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FMAP Moves, 
Brown Doesn’t

 In early August, the U.S. Senate revisited 
the issue of providing extended Medicaid funding to 
states to help pay for their health programs for the 
indigent. Earlier attempts to pass an “FMAP” exten-
sion failed, when the Senate was unable to muster a 
60 vote majority to end a fi libuster on the measure. 
 The ‘cloture’ vote to end debate fi nal-
ly came in the Senate in early August, but Mas-

sachusetts U.S. Senator Scott Brown (R-MA) 
continued to vote against ending the fi libuster.
As a direct consequence of Congressional gridlock, 
budget makers in Massachusetts were forced to ex-
cise hundreds of millions of dollars in programs that 
rely on Medicaid funding. Among the line items in 
the budget that were affected by the loss of Medic-
aid funding were the home care accounts, and pro-
tective services, which suffered a $12 million loss. 
 In late June, a coalition of human services 
groups and organized labor formed The Coalition For 
Massachusetts, which began applying pressure to Sen-
ator Brown to change his vote to favor FMAP fund-
ing. The Coalition, which includes Mass Home Care, 
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sent the following letter to Senator Brown in late July:
“Dear Senator Brown: 
 The undersigned organizations represent thou-
sands of Massachusetts residents who are concerned 
about the economy, job creation, health care, and 
public services in our state.  Together we urge you to 
pass a jobs bill that includes a six-month extension of 
the increased federal Medicaid match (FMAP) con-
tained in the American Recovery and Reinvestment 
Act (ARRA).  With state budgets in crisis, hundreds of 
thousands of public and private sector jobs threatened, 
and health care for millions of low-income Ameri-
cans hanging in the balance, Congress must act now. 
 If the FMAP extension is not passed, Massachu-
setts will face another $608 million in cuts or new rev-
enue solutions to close a shortfall totaling $2.7 billion.  
Medicaid is one of state’s largest budget items, with 
low-income families, hospitals and providers depend-
ing on reliable federal support, especially during tough 
economic times.  In Massachusetts, critical funding is at 
stake, including child care funding for 1,750 children, 
100 shelter beds for homeless people, the loss of home 
care services for more than 2,400 senior citizens, along 
with cuts in health care services and state public safety 
programs. The Recovery Act’s enhanced FMAP provid-
ed a funding lifeline that helped to minimize devastat-
ing cuts in Medicaid, education, public safety and other 
public services.  Ending it prematurely would be a major 
setback for our local and national economic recovery.
 Investing in our communities and community 
services is important to our national economy and jobs.  
Economists project that as many as 900,000 workers 
in both the private and public sectors could lose their 
jobs in the next year, including 2,000 education jobs 
in Massachusetts as states and localities continue to 
grapple with lower revenues, budget cuts and loss of 
federal funding.  Hospitals and other health care pro-
viders that would be directly impacted by a failure to 
fund FMAP are often the largest employers in com-
munities.  Moreover, state and local governments are 
key employers in rural areas, accounting for 18% of 
earnings; compared to roughly 10% in urban areas. 
 The United States Department of Commerce re-
ported that the real Gross Domestic Product (GDP) lost 
.5% in potential growth in the fi rst quarter of 2010 due 

to cuts in state and local government spending, a loss of 
$71.5 billion in growth and jobs.  This trend is expected 
to worsen in the latter part of 2010.  Allowing the en-
hanced FMAP to expire on December 31, 2010 – in the 
middle of states’ current fi scal years – would be devas-
tating to the national economy and to the large majority 
of states.  The six-month extension is vital to the an-
nual budgets of every state, including Massachusetts. 

 As a state legislator and senator, you had previ-
ously advocated for access to health care and education 
and helped Massachusetts make real gains for its resi-
dents.  We want to work with you to ensure Massachu-
setts does not lose ground on the progress it has made, 
even in these uncertain economic times. We would like 
to meet with you as soon as possible to discuss how we 
can work together to protect the Commonwealth and ex-
tend FMAP funding.  We are available at any time that 
is convenient to you and will follow up with your offi ce. 
 Again, all of the undersigned organiza-
tions urge you to pass a six-month extension of 
the enhanced FMAP to protect Massachusetts.  
Our fragile economic recovery depends upon it.”
 Among other groups, the letter was signed by 
Mass Home Care, Mass Senior Action, and the Silver 
and Golden Advocates of the Massachusetts Legislature. 
 On the morning of August 4, 2010, the U.S. 
Senate voted to end the fi libuster on FMAP exten-
sion funding. This cleared the way for a vote on the 
FMAP package, which to pass the Senate only need-
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ed a simple majority vote. The measure went back 
to the U.S. House for reconciliation, where it was 
passed and sent to President Barack Obama for his 
signature.  The enhanced FMAP funding then was 
sent to the states. More than $14 million in home 
care funding for the elderly is at stake in this debate. 
 Congress approved $87 billion in emergency 
Medicaid funding to help states weather the economic 
downturn that's squeezed local budgets nationwide. 
The provision increased Medicaid's Federal Medical 
Assistance Percentage (FMAP) — which represents 
Washington's share of the state-federal program — by 
at least 6.2 percent for all states. That extra funding ex-
pires at the end of 2010 — halfway through the budget 
year of most states, prompting Democrats to push for 
an extension. The original plan to keep the 6.2 percent 
increase through June 2011 went nowhere in the face of 
Senate budget hawks. Instead, Democratic leaders ad-
opted a plan to scale out the extra funding over the six 
months. The measure that passed on August 4th  pro-
vides a 3.2 percent FMAP bump for the fi rst quarter of 
next year, and a 1.2 percent hike in the second quarter.
 In breaking the fi libuster on a 61-38 vote, 
Senators Ben Nelson (D-Neb), Susan Collins (R-
Maine) and Olympia Snow (R-Maine) joined 
to vote Aye on the measure---but Senator Scott 
Brown continued to vote against the funding. 
Brown earned the nickname “FiliBuster Brown” 
for his refusal to end the fi libuster on FMAP money. 
 After the FMAP vote, the Coalition for Massa-
chusetts released the following statement to the media:
 “We are deeply disappointed in Sen. Brown’s 
‘no’ vote on cloture for legislation that would bring 
more than $400 million in desperately needed federal 
relief funding to Massachusetts through the Federal 
Medicaid Assistance Program. Once again, the senator 
who promised that he’d remember the people of Mas-
sachusetts at every roll call has let the people down. 
Although Sen. Brown did not succeed in his effort to 
block passage of this crucial federal funding, he still 
did everything he could to keep this jobs-creating 
funding from reaching the Bay State. With his clo-
ture vote, he played partisan politics with the lives and 
livelihoods of thousands of Massachusetts families. 

Sen. Brown was voting no to everything he prom-
ised to stand for when he was elected. He was vot-
ing ‘no’ to protecting and creating jobs, ‘no’ to health 
care for the sick and disabled, ‘no’ to services for se-
niors and children, and ‘no’ to safer cities and towns. 
Scott Brown hasn’t been in Washington long, 
but he’s already forgotten where he came from. 

 “Sen. Brown voted against the extension of un-
employment insurance that would have kept thousands 
of Massachusetts families going. He has done nothing 
to further jobs creation legislation. He has blocked fi -
nancial sector reform—taking huge sums in campaign 
funding from Wall Street, but forgetting Main Street. 
Now he’s attempted to block funding that was original-
ly paid to the federal government by Massachusetts tax-
payers and that those taxpayers desperately need back.
 “We urge Sen. Brown to remember where he 
came from and the promise he gave to the people of this 
Commonwealth that jobs would be his fi rst priority.”
 In early August, the U.S. House passed the 
FMAP funding, and President Barack Obama signed 
it within days of passage. According to estimates from 
the Center on Budget & Policy Priorities, the FMAP 
money will mean for Massachusetts an additional $506 
million in Medicaid funding, plus $204 million in edu-
cational funding, for a total of $710 million in new fund-
ing. The funding was soon on its way to Massachusetts. 
 On August 10th, the State House News quot-
ed Senate Ways and Means Chairman Steven Panag-
iotakos (D-Lowell) as saying the FMAP funds were 
aimed at funding programs in the second half of this 



fi scal year and don’t need to be spent immediately. 
“Until we have that conversation with the administra-
tion, I would think right now it’s more of a wait and 
see approach,” Panagiotakos told the State House 
News. “It’s certainly some great news. We really 
need the money, and we can certainly put it to use.” 
 As of mid August the home care waiting list had 
exceeded   3,700 elders. These seniors are the ones who have 
learned most painfully what ‘wait and see’ really means. 

