CLn:ggs::ls fiscal year 2026. DVR. plays a I(e‘y
to or experience role in supporting
significant delays and strengthening
i ohediig Wisconsin’s
employment
resources. $4.6 million shortfall in 2026 economy!
- /" $2.4 million less than 2025 fiscal year
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Medicaid cuts hurt unpaid caregivers.

More of them will leave Wisconsin’s workforce.

nght now

“ = shows up.
_‘-:.;-._-__ - Wisconsin has too :

Working unpaid caregivers are stretched to the limit, filling
care gaps when there are no paid workers to hire, or no one

Statewide surveys show the paid care worker shortage is
impacting Wisconsin families and workforce now. Medicaid
cuts will make it worse. Medicaid pays for most long-term
care and the salaries of paid care workers.

Full-time caregiving is a main reason why adults aren’t working

IMPACT ON WORKERS

53 wittion

US adults care for a spouse,
elderly parent or relative, or
special-needs child ...

'that’s 20% of
adults in the US

e

{_ U S. Labor Force 171 M —}

Annually, employees who
leave jobs lose up to

S3 trillion

in wages and bhenefits

COST TO EMPLOYERS

More than half the
workforce will be an
unpaid caregiver during

their career.

Annually, employers lose

$17-33 billion

to absence and turnover.

When caregiving ﬂ
employees drop out of

the workforce, it can
cost 6-9 months’ worth D
of salary to recruit and
train a replacement © e
worker.




To provide care, many unpaid caregivers already leave

the workforce, reduce hours, and pass on promotions.

When unpaid caregivers
leave jobs to provide care,

=]
Wisconsin loses tax revenue. [ ==l
il

%

Employers and
communities lose
expertise and service
capacity.

Unpaid caregivers
lose income and
retirement security.

Current unpaid family caregivers:

80%

spend most of their time
providing care, coordinating
care, of filling in for missing
care workers.

9/
66% 20%
o leave their jobs or reduce hours
say family finances are to provide care because there
negatively impacted are no care workers to hire.

Medicaid cuts will

® Less money for states to provide care.

mean____><8

* Any less help means more Wisconsin caregivers leave the workforce.

*  When unpaid caregivers leave jobs

it means less family income, less retirement

savings, more expenses, and impacts health insurance.

What does it mean for unpaid caregivers when they leave the workforce?

0 in lost income over 10 years
in lost contributions in Social Security over 10 years
increased out of pocket expenses over 10 years

/ \ $432,00
| : $56,000
$74,000

| | Total impact on one individual is $563,000

55 year old employee with average income ($43K per year) leaving the workforce and providing care for 10 years loses.
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In today’s competitive economy, companies are constantly seeking new ways to innovate,
increase productivity and build strong, resilient teams. One of the most powerful yet often
overlooked strategies to achieve these goals is disability inclusion in the workplace. Hiring

people with disabilities isn’t just the right thing to do; it’s smart business.
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A Largely Untapped Talent Pool

There are over 60 million adults in the United States living with some form of disability.
Despite this, the employment rate for people with disabilities remains significantly lower
than for those without disabilities. According to the U.S. Bureau of Labor Statistics, the
employment-population ratio for persons with a disability was only 21.3% in 2022,
compared to 65.4% for those without a disability. Yet employers who have taken proactive
steps to hire people with disabilities consistently report benefits ranging from improved

workplace morale to stronger business outcomes.

Individuals with disabilities bring a wide range of skills, experiences, and perspectives to
the workplace. From problem-solving and adaptability to loyalty and resilience, many of
the qualities employers seek are abundant in this population. Companies that recognize
and embrace this potential are often rewarded with committed employees and a more

dynamic workforce.

Proven Business Benefits



The data backs it up: hiring people with disabilities is good for the bottom line. A 2023
study by Accenture, in partnership with Disability:IN and the American Association of
People with Disabilities (AAPD), found that companies that actively employ and support
people with disabilities outperform their peers. These companies experienced 1.6 times
more revenue, 2 times more economic profit, and 2.6 times more net income compared to
those with less inclusive practices. Also, compared to their industry peers, these

companies are 25% more productive—measured by revenue per employee.

Inclusive companies benefit from higher employee retention, stronger morale, and
enhanced brand reputation. They are also more likely to foster innovation, as diverse
teams, particularly those that include individuals who have had to navigate the world in

unique ways, tend to challenge assumptions and generate creative solutions.

