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Rhode Island Real Choices Long-Term Services and Supports Resource Mapping 
Final Report 

Executive Summary 

In 2006, the Centers for Medicare & Medicaid Services (CMS) awarded the state of Rhode 

Island a Real Choice Systems Transformation grant. The purpose of Rhode Islandôs project is to 

create an accessible system of community-integrated long-term services and supports by 

designing and constructing the needed infrastructure that will enable individuals who are aged or 

have a disability to live in the most appropriate integrated community setting; exercise 

meaningful choices about their living environment, services, and supports; and obtain quality 

services consistent with individual preferences and priorities. 

 

The New England States Consortium Systems Organization (NESCSO) is administering the Real 

Choice Systems Transformation grant on Rhode Islandôs behalf. NESCSO contracted with The 

Hilltop Institute at the University of Maryland, Baltimore County (UMBC) to complete a 

resource map to help guide the transformation process. This work is intended to inform the 

stateôs policymaking by providing information on the stateôs current and projected population 

requiring publicly financed services and supports and the stateôs capacity to provide these 

services. In addition, a tool was to be produced for modeling the effects of changes in policies 

and programs on projected spending for institutional versus home and community-based 

services.  

 

During the course of Hilltopôs contract, Rhode Island received demonstration authority under a 

Section 1115 waiver to transform its Medicaid program. The scope of work under the contract 

was supplemented to support the goals of the Global Consumer Choice Compact Demonstration, 

generally referred to by the state as the ñGlobal Waiver.ò Rhode Islandôs entire Medicaid 

program is to be operated under the Global Waiver, with all Medicaid-funded services organized, 

financed, and operated through the demonstration. All Section 1915(c) home and community-

based services waivers in operation prior to implementation of the Global Waiver are to be 

terminated. The Global Waiver is designed to provide the state with administrative flexibility 

along with the ability to further rebalance the system of long-term services and supports. Federal 

financial responsibilities under the Global Waiver are subject to an aggregate budget ceiling. 

 

Work under Hilltopôs contract involved 1) interviewing Rhode Island agency staff on their 

perceptions of gaps in long-term services and supports and the barriers clients encounter in 

seeking services; 2) conducting a survey of providers of long-term services and supports in the 

state about current and future capacity to serve Rhode Islanders; 3) analyzing Medicaid data to 

produce reports on utilization and spending for long-term services and supports; and 4) 

constructing a rebalancing model for projecting utilization and expenditures for Medicaid long-

term services and supports through 2030. Findings from this work are summarized below.  
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Interviews with Rhode Island Agency Staff 

In April 2009, Hilltop interviewed 20 Rhode Island agency staff about their perceptions of unmet 

needs and barriers to improving the delivery of long-term services and supports. Interviewees 

represented the Department of Human Services (DHS), the Department of Elderly Affairs 

(DEA), the Department of Children, Youth and Families (DCYF), the Department of Mental 

Health, Retardation and Hospitals (MHRH), and the Department of Health (DOH). 

Emerging Challenges in Providing Long-Term Services and Supports 

During the interviews, Rhode Island agency staff highlighted three populations that represent a 

particular challenge for the future: 

1. Older adults with mental health needs. Many agency staff reported that the stateôs 

system of long-term services and supports is ill-equipped to meet the mental health needs 

of older adults. Agency staff said that providers are seeing more and more older adults in 

the community with mental health issues. There is a dearth of mental health providers 

and physical and mental health services are not adequately integrated.  

2. Adults with developmental disabilities who are living longer and developing 

limitations associated with aging. Many have relied on their families for support 

throughout their lives, but family members have grown older as well and many can no 

longer provide care. As the population with developmental disabilities ages, new living 

arrangements will be needed, as well as age-appropriate services and supports. Agency 

staff suggested exploring the possibility of integrating the system of long-term services 

and supports for persons with developmental disabilities with the system for older adults 

and persons with physical disabilities.  

3. Youth with autism spectrum disorder who are now moving into adulthood and need 

different kinds of supports. Agency staff indicated that there is a continuing need to 

provide services and supports to the growing population of children and youth with 

autism spectrum disorder, but particular attention needs to be focused on those who are 

transitioning into adulthood. For example, many with Aspergerôs syndrome are high 

functioning but lack the social skills to find meaningful employment and function 

independently in the community. 

