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INTRODUCTION
In 1965, President Johnson signed the Health Insurance for the Aged Act into law, introducing
amendments to the Social Security Act (SSA) which created Medicare and Medicaid. During the
signing, he stated the landmark legislation would “improve a wide range of health and medical
services for Americans of all ages.”i In Title XIX of the SSA, Medicaid is defined but, unlike
Medicare, it is notably not a compulsory program for states to implement. Rather, states must
meet certain requirements outlined in law in order to receive money from the federal
government for the program. Key to this relationship is the fundamental purpose of Medicaid
as outlined in the Act, that states must “furnish medical assistance on behalf of families with
dependent children to meet the costs of necessary medical services and (to) help such families
attain or retain capability for independence or self- care.”ii It is this interpretation of what it
means to “achieve health” or “capability” which is at the heart of the current debate
surrounding experimentation in Medicaid programs across the country. It is also an issue the
courts will ultimately have to decide. In many states such as Ohio, the experimentation includes
the use of waivers and demonstration projects to reconfigure the policies of the Affordable Care
Act (ACA) in ways that alter the subsidized individual Marketplace, and the eligibility
requirements of Medicaid enrollees through the use of work requirements, cost sharing, and
time limits of coverage. This has also included efforts to address the opiate epidemic by
revisiting law around institutional care, or inpatient care, for substance use disorders and
mental health conditions.
The following Issue Brief takes a look at the different waivers being pursued or considered by
Ohio and the policy implications of the various proposals. This research will look into the policy
underpinnings of these efforts both in Ohio and federally, as well as some of the legal and
policy questions which might arise from their enactment.

KEY TAKEAWAYS



Many States are pursuing experimental policies which seek to undermine the Affordable
Care Act and its coverage expansions
Ohio’s waiver proposals will likely lead to broad disenrollment, administrative burdens
for county governments and providers, and Ohio’s healthcare industry
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Ohio opted to pursue the expansion of inpatient behavioral health services through
managed care, but did not include reimbursement for individuals with substance use
disorder (SUD)
The Trump Administration has streamlined the waiver process, encouraging states to
experiment with waivers, though the efforts will be challenged in the courts
Ohio’s experience with work requirements in Temporary Assistance for Needy Families
and the Supplemental Nutrition Assistance Program indicates Medicaid enrollees will
be disenrolled because of the complexity of eligibility process

BACKGROUND
The Social Security Act authorizes the Health and Human Services (HHS) Secretary to “waive”
certain statutory requirements of major welfare and health programs, including Medicaid and
the Children’s Health Insurance Program (CHIP).iii Although there are many types of waivers,
section 1115 waivers have been the main vehicle of recent reform. Traditionally, 1115 waivers
have been used to allow states to innovate policy as long as they “promote the objectives of the
program” and they meet a standard of “budget neutrality,” the latter condition meaning efforts
cannot cost more than what would have been in place, otherwise. The ACA changed this
process somewhat, by increasing the public comment responsibilities of governmentiv while
also introducing new waiver types like the 1332 waiver being pursued by Ohio.v
Ohio has implemented a number of waivers in Medicaid that define the current program,
including 1915 waivers allowing for Home and Community Based Services (HCBS) for long
term care and developmentally disabled populations.vi All waivers are subject to the approval
of the HHS Secretary, typically guided under the auspices of the Centers for Medicare and
Medicaid Services (CMS) and usually involve the advisement of the Office of Management and
Budget (OMB). CMS is now led by Director Seema Verma, one of the key contributors in the
1115 waiver proposals of Indiana, Kentucky, and Ohio.vii In November of 2017, Verma issued a
press release outlining a new vision for the Medicaid program, which included changes to how
1115 waivers would be evaluated.viii The Center for Community Solutions has written about
these changes to 1115 waivers previouslyix, but CMS’ guidance included removing the standard
of maintaining coverage as a key tenet of evaluation and adding standards that “strengthen
beneficiary engagement” and “greater independence.” In sum, citing what the Director has
described as getting away from “the soft bigotry of low expectations,” CMS has pivoted from
the coverage-focused policies of the Obama administration to the Trump administration
priorities of establishing beneficiary eligibility requirements through waiver experimentation.
Ohio has embraced these strategies to change Medicaid and the individual Marketplace. This
activity, driven primarily by the actions of the Ohio General Assembly, began with the biennial
budget of the 131st General Assembly with the introduction of an 1115 cost sharing waiver
known as “Healthy Ohio.”x While Healthy Ohio failed to garner approval from the Obama-led
CMS at the time, the election of Donald Trump, combined with the political upheaval in both
the House and Governor’s office, created a policy environment for the General Assembly to
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seek more control over the Medicaid program and mandate experimentation through statute in
2017.
The remainder of this Issue Brief will outline those waivers that are, or have been, pursued in
Ohio. This will include an examination of those 1115 waivers which seek to impose work
requirements and cost sharing on beneficiaries, as well as Ohio’s efforts with its 1332
application and the discussion around an IMD waiver.

