[bookmark: _GoBack]Reading Directions
Read the Marier & Van Pevanage piece first, focusing on making sure you understand the differences between the lenses, and why they argue this perspective is useful to policy analysis. Please read the Kane piece in full for background, then skim the Hernandez article for information regarding documented disparities. Note that some of the policy information in the Hernandez and Kane pieces is out of date as they are a few years old. The Cooper piece is a very helpful table which lays out the differences between waiver types, which I did not detail here. Please read this looking for variations you find interesting or meaningful between the approaches of the different waivers. Also note the dates the waivers started.
Overview of Home and Community-Based Service Access Disparities
Since the 1960s and the advent of Medicaid, the political reasoning surrounding long-term care policy changes can largely be categorized into three lenses, or core tensions surrounding the policy problem (Marier & Van Pevenage, 2017). The intergenerational lens defines the needs of older adults in opposition to the needs of others by describing and defining populations using age-based cohorts. In contrast, the biomedical lens defines the policy problem by viewing the elderly as a population with heightened disease-risk. Finally, the social gerontology lens focuses on the social needs of older adults, the social consequences of an increase in the proportion of the population made up by the elderly, and the heterogeneity of both the aged population and the aging experience. Home and Community-Based Services (HCBS) as a solution to the need for long-term care has grown out the resulting various ways the provision of eldercare has been framed in the political discourse. 
In the U.S., states receive funding from the Federal government to administer Medicaid. Medicare does not pay for long-term supports and services (LTSS), but for low-income citizens, Medicaid funding will pay for nursing home care. At the time of the first HCBS pilot projects, there was widespread dissatisfaction with nursing homes (Kane, 2012). Both private pay and state-funded nursing homes reported abuse, and the de-institutionalization movement began to form its roots. In 1981, the Centers for Medicare and Medicaid Services approved the first 1915(c) waiver to allow Oregon to spend a portion of their Medicaid funds on community-based care in place of nursing facility care. Since then, HCBS has made significant progress. All 50 states and District of Columbia now have at least one HCBS Medicaid waiver in place to allow for spending Medicaid funds in community settings instead of institutional settings (Friedman, Caldwell, Rapp Kennedy, & Rizzolo, 2018). Although HCBS covers care for both people with disabilities and the elderly, this discussion will focus solely on the policies and service provision for older adults.
Access to care at home and in community settings has proven to be cost neutral at worst and beneficial for those served, however it is still far from universally available (Hernandez, 2012). As with many welfare programs, the services provided to people funded by public dollars have been found to be of lower quality and more similar to institutional care than services that are privately funded. Additionally, HCBS services are less available and appear to have lower utilization rates for a number of marginalized groups, including: racial minorities, LGBT elders, low-income residents, and people living in rural America.
HCBS waivers are unique to each state resulting in wide variation in the policies governing these setting as well as the public funding mechanisms in use (Cooper, Crisp, & Flanagan, 2014). Most recently, the ACA included provisions for a new type of HCBS waiver, the 1915(k). This waiver specifies that states must fund services to anyone in the state who meets the limited activities of daily living (ADL) and means-tested criteria. Additionally, the care provided must be patient-directed. In return, states receive a 6% increase in Federal matching funds (Hudson, 2014). Given our aging population it is important now, more than ever, for states to identify the best policies for providing and governing these services.
Questions
1. How can the lenses defined by Marier and Van Pevenage be used to describe the HCBS policy problems and the variation in waiver use across states?
2. Given that the provision of LTSS impacts the health of the elders, caregivers, and others, how might HCBS waivers be used to decrease population health disparities?
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3. How might this differ by state based on the ways that political climate, values, and available community resources impact the lenses utilized by policy actors and advocacy groups?
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