Real-World Examples of Impact

The true stories of employers show the real impact. For example, Dell Technologies
demonstrates how inclusive hiring and support practices can drive business success. By
integrating neurodiversity career coaches into its onboarding process, partnering with
disability service organizations, and providing personalized support for both employees
and managers, Dell ensures that neurodiverse talent can thrive. Additionally, in 2021, an
accessibility project was developed called LEAD, a Dell Research, Development, and
Innovation Center with the purpose of creating innovative solutions in areas such as

wearable devices, A, language processing, and more.

Another example is Bitty & Beau'’s Coffee, a coffee shop that employs people with
intellectual and developmental disabilities. Their model has gained national attention not
due to its mission and for the outstanding customer service that make it a standout
experience for patrons. The brand has expanded to multiple cities, showing that inclusive

employment isn’t just sustainable, it’s scalable.

Busting the Myths: Capability and Cost

One of the most persistent myths about hiring people with disabilities is that they are less
capable or that workplace accommodations are prohibitively expensive. In fact, research
shows the opposite. Research from the Job Accommodation Network shows that more

than half (56%) of accommodations cost absolutely nothing to implement, while the rest



typically average around $300. That’s a small price to pay for inclusive hiring that can
expand talent pools, boost innovation, and reflect the diversity of customers served.

Another misconception is that employees with disabilities are less productive or more
prone to absenteeism. The truth could not be more different. People with disabilities tend
to be more loyal, consistent, and reliable employees. Walgreens, for example, integrated a
significant number of workers with disabilities into its distribution centers. The company
found that these employees had lower turnover rates, better safety records, and equal or
higher productivity compared to employees without disabilities. These aren’t feel-good

statistics, they're bottom-line results.

The Role of Disability:IN

Leading the way in inclusive hiring is Disability:IN, a nonprofit that works to empower
businesses to achieve disability inclusion and equality. Through its network of over 500
corporations, Disability:IN provides tools, training, and benchmarking systems that help
companies build more inclusive workplaces. Disability:IN also supports employee
resource groups (ERGs), leadership development for people with disabilities, and
corporate partnerships that foster accountability and innovation. Their work has
transformed how companies view disability not as a compliance issue, but as a strategic

advantage.

Why It's a Win-Win
Hiring people with disabilities is smart business. Here’s why:

Talent Advantage: There are over 61 million adults with disabilities in the

U.S. alone—a vast, largely untapped talent pool.

Innovation and Problem-Solving: Employees with disabilities often bring
unique perspectives and creative solutions developed through navigating a

world that wasn’t designed for them.

Customer Connection: Companies that prioritize accessibility and inclusion
reflect the diversity of their customers and communities, building brand loyalty

and trust.



Workplace Culture: Inclusive teams are more collaborative, empathetic, and

engaged.

And finally, let’s not forget: disability can affect any of us at any time, whether through
injury, illness, or aging. Building inclusive workplaces is about creating environments

where everyone can thrive, now and in the future.

Moving Forward

Forward-thinking companies recognize that hiring people with disabilities is not about
charity—it’s about opportunity. It’s about building teams that reflect the world we live in
and tapping into the full range of human potential. By actively recruiting, hiring, and

supporting people with disabilities, businesses not only do good—they do well.

Unlocking talent begins with challenging outdated assumptions and embracing the reality
that disability is part of the human experience. When employers open their doors to
people with disabilities, they gain dedicated employees, strengthen their culture, and

build a more innovative and successful future.
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Medicaid Matters to Wisconsin Business

On average, more than 23% of people living In 2023, Medicaid reimbursements infused

in every Wisconsin county rely on Medicaid for $11Billion dollars into local economies and

health or long-term care, with some counties worker paychecks.

having as much as 65% of their population in a * More than 30,000 Wisconsin businesses were paid

Medicaid program. for providing health and institutional (nursing home,
state institutions) long term care services.