1115 DEMONSTRATION WAIVERS
Entitlement programs have been the focus of reform efforts by conservative legislators since
their inception with the SSA. The strategy for reform often takes place as one of two types of
policy efforts. The first tactic limits spending through the use of a block grant or some other sort
of capped expenditure, essentially eliminating the entitlement by constricting federal resources.
This was most recently the strategy of Congress in its failed attempt to change Medicaid
through the Better Care Reconciliation Act of 2017.xi The second tactic often involves imposing
more eligibility requirements on beneficiaries, often through a mandate to earn benefits through
work or cost sharing. In order to achieve these priorities, state legislatures have taken advantage
of the 1115 waiver authority in the SSA.
Application Process of 1115 Waivers
While the standards or evaluations have changed, and some new elements have been
introduced, the general public comment process remains the same.
Figure 1

42 CFR Part 431, Subpart G
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While the state and federal governments both must provide an opportunity for comments to be
offered on demonstration proposals, only the state is required to respond to the concerns, not
address them in the policy proposal itself. Beyond the comment process, upon approval, the
state must hold a public forum within six months after implementation, and annually
thereafter.xii Importantly, however, the comment period does create an evidentiary base for
judicial review of the waiver in question.
Judicial Review
Federal courts have previously determined that the Secretary’s granting of a waiver under 1115
authority is subject to review under the Administrative Procedure Act (APA).xiii It allows a
judge to determine if the Secretary violated the APA and the “arbitrary and capricious”
standard. Research has also shown that much of the review is dependent on the previous action
of the agency in regards to similar proposals, as well as if the Secretary interpreted the SSA
correctly. According to the National Health Law Program, a consumer-focused legal advocacy
organization, the use of an 1115 waiver to implement work requirements is not legal.xiv Indeed,
Kentucky and a number of other states are already grappling with the potential legal challenges
to their requests.xv
Ohio’s Work Requirement Waiver
Work requirements have a long history in entitlement reform, such as the reform of Aid for
Families with Dependent Children (AFDC) or “welfare.” Now known as Temporary Assistance
for Needy Families (TANF), the program has its current design rooted in policy experiments
which sought to increase the employment and self-sufficiency of recipients. As President Bill
Clinton stated when he created TANF through signing the Personal Responsibility and Work
Opportunity Reconciliation Act of 1996 (PWORA), the idea was to “transform (the) broken
welfare system” and enable “parents (to) end their dependency on welfare and go to work.”xvi
However, the preponderance of evidence shows that these efforts did not have the intended
effects sought by policymakers. In fact, the results show many participants do not have a higher
likelihood of working than they would have had otherwise,xvii poverty is continuedxviii or
deepened (especially for children),xix and state agencies and their local counterparts are
overburdened with administrative hurdles to remain compliant.xx Even when looking at one of
the most famous success stories of the early experiments in Riverside county California’s
Greater Avenues for Independence Program (GAIN) program, longitudinal evidence shows
that while there were early gains in employment and earnings for participants, those gains were
ultimately lost.xxi Additionally, evidence in reviews of the GAIN program show that many of
the increases may, in fact, be attributed to the macroeconomic conditions of the United States
during the early and mid-nineties, where there was an increase of low-wage jobs, thus
mitigating the influence of the transition to TANF.xxii
In addition to TANF, the recent Able Bodied Adults Without Dependents (ABAWDS) effort in
Ohio may provide additional insight. An ABAWD is a person between the ages of 18 and 49
who has no dependents and is not disabled, and thus shares a similar beneficiary profile as the
Medicaid expansion population.xxiii Pursuant to Ohio Administrative Code, food assistance
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recipients (individuals enrolled in the Supplemental Nutrition Assistance Program or SNAP),
are required to register for work , to comply with the Food Assistance Employment and
Training (E&T) program and participate in a work program 20 hours a week or 80 hours a
month to receive benefits.xxiv Work requirements for these individuals include training or other
work activities such as volunteering. For those who cannot work, they still face the additional
burden of providing a medical form to be completed by a medical professional 10 days within
their application to avoid the requirement.
While a number of rural counties received a broad exemption from this work requirement, a
review of Franklin County’s program showed significant barriers for many of the clients who
were compelled to participate. Survey respondents cited difficulties with transportation, a lack
of permanent job placement, and churn.xxv It’s also worth noting that more than 80 percent of
participants ended up relying on local emergency food programs as a way to meet their basic
nutritional needs. Statewide, there are nearly 370 thousand fewer enrollees since this change
was implemented in October of 2013:
Figure 2