The Fiscal Fallout 
          In Massachusetts

 In late July, the Mass Budget and Policy Center 
issued a report on budgetary impacts on the Common-
wealth’s ailing public services network. Here are ex-
cerpts from that report, titled FISCAL FALLOUT: The 
Great Recession,PolicyChoices, and State Budget Cuts:
 Since the passage of the FY 2009 General Ap-
propriations Act (GAA), state funding for human ser-
vices has been reduced, despite increased demand for 
these services as families experience hardships as a re-
sult of the fi scal crisis. The FY 2009 GAA provided 
$3.5 billion in total funding for human services. After 
accounting for approximately $35 million in informa-
tion technology transfers to the Executive Offi ce of 
Health and Human Services, the FY 2010 GAA reduced 
Human Service appropriations to $3.4 billion. Most re-
cently, the FY 2011 budget reduced state funding even 
further, to $3.3 billion. Since passage of the FY 2009 
GAA, total state funding for human services has been 
cut by $170 million. When adjusted for infl ation, these 
cuts total close to $269 million, representing a 7 percent 
reduction. Detailed below are some of the major cuts to 
human services programs, which include services for 
children and families, transitional assistance for low-in-
come families, services to the adults with developmental 
disabilities, and other human services, since FY 2009:
• Elder Home Care: $21.7 million cut: Since the 
beginning of FY 2009, elder home care has been cut 
by 14 percent, when adjusted for infl ation. With this 
reduced funding, approximately 2,500 fewer frail 
elders each month are able to receive the commu-

nity-based long term care services that allow them 
to stay in their homes. At one point, there was hope 
that a waiting list for services might be reduced or 
eliminated. Instead, there are now more than 2,700 
elders each month on a waiting list for home care.
• Elder Protective Services: $1.5 million cut: The FY 
2009 GAA provided $16.2 million for services to pro-
tect vulnerable elders from neglect and abuse. In FY 
2010, elder protective services were reduced by $1 mil-
lion through the Governor’s 9C cuts, and in the FY 2011 
budget funding has been further reduced to $15.3 mil-
lion. After adjusting for infl ation, this is a $1.5 million, 
or 9 percent, cut since FY 2009. This reduction in fund-
ing means that more cases of elder abuse will go unin-
vestigated and unserved, that more elders are at risk of 
fi nancial exploitation, and that fewer guardians could be 
granted to the Commonwealth’s most vulnerable elders.

• Elder Housing Programs: $1.8 million cut: The 
FY 2009 GAA provided $3.2 million for elder hous-
ing programs, including support for congregate hous-
ing. The FY 2011 budget reduces funding to $1.5 
million, which includes the elimination of a program 
for homeless elders (funded at $450,000 in nominal 
dollars in FY 2009). After adjusting for infl ation, this 
is a $1.8 million, or 55 percent, cut since FY 2009.
Councils on Aging: $957,000 cut: The FY 2009 GAA 
appropriated $8.6 million for councils on aging. 
These locally-based programs provide a wide variety 



of recreational and support services to elders in the 
community. In the FY 2011 budget, this funding has 
been reduced to $7.9 million. When adjusted for in-
fl ation, councils on aging have been cut by $957,000, 
or 11 percent, since the beginning of FY 2009.
• Geriatric Mental Health; Family Caregivers: Pro-
grams eliminated ($225,000 and $250,000 cut): Geriat-
ric mental health services, which received $225,000 in 
the FY 2009 GAA, and the family caregivers program, 
which received $250,000 in the FY 2009 GAA, have 
been completely eliminated in the FY 2011 budget. 
• Cuts to MassHealth (Medicaid) & Health Re-
form: The fi scal crisis has led to deep and signifi cant 
cuts to the Commonwealth’s MassHealth and health 
reform programs. Looking at budget numbers alone, 
however cannot tell the full story of these cuts, be-
cause the state’s health care budget has increased dur-
ing this time due to both enrollment and health care 
cost increases. Outlined below are among the cuts to 
MassHealth and other health programs since FY 2009.
• Elimination Of Adult Restorative Dental Care In 
FY 2011: $56.3 million cut: Close to 700,000 adults 
rely on the MassHealth program for oral health care, 
including 130,000 elders, and they will no longer re-
ceive insurance coverage for such services as fi llings. 
(This is a “gross savings” because it does not take 
into account that any reduction in Medicaid spend-
ing also reduces the amount of federal Medicaid re-
imbursement revenue the Commonwealth receives.)
• Reductions In Reimbursement Rates Paid To Pro-
viders: estimated $600 million cut: The mid-year 9C cuts 
in FY 2009 of more than $235 million focused on cuts to 
provider reimbursements. Cuts to provider rates in the 
FY 2010 budget were an estimated $200 million, and an 
estimated $175 million more is cut in the FY 2011 budget.
• Reduction In The Number Of Hours For Day Servic-
es Provided To Disabled Adults (“Day Habilitation”): 
$15.3 million cut: The FY 2011 budget cuts the number 
of hours available to disabled adults – many of whom are 
severely cognitively disabled – from six to fi ve a day. The 
gross spending reduction associated with this cut would 
be approximately $15.3 million, and the net savings to 
the Commonwealth would be closer to $6.8 million.
• A Limit On Who Would Be Eligible For Personal 

Care Attendant (PCA) Services: $5.5 million cut: 
Currently, MassHealth will pay for help for disabled 
adults who need assistance with activities of daily living 
(getting in and out of bed, dressing, bathing, etc.), even 
if those adults need only a few hours of help each day 
(for example, getting dressed for work in the morning). 
The FY 2011 budget establishes a “fl oor” for these ser-
vices, so that only persons requiring 14 hours of service 
a week would be eligible for MassHealth coverage for 
PCA services. This cut is expected to reduce MassHealth 
costs by $5.5 million, for a net savings of $2.4 million.
• Prescription Advantage Program: $26 million cut: 
Between FY 2009 and FY 2011, $26 million has been 
cut from the Prescription Advantage program, elimi-
nating some subsidies to low-income elders for pre-
scription drug costs not covered by Medicare Part D.
 Other measures taken to control costs or implement 
savings within the state’s health care programs include: 
• Restrictions in the way certain services are pro-
vided (such as the expansion of coordination of care 
in “appropriate” settings, or the requirement for pre-
authorization for certain types of medications, with 
estimated savings of at least $38 million in FY 2010 
and an additional estimated $23 million in FY 2011). 
• Assumed savings of a total of $17 million from dis-
ease management strategies ($10 million assumed 
savings in the original FY 2011 Conference Committee 
budget proposal, along with an additional $7 million 
savings assumed in the FY 2011 Post-Veto Budget us-
ing more aggressive savings assumptions.) A disease 
management program could save money by better co-
ordinating care for MassHealth members with certain 
chronic conditions such as asthma or diabetes. Because 
of reduced federal reimbursements associated with 
lowered MassHealth spending, however, the net sav-
ings to the Commonwealth of these programs would 
be less than half of the gross program cost reductions. 