* Medicaid pays more than 9,250 Home and
Community Based businesses to Wisconsin’
institution diversion programs (Family Care, IRIS,
CLTS), which keep people with disabilities and older
adults in their homes, and out of hospitals, nursing
homes, and institutions

Ashland
34.49%

Total Spend
$42,659,262

30.61% v ‘
yiarinette

25.51%

Aneoin

25.62%

St Croix
13.54%
296 buslnesses Doit
Total Spend <
$91,693,730 17.11%
Plerce :.I.ZWW""”
15.22% $29,629,001
59 busine
Total sm‘:‘:umm
: =T oWn ~ Kewaunee
: 0 oo Portage Waupaca 1
Pepin ” J amie go 7% 6.33%
23.30% : 29.04% 1s62% BRSNS futs AT Immmt b
16 Buslastes 3 all  Jackson Total Spend Total Spend 831 businesses 112! Spend Qll.l?::dl!
Total Spead ; ; 5216,093,250 $77,161,878 Total Spend ! | ¥
SRS : X mmmu g [ ‘-.‘_
calumat itowo
Vo 12.12% i“,‘%m v
== e A% ! ; szluulnms; _ﬂy_m_.m;
~laCrosse | TONTY | S e | otal Spend  Total Spand.
18.63% 3 : een un.mm ;_mm mr,nl.m
768 businesses | 5 uneau ake — -
Total Spend . s 28.54% Fonddulac | Sﬂa]:
$242,044,674 ' i : 19% 20768
B Spoad 318 busieessas | mm-um
Percentage of county population enrolled Medlcald | mm mmmu.m
T — e L
0 100 ll%::lmuu 13. : Washlngton 0zaukee
Total Spend 209 businesses | 12:44% 10.08%
$71,426 815 Tatal Spend :;fl':":““ 464 businesses
RIR03ZL06) - $131,186,799 ;n:;;?;;;n
Dane
‘ 15.1% Jefferson  Waukesha Milwaukee
3,777 businesses 17.9% 10.48% 37.7%
8 g[‘fg““ | Total Sperd :::l‘ U 1,801 5,724 businesses
| an | Spend Total Spend Tolal Spend
\ 0 IRl bt SIS s45 011421 $3,215,369,622
| tal Spend ' Racine
b ‘;’g‘;'s“;‘“' 25.43%
g 580 busin
:::’:':"‘”' Total spm?;?zusc.u:
$115,756,160

668 businesses
Total Spend $245,309,308




How many people, how many businesses, how
much Medicaid dollars flow into the county?

Percentage of

Percentage of

County

: g:;:gtion Number population Number
Billing Provider enprolled of Billing Provider enrolled of
County in Medicaid husinesses JOIETETENTNES) County in Medicaid (TR Total Spend ($)
Adams 26.40% 37 23,832,616 Marinette 25.51% 215 54,433,158
Ashland 34.49% 148 42,659,262 Marquette 22.74% 26 16,124,542
Barron 29.77% 136 90,079,950 Menominee 65.00% 9 8,970,767
Bayfield | 265% 52 26,673,674 Milwaukee 31.70% 5,724 3,215,369,622
"Brown 20.77% 1,414 480,593,886__~ Monroe 23.45% 91 70,101,212
Buffalo 21.42% 19 8,546,757 Oconto 19.41% 89 53,243,257
Burnett 27.23% 63 14,270,417 Oneida 23.00% 214 66,781,521
Calumet 12.12% 82 42,538,550 Outagamie 16.77% 831 247,390,342
Chippewa 23.76% 139 135,669,609 Ozaukee 10.08% 464 109,897,381
Clark 24.34% 75 50,088,218 Pepin 23.30% 16 6,107,785
Columbia 18.77% 180 71,426,815 Pierce 15.22% 59 33,308,428
Crawford 25.27% 79 23,274,836 Polk 23.39% 175 68,376,595
Dane 15.10% 3,771 1,200,533,565 Portage 18.62% 218 77,161,878
Dodge 18.10% 209 120,321,863 Price 29.90% 53 21,469,364
Door 17.11% 126 29,629,001 Racine 25.43% 580 425,264,442
Douglas 22.89% 131 68,307,551 Richland 28.09% 69 37,646,466
Dunn 22.42% 91 63,331,661 Rock 25.63% 784 225,768,219
Eau Claire 21.91% 476 222,552,792 Rusk 34.82% 47 21,282,400
Florence 21.14% 10 4,303,174 St. Croix 13.54% 296 91,693,730
Fond du Lac 19% 318 126,611,169 Sauk 22.99% 265 101,115,799
Forest 30.61% 23 10,375,648 Sawyer 30.84% 76 32,571,911
Grant 20.63% 217 72,336,065 | Shawano 94.58% 115 61,195,249
Green 19.36% 174 42,644,696 Sheboygan 20.76% 573 154,593,591
Green Lake 20.47% 68 24,928,761 Taylor 26.92% 59 28,203,786
lowa 18.84% 62 24,163,954 Trempealeau 22.94% 62 36,641,391
Iron 25.34% 27 9,468,062 Vernon 20.67% 109 47,679,126
Jackson 25.92% 62 31,935,961 Vilas 25.57% 49 14,420,668
Jefferson 17.90% 289 127,463,797 Walworth 18.35% 341 115,756,160
Juneau 28.54% 105 45,287,914 Washburn 29.37% 61 25,614,428
Kenosha 22.92% 668 245,309,308 Washington 12.44% 386 131,186,799
Kewaunee 16.33% 44 18,836,048 Waukesha 10.48% 1,801 545,511,427
La Crosse 18.63% 768 242,044,674 Waupaca 21.34% 177 86,573,793
Lafayette 21.68% 54 11,100,032 Waushara 22.36% 60 24,864,512
Langlade 33.11% 68 31,211,795 Winnebago 19.61% 799 270,024,221
Lincoln_____| 25.62% 70 40,693,831 Wood 29.04% 244 216,093,290
Manitowoc 19.87% 297 117,106,239 Other 4,236 414,001,451
Marathon 22.94% 432 252,167,394 ota 30,363 :