Data gathered from the Ohio Department of Job and Family Services’ Public Assistance Monthly Statistics (PAMS) Report

Between August 2013 and October 2017, the unemployment rate in Ohio decreased by more
than two percent, from 7.4 percent to 5.1 percent, meaning about 129,000 fewer people were
unemployed.xxvi While this may explain some of the decrease in SNAP enrollment during the
same timeframe, work requirements seemed to generally have a depressive effect on SNAP
enrollment. Specifically, based on the data in Ohio, it appears that the sanctions, not the time
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limits, seemed to be the primary source of disenrollment. This indicates the administrative
complexity as the main cause of loss of the benefit.
The work requirement waiver for the Medicaid program was written into House Bill 49 in Ohio
Revised Code Section 5166.37. The language mandates the Medicaid Director to pursue a
waiver that only allows individuals to be enrolled into the expansion group (known as Group
VIII) if they are 55 years of age, employed, enrolled in school or an occupational training
program, participating in an alcohol and drug addiction treatment program, or have an
intensive physical health care need or serious mental illness. In effect, this acts less as a
requirement and more as a disenrollment function for existing enrollees unless they meet
certain criteria.
Many of the details of the “work requirement” waiver have yet to be released, though it is
expected to be offered to the public for comment imminently. Currently, the only state with a
similar waiver approved (out of the ten who have submitted to CMS) is Kentucky.xxvii In
Kentucky’s proposal, known as “KY HEALTH,” the state requires members to participate in a
“community engagement” activity as a portion of an eligibility requirement. These individuals
may be able to achieve this in a number of different ways, and there are several policy
conditions which would allow an individual to be exempt, the details of which are listed in
Appendix 1. It is worth noting that, in terms of a policy concept, the majority of enrollees in
Ohio would likely be exempt, as they are already working, in school, have a health issue, or are
a primary caretaker.xxviii
In the application submitted by Kentucky’s state government to the federal government, the
state highlighted concerns of commenters including the potential for the administrative burden
now upon enrollees leading to negative health outcomes. In regards to budget neutrality
estimates provided by Kentucky, the state estimates nearly 600,000 fewer member months over
the course of the waiver’s 5-year timeframe. This translates to roughly 50,000 Kentuckians no
longer receiving coverage through the expansion, with a total savings of about $2.46 billion.xxix
Interestingly, the average per member cost increases relative to what would have been the
experience without the waiver. This is likely because the expansion population group is losing
healthier individuals through attrition. It should be noted, however, that Kentucky’s waiver has
more components than a work requirement. Other components include cost sharing and the
elimination of retroactive eligibility,xxx which may affect the per member cost.
Given the experiences Ohio has had with TANF and SNAP, as well as in the numbers provided
by Kentucky, it is likely that a work requirement waiver will lead to disenrollment of the
Medicaid population. This disenrollment, however, will not come from individuals achieving
private insurance through sustained employment, but rather through disenrollment based on
the penalty for non-compliance to new eligibility rules. And while the Medicaid work
requirement policy may exempt a large number of individuals, many enrollees will likely lose
coverage due to the administrative complexity required to operationalize the proposal.
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Additionally, the Kentucky proposal does not outline administrative costs or detail procedures
explaining how the state and its local partners will manage the new system. It’s worth noting
too that Ohio’s statute outlining what is required in the waiver is much less detailed than what
Kentucky has proposed in terms of exemptions and process. It remains to be seen, but Ohio will
likely achieve what is required in the statute and then complement it with exemptions in a
manner consistent with Kentucky. There are currently no cost or enrollment estimates available
for Ohio.
Healthy Ohio Part Two
Ohio has also pursued another 1115 waiver dealing with cost-sharing for enrollees. Healthy
Ohio, as it was called in its introduction in 2016, failed to garner support from the CMS. In its
September 2016 denial, CMS stated the waiver could not charge premiums based on the broad
populations defined, regardless of income and because of the lock-out period for non-payment.
The Center for Community Solutions has written about this proposal extensively,xxxi the main
themes include premiums as a measure of maintaining coverage, incentives for healthy
behavior and the use of an account similar to a Health Savings Account (HSA) to hold funds
relative to coverage and care.
Although the application was quickly denied, the General Assembly, emboldened by the
Trump administration’s overtures to accept experiments with this type of measure, reinserted
the proposal in the biennial budget of 2017. As before, the language was statutorily defined in