Barriers to Improving Service Delivery 

Agency staff cited the following barriers to an effective system of long-term services and 

supports: 

Á Lack of a true ñsingle point of entryò into the system of long-term services and 

supports. The Point: Rhode Islandôs Resource Place for Seniors and Adults with 

Disabilities needs further development to make its services more user-friendly and the 

website easier to navigate. 
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Á Inadequate discharge planning and transition management for individuals leaving 

hospitals and nursing homes. Agency staff expressed the need to team up with hospital 

discharge departments and nursing homes to develop better programs for transitioning 

individuals from hospitals and nursing homes to the community. Ensuring that clients are 

safe and receiving appropriate care during the transition process is a priority, as well as 

helping clients to connect with primary care physicians in the community. 

Á Lack of affordable and accessible housing across all populations and programs. 

Agency staff reported waiting lists for subsidized housing, a decline in the number of 

group homes, and policies that limit access to assisted living facilities. Agency staff are 

supportive of a new initiative by the state to promote shared living arrangements as a new 

housing option. 

Á A patchwork system of transportation that works against community living. Agency 

staff reported that there is no statewide transportation system serving older adults and 

individuals with disabilities. Agency programs use different contractors, contracting 

methods, and payment rates, with little or no cross-agency planning and coordination. 

Á Lack of access to and the integration of behavioral health with physical health 

services for both community dwellers and those living in institutions. A dearth of 

mental and behavioral health providers is evident across all patient populations and care 

settings. This inhibits the flow of clients through the system and affects the coordination, 

continuity, and quality of care provided. 

Á A compensation system that does not adequately provide incentives for providers to 

expand services and for workers to pursue careers in the health field. Agency staff 

repeatedly cited low reimbursement rates as a disincentive to capacity building by 

providers and attracting and retaining a competent workforce. 

Á Agency silos and recent staff reductions compromise agenciesô ability to plan and 

deliver quality services. Agency staff voiced a need to go beyond building bridges to 

making actual connections across agencies and programs. This is particularly important 

as the state implements the Global Waiver.  

Survey of Providers of Long-Term Services and Supports 

Survey Purpose and Methodology 

In the summer of 2009, Hilltop surveyed 268 providers of long-term services and supports in 

Rhode Island to assess the capacity of providers to meet both current and future demand for 

services as the population ages and the state looks to restructure the system of long-term services 

and supports to better meet the needs of Rhode Islanders. The survey was administered on-line. 

Providers were identified through Rhode Island MMIS claims data, licensure data from the 
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Rhode Island Office of Facilities Regulation, and provider association membership lists.
1
  

In addition to giving providers a voice in state policy, the survey was intended to guide capacity-

building strategies by the state. 

The survey queried providers about their current capacity to provide long-term services and 

supports; challenges in hiring and retaining direct service workers; barriers to capacity building 

and whether providers anticipate expanding capacity over the next two years; waiting lists for 

services; the extent to which providers serve clients with special needs, such as dementia, 

depression, other mental illnesses, or challenging behaviors; and providersô perceptions of unmet 

needs. 

Survey Respondents  

Of the 268 providers contacted, 84 (31 percent) responded to the survey. The response rate 

varied by provider type, as shown in Table ES1. Fifty-six percent of adult day services agencies 

responded, while only 14 percent of home health agencies and 14 percent of hospices responded. 

Twelve percent of assisted living agencies responded, which represent approximately 12 percent 

of assisted living beds in the state. Forty-two percent of nursing homes responded, representing 

49 percent of licensed nursing home beds in the state. With the exception of three assisted living 

providers, all respondents serve Medicaid clients. 

Table ES1. Agency Response Rates to Survey by Provider Type 
 

Provider Type 
Agencies 

Contacted 
Agencies 

Responding 
Response 

Rate 

Adult Day Services 16 9 56% 

Assisted Living Facility 57 7 12% 

DD Services* 32 10 31% 

Home Health Agency 22 3 14% 

Home Meal Delivery 1 1 100% 

Hospice 7 1 14% 

MHRH Offline Providers 12 6 50% 

Nursing Home 79 33 42% 

PACE 1 1 100% 

Personal Care Aide 37 12 32% 

Rhode Island State Nursing 
Home 

1 0 0% 

Subsidized Housing 3 1 33% 

Total 268 84 31% 
* Services for persons with developmental disabilities. Includes RICLAS as well as the 

following provider types in the MMIS: Home/Center-Based Therapeutic Services, MR 

Waiver-Private, MR Waiver-Public, ICF-MR Private, and ICF-MR Public.   

                                                 

1
 Participating associations were: Community Provider Network of Rhode Island (CPNRI); Rhode Island Adult Day 

Services Association (RIADSA); Rhode Island Assisted Living Association (RIALA); Rhode Island Association of 

Facilities and Services for the Aging (RIAFSA); Rhode Island Health Care Association (RIHCA); and Rhode Island 

Partnership for Home Care (RIPHC). 
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Current and Future Capacity to Serve Clients 

Respondents were asked about their ability to provide 28 different services. With the exception 

of environmental modifications providers, at least half of the providers of each of the other 27 

services reported having the staff capacity in 2008 to have served either ña few moreò or ña lot 

moreò clients. 