pom




The Purpose and
Importance of Day Services

Day Services for people with disabilities are non-residential programs that provide structured
activities and support to help individuals improve their socialization, self-help, and adaptive skills,
fostering independence and community engagement.

Benefits of Day Services include:
e Skill Development: Enhancing self-care, daily living skills, communication, and adaptive skills.

e Sense of Belonging: Opportunities to interact with others, fostering social skills, building
relationships, and reducing feelings of isolation. Individuals are connected to and contributing

to their community.

o Well-Rounded Lifestyle: Leisure activities, art & music, field trips, sports, and fitness promote
physical health, expression and mental well-being.

o Stability: A consistent schedule helps develop a sense of stability.

For families, day services offer peace of mind knowing their loved one is in a safe and supportive
setting with personalized care plans to help them reach their goals. Additionally, it allows
caregivers to pursue careers, contributing to the economy and their own sense of worth, while

reducing the chance of caregiver burnout.

“Our adult children fill their days with purpose and meaning.
Each activity is tailored to their interests and life goals,
allowing them to live the life they want to live. Because our
children are so well cared for at Aspiro, we as parents can
also live our way!”

- Amy Bushman, parent of Hannah and Eli
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“Your life does not get better by chance, it gets better by change.”  ~Jim Rohn

We say goodbye to our longtime home with
gratitude for the memories made within its walls,

and we look forward with excitement to the day

we can return.

We played a game

And enjoyed

of whack-a-mole some outside

involving “whacking”
the staff.

karaoke in the

' | gazebo.

Regardless of where our programming

takes place; scaldng up the summer ir s Life at Tank Elementary has been nothing short of an
our top priority. Baseball and boat rides

adventure! We're learning, exploring, and having a

were a great way to spend our days.

blast as we shape the next chapter for Aspiro.

ASPIRO
WELCOME
CLIENTS!

June
Aspiro's Birthday

The Aspiro summer picnic and the Brown

County Fair kept us busy and very entertained.

We also said “see
you later" to
Program Specialist
—1 Maisie-She will

Participate in future
Aspiro Spirit Days:
Oct Ist Crazy Hair Day
Nov 3rd Pajama Day
Dec Ist Ugly Tie Day

Program Specialist
Rob Waters
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Medicaid HCBS

Support at Home, Life in Community for nearly 5 million Americans

What are Home and Community-Based Services (HCBS)?

HCBS is a suite of Medicaid benefits that include different types of services that support individuals with significant
disabilities and chronic health conditions with everyday tasks to experience good lives in their chosen communities,
instead of in a nursing home or other institutional setting. States deliver HCBS to people with disabilities and older
adults at an average cost of $17,298 per user compared to institutional care at a $54,462 average per person cost.*

Making America Healthy Again (MAHA), keeping families together and in the workforce, and
delaying costly medical and institutional care.

ikl
v=
v=
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@ HCBS is a key element of the nation’s healthcare ecosystem and can play a pivotal role in

A core tenet of HCBS is person-centered care Quality and accountability are essential to the
planning, which enables an individually tailored success of HCBS. Numerous tools are available to

service array based on a formalized assessment states to ensure program integrity, like electronic
of need. visit verification, fraud referral hotlines, and service

authorization audits.