Care Transitions Grant
 The Massachusetts Executive Offi ce of 
Elder Affairs, in partnership with Aging and
Disability Resource Consortium of the Greater North 



Shore (ADRCGNS), Massachusetts Rehabilitation 
Commission and MassHealth, have submitted a grant 
for federal funding to implement a project called Navi-
gating Across Care Settings: Choices for Successful 
Transitions (NACS). Several Mass Home Care mem-
ber agencies helped write this grant, including North 
Shore Elder Services and Greater Lynn Senior Services.
 The goal of this grant is to provide the Care 
Transitions Intervention (CTI) to 300 people with 
congestive heart failure, chronic obstructive pulmo-
nary disease or diabetes. CTI is an evidence-based 
model that helps keep people being discharged from 
hospitals from being re-admitted unnecessarily.
 The project will expand community partner-
ships to bolster CTI's effectiveness by connecting par-
ticipants with peer supports, evidence-based programs 
and Options Counseling. The goal is to expand capac-
ity to promote healthy, successful care transitions by:
1) strengthening communications around consumer 
health issues across settings; 
2) fostering consumer health self-management;
3) increasing awareness among professionals about 
care transitions; 
4) reducing consumer and caregiver stress; and 
5) reducing hospital re-admissions, preventable hospi-
talizations, and premature nursing facility placements.
 NACS will retain six trained CTI coaches, en-
hance agency partnerships and develop a formal evalua-
tion in order to gauge these outcomes: 1) lower rates of re-
hospitalization within 30- and 90-day periods; 2) greater
consumer and caregiver satisfaction and awareness re-
garding choice, supports and control surrounding health
routines and regimens; 3) more effective commu-
nication between consumers and health providers; 
4) more positive feeling among consumers about 
their health and well being; 5) greater caregiver con-
fi dence in problem solving abilities and ability to 
cope with stress and manage their lives; and 6) in-
tegration and awareness of Care Transitions sup-
ports into provider practice and referral networks.
 NACS is particularly critical for consumers 
with disabilities who typically experience signifi cant 
health inequities and disparities, higher incidences 
of secondary conditions, and greater barriers to care. 
NACS, which creates a web of best practice transition 

supports around an evidence-based transition interven-
tion, is designed to provide consumers with skills for 
effective health selfmanagement; and to strengthen 
the availability and accessibility of community-based 
long-term supports. CTI has demonstrated results in
promoting consumer health self-manage-
ment and lower hospital readmission rates.

 AoA funding for NACS will signifi cantly 
expand the numbers of consumers served (to over 
300); provide consumers with more support op-
tions; more actively engage caregivers and pro-
viders; and offer consumers more time in which 
supports are provided to stabilize transitions. 
 By dovetailing the CTI coaching compo-
nent with a broader array of existing consumer sup-
port choices, and creating greater availability of
those choices, AoA funding will strengthen NACS’ 
capacity to offer a more seamless, more sustained, 
and ultimately more powerful intervention. Focus-
ing on the partnership between the partners in this 
grant will broaden present hospital-based collabora-
tions and expand the web of partners, particularly 
our disability and mental health agencies, commit-
ted to successful consumer-centered care transitions.
 Grant funding would come from the Af-
fordable Care Act law passed by Congress ear-
lier this year.  More than  70 ASAP staff across 
the state have been trained in the CTI program. 



Medication Management Bill 
Overdoses

On July 28, 2010, the Administration of Gov-
ernor Deval Patrick came out in opposition to legis-
lation that would have helped consumers who need 
in-home help taking their medications. The bill al-
lows home health aides to administer certain medi-
cations, under the supervision of a nurse. Although 
the Adminsitration withdrew its opposition sev-
eral days later, the medication administration bill 
did not pass during the formal legislative session.
 Currently, only a nurse can per-
form these medication-related tasks, which 
adds considerably to the cost of the service.
The Administration’s opposition came as a surprise to 
groups like Mass Home Care, and the Home Care Alli-
ance of Massachusetts, who have been working on the 
measure for almost two years. Within days after writ-
ing the memo, the Administration recanted, and with-
drew their opposition to the legislation---but not before 
their criticism had reached Beacon Hill. The bill, S. 
860, sponsored by Senator Richard T. Moore (D-Ux-
bridge), ended up passing in the Senate, but dying in 
Third Reading in the House---just short of the goal line. 
 The need for this bill is compelling. In one re-
cent case cited by Mass Home Care, an elderly woman 
with mild dementia was returning home from cataract 
surgery, and required by doctor’s orders two weeks of 
eye drops applied three times a day. The woman was 
unable to do her own eye drops, and needed remind-
ing that the drops were even needed. The cost of bring-
ing in a registered nurse to apply the eye drops was 
$70 a visit, or more than $2,900 over a two week pe-
riod. The elder’s nephew was able to pay for $2,100 
of the bill, but needed help with the $800 balance. 
The medication administration bill, S. 860, would 
have cut the cost of this service by more than half.
 The memo below, written on July 28th, out-
lines the objections the Administration had to the 
bill (in italics), and the response to these objec-
tions (in bold)  were prepared by the Home Care 
Alliance of Massachusetts, a group which rep-

resents the home health agencies in the state: 
 “The Executive Offi ce of Health and Human 
Services (EOHHS) has signifi cant concerns about the 
anticipated costs and the lack of enforceability and 
protections for consumers and home health aides as-
sociated with Senate Bill 860, An Act Relative to 
Home Health Aides.  EOHHS has been reviewing op-
tions, including certifi cation and delegation, to expand 
the home health and other direct care workers who 
can administer medications.  However, we have seri-
ous concerns with the bill and the following includes 
comments from the Department of Public Health, 
Executive Offi ce of Elder Affairs and MassHealth:   
• Cost: Even though this bill does not include any 
provisions for oversight or enforcement, the Depart-
ment of Public Health (DPH) estimates that there will 
be substantial infrastructure costs associated with the 
necessary regulatory development and ongoing review 
which is critical for patient protection. At this time, 
we estimate that it will cost approximately $500,000 
to establish the regulations and a review process.
 In addition, there will be a substantial need for 
new training by the home health agencies for home 
health aides.  The increased costs associated with train-
ing and supervision could result in home health agencies 
requesting additional funds to offset the provider over-
head component of their MassHealth payments.  There 
may or may not be offsetting cost reductions because 
reimbursement rates for home health aides are lower 
than rates for nurses.  More information is needed to es-
timate the likely impact on MassHealth expenditures.”

Home Care Alliance: It is unclear to me 
where the fi gure of $500,000 to write regulations 
comes from, but I think it a bit of a stretch to sug-
gest that Administration cannot afford to craft en-
abling regulations to support a policy change that 
the Administration has been supporting – at least on 
paper (Olmstead Plan) for at least two years.   Yes, 
agencies will train and establish aide competencies – 
as we are already required to do for all services that 
aides perform in a delegated model (wound care, 
suctioning for patients with neuro-muscular diseas-
es, etc.).  All of these costs are borne by agencies – or 
in some cases aides who attend classes in order to 
seek work in the fi eld. These costs have never and 



will not be borne by payors, under this change in 
scope of practice – MassHealth or otherwise.   Even 
if home care agencies were to “request additional 
funds” to do these trainings, the Administration 
does not need to actually budget for these at this 
time.  Consistent and yearly requests for an update 
in home health aide rates, which continue to be set at 
2007 levels, have not been successful, so it would be 
foolhardy for agencies to assume that there is a pos-
sibility of such a request being regarded favorably.  
In regard to the support that we thought we had 
from state offi cials – in all previous briefi ngs on 
this bill, including the latest to EOEA in June 
18th, that tentative support for the bill was predi-
cated on the state’s presumption that there would 
be some corresponding cost savings in Masshealth 
were this to be enacted.  This could be a win-win 
situation for everyone – the state reduces costs while 
the industry is allowed to better instruct vulner-
able elders how to get their medications correctly.
 “• Enforceability: We are concerned that the 
bill is unenforceable due, in part, to the lack of li-
censure or certifi cation requirements for home health 
agencies. According to this bill, home health agen-
cies will be allowed to establish medication ad-
ministration programs and employ individuals who 
will be "accountable for their own actions".  Licen-
sure or certifi cation is the standard in the Common-
wealth for holding entities or individuals account-
able for actions related to medication administration. 
We believe that there are approximately 430 home 
health agencies operating in the Commonwealth 
[NOTE: This number could be higher but we do not 
have an estimate of how many private agencies are in 
operation].  Approximately 144 participate in Medi-
care and have to adhere to Medicare regulations per-
taining to certifi cation and oversight.  The remaining 
agencies (at least 286) do not participate in Medicare 
and therefore, do not have to adhere to any licensure or 
certifi cation regulations. It is our understanding that 
no governmental body within the Commonwealth has 
jurisdiction over home health agencies that do not par-
ticipate in the Medicare program. This bill does not give 
us the jurisdiction to require licensure or certifi cation 
of these non-Medicare agencies and limits the Com-

monwealth’s ability to act as an oversight authority.”  
Home Care Alliance: The fact that the state does 
not license private care home care agencies (NOT 
HOME HEALTH AS IS STATED ABOVE) is an is-
sue that is separate and distinct from this bill.  It 
is NOT TRUE that no governmental body has ju-
risdiction of home care agencies.  They are regis-
tered and licensed by the Division of Occupational 
Safety. The state has signifi cant authority over a 
large percentage of the HOME CARE agencies 
via their activities as ASAP (Aging Service Access 
Point) contractors. The state has signifi cant author-
ity to oversee HOME HEALTH agencies pursuant 
to its federal survey role.   The state has licensing 
authority over nurses which is the central licensing 
authority at issue in this bill, and statutory author-
ity to investigate and enforce activity of parapro-
fessionals via the home health aide/CNA registry.  