Ohio Revised Code sections 5166.40 through 5166.409 and directs the Medicaid director to
submit the proposal based on the policies outlined. After passage, however, the Kasich
administration vetoed the provision, stating that the administration did not believe the proposal
would be accepted by CMS in its current form. With that said, in the veto message itself, the
Kasich administration did highlight its desire to move forward with a proposal that would
implement some of the same concepts.xxxii With the super majority in both chambers, the state
Senate and House overrode many of the provisions vetoed by the Governor, including
the House vote overriding the Governor’s Healthy Ohio veto. In order to be completely
overridden, however, the Senate must follow suit, which it has not yet done, though is able to
do at any time during the General Assembly. As such, there is no statutory requirement for the
Department of Medicaid to submit another Healthy Ohio proposal.
The Joint Medicaid Oversight Committee has highlighted that the Healthy Ohio proposal
would create greater savings, though it would increase per member costs.xxxiii This analysis is
consistent with Kentucky’s application. Six other states have had similar proposals approved,
with seven others submitted to CMS for review.xxxiv As with work requirements, much of the
previous experience with cost-sharing proposals in Medicaid indicate the most likely effect on
the population is disenrollment. In its initial Healthy Ohio application, in fact, the Ohio
Department of Medicaid cited that the proposal would lead to a reduction of 126,000 expansion
enrollees.xxxv The Center for Community Solutions has analyzed the enrollment data and
determined that the greatest effects may be in rural counties who are disproportionately
benefitted by Medicaid expansion not only in terms of coverage but also in terms of the
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economic effects it has on major health care related employers like hospitals and nursing
homes.xxxvi
Institutions for Mental Disease
In section 1905(a)(B) of the SSA, Medicaid prohibits the utilization of federal financing for care
provided to individuals with a mental health or substance use disorder in residential treatment
facilities which have more than 16 beds. These facilities, known as Institutions for Mental
Diseases (IMDs), have been traditionally excluded from this reimbursement because the federal
government had seen the provision of this care as the responsibility of the state, there were
concerns about the institutionalization of individuals with these health conditions and because
of the high cost of treatment.xxxvii
While Ohio and other states have been in the grips of an opiate epidemic, there has been
increased pressure to reexamine the IMD exclusion as a matter of policy experimentation.
During the Obama administration, this included revisiting the exclusion through the managed
care regulations wherein states were newly enabled with the ability to provide time-limited
reimbursement for inpatient services as long as they met certain requirements.xxxviii Interestingly,
Ohio opted to pursue this policy, but did not include reimbursement for individuals with
substance use disorder (SUD). Since that time, the Trump administration has indicated to states
that they are willing to accept waivers to this exclusion and issued guidance in November of
2017 to explain how states could move forward.xxxix
Typically, concerns around budget neutrality have been the roadblock in seeking IMD waivers.
However, as the approved Kentucky waiver has shown, states may be able to meet this
requirement given certain conditions. Using the Kentucky example, the state was able to
demonstrate budget neutrality by estimating costs as though the exclusion did not exist.xl This
also included breaking the estimates out in their own financial model and, as the state
explained, the state is not able to retain any potential savings relative to overall cost and the
state is at risk for any costs that exceed this limit.
The Ohio General Assembly included language during the biennial budget of the 132nd General
Assembly that would have mandated the Medicaid Director to pursue a waiver to address the
IMD exclusion. This provision was vetoed by the Kasich Administration who called it
“duplicative” given its work in redesigning the behavioral health system. With the ongoing
pressure to address the opiate epidemic through treatment, this issue may be revisited by
policymakers and advocates in the future. Currently, most behavioral health services, including
services related to addiction treatment, receive a significant amount of funding from Medicaid,
with a large portion of that funding derived from coverage afforded through the expansion. xli It
is likely that any of the other 1115 waivers resulting in limiting enrollment through cost sharing
and work activity would negatively impact this population, even with an exemption. The
waiver also only provides services within an inpatient setting, meaning that eligibility would be
more easily achieved once the mental health or addiction condition has reached an acute stage,
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thus increasing costs and limiting the impact of preventive and interventative services in
outpatient settings now available through current Medicaid expansion coverage policy.