HCBS Services

HCBS provides a range of services and supports, including those described below, to support independence, dignity,
and community engagement for people with disabilities and older adults.

Technology & Remote Supports
Assistive devices like Personal Emergency Response
Systems (PERS), ambient technology, and remote staff

Personal Care 1,
Bathing, dressing, and support with daily activities "

]

|

|

1

1

i

1

1

1

1

)

Caregiver Support n | Community Participation

Respite, training, and supports for family caregivers ! ; } Skill building, day programs, supported employment,
: and social engagement
1
1
[
]
]
1
1
L}
1

Meals & Nutrition

Transportation 11 \Where People Want to Live
: Home-delivered meals and congregate dining programs

Access to medical appeintments and community activities 1

HCBS Providers

N, HCBS are delivered by a mix of private for-profit organizations; nonprofit agencies; and government entities.
I I I N  Many are small agencies, often founded by family members. They operate with lean staffing and slim margins,
== =@ resulting in less capacity to make investments compared to large health systems and corporations.

A
A% (I
®
Residential Supports In-home Services Community-based Supports
include community-based group homes, include homemaker/personal care include day and employment services or
supported living services, or assisted services, in-home habilitation, and respite community integration
living
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Why is HCBS Growing?
e

[e]

Medicaid is the single largest payer for long-term

care (inclusive of HCBS and institutional settings) in

the United States. Medicare's footprint is extremely
small and limited to post-acute services.

*

Demand for HCBS is growing as the U.S. population
ages. All baby boomers will be 65 or older by 2030,
and the 80+ cohort is the fastest-growing. It is
estimated that 1 in 4 people aging or with disabilities
do not have family caregivers.

Figure 1. Long-Term Services and Supports (LTSS)
Spending, by Payer, 2023 (in billions)

Total LTSS Spending (2023):
$563.7B

Medicaid  $257.0B (45.6%)
Public
$391.3B
(69.4%)

Medicare $101.7B (18.0%)

Other Public$32.78B (5.8%)

Out-of-pocket $81.0B (14.4%)
Private

f;‘g 26."4/0? ! Private Insurance $49.1B (8.7%)

Other Private $42.3B (7.5%)

Source: CRS analysis of National Health Expenditure Account (NHEA) data obtained
from the Centers for Medicare & Medicaid Services (CMS), Office of the Actuary,
prepared December 2024.

Notes: Analysis includes Medicare post-acute care spending in an expanded definition

of LTSS spending. Percentages may not sum to 100% due to rounding.

Percentage of total LTSS expenditures

Figure 2.
Number of Persons Age 65 and Over,
1900 to 2060 (numbers in millions)
120 —e——
100 e —
80 S—
§§“
40 —_—
i 4 ll
31
o = _- . o
1900 1920 1940 1960 1980 2000 2016 2020 2040 2080
Year (as of July 1)

Figure 2 - this chart shows the large increases in the older population from 3.1 million people in
1900 to 48.2 million in 2016 and projected to 98 2 miltion in 2060,
Data comnpiled by Administration of Community Living, 2017 Profile of Older Americans

Note: Increments in years are uneven
Source: US. Census Bureau, Population Estimates and Projections

Figure 3. National Medicaid HCBS and institutional LTSS expenditures as a percentage of total Medicaid LTSS expenditures,

1981-2023*
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*National Medicaid HCBS and institutional LTSS
expenditures as a percentage of total Medicaid
LTSS expenditures, 1981-2023
https:/ivaww.medicaid.qov/imedicaid/long-term-
services-supports/downloads/Itss-rebalancing-

Long-standing joint
Federallstate policy has
focused on reduced reliance
on institutional services and
increased reliance on HCBS.
HCBS is less expensive than
institutions and deliver
supports where people want to
live — their homes.

—+—Institutional

As states and the federal
government invest in HCBS as
a cost-effective alternative to
institutional care, states stand
ready to partner with CMS to
enhance the array of existing
levers to prevent and address
fraud, waste, and abuse.