 Conclusively, the state does have au-
thority – and could strengthen this in the 
enabling regulations to regulate and en-
force compliance with delegation activities.    
 Side note: we fi nd it somewhat ironic that 
the Administration is concerned about “enforce-
ability” or oversight of this scope of practice change 
in agencies that operate in a regulatory frame-
work (see above) when in fact it allows PCAs to 
administer medications to thousands of consum-
ers with no regulatory framework, no nursing in-
volvement, and no organized delegation, supervi-
sion or training.  Additionally, the medication tech 



programs in DMH homes function in this regard 
– while servicing an equally or far more vulner-
able population - and operate with less nurse in-
volvement and oversight than is envisioned here.
 “In addition, SB 860 uses terms “delegation” 
and “supervision” imprecisely as they relate to nurs-
ing activities, thereby contributing to the unenforce-
ability of the bill.  Current regulations require that a 
licensed nurse provide a nursing assessment and al-
low them to make the fi nal decision regarding wheth-
er delegation is appropriate for the specifi c patient.”   
 Home Care Alliance: It is true that the cur-
rent regulations permit the nurse to use her/his nurs-
ing assessment skills to determine when delegation 
is appropriate – and this model is one under which 
home health has always operated, with limited prob-
lems.  Nurses teach and delegate aides different tasks 
depending on specifi c patient diagnoses and needs.  
Expansion of this same nurse assessment process for 
administration of medications is precisely the model 
that is working in other states with specifi c enabling 
regulations (which we have already shared with 
state offi cials).  This would allow the state to estab-
lish the parameters of Delegation such as when (in 
instances where patients’ condition is stable and pre-
dictable), and how (e.g., with documentation in plan 
of care of aide competency and training, sign off by 
the patient/family, frequency or revaluation, etc….)   
• Lack of Protections for Consumers and Home 
Health Aides: Other states that have allowed similar 
practice by home health aides to administer medica-
tions have a regulatory framework that requires licen-
sure or certifi cation of the home health agency and in 
some cases the home health aide as well.   This bill 
lacks any protections for our most vulnerable popu-
lation.  Additionally, the only responsibility for home 
health agencies in the bill is to train patients and fami-
lies in self-administration and it appears that home 
health agencies are not liable with regard to non-
self-administration.  Thus, this bill would not only 
expose vulnerable consumers to potential harm but 
also unknowing home health aides to potential loss 
of their assets and livelihood (i.e., from civil suits). . 
 Home Care Alliance: Virtually everything in 

this paragraph is incorrect. In regard to fi nal state-
ment – “this bill would expose … unknowing home 
health aides to potential loss of their assets and liveli-
hood” - there is absolutely no data in any states that al-
lowing nurses to delegate medication administration 
would result in this outcome.  Published studies from 
Washington state totally rebut this; and evidence 
from New Jersey’s RWJ pilot – which was presented 
at a State House briefi ng attended by Administration 
offi cials on April 26 - also refute this. Historical ex-
perience in states like Oregon and Texas do likewise.

“Additionally, the only responsibility for 
home health agencies in the bill is to train pa-
tients and families in self-administration and it 
appears that home health agencies are not li-
able with regard to non-self-administration.” 
 Home Care Alliance: Teaching patients and 
families to administer medications is a central skill 
of all home health agencies. The point of this lan-
guage is that that basic function will be unaltered 
when agencies can also delegate this function to aides.  

“it appears that home health agencies are 
not liable with regard to non-self-administration.”

Home Care Alliance: This is a totally untrue 
statement.   You cannot legislate away a patient’s 
right to sue.   If there is any liability, it does rest with 
agencies – precisely why nurses and agencies will 
exercise extreme discretion and caution in adher-
ing to regulatory framework of delegation.   If there 
are to be patient lawsuits (which has not occurred 
in states that allow this), they would be directed at 
agencies who carry liability insurance, not aides. 

“This bill lacks any protec-
tions for our most vulnerable population.”

Home Care Alliance: Of all the claims, this 
is perhaps the most troubling. Again the state al-
ready allows medication administration by unli-
censed, unsupervised personal care attendants and 
seems to actively support expansion of the scope 
of this program to include “vulnerable” elders.
By failing to pass this bill, the state is again stat-
ing its preference for institutional care over com-
munity care.  The decision to stay at home with 
an acute or chronic illness is the ultimate act of 
consumer self determination and always car-



ries with it some risk, which is balanced by an 
appropriate degree of consumer protection.  
The Administration is essentially saying that be-
cause it cannot afford to write enabling regulations 
– for which there are many existing and successful 
state models - elders who cannot administer their 
own medications should continue to have to be in-
stitutionalized, which is paternalistic and wrong.  

Strengthen Social Security---
Don’t Cut It

 As Social Security turns 75 years old Aug. 
14, the nation's most successful social program like-
ly will be under attack by the federal Budget Defi -
cit Commission, which, by all accounts, is consid-
ering benefi ts cuts and raising the retirement age.
 In early August, more than 60 groups an-
nounced the creation of a new coalition, Strengthen So-
cial Security - Don't Cut It. The group is launching a 
national mobilization to push back the Commission's 
assertions, that claim Social Security is a major compo-
nent of the budget defi cit and is on the brink of disaster.
 In a press conference at the National Press Club 
in Washington, D.C., the group outlined plans to build 
support in Congress to fi ght benefi ts cuts and to ask can-
didates this election to pledge to fi ght any move to raise 
the retirement age, and oppose any privatization scheme. 
 “Social Security belongs to the workers and 
their families who have worked hard, paid taxes in, 
and earned its benefi ts,” the group says. “Social Se-
curity did not cause the federal defi cit, and its bene-
fi ts should not be cut to reduce the defi cit.  The fed-
eral government found the money to bail out Wall 
Street; it must fi nd the money to pay what it owes 
to Social Security. Today’s and tomorrow’s benefi -
ciaries – children, people with disabilities, widows, 
widowers, and retired workers – deserve no less.”
 Speaking at the press conference, AFL-CIO 
President Richard Trumka said that raising the re-
tirement age is a benefi t cut, plain and simple. It is a 
cut that is unnecessary and one that Americans can 
ill-afford. He also said it unfairly singles out work-
ers in demanding physical occupations, “workers like 

my father who spent his life in the mines, and couldn't 
work another day by the time he qualifi ed for Social 
Security-and those older workers who may no lon-
ger be able to fi nd work due to age discrimination.”
 Social Security benefi ts are the largest source of 
retirement income for most retirees. For six of 10 seniors, 
Social Security represents more than half of their income. 
In addition, nearly one-half of older unmarried women 
and widows, and one-third of all benefi ciaries, have little 
other than Social Security and rely on its monthly ben-
efi t for 90 percent or more of their retirement income. 

Terry O'Neill, the president of the National Or-
ganization for Women (NOW), told the media, “Social 
Security is the mainstay for millions of older women. 
Every year, a major share of the nearly 24 million 
women age 62 and older who receive benefi ts are kept 
out of poverty because of Social Security. Often that 
monthly Social Security check is their only income.”

 A recent Gallup Poll found that Americans op-
pose raising the retirement age by a two-to-one mar-
gin, and, by an even bigger margin, say the best way to 
strengthen Social Security is to ensure the wealthiest 
pay their fair share. Under current Social Security rules,  
workers pay into the Social Security system through a 
payroll tax on the fi rst $106,000 of their earnings. Earn-
ings above $106,000 are exempt from the Social Secu-



rity payroll tax. That means a lower wage worker pays a 
higher percentage of their income to Social Security than 
a wealthy investment broker.  The Gallup poll found that 
the public supports raising the Social Security payroll 
tax to cover all earnings, by a 67 to 30 percent margin. 
 Social Security currently has a $2.6 tril-
lion surplus, which is projected to grow to $4.3 
trillion by 2023, and is not considered to be part 
of the government’s current defi cit problem. 