For five servicesðadult day services, home health services, homemaker services, private duty 

nursing, and personal care/assistanceð50 percent of more of the providers reported the ability to 

increase units of service over the next two years by 10 percent or more. 

Assisted living providers were not as optimistic as some of the other service providers about 

expanding services. Only one (out of ten) said it had the staff capacity to provide ña lot moreò 

services in 2008. One reported the ability to increase units of service by 5 percent in the next two 

years; two reported the ability to increase units of service by 10 percent. 

The most frequently cited reason for unused capacity was ñThere are clients who need our 

services, but state funding is not available to enable us to serve themò (28 respondents). This was 

followed by ñThere are not enough clients in our service area who need our servicesò (16 

respondents) and ñThere are clients who need our services but they do not have transportation to 

come to our facilityò (12 respondents).  

Barriers to Expanding Capacity 

Respondents reported the following non-mutually exclusive barriers as very significant factors in 

decisions to expand capacity: 

Á State budget constraints (76 percent) 

Á Reimbursement rates (66 percent) 

Á Uncertain economic climate (35 percent) 

Á Capital costs (34 percent) 

In contrast, respondents rated the following as not significant barriers: 

Á Availability of direct service workers (56 percent) 

Á Transportation (58 percent) 
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Plans to Expand Services 

Many respondents had plans to expand services over the next two years. Specifically, the survey 

found that: 

Á The majority (60 percent) of providers plan to expand services. 

Á Agencies serving community-dwelling individuals (i.e., adult day care providers, home 

health agencies, personal care agencies, home meal delivery, and DD providers) were 

most likely to be planning expansions. 

Á Some adult day care providers plan to expand the daily census by as much as 20 to 50 

percent. 

Á Some personal care providers plan to expand the number of clients served by 10 to 25 

percent. 

Á DD providers were considering expanding shared living arrangements, children and adult 

residential services, residential and day habilitation services, supported employment, and 

services for veterans 

Á Five nursing homes plan to increase the number of skilled nursing and rehabilitation 

beds: one is exploring a Greenhouse-type facility and two are looking to diversify into 

home and community-based services. 

Á One assisted living facility is building a 30-bed facility for individuals with Alzheimerôs 

and other types of dementia. 

Hiring and Retaining Direct Service Workers 

Although few agencies reported that the ñavailability of direct service workersò was a significant 

barrier to expanding agency capacity, responses to another question about the ability to hire and 

retain direct care workers were different. Certain kinds of agencies reported difficulty in hiring 

the following kinds of workers: 

Á Registered nurse: 54 percent of personal care agencies, 50 percent of DD services 

providers, and 48 percent of nursing homes (41 percent of providers overall) 

Á Licensed practical nurse: 39 percent of nursing homes (24 percent of providers overall) 

Á Nursing aide: 75 percent of home health care agencies, 44 percent of adult day care 

agencies, and 36 percent personal care agencies (20 percent of providers overall) 

Á Personal care attendant: 27 percent of personal care agencies and 25 percent of home 

health care agencies and (9 percent of providers overall) 

Serving Clients with Special Needs 

Survey respondents were asked what percentage of their clients had special needsði.e., a) 

Alzheimerôs disease or other dementias, b) a diagnosis of depression, c) another mental illness 
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diagnosis, or d) challenging behaviors requiring special care or referrals. Seventy-eight providers 

(93 percent) reported serving clients with special needs. 

Summary of Survey Findings 

Responses to the provider survey suggest that there is currently sufficient resource capacity for 

growth in the long-term services and supports system in Rhode Island. Many providers are 

actively planning service expansions, particularly community-based services, in response to the 

aging population and the needs they are seeing firsthand. Providers are concerned about the lack 

of mental health services and the adequacy of reimbursement rates, as well as the current 

compensation system for community care workers, in which low wages and limited fringe 

benefits affect their ability to attract a competent workforce.  

Descriptive Data on Medicaid Long-Term Services and Supports 

As part of the resource mapping project, the state of Rhode Island asked Hilltop to analyze FY 

2008 Medicaid administrative data for long-term services and supports to develop service 

groupings (e.g., nursing home, hospice, assisted living, adult day care, and home health) that can 

be used to monitor utilization and expenditures under the Global Waiver. Using these service 

groupings, the state asked Hilltop to produce data on utilization and expenditures by service for 

these five populations: children with special healthcare needs, individuals with developmental 

disabilities, individuals with serious and persistent mental illness, older adults, and adults with 

disabilities. Also in response to a state request, Hilltop produced a report displaying Medicaid 

providers by service, number of users of that service and units of service provided, and payments 

to the provider. 