(1]
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Unfounded Fraud Allegations Threaten Vital Medicaid Home And Community-Based
Services

March 16, 202610.1377/forefront.20260312.6067

This article is the latest in the Health Affairs Forefront featured topic, “Health Policy at a
Crossroads,” produced with the support of the Commonwealth Fund. Articles in this topic
offer timely analysis of regulatory, legislative, and judicial developments in health policy
under the Trump-Vance Administration and the 119th Congress.

The Centers for Medicare & Medicaid Services (CMS) has just announced a major
crackdown on Medicaid fraud, including the deferral of more than $250 million in federal
Medicaid funds owed to Minnesota as well as an intent to withhold future funds exceeding
$500 million per quarter. CMS has opened investigations into several other states’ Medicaid
programs, citing potential fraud in Home and Community-Based Services (HCBS), the
services that help people with disabilities and older adults live in their own homes and
communities instead of in nursing homes or other institutions. Just days before the CMS
announcement, a policy commentary coauthored by the former White House health policy
lead in the first Trump Administration characterized HCBS as particularly vulnerable to
fraud, citing rapid spending growth and arguing that services delivered in individuals’
homes present heightened oversight challenges compared to services delivered in
institutional settings.

Everyone would agree that, just as is true for all public and private health insurance
programs, fraud prevention is essential in Medicaid, which finances care for more than 80
million Americans and accounts for nearly one-third of total state expenditures.
Safeguarding public funds is an important shared federal-state obligation. But the tools to
fight fraud must be effective and precise, especially when applied to HCBS, which is
critical to the safety and independence of disabled people and older adults—the very
populations CMS claims to be focused on protecting. CMS’s framing of HCBS as inherently
suspect suggests that in-home care lacks effective guardrails. This completely overlooks
the fact that furnishing care in home and community settings has been a Medicaid
program feature for decades.

Indeed, withdrawing support for HCBS and pursuing sweeping structural changes without
clear evidence of systemic fraud jeopardizes services that have become foundational to
our country’s modern long-term care system. It would undo more than 40 years of
bipartisan federal policy designed to rebalance that system away from institutional care



toward less restrictive care provided in the homes and communities where disabled people
and older adults want—and have a civil right—to live.

Fraud is a serious issue, and it cuts across all health care programs and all types of
services./The real issue is whether current federal actions represent a reasonable response
to the problem. A look back at the history of HCBS demonstrates that its growth is not, in
fact, evidence of massive undetected fraud, but rather is based on decades of federal
policy response to major demographic change, guided by national civil rights priorities and
implemented with strict fiscal guardrails.

HCBS Growth Reflects Bipartisan Federal Policy And Demographic Changes

The@introduction of HCBS into Medicaid has long been hailed as an historic advance
in health policy. Furthermore, since the Supreme Court’s landmark 1999 decision

in Olmstead v. L.C., which held that unnecessary institutionalization of people with
disabilities constitutes discrimination under the Americans with Disabilities Act

(ADA) federal and state policymakers alike have sought to use HCBS to meet the ADA’s
mtegratlon mandate by directing care away from institutions and into home and
communlty settmg-s_‘

—

Bot Repu’b’lican and Democ}gfizz\ﬁdministrations have reinforced that direction.

The Deficit Reduction Act of 2005 created a state plan HCBS option (Section 1915(i)) and
the Money Follows the Person Program to help people transition from institutions to the
community. The Affordable Care Act established the Community First Choice option
(Section 1915(k)) and the Balancing Incentive Program, and the Obama administration
emphasmed community mtegratlon through Medlcald DOlICV and enforcement of d|sab|l|tv

states to accelerate HCBS expansion. Under the Biden administration, the Amencan

'Rescue Plan Act of 2021 temporarily increased the federal Medicaid matching rate for
HCBS to support COVID-19 pandemic recovery. Even the recently passed H.R. 1, which
makes major cuts to Medicaid spending, included a new HCBS authority.

The results of these actions are measurable. By 202364 éé?:é'itgf national Medicaid
spending on long-term services and supports (LTSS) was directed to HCBS, compared to
just 27 percent in 1995. This shift reflects deliberate policy decisions, not regulatory drift.
The growth in HCBS also reflects demographic inevitability. The US Census

Bureau estimates that 10,000 Americans turn age 65 each day, with the 85-and-older

population projected to n double by 2040; the majority of these older adults will

need LTSS. The population of disabled people is also growing, in part because individuals




with intellectual and developmental disabilities are now living decades longer thanin

Wm
}K previous generations.
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Access Is A Major Challenge Facing HCBS

At the same time these demographic trends are playing out, unmet need remains
2 substantial. As of 2025 more than 600,000 individuals nationwide were on waiting lists for

HCBS programs. Manystates have reported substantial yearly increases in the number of
people on their waiting lists.