Strengthen Social Security issued 
the following 7 “common sense” principles:
1. Social Security has a surplus of $2.6 trillion, 
which it has loaned to the federal government. So-
cial Security did not cause the federal defi cit. Its 
benefi ts should not be cut to reduce the defi cit.   
2. Social Security, which has stood the test of 
time, should not be privatized in whole or in part. 
3. Social Security is insurance and should not be 
means-tested. Because workers pay for it, they should 
receive it regardless of their income or savings. 
4. Social Security is fully funded for more than 25 years; 
thereafter it has suffi cient funds to meet 75 percent of 
promised benefi ts. To reassure Americans that Social 
Security will be there for them, Congress should act 
in the coming few years outside the context of defi cit 
reduction to close this funding gap by requiring those 
who are most able to afford it to pay somewhat more. 
5. Social Security’s retirement age, already scheduled to 
increase from 65 to 67, should not be raised further. That 
would be a benefi t cut that places the greatest hardship on 
older Americans who are in physically demanding jobs, 
or are otherwise unable to fi nd or keep employment. 
6. Social Security, whose average benefi t is $13,000 in 
2010, provides vital protection against the loss of wag-
es as the result of disability, death, or old age.  Those 
benefi ts should not be reduced, including by changes 
to the cost of living adjustment or the benefi t formula. 
7. Social Security’s benefi ts should be increased for those 
who are most disadvantaged.  The benefi ts, which are 
very important to virtually all workers and their families, 
are particularly crucial to those who are disadvantaged.   
 For more information about this ef-
fort to protect Social Security,  and prevent ben-
efi t cuts go to www.strengthensocialsecurity.org.

Americans With Disabilities Act 
20 Years Old

 On July 26, 2010, several hundred activists 
gathered on the Boston Common to mark the 20th. 
Anniversary of the federal Americans With Disabili-
ties Act (ADA), landmark legislation in the disabil-
ity rights fi eld which prohibits discrimination against 
persons with disabilities in employment, public ser-
vices, public accommodations and communication.
 Governor Deval Patrick spoke at the ADA 
event in Boston. “The Americans with Disabilities Act 
is one of the most signifi cant pieces of civil rights leg-
islation of the 20th century,” Patrick said in a prepared 
statement. “But as long as people with disabilities still 
face barriers to independence, our work is not done." 

Photo Credit:  BCIL
According to the Governor’s offi ce, the De-

partment of Housing and Community Development 
has been asked to prepare a plan by October to expand 
accessible housing opportunities with Local Housing 
Authorities. Expanding publicly and privately funded 
accessible and universally designed housing units is 
a major component of the state's Olmstead plan, be-
cause of the importance of housing access to com-
munity living for people with disabilities. The state 
also recently applied to the U.S. Department of Hous-
ing and Urban Development for 200 housing vouch-
ers that will be dedicated to people with disabilities. 
 “We know that housing affordability, like acces-
sibility, is a serious problem, and we are committed to 



ensuring that people with disabilities will have the ser-
vices and supports they need in housing settings across 
the Commonwealth,” said Jean McGuire, EOHHS As-
sistant Secretary for Disability Policies and Programs. 
 Another crucial arena in public accom-
modations is accessibility of medical settings.
The Governor continued to acknowledge the ADA 
anniversary with several upcoming events, includ-
ing receipt of a private industry report on improving 
employment of people with disabilities; completion 
of an 18-month effort by the Governor's Long Term 
Care Financing Advisory Committee; and the launch 
of the state's captioned telephone and video relay ser-
vices for people who are deaf and hard of hearing. 
 The Governor listed “signifi cant disability ac-
complishments” over his last three years in offi ce, in-
cluding a landmark appellate case that opened the way 
to long overdue institutional closures, the launch of 
new community services for people with brain injuries 
and the successful transition of over 150 people with 
mental illness from psychiatric hospitals to the com-
munity. No elderly accomplishments were on that list.
 “This is a time to celebrate and refl ect on the 
many gains that the disability community has made 
over the past 20 years,” said Massachusetts Rehabili-
tation Commissioner Charles Carr. “There is a full 
generation of young adults who have grown up with 
the protections of the ADA, and it is this very genera-
tion that must carry the torch for the next 20 years to 
safeguard our gains and push for further equality.” 
 Nothing in the Governor’s prepared statement 
referred to the elderly disabled, or quoted accom-
plishments of the Executive Offi ce of Elder Affairs.
 One of the seniors who spoke at the event 
was Sybil Feldman. “I am a Boston Center for Inde-
pendent Living member,” she told the crowd. “I will 
be seventy years old in three months. When I was a 
child, I wasn’t able to go to a regular school. I spent 
21 years and two weeks of my life at Fernald. I hat-
ed it. I fought to get out on my own and I did, on my 
own. After I got out, I lived in a group home and I 
didn’t like that either. Now, I live in my own apart-
ment in Brookline Village. I use personal care atten-
dants to stay independent. I use the MBTA because it 
is accessible now. I ride the Green Line. I have been 

arrested eight times with ADAPT fi ghting for our civil 
rights. The ADA is great! Being on my own is great!” 
 Mass Home Care was represented at the An-
niversary event by Marian Sabal, a board mem-
ber at Boston Senior Home Care. “People with dis-
abilities come in all ages,” Sabal said, “and today in 
Massachusetts---as we celebrate the Americans with 
Disabilities Act---I regret to tell you that several thou-
sand disabled older adults are unable to get the home 
care services they need to remain living at home. 
Their civil rights are being violated as we speak.”

EOHHS Secretary JudyAnn Bigby and Marian  Sabal
Photo Credit; BSHC 

 “Four years ago in August, this state passed the 
Equal Choice law, designed to ensure that Medicaid 
funds would help disabled adults to live in the most 
integrated setting possible,” Sabal continued. “But 
where are we today? Just last week the Executive Of-
fi ce of Elder Affairs cut $6.5 million from home care, 
and lowered the home care caseload to 29,000 elders 
a month--the lowest point it’s been at in 30 years.” 
 “How is it that we can give wealthy banks a hand 
out, but we can't give poor seniors a hand out of bed?” 
Sabal asked. “How is it that Wall Street speculators got 
billions, while seniors with no savings at all cannot get 
into home care? There will be no 'troubled asset relief 
program' for the disabled. But I am 'troubled' by the way 
this state, and this nation, are treating older citizens.”
 “They say that in Massachusetts, only two 
populations remain in institutions: prisoners and the 



elderly,” Sabal concluded. “So as we celebrate the 
Americans With Disabilities Act, let us keep fi ght-
ing for the equal choice to live at home, and make 
a pledge together that we will not stop fi ghting for 
the disabled until every person who wants to stay 
at home has the support and the funding to do so.”

Mass Gets Second Chance To 
Make Money Follow the Person

 In July, the federal Center for Medi-
care and Medicaid Services (CMS) announced 
$2.25 Billion in Grants to Extend the Money Fol-
lows the Person Rebalancing Demonstration.
 “Americans with disabilities will have more 
help to live independently and remain in their homes 
and communities instead of in institutional long-term 
care facilities, such as nursing homes,” CMS said. The 
new grant encourages states like Massachusetts that are 
not yet part of the Money Follows the Person Rebal-
ancing (MFP) Demonstration to apply for grant funds.  
 On a recent conference call, federal offi cials all 
but guaranteed states that have not yet applied for these 
grants,  that the government’s goal is to have all 20 states 
get grants.  They  are even offering planning grants to 
help states that are short on staffi ng to write proposals. 
 With passage of the Affordable Care Act, states 
now ave a second chance to compete for this federal 
funding.  “The Money Follows the Person Rebalancing 
Demonstration has been critical to our efforts to deliver 
on the promise of the Americans with Disabilities Act and 
expand access to community living services,” said U.S. 
Health and Human Services Secretary Kathleen Sebelius.
 In a letter sent to Governors, celebrating the 20th 
anniversary of the Americans with Disabilities Act, Sec-
retary Sebelius encouraged states to take advantage of the 
numerous community initiatives within the Affordable 
Care Act, including Money Follows the  Person (MFP). 
 Under the MFP demonstration, states will receive 
an enhanced Federal Medical Assistance Percentage 
(FMAP) match for a one-year period for each individu-
al they transition from an institution to a qualifi ed home 
and community-based program. One of the qualifi ed 
placements for such individuals would be a home with 

up to four unrelated people residing. Massachusetts cur-
rently has no such program for the elderly, because the 
Administration shut down Mass Home Care’s “Going 
Home/Back to the Ranch” proposal two and a half years 
ago, and that program today has not yet been re-started.
 States will be able to transition multiple pop-
ulation groups including the elderly, people with in-
tellectual, developmental or physical disabilities, 
mental illness or those who have a dual diagnosis. 
The enhanced FMAP funding will then be used by 
states to expand services and supports. In addition, 
states receiving a MFP grant award will focus on re-
balancing their long-term care systems needs by in-
creasing the use of home and community-based ser-
vices and decreasing the use of institutional care.