OHIO’S 1332 INNOVATION WAIVER
Beyond Medicaid and 1115s, Ohio has also enacted statute in the 131st General Assembly that
required the Superintendent of Insurance to apply for a 1332 innovation waiver as authorized
by the ACA.xlii Included in this request was the mandate to waive the employer and individual
mandates set out in the ACA. Although the individual mandate was repealed through the
recent tax bill passed by Congress,xliii causing some concern from insurers,xliv the mandate for
Ohio remains and it appears to be moving forward through the Department of Insurance (ODI).
Ohio is not the first, nor most notable, state to request a 1332 waiver. Alaska, Minnesota and
Iowa were some of the more recent, notable examples of states interested in submitting waivers.
These proposals shared some common threads, particularly as policy tactics intended to
leverage funding for the ACA Marketplace and create “reinsurance” plans for some of the
sickest persons accessing coverage.xlv In Iowa’s case, the state withdrew the proposal offered to
CMS stating that the inflexibility of the law did not allow them to pursue the policies in which
they were most interested.xlvi It should be noted, too, that 1332 waivers must be deficit neutral
and maintain the essential health benefits provision of the ACA. These two pieces have been
sticking points with states, like Iowa, who are seeking to lower costs by diminishing the
requirements of insurance companies in terms of coverage.
Ohio has not yet submitted its 1332 application to CMS. In June 2017, ODI Director Jillian
Froment submitted a letter to CMS Director Verma asking for flexibility in the 1332 waiver by
rescinding some of the regulations developed by the Obama administration.xlvii Without the
changes to the regulations, Froment stated, the state would be unable to meet deficit neutrality
requirements. CMS’ response in September 2017 simply stated that CMS would take ODI’s
“suggestions into consideration.” Since this time, there has been little to no public
communication about ODI’s statutorily defined obligation for submission. It also remains to be
seen what the impact of the individual mandate repeal will be, as well as the Trump
administration’s exemption of the ACA’s patient protections and benefit mandates through
association health plans.xlviii

CONCLUSION
Medicaid is a state and federal partnership in which there is tremendous policy variability state
to state. Over the last few years, especially after Congressional failure to repeal the ACA, many
conservative legislatures have pursued or mandated policies which leverage existing SSA law
to experiment in Medicaid programs. These proposals are often achieved through 1115
demonstration waivers and require greater beneficiary participation as a condition of eligibility.
While such proposals were denied by the Obama administration, the Trump administration is
encouraging their use, issuing regulatory guidance that prioritizes beneficiary engagement over
coverage.
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Ohio is, or has, deliberated three 1115 waivers and one 1332 waiver that are primarily focused
on subverting the policies of the Affordable Care Act. As the TANF and SNAP examples show,
work requirement and cost sharing waivers will likely result in disenrollment. The policies may
also negatively impact the health of beneficiaries and the financial solvency of Ohio’s second
largest industrial concern, health care, particularly in rural areas. It remains to be seen how
Ohio plans to operationalize these reforms as it continues to implement its Integrated Eligibility
System (OIES). This is exacerbated by the additional burdens consumers, providers and
insurers will face in maintaining the necessary paperwork for coverage and may undo the gains
Ohio has realized in expanding Medicaid, generally.xlix It is likely that at least the work
requirement waiver will be met with strong opposition from advocates, resulting in a process of
judicial review.
Ohio is still in the midst of an opiate epidemic. Since the state did not pursue an expansion of
the benefit for individuals with substance use disorder through the managed care rule, the IMD
waiver policy will probably be re-investigated. States will want to consider the ramifications of
such a waiver and the impact it will have on institutionalization and cost.
In regards to the 1332 application, it remains to be seen how Ohio moves forward. In some
states, 1332 waivers have been used to provide a state-offered insurance product as opposed to
the de facto high risk pools such as the one offered by Alaska.l While Ohio may not go down
this path, and it is unlikely the Trump administration would be interested in such initiatives,
this policy option may be revisited as long as the ACA remains in law.
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Appendix 1

