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INTERMEDIATE CARE FACILITY (ICF)

Primary Disciplinary Field(s): Health Administration, Social Work, Gerontology, Public Health

1. Core Definition

The Intermediate Care Facility (ICF) is a specialized institutional setting within the continuum of
long-term care services, designed to meet the needs of individuals who require structured
supervision and health-related services but do not necessitate the intense level of medical support
provided by a hospital or a Skilled Nursing Facility (SNF). An ICF fills the crucial gap between
independent living or basic custodial care (like room and board) and high-acuity medical
institutionalization. The typical resident is medically stable, yet requires continuous assistance with
activities of daily living (ADLs), medication management, and ongoing rehabilitation maintenance.

The services rendered by an ICF are fundamentally focused on maintaining the resident's current
functional status, preventing deterioration, and providing developmental or rehabilitative therapies
that exceed the capacity of a standard residential home setting. While ICFs employ licensed
nursing personnel, the care is less focused on acute medical intervention and more oriented
towards chronic condition management and psychosocial support. These facilities are primarily
supported by federal and state funding mechanisms, particularly Medicaid.

It is essential to distinguish the criteria for ICF placement from those for SNF placement. A patient
qualifies for SNF care if they require daily skilled services--such as intravenous therapy, complex
respiratory care, or intensive, daily rehabilitation--that can only be provided by highly trained
medical professionals. Conversely, ICF residents require intermittent nursing supervision and
programmatic services that assist them in maximizing their independence and integrating into
community life, often focusing heavily on the distinct subcategory of Intermediate Care Facilities for
Individuals with Intellectual Disabilities (ICF/I1ID).

2. Etymology and Historical Development

The classification of the Intermediate Care Facility originated in the United States during the late
1960s, driven by amendments to the Social Security Act, specifically Title XIX (Medicaid), which
became effective in 1971. Prior to this, many individuals requiring chronic support but not intensive
medical intervention--particularly those with intellectual disabilities or long-term mental illness--
were inappropriately housed in expensive psychiatric institutions or acute care hospitals. The
creation of the ICF category was a legislative move intended to ensure appropriate care
placement, reduce reliance on high-cost hospital services, and standardize the quality of long-term
custodial support.

The introduction of ICF standards coincided with the broader national movement towards
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deinstitutionalization. Advocates sought to move vulnerable populations out of large, often
neglectful, state institutions and into smaller, community-integrated settings. The Medicaid
reimbursement structure provided financial incentives for states to establish and regulate these
new facilities, ensuring that federal funds contributed only to facilities meeting defined health,
safety, and programmatic standards. This framework initiated a powerful transformation in how
society cared for individuals with chronic conditions.

While the general ICF model (for geriatric or general chronic care) saw widespread use in the
1970s and 1980s, its prominence began to diminish in the 1990s as policy shifted towards favoring
Home- and Community-Based Services (HCBS) waivers. Today, the term ICF is most commonly
associated with the ICF/IID designation. These facilities serve individuals with intellectual or
developmental disabilities and are strictly governed by federal regulations that mandate the
provision of Active Treatment, emphasizing normalization, skill development, and community

participation over purely custodial maintenance.

3. Regulatory Frameworks and Standards

Intermediate Care Facilities operate under rigorous regulatory oversight, primarily dictated by the
Centers for Medicare & Medicaid Services (CMS) through the Code of Federal Regulations (CFR),
specifically 42 CFR Part 483, Subpart I, which governs ICFs for Individuals with Intellectual
Disabilities. State health departments are responsible for licensing these facilities and conducting
regular surveys (inspections) to ensure compliance with both federal and state regulations
regarding health, safety, and resident rights. Failure to meet these standards can result in financial
penalties, restriction of admissions, or termination of the facility's Medicaid participation agreement.

A cornerstone of ICF/IID regulation is the requirement for Active Treatment. This is defined as
aggressive, consistent implementation of a program of specialized and generic training, treatment,
health services, and related services directed toward achieving the individual's maximal functional
status. Active Treatment must be documented in the resident's Individual Program Plan (IPP) and
must include measurable objectives and clearly defined methods. This legal mandate ensures that
ICFs are not merely warehouses for chronic patients but are dynamic environments dedicated to
skill acquisition and personal growth.

Staffing and operational requirements are also closely monitored. ICFs must maintain minimum
standards for qualified personnel, including adequate numbers of direct support professionals
(DSPs), nurses, and a Qualified Intellectual Disability Professional (QIDP) who is responsible for
supervising the resident's entire program plan. Additionally, facilities must adhere to strict
guidelines regarding the physical environment, including fire safety, sanitation, space
requirements, and accessibility, ensuring the setting is home-like, safe, and conducive to
rehabilitation and development.
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4. Levels of Care Provided

The care provided in an ICF is characterized by its maintenance and habilitative focus. Unlike the
restorative care found in acute rehabilitation centers, intermediate care typically focuses on
assisting residents with stable, long-term conditions. Services commonly include routine medical
monitoring, administration of oral and injectible medications, dietary supervision, and management
of chronic conditions such as diabetes or hypertension. The primary goal is stability and the
prevention of secondary complications.