 The MFP Rebalancing Demonstration Program 
was authorized by Congress in section 6071 of the Def-
icit Reduction Act of 2005 (DRA) and was designed to 
provide assistance to States to balance their long-term 
care systems and help Medicaid enrollees transition 
from institutions to the community. The MFP Dem-
onstration Program refl ects a growing consensus that 
long-term supports must be transformed from being 
institutionally-based and provider-driven to "person-
centered" consumer directed and community-based.
 Congress initially authorized up to $1.75 bil-
lion in Federal funds through fi scal year (FY) 2011 to:
1) Increase the use of home and com-
munity based services (HCBS) and re-
duce the use of institutionally-based services;
2) Eliminate barriers and mechanisms in State law, 



State Medicaid plans, or State budgets that pre-
vent or restrict the fl exible use of Medicaid funds 
to enable Medicaid-eligible individuals to re-
ceive long-term care in the settings of their choice;
3) Strengthen the ability of Medicaid programs to as-
sure continued provision of HCBS to those individu-
als who choose to transition from institutions; and,
4) Ensure that procedures are in place to provide quality 
assurance and continuous quality improvement of HCBS.
 In the fi rst round of funding, 29 States and the 
District of Columbia implemented a MFP Demonstration 
Program. Elder advocates criticized the Commonwealth 
for not submitting a proposal in the fi rst funding round. 
As of December 2009, almost 6,000 individuals across 
the nation have returned to the community as a result of 
these demonstrations—none of them in Massachusetts. 
 On March 30, 2010, President Barack Obama 
signed into law the Affordability Care Act (ACA). The 
ACA provisions refl ect a long-awaited commitment to 
independence, choice, and dignity for countless Ameri-
cans who want to live and receive long-term care ser-
vices in their own homes and communities. Section 
2403 of the ACA provides an opportunity for additional 
States to participate in the MTP. The law amends sec-
tion 6071 of the DRA to make the following changes:
1. Extends the MFP Demonstration Program through 
September 30, 2016, and appropriates an addi-
tional $450 million for each FY 2012-2016, total-
ing an additional $2.25 billion. Any remaining MFP 
appropriation at the end of each FY carries over 
to subsequent FYs and is available to make grant 
awards to current and new grantees until FY 2016. 
2. Under the Affordable Care Act, individuals that 
reside in an institution for more than 90 consecutive 
days are now eligible to participate in the demonstra-
tion. Days that an individual was residing in the institu-
tion for the sole purpose of receiving short-term reha-
bilitation services that are reimbursed under Medicare 
are not counted toward the 90-day required period.
 The Executive Offi ce of Health and Human 
Services has indicated that this time around, Massachu-
setts will follow the Money Follows the Person initia-
tive. The state must submit a Notice of Intent by Au-
gust 25th, followed by an applicantion for a Planning 
Grant by September 7th.  A full grant will be due by 

January 7, 2011. The feds hope to see actual services  
begin shortly after grants are awarded. The Medicaid 
agency in Massachusetts must be the applicant agency. 
 For more background on MFP, go to  http://
www.cms.gov/CommunityServices/20_MFP.asp.

Universal Voluntary Retirement 
Accounts 

 Thousands of workers without retirement savings 
could benefi t from a new state-based  mechanism for cre-
ating retirement savings outside of the workplace. This 
new tool is described by the Massachusetts Budget & Pol-
icy Center in a report released in July. Here are excerpts 
from the Universal Voluntary Retirement Account study:
 A generation ago, workers could count on being 
able to participate in a pension plan provided by their 
employer. In the mid-1970s, almost three-quarters of 
American workers had plans that guaranteed a certain 
percentage of their income, providing a secure savings 
plan to rely on for the future. Upon retirement, work-
ers could be sure that their hard work would pay off 
and that they would be able to pay for their needs and 
enjoy a decent quality of life. However, these types of 
retirement plans, known as “defi ned benefi t” plans, 
have been on the decline in the decades since, making 
them increasingly scarce. In fact, by 2007, only about a 
third of employees had access to defi ned benefi t plans. 
 As defi ned benefi t plans have declined, an-



other type of retirement plan—“defi ned contribution” 
plans—has taken their place. The structure of defi ned 
contribution plans is signifi cantly different from de-
fi ned benefi t plans; rather than guaranteeing a portion 
of the employee’s income, these plans require workers 
to make their own contributions that are then invested 
in the market. Employers can choose to make contribu-
tions toward their employees’ plans, but are not obli-
gated to. As of 2003, only 45 %of employees (at fi rms 
of more than 100 employees) participated in defi ned 
contribution plans with employer contributions. Con-
sequently, the burden of saving and investing is shifted 
mostly onto the employee, whose investments in their 
retirement funds are subject to economic fl uctuations.
 Whether a defi ned benefi t or defi ned contribu-
tion plan, overall 67% of workers still have access to 
some kind of retirement planning opportunity through 
their workplace. But this still leaves out a large segment 
of the workforce that has no access to employer-spon-
sored retirement plans at all. Many employers do not 
provide pension plans, leaving workers to plan and save 
for their retirement on their own. This not only jeopar-
dizes the retirement security of individual workers, but 
also raises the question of how we, as a society, will care 
for the elderly who do not have enough resources to 
provide for their own needs. Currently, people aged 65 
and older comprise about 14% of the Commonwealth’s 
population; by 2030, they will comprise 21%. As this 
population grows, the issue of retirement savings and 
the fi nancial security of retirees will become essential 
to the health of our citizens and the state as a whole.
 The key to solving this issue will be expand-
ing retirement savings opportunities to those who 
have been excluded. Establishing a statewide Uni-
versal Voluntary Retirement Account (UVRA) pro-
gram — a state-sponsored retirement system that busi-
nesses can easily participate in at low cost—can be 
a solution. In light of the current state of retirement 
savings among American workers, UVRA has the po-
tential to expand access to many thousands of workers.
Personal savings are usually not suffi cient to support 
even the basic needs of people as they age. A look at 
how much people save for retirement shows that 40% 
of retirees have saved less than $10,000 for retirement, 
and over half of them have saved less than $25,000. 