Rebalancing Model 

The rebalancing model Hilltop constructed as part of the resource mapping project enables the 

state of Rhode Island to project spending for institutional versus home and community-based 

services based on historical trends in utilization, population projections, and assumptions about 

future service use. The model produces projections in five-year increments through 2030. It is 

intended to aid the state in modeling the effects of proposed programs and policies that are likely 

to affect the demand for Medicaid long-term services and supports.  

This report presents output from the rebalancing model using baseline assumptions agreed to by 

Hilltop and the state, as well as projections for eight alternative scenarios. The results are shown 

in Table ES2. The baseline projection assumes that the stateôs efforts to rebalance institutional 

and community-based services and supports will continue such that nursing home use per person 

will continue to decline and users of home and community-based services will continue to 

increase. Further details on assumptions can be found in the chapter of this report on the 

rebalancing model.  

In the baseline projection, the stateôs expenditures for Medicaid long-term services and supports 

are projected to increase from $768 million in 2010 to $1,486 million in 2030 (an increase of 93 

percent). Expenditure projections for the eight alternative scenarios are shown in Table ES2. 
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These range from the combined ñbestò scenarios (Alternative 7) with expenditures projected to 

increase to $1,392 million in 2030 (an 81 percent increase from 2010), to the combined ñworstò 

scenarios (Alternative 8) with expenditures projected to increase to $1,780 million in 2030 (an 

132 percent increase from 2010). The alternative ñbestò scenario combines the most optimistic 

assumptions, while the alternative ñworstò scenario uses the assumptions that are likely to result 

in highest spending by the state.  

Table ES2. Projected Medicaid Expenditures for  
Long-Term Services and Supports, 2010 ɀ 2030  

($ Millions) 

  2010 2015 2020 2025 2030 
Baseline Projection $768 $979 $1,120 $1,315 $1,486 

Alternative Scenario 1: Faster Rebalancing $771 $992 $1,125 $1,322 $1,480 

Alternative Scenario 2: Slower Rebalancing $768 $953 $1,110 $1,303 $1,508 

Alternative Scenario 3: Slower Growth in Utilization 
Because of Demographic Trends 

$768 $978 $1,106 $1,287 $1,431 

Alternative Scenario 4: Potential Health Reform 
Expansion of Medicaid Eligibility 

$768 $1,009 $1,157 $1,358 $1,534 

!ƭǘŜǊƴŀǘƛǾŜ  {ŎŜƴŀǊƛƻ рΥ {ƳŀƭƭŜǊ ά²ƻƻŘǿƻǊƪέ 9ŦŦŜŎǘ $768 $949 $1,077 $1,247 $1,449 

Alternative Scenario 6: Increased Disability in the 
Under Age 65 Population 

$768 $1,000 $1,186 $1,445 $1,715 

!ƭǘŜǊƴŀǘƛǾŜ {ŎŜƴŀǊƛƻ тΥ /ƻƳōƛƴŜŘ ά.Ŝǎǘέ  {ŎŜƴŀǊƛƻǎ $768 $944 $1,058 $1,214 $1,392 

 !ƭǘŜǊƴŀǘƛǾŜ {ŎŜƴŀǊƛƻ уΥ /ƻƳōƛƴŜŘ ά²ƻǊǎǘέ {ŎŜƴŀǊƛƻǎ $768 $1,031 $1,227 $1,497 $1,780 

Recommendations  

Based on the findings of the resource mapping project, The Hilltop Institute suggests that the 

state consider the following:  

1. Develop a comprehensive one-stop system. Agency staff reported that consumers often 

do not know how to access long-term services and supports in the state and The Pointôs 

location and services are not as user-friendly as they could be.
2
 To address this concern, 

the state should continue to develop The Point as a one-stop, single point-of-entry system 

for consumers. These efforts should be coordinated with establishment of the stateôs new 

                                                 

2
 The Point: Rhode Islandôs Resource Place for Seniors and Adults with Disabilities, the single-point-of-entry 

system under development in Rhode Island. 
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ACO under the Global Waiver so that a seamless process for consumer 

information/referral, screening, options counseling, assessment, service planning, and 

service delivery results. 