Therapeutic support in an ICF setting often includes rehabilitation therapies (physical,
occupational, and speech therapy), though these are generally provided on a maintenance
schedule rather than the intensive daily schedule required for skilled rehabilitation. For instance, a
physical therapist might evaluate the resident quarterly and train the direct care staff on specific
techniques for assisting with mobility to prevent muscle atrophy, rather than providing direct, daily
skilled intervention themselves.

For the ICF/IID population, care extends significantly into behavioral and developmental
programming. The interdisciplinary team (IDT)--comprising social workers, therapists, nurses, and
QIDPs--develops comprehensive behavioral support plans and training programs. These plans
address maladaptive behaviors, teach essential life skills (e.g., budgeting, cooking, self-care), and
facilitate social integration. This programmatic intensity is a defining feature that distinguishes
ICF/ID facilities from general nursing homes or basic residential settings.

5. Key Characteristics

One of the most defining characteristics of an ICF is its funding mechanism. ICFs are almost
exclusively funded by Medicaid, making them a crucial component of the public safety net for long-
term care. Unlike Medicare, which primarily covers short-term, acute skilled care and post-hospital
rehabilitation, Medicaid covers the extensive, long-term residential and health-related services
provided by ICFs for eligible low-income individuals.

A second key characteristic is the reliance on a structured Interdisciplinary Team (IDT) approach.
The IDT is legally required to assess the resident, develop the comprehensive plan of care (IPP),
and coordinate all services. This team-based structure ensures that medical needs, psychological
needs, social needs, and developmental goals are all addressed cohesively, reflecting the holistic
nature of intermediate care, especially within the context of intellectual disabilities.

Furthermore, ICFs exhibit significant variance in size and setting. Historically, many ICFs were
large, institutional facilities dating back to the mid-20th century. However, modern regulatory and
policy preferences favor smaller, community-based ICF/IID group homes, often serving six or fewer
residents. These smaller settings aim to provide a more normalized, personalized living experience
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that maximizes community integration and minimizes institutional dependency, aligning with
contemporary ethical standards for disability services.

6. Significance and Impact

The establishment of the ICF category had a profound historical impact on U.S. healthcare policy
and social welfare. By providing a defined, funded level of care below the hospital setting, ICFs
allowed states to significantly reduce the institutionalization of elderly and disabled individuals in
environments that were both medically inappropriate and excessively costly. This policy innovation
was vital in the early stages of the deinstitutionalization movement, offering a necessary middle
ground.

Economically, ICFs represent a critical expenditure in the public health sphere. While they are
often more expensive than certain HCBS alternatives, they remain a far more cost-effective
solution than SNFs or acute hospitals for individuals requiring 24-hour supervision and structured
support. They ensure access to necessary health services for vulnerable populations who would
otherwise be unable to afford the comprehensive costs associated with long-term residential care.

Most significantly, the ICF/IID model fundamentally shifted the national expectation regarding the
treatment and potential of people with intellectual and developmental disabilities. The regulatory
mandate for Active Treatment forced facilities to move away from purely custodial models
towards models emphasizing skill building, education, and community inclusion. This focus has
greatly improved the quality of life and opportunities available to residents who reside in these
certified facilities.

7. Debates and Criticisms

Despite their significance, Intermediate Care Facilities, particularly the ICF/IID model, are subject
to ongoing policy debates and criticisms, primarily concerning the balance between institutional
care and community integration. The primary critique focuses on the inherent institutional bias
embedded within Medicaid funding, which historically made it easier to fund facility-based care (like
ICFs) than non-institutional, home- and community-based services (HCBS).

Critics argue that even the smaller, modern ICF/IID group homes can be inherently restrictive
compared to self-directed services managed in an individual's own home, limiting personal choice
and autonomy. This debate has driven federal initiatives, such as the Money Follows the Person
program, which aims to transition eligible residents from institutional settings, including ICFs, into
less restrictive, more integrated community living arrangements supported by HCBS waivers.

Furthermore, quality of care remains a perpetual concern. While ICFs are heavily regulated,
instances of abuse, neglect, or failure to meet the active treatment mandate still occur. Advocates

PSYCHOLOGICAL SCALES scales.arabpsychology.com



https://scales.arabpsychology.com/?p=43984
https://scales.arabpsychology.com
https://scales.arabpsychology.com

INTERMEDIATE CARE FACILITY (ICF)

and regulators must continually monitor facilities to ensure that the promise of habilitation and skill
development is genuinely fulfilled, rather than allowing facilities to revert to passive, custodial
models of care that undermine the residents' potential for independence.

8. Further Reading

Intermediate care facility - Wikipedia
Intermediate Care Facilities for Individuals with Intellectual Disabilities (ICF/IID) - CMS

42 CFR § 483.440 -- Condition of Participation: Active treatment services.
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