This includes savings and investments (including de-
fi ned contribution plans), but does not include the value 
of homes or defi ned benefi t plans. Workers who do par-
ticipate in an employer-sponsored defi ned contribution 
plan are three times as likely to report savings of at least 
$50,000, compared to workers who do not participate.
 As a result of low savings, and because many 
workers are not offered the opportunity to partici-
pate in retirement plans offered through employers, 
more and more people are relying on Social Security 
as their primary retirement income source. Low-and 
moderate-income individuals, in particular, rely heav-
ily on Social Security. For those in the lowest-income 
quintiles, Social Security comprises roughly 80% of 
retirement income. Though Social Security is a stable 
source of income, it does not provide enough of an 
income to support a stable quality of life. For many 
individuals in the higher-income quintiles, pensions, 

earnings, and income from assets comprise a larger 
share of retirement income, providing a more diversi-
fi ed income source and greater fi nancial stability. Some 
individuals in these quintiles are still working full-
or part-time out of necessity and will move to lower 
quintiles when they stop working. Pensions comprise 
24% of retirement income for individuals in the fourth 
quintile and 18%for individuals in the fi fth quintile. 
 As of December of 2008, the average annual 
Social Security benefi ts in the state was approximate-
ly $12,844—between 13% and 54% lower than the 
amount needed for elderly residents to cover their basic 



needs and expenses.  However, in addition to a more 
heavy reliance on Social Security, those with lower and 
moderate incomes do not have enough in personal sav-
ings to signifi cantly increase their retirement income. 
On average, asset income is only 3.3% and 5% of the 
retirement income of the individuals in the fi rst and sec-
ond income quintiles, respectively, translating to an ad-
ditional $346 to $931 annually—hardly enough to bol-
ster retirement incomes and provide economic security.
 It is clear that retirement planning plays an 
important role in the fi nancial security and qual-
ity of life for retired workers, while personal savings 
and Social Security alone are not enough. Being able 
to participate in retirement plans is a key component 
of building up an adequate savings. However, if the 
plans are not offered through employers, then as the 
research shows, many workers are excluded from 
the opportunity to adequately plan for their future.
 A Universal Voluntary Retirement Accounts 
(UVRA) system would be a state-operated retire-
ment plan program, parallel to the state’s existing de-
fi ned contribution program, in which small employers 
could opt to participate. It would create a pathway for 
small businesses to provide retirement plans to their 
employees. In Massachusetts, 17% of the workforce 
is employed at fi rms with fewer than 20 employees. 
Removing barriers such as cost and complexity would 
provide a simple and low- to no-cost retirement op-
tion for small business owners, thus expanding ac-
cess to retirement savings to thousands of people.
 A UVRA program would allow small employ-
ers to opt into a larger retirement system that would be 
administered alongside the state’s defi ned contribution 
retirement program, referred to as a “deferred compen-
sation” plan. Employees would enroll in the UVRA pro-
gram through their employers, and employers could elect 
to make contributions toward their employees’ plans. 
Employers would be relieved of many of the burdens 
of setting up retirement plans on their own. They would 
incur some administrative fees; however, because the 
program would be operated by the state at a large scale, 
the fees would be much lower than a typical retirement 
plan. Once an employer has enrolled in the UVRA, the 
state would design the package of investment options 
and handle the majority of administrative and legal tasks, 

including managing individual accounts and invest-
ments, as well as maintaining compliance with federal 
legislation. This way, the burden on employers would 
be greatly reduced, while the state would take on the 
bulk of the management and administration of the plans.
 An effective UVRA system would help fulfi ll 
three broad goals, or principles: coverage, adequacy, 
and security. In terms of coverage, the UVRA system 
should provide access broadly, to the largest number of 
people possible. By casting a wide net, UVRA would 
make a change in the lives of those who have been ex-
cluded from the opportunity to save for retirement. Once 
access is expanded, however, the system should be ad-
equate, or actually provide workers with a viable means 
of setting aside money to meet their basic needs and 
secure a reasonable quality of life for their retirement. 
Though broader changes would be necessary to have a 
more meaningful impact and for the retirement system 
to really achieve adequacy, a UVRA program would be a 
step toward an adequate retirement system for workers.
 Finally, UVRAs should provide a set of se-
cure options for investing retirement funds. In pri-
vate retirement plans, an individual’s contributions to 
a retirement account are invested in the market. It is 
typically understood that these investments will grow 
and yield positive returns over the long term; never-
theless, retirement investments are subject to the ups 
and downs of the economy and the risk is assumed 
entirely by the individual. The current economic re-
cession, which caused an average 30% drop in retire-
ment assets, provides a prime example of the poten-
tial risks inherent in private retirement plans, such as 
401(k) plans. While a UVRA system would not elimi-
nate risk, it should be designed to provide stable op-
tions—including both high risk-high-return as well as 
more secure low-risk-low-return options — and to help 
workers and employers make educated decisions about 
their future. Reducing the complexity of the invest-
ment options would allow people to better understand 
both the risks and benefi ts of their retirement plan.
 Using the Commonwealth’s existing deferred 
compensation program for state employees, the state 
would be able to create a low- to no-cost, straightfor-
ward retirement plan option that small businesses could 
easily opt into. Because the state already administers 



and maintains a large public sector pension system of 
its own, it would be able leverage its size and scale to 
obtain lower costs from providers. Ideally, the program 
could be designed to use federal funds to cover start-up 
costs, thus incurring no cost to the state. If, however, 
federal funding is not used, the state would incur an 
initial start-up cost, which would be recouped over time 
through the plan’s fees and individual contributions.
 Contributions to UVRA retirement plans should 
be automatically deducted from workers’ paychecks. 
By making it much easier for employers and employ-
ees to establish and contribute to 401K and IRA tax-
deferred retirement accounts, UVRA plans would al-
low employees to take advantage of existing federal 
tax benefi ts. For the employee, reducing the amount 
of income that is taxed lowers their overall tax bill in 
the year the income is earned. In addition, by contrib-
uting to their retirement account, low- and middle-
income taxpayers can receive the Saver’s Tax Credit 
of up to $1,000 (or $2,000 for couples). Finally, the 
money that would have been paid in taxes is instead 
invested in the retirement account to yield benefi ts in 
the long run. This not only reduces the immediate im-
pact but also generates more savings for the future.
 The fi nal component of UVAs is to enable work-
ers to keep their retirement accounts if they change 
employers. It is estimated that the average worker 
holds about 11 jobs during his or her working life. It 
is essential to ensure continuity in workers’ retirement 
savings contributions as they move from job to job.
 Retirement security will only become more 
pressing as the Commonwealth’s population continues 
to age. Employer-sponsored retirement plans are a key 
component of ensuring that workers are able to achieve 
fi nancial security during their retirement. Without this, 
people will continue to rely heavily on inadequate 
and unstable resources, such as Social Security and 
personal savings—which is not enough to cover even 
basic needs. Despite the benefi ts of providing retire-
ment options at the workplace, most small businesses 
do not offer such plans. Administrative costs and the 
often convoluted nature of retirement plans prohibit 
these employers from devoting the fi nancial resourc-
es and time needed to establish and maintain plans.
 Many states have begun to study the impact and 

potential of establishing UVRA programs, which pro-
vide a viable and cost-effective option for businesses that 
do not provide retirement plans for their employees—
particularly small business, which employ thousands of 
workers but face the highest barriers in providing plans.”

Mass Scores Low on 
Elder Waiver Enrollment

 According to a new report released in ear-
ly August by the Rockefeller Institute, Massachu-
setts has the 37th lowest enrollment in community 
based waivers per 1,000 people, and the 7th high-
est nursing facility payment per day in the country. 
 The study, Medicaid Policy and Long-Term 
Care Spending: An Interactive View, was designed 
to help states in developing new policies to enhance 
care for elderly and disabled, while limiting costs. 
 The report found that Massachusetts is one of the 
most 'generous' states for overall long term care spend-
ing, but much of this spending is tied to spending for 
nursing facilities, and for the developmentally disabled. 
 States’ wide variation in Medicaid spend-
ing on long-term care services for their elderly or 
disabled residents is best explained through an ap-
proach that considers multiple factors, including 
coverage policies, nursing home reimbursement 
the rates and other variables, according to a new re-



port from the Rockefeller Institute of Government. 
 The new study applies a measure dubbed the 
“Long-Term Care Policy Generosity Index,” which 
proved better at explaining variations in states’ long-
term care spending than individual policy measures 
analyzed in previous research. The index may as-
sist states in developing new policies to enhance 
care for the elderly and disabled, while limiting 
costs. It combines measures such as resident eligi-
bility, nursing home bed capacity, use of waivers to 
spend Medicaid dollars on home- and community-
based care, and nursing home reimbursement rates.
 “Individual state policies governing eligibility, 
rates, or services do not exist in a policy vacuum, but 
interact with each other in ways that are frequently not 
obvious, but exert a considerable infl uence on spend-
ing nonetheless,” the authors explain in the report. “A 
given change in a nursing home rate, for example, can 
vary widely in its impact on total spending, depend-
ing on the number of clients covered by the change 
and the number of nursing home beds for which it can 
be paid. Expanding a home- and community-based 
waiver program might be expected either to reduce 
nursing home and total long-term care spending or 
to increase total spending depending on the clientele 
and the services covered by the waiver. Traditional ap-
proaches to measuring the effects of state policies on 
spending typically do not test for these interactions.”
 The report comes as state offi cials across the 
country seek new ways to limit growth in Medicaid 
costs, a major element in every state budget. Medic-
aid plays a key role in fi nancing long-term care for the 
elderly and disabled, supporting care for about two-
thirds of nursing facility residents. States’ Medicaid 
long-term care spending varies widely, however. Us-
ing the Long-Term Care Policy Generosity Index, New 
York’s long-term care policies were determined to be 
the most generous in the nation, followed by Con-
necticut, Minnesota, Massachusetts and Louisiana. 
 Variations in this measure may have important 
implications for understanding the differences in states’ 
use of home- and community-based waiver programs, 
according to the report. These waivers allow states to 
claim Medicaid reimbursement for services outside 
institutional settings, some of which may be covered 