KENTUCKY 1115 DEMONSTRATION WAIVER: WORK REQUIREMENT COMPONENTS
Waiver Authority Cited
Waiving section 1902(a)(8) and 1902(a)(10) of the Social Security Act
Exemptions









Community Engagement Activities 




Non-Compliance






Former Foster Care Youth;
Pregnant women;
Primary caregivers of a dependent, including either a dependent minor child or an adult who is disabled (limited to only one exempt
beneficiary per household);
Beneficiaries identified as medically frail (under 42 CFR 440.315(f) and as defined in the alternative benefit plan in the state plan);
Beneficiaries diagnosed with an acute medical condition that would prevent them from complying with the requirements (as validated by a
medical professional);
Full time students, as determined by the state; and
Beneficiaries under the age of 19 or over the age of 64.
Must meet or exceed 80 hours/month in
 Job skills training;
 Job search activities;
 Education related to employment (e.g. management training);
 General education (e.g., high school, GED, college or graduate education, English as a second language, etc.)
 Vocational education and training;
 Self-employment;
 Subsidized or unsubsidized employment;
 Community work experience;
 Community service/ public service;
 Caregiving services for a non-dependent relative or other person with a disabling medical condition; and
 Participation in substance use disorder treatment.
If eligible for SNAP/TANF, automatically enrolled.
Beneficiaries who are deemed to satisfy the community engagement requirements will not be required to actively document their
participation in qualifying activities, although, like all beneficiaries, they will be required to timely report changes in eligibility to the state
consistent with the reporting rules under the Kentucky HEALTH Program.
Eligibility is suspended until the first day of the month after the beneficiary completes 80 hours of community engagement in a 30-day
period or completes a state-approved re-enrollment health literacy or financial literacy course, but the course option may only be used
once in a 12-month period.
If the beneficiary fails to meet the requirement, Kentucky will terminate enrollment.
Individuals who become pregnant or otherwise qualify under an exemption during the suspension can reactivate their eligibility.

Kentucky HEALTH Demonstration Approval, Accessed from Medicaid.gov
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Appendix 2

POTENTIAL OHIO WAIVERS
Waiver in
Question

Ohio Revised Code
Section

Key Policy Elements


1332 –
Innovation
Waiver

3901.052




1115 –
Work
Requirements

5166.37







1115 –
Cost Sharing

5166.40-409






1115 –
IMD Exclusion

Not Enacted



Other Considerations

Ohio would seek to exempt itself from the individual and
employer mandates required in the Patient Protection and
Affordable Care Act (ACA).
Many states look to ease the coverage and benefits standards
in the ACA as a way to develop a reinsurance product.



While the Ohio Department of Insurance has worked with a
consultant to develop an application, Congress has repealed the
Individual Mandate and the Trump Administration has
developed new rules around insurance coverage that may affect
Ohio’s process.

The waiver would require individuals to work or participate in a
work activity as a condition of eligibility.
Certain exemptions would be applied based on medical need.
There is not requirement to connect to SNAP or TANF, but it is
supported by CMS.
The federal guidance also indicates there needs to be
considerations for workforce and market barriers, civil rights
law, and due process protections.



The legality of such waivers remains in question and applications
will likely be challenged in court.
The administrative complexity will be the driving factor in
disenrollment.

All non-disabled adults over age 18 are enrolled.
Required monthly premiums of 2% of income; coverage can be
terminated for non-payment.
Each recipient has HSA-like “Buckeye” account.
Unspent funds can be rolled into “Bridge account” to help
former recipients pay premiums and cost sharing for private
coverage options.
Co-payments are required, but waived if core account has zero
balance.



The proposal as required by Ohio law is in limbo until the Ohio
Senate acts, though the Kasich administration has stated its
support for cost sharing, conceptually.

Would direct Ohio’s Medicaid Director to apply for a waiver to
the IMD exclusion, allowing the state to use Medicaid funds to
reimburse for inpatient behavioral health services.
Per guidance, “states should indicate how inpatient and
residential care will supplement and coordinate with
community-based care in a robust continuum of care in the
state.”



While pursued but not enacted in Ohio’s biennial budget, this
remains a policy area of interest for many stakeholders and the
General Assembly.
The impact of an IMD waiver would be mitigated, in part, by
other waivers which impact coverage.
There remain questions about needs, costs, and how to prevent
re-institutionalization.
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