Workforce shortages compound access challenges. Unpaid family caregivers, estimated at
63 million Americans, provide the majority of long-term support—a 50 percentincrease
over the last decade due to these demographic shifts and longer waiting lists. States’ HCBS
programs often provide limited paid assistance to enable families to sustain caregiving and
delay institutional placement. Thus, a primary challenge facing HCBS is insufficient access
rather than unchecked growth in service delivery.

HCBS Is Grounded In Federal Statutes That Incorporate Both Program Integrity

Requirements And Civil Rights Law
-.———-‘-.‘_-"" [ —

As we seek ways to address the access challenges facing HCBS, it is important to
understand that this is not an informal or weakly regulated benefit category—itis _
authorized under specific stat@uthorities, most prominently Section 1915(c) HCBS
_ﬁlaivers. Section 1915(c) of the Social Security Act, enacted in 1981, allows states to -
* me HCBS as an alternative to institutional care for individuals who would otherwise
require a nursing facility, an intermediate care facility for individuals with intellectual
disabilities, or a hospital level of care (LOC). These HCBS waiver participants must '
therefore meet an institutional LOC standard.

/% Equally important, Section 1915(c ivers must demonstrate cost neutrality: On average,
— “-___‘—'_‘*——__...

the cost of serving individuals in the community cannot exceed what Medicaid would have
Mre for the same population. States must submit actuarial
Mn federal. approval demonstrating that waiver services will be cost-
neutral relative to institutional alternatives.

Building off the 1915(j) State Plan HCBS authority Congress passed over 20 years ago,
Congress recently expanded the Section 1915(c) framework. BeginningJuly 1, 2028, H.R. 1 >
% creates an additional Section 1915(c) waiver option, allowing states to provide HCBS to
individuals who do not meet the traditioMgt_igutional LOC threshold. TWt
Mports ‘to individuals who need assistance to remain

. ——— -

| _S_zﬁgz_llggfpme but who may not yet quWnal care, while still tightly managing
7 access@e polmpreventlve in nature: Providing support before deterloratlyon

FE— S ———————— e————e

———— e
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occurs may avert institutionalization. Importantly, this expansion remains subject to

federal approval and program integrity requirements.

Clearly, HCBS is not an open-ended entitlement. It tis, by design, an institutional substitute
and now a structured preventive support option embedded within Medicaid’s financing and

program integrity rules.

The civil rights framework for HCBS reinforces this statutory design. Medicaid HCBS is the

principal financing mechanism through which states comply with their o Lliga_ti_gﬁunder
e S

the ADA and Olmstead to provide s services in' “the most mtegrated settmg appropriate to an

individuals’ needs”—people’s own homes and communrties instead of mstltutlons

Portraying HCBS as inherently high-risk for fraud overlooks the fact that HCBS operates at
thedntersection of fiscal guardrails and CIVIl rr&hts obllgatloDIt has generally been limited

to individuals who meet institutional LOC criteria, is subject to federal cost- neutrallty
e e ——
requirements and has evolved through defined statutory authorrty, while also serving as a

oe/rltmlmechanrsm for states complianoe with federal drsabillty law.

—

HCBS Is More Cost-Effective Than Institutional Care

The assumption that HCBS is prone to wasteful spending is contrary to the evidence that
consistently has demonstrated its cost effectiveness. CMS data show that

institutional LTSS users broadly have substantially higher average expenditures than HCBS
users. In fact, a Mathematica analvsrs estimated that average 2022 Medicaid spending per

.

person was($47, 000 for ir mstitutionel LTSSysers compared to $16,600 for people receivmg

HeEs, 2 A Afbrase o330, f00O

Plentiful peer-reviewed research supports the fiscal logic of rebalancing. The Money
Follows the Person (MFP) demonstration has shown that transitioning individuals s from
institutions to community settmgs reduces Medicaid expenditures over time whlle

improving quality-of-life outcomes. State-level comparisons further reinforce this pattern,
showing that positive impacts of rebalancing are consistent nationwide. If IfHCBS is
retrenched under the banner of fraud prevention, the likely fiscal outcome |s Mased

institutional spending—something which would cost far more than any purported savmgs
from new efforts to reduce fraud.