under a state’s conventional Medicaid program and 
some of which are not. Unlike conventional Medic-
aid, where coverage of a service makes it available to 
all Medicaid clients, waivers allow services to be lim-
ited to a specifi ed population and limited in duration. 
States such as Wisconsin and Minnesota have both large 
waiver programs and generous policies overall, while 
others such as Washington, Oregon and Kansas have 
large waiver programs but less generous policies over-
all. “This pattern suggests that Washington, Oregon, and 
Kansas may have managed their waiver programs with 
the express intent of using community-based programs 
as a means of holding down nursing home spending, 
while Wisconsin and Minnesota may have been more in-
terested in expanding services for elderly residents who 
are at less risk for institutionalization,” the authors note. 
 In terms of nursing facility rates, the report noted 
that most of the states that pay high daily nursing home 
rates are relatively wealthy states in the Northeast and 
the Midwest, while the bulk of the states that pay lower 
fees are poorer states in the Southeast. In New England 
states, Connecticut had the 2nd highest average nurs-
ing facility rates at $165 per day; Massachusetts was 
7th highest at $141 per day; Rhode Island was 10th 
highest at $134 per day; Maine 12th at $132 per day; 
and Vermont 16th at $128 per day. The lowest nurs-
ing facility cost per day was Louisiana at $82 per day.
 Another metric used in the report was the num-
ber of home and community based waiver clients per 
1,000 persons as of 2003. For this metric, Massachu-
setts ranked only 37th in the nation for the total number 
of waiver enrollees. Two-thirds of the Massachusetts 
waiver enrollees were developmentally disabled, and 
one-third were seniors. In terms of total numbers of 
people in the aged and disabled waiver, Massachusetts’ 
enrollment was weak compared to most states. Oregon, 
for example, has 10 times as many enrollees in its el-
derly waiver compared to Massachusetts, per 1,000 
people. Vermont and Connecticut have 3 times as many 
elderly waiver enrollees as Massachusetts; Rhode Is-
land had 2.5 times as many enrollees as Massachusetts, 
New Hampshire 2 times as many; Maine 1.2 times. 
 For a full copy of the report, visit www.rockinst.org.



Question 2: Affordable Housing 
On the Line

This November, Massachusetts voters will 
decide whether to keep the primary law promoting 
development of housing affordable to seniors and 
working families, known as Chapter 40B.  The fol-
lowing is a statement prepared by the Vote No on 2 
Committee that is working on to defeat this ques-
tion. Mass Home Care is a member of this coalition:
 “Question 2 would repeal the law that has creat-
ed 80 percent of the affordable housing built in Massa-
chusetts, outside of the major cities, over the last decade. 
Despite such enormous success, there is an uninformed 
and reckless attempt to repeal this law on the ballot in 
November.  We cannot let the affordable housing law 
be taken away from our seniors and working families.

 The affordable housing law creates homes, 
greater equity among communities, and opportunities 
for working families. Residents in these homes work in 
health care, education, construction, fi nancial services, 
retail, human services, and in other occupations critical 
to our state’s workforce. The law has enabled builders 
to create 58,000 new homes in cities, suburbs, and small 
towns. The affordable housing law is our most impor-

tant tool for keeping families in the Commonwealth. 
 All families should have a choice about where 
to live. The affordable housing law sets a reason-
able goal for each and every city and town to require 
at least 10 percent of its homes to be affordable.  It 
encourages construction of new homes by provid-
ing a comprehensive permit and fl exible zoning for 
developers who build affordable homes.  The num-
ber of cities and towns above the 10 percent thresh-
old more than doubled from 24 in 1997 to 51 today, 
with an additional 40 communities above 8 percent. 
 Massachusetts needs the affordable housing law 
today more than ever.  Home prices and rents remain out 
of reach for many, and because of the recession many 
families struggle to get by. There are 12,000 homes 
in the pipeline that will not be built if the repeal suc-
ceeds.  This is the worst time to give up jobs, economic 
activity, and homes for working families and seniors.
 The Vote No on 2 Campaign has come to-
gether to ensure the law is not repealed. We are a 
grassroots coalition of more than 350 organiza-
tions and thousands of individuals committed to pro-
tecting this law. Our coalition includes civic, busi-
ness, religious, and academic leaders as well as 
senior, environmental, housing, and civil rights groups.  
 All three major candidates for governor agree 
we should all vote NO  to support this existing law.
 For more info or to get involved, go to 
www.protectaffordablehousing.org, call 617-
933-5275 or email info@protectaffordablehous-
ing.org.. And remember in November, Vote “NO 
on 2” to protect the affordable housing law.

Sisson Receives National Award
The Executive Director of New Bedford-based 

Coastline Elderly Services, Charlie Sisson, was hon-
ored with a national award on July 20th at a meeting 
in St. Louis of the National Association of Area Agen-
cies on Aging (n4a). Here are the remarks made at 
the event presenting Sisson with the n4a 2010 Presi-
dent’s Award by Lynn Kellogg, current n4a President: 
 “One of the honors of being President of n4a is 
to bestow the n4a President’s Award of excellence to 



a colleague in the fi eld who helps to advance the mis-
sion of n4a.  I am proud to announce that this year’s 
recipient is Charles N. Sisson.  Let me tell you why.
 “Charlie Sisson is Executive Director of Coast-
line Elderly Services in New Bedford, Massachusetts. 
Under Charlie’s leadership Coastline has been recog-
nized as one of the premier agencies in the state. He 
has served as President of the Massachusetts Associa-
tion of Home Cares and Area Agencies on Aging and 
was instrumental in working with the Massachusetts 
legislature to create Aging Services Access Points 
which today are single points of entry for area ser-
vices and supports. For his efforts Charlie received 
the “No Care Like Home Care” Award from his peers.
 “Beginning in 1998 Charlie was elected to the 
n4a Board of Directors where his service has contin-
ued to this day—with his long tenure concluding to-
morrow at the n4a Business Meeting when he will 
rotate off the Board.  During his tenure he has held 
numerous chairmanships, all offi ces of the Execu-
tive Committee and served as President in 2006-2008.

(L-R) n4a President Lynn Kellogg, Matt Sisson   (Charlie’s son) , 
Charlie Sisson, and Sandy Markwood,  n4a  Executive Director. 

 “Charlie is an outstanding advocate for hu-
man rights, believing the network must provide 
access to services while assuring availability of 
housing, food and socialization. He is committed, 
practical and creative. When a lack of affordable 
housing became an obvious need, Coastline pur-
chased and renovated an old warehouse into 32 units 
of affordable housing which it continues to manage. 

“In his advocacy for access to services he discovered the 
profound impact of discrimination on LGBT seniors and 
became a champion of their cause. Likewise, Charlie em-
braced partnerships with disability advocates well before 
the term ADRC was known. With his disability partners 
he produced a CD video to fi ght discrimination and cham-
pion the common causes between aging and disability.
 “Beyond the hard work of the Area Agen-
cy on Aging and its affi liations—working with 
Charlie is simply a pleasure. He knows no strang-
ers, cares deeply about people and loves to instill 
a sense of fun amidst the long hours. And, his infec-
tious love of baseball and the Red Sox has won over 
many an AAA colleague to the fun of the game. 
“Please join me in recognizing Charlie Sisson 
as winner of the 2010 n4a President’s Award.”
 Mass Home Care joins n4a in congratu-
lating Charlie Sisson for this national recogni-
tion of his outstanding work with older people. 
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