Strong Safeguards Against HCBS Fraud And Targeted Enforcement Already Exist

Before considering new options for addressing HCBS fraud, it is important to understand
the strong safeguards already in place to prevent such fraud through targeted
enforcement. Electronic Visit Verification (EVV), mandated under the 21st Century Cures
Act, requires verification of time and location before payment for personal care and home




health services. Provider enrollment screening includes background checks and
periodic revalidation of credentials, and managed care contracts require

compliance programs and referrals to state authorities. In fact, states’ Medicaid Fraud
Control Units reported over 1,100 convictions and $1.4 billion in recoveries in fiscal year
2024. States also use predictive analytlcs recovery a aud|t contractors, utlllzatron

—
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management standards and correctlve actlon plans

o —— p—

These mechanisms allow states and the federal government to identify and address

specific vulnerabilities without disrupting lawful—and critical—services. By contrast,

broad funding deferrals or categorical moratoria substitute financial shock and service
disruptions for targeted over3|ght placmg legitimate providers and vulnerable beneﬂmanes
atrisk before e any finding of wrongdorng o '

—

Improper Payments Are Different From Fraud

CMS’s fraud initiative is based on an assumption that all types of payment errors are fraud,

which incorrectly conflates intentional wrongdoing with admmlstratrve and paperwork

e

errors. CMS s Payment Error Rate Measurement (PERM) program makes clear that
|mproner payments are not measures of fraud Arecent KFF analysis further explains that

PERM estimates are measures of compllance error, not indicators of intentional

wrongdoing, and outlines methodological complexities that make a direct fraud inference
inappropriate.

Improper payments often reflect documentation deficiencies, eligibility-processing issues,
or other administrative compliance problems, not intentional deception Collapsing
improper payments, abuse, and fraud into a srngle category rnﬂates perceptions of criminal
misconduct and risks misdirected policy action. Admmlstratlve complrancé rssitfaf

certainly warrant administrative remedies, but not larger structural retrenchment.

Blunt Financial Tools Risk Collateral Damage

Even if withholding federal Medicaid funds may be legally authorized, it is a blunt
instrument that is likely to be ineffective over the long term. Such actions do not directly

pinpoint fraudulent actors. Instead, they introduce fiscal instability into programs serving
populations who rely on Medicaid for their safety and independence.

Recent reporting from Minnesota illustrates risks from abrupt enforcement actions,
including delayed payments to legitimate providers and service disruptions for disabled
and aging beneficiaries. When payroll stalls or providers close, the consequences fall on
individuals with significant disabilities of all ages and their families. Again, empirical
analysis indicates that cutbacks in HCBS just shift care into more costly institutional
settings, harming the very beneficiaries federal policy aims to protect.




History shows that when Medicaid funding is reduced, states often cut HCBS for older

adults and people with disabilities first. This is particularly problematic when demographic

pressures driving demand for HCBS will not reverse. When enforcement tools destabilize

essential services rather than isolate wrongdoing, they cease to be instruments of integrity
and instead become catalysts for harm.

Conclusion

Maintaining program integrity in Medicaid is essential. Fraudulent actors must be identified
and prosecuted. Enforcement must be proportionate to the fraud, evidence-based, and
structured to avoid collateral damage.

HCBS is the principal means by which older adults and people with disabilities avoid
unnecessary and more expensive institutional care; it is the legal framework for state
compliance with federal civil rights law. Growth in HCBS spending does not reflect
evidence of systemic corruption but rather bipartisan federal policy choices, demographic
change, and structured statutory evolution.

Federal law embeds strong fiscal guardrails in HCBS: institutional LOC standards, cost-
neutrality requirements, waiver approval processes, electronic verification systems, and
layered program integrity mechanisms. Where vulnerabilities exist, they should be
addressed through targeted analytics and corrective action plans, not broad funding
leverage or rhetoric that casts suspicion on an entire program. Oversight strengthens
public programs when it is precise and collaborative. When it is blunt, it risks destabilizing
programs such as HCBS—the very system that bipartisan federal policy has spent decades
building—and harming disabled and aging people whose lives depend on HCBS. The goal
should not be to characterize the entirety of HCBS as prone to fraud, but to ensure that
HCBS continues to function as Congress designed it: fiscally disciplined, legally grounded,
and centered on enabling people to live safely in their homes and communities.