 

2. Integrate mental/behavioral health and physical health services. Agency staff voiced 

concern that the stateôs systems from providing mental and behavioral health services and 

physical health services need to be better integrated in order to improve the coordination 

of services and the quality of care. Agency staff reported an increase in the number of 

older adults in the community with mental health needs, as well as an increase in patients 

presenting in emergency rooms with mental and behavioral health issues that would be 

more appropriately managed through a community-based ñmedical home.ò A lack of 

mental health providers that is evident across all populations and in all care settings 

compounds this problem. As the state implements the Global Waiver with its goal to 

provide all Medicaid beneficiaries with a medical home, the state should consider new 

ways to more effectively integrate mental and behavioral health services into the medical 

home. 

 

3. Explore opportunities for integrating long-term services and supports programs 

across populations and agencies. Agency staff expressed concern about adults with 

developmental disabilities who are living longer and developing functional limitations 

associated with aging. This population will need age-appropriate services and supports 

and new living arrangements as family caregivers grow older and can no longer serve as 

caregivers. To address this, the state should consider pursuing more cross-agency efforts 

to meet the needs of multiple populations, such as recent efforts to promote shared living 

arrangements. Similarly, programs designed for older adults with physical disabilities 

(e.g., adult day care) might be adapted to meet the needs of older adults with 

developmental disabilities. The Global Waiver presents an unprecedented opportunity for 

such cross-agency collaboration. 

 

4. Ease the transition of dual eligibles to the community. Rhode Island has 

approximately 35,000 individuals who are eligible for both Medicare and Medicaid 

(ñdual eligiblesò)
3
 and the number is likely to grow significantly. Agency staff reported 

that dual eligibles are not eligible to participate in Rhode Islandôs Connect Care Choice 

program, which has been very successful in providing a medical home for Medicaid-only 

clients and connecting them with support services in the community. Creating a similar 

program for dual eligibles would help the state achieve its goal of providing a medical 

home for all clients. This might be accomplished through partnerships with Medicare 

Advantage Special Needs Plans that operate in the state. 

                                                 

3
 Kaiser Family Foundation statehealthfacts.org. Retrieved February 10, 2010, from 

http://www.statehealthfactsonline.org/profileind.jsp?ind=303&cat=6&rgn=41  

http://www.statehealthfactsonline.org/profileind.jsp?ind=303&cat=6&rgn=41
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5. Respond to the needs of young adults with autism spectrum disorder. Agency staff 

reported that, in addition to continuing to provide for the needs of the growing population 

of children with autism spectrum disorder, the state must develop services to support this 

population as they transition to early adulthood and seek community integration. To 

address this, cross-agency planning will be required, as well as collaboration with 

specialty providers in the state. Special programs for this population may be suited to 

selective contracting arrangements, one of the purchasing strategies the state is pursuing 

under the Global Waiver.  

 

6. Consolidate transportation programs for older adults and persons with disabilities. 
Agency staff reported that transportation services for older adults and individuals with 

disabilities lack coordination and are duplicated across agencies. Agencies operate 

multiple programs with different contractors, contracting methods, and payment rates. 

Agencies should investigate consolidating transportation services for older adults and 

individuals with disabilities. This might be done through selective contracting, a 

purchasing strategy the state is pursuing under the Global Waiver. 

 

7. Update the rate structure for community services. Findings from the provider survey 

suggest that assisted living, home health, and adult day care providers are poised to 

expand capacity to meet future demand, but are concerned about Medicaid 

reimbursement rates. Agency staff believe that the stateôs program to provide enhanced 

reimbursement to home care agencies that meet national accreditation standards has 

helped to promote quality and capacity building and that this program might serve as a 

model for other services. In addition, the state might consider other approaches to 

incentivize capacity building through the rate structure, such as acuity adjustments, which 

would encourage providers to care for higher-acuity clients.  

 

8. Maximize Medicaid reimbursement. Agency staff reported that certain DCYF services 

for youth and families currently paid for with state-only funds might be restructured to be 

Medicaid reimbursable and thus receive the federal match. Agency staff also suggested 

that Early and Periodic Screening and Diagnostic Testing (EPSDT) funding could be a 

source of funding for young adults aged 18-21 transitioning from the DCYF system to the 

MHRH system. The state should consider strategies such as these to maximize Medicaid 

reimbursement. 

 

9. Develop an electronic client information system. Agency staff reported that it can take 

up to 30 days to obtain a clientôs records from another agency or program, which stalls 

placement and flow through the system of long-term services and supports. Agency staff 

said that an electronic ñcommunity supportò database that is accessible to all agencies 

and can ñfollow the personò across care settings would significantly enhance system 

efficiency and quality of care. Such a system, which a number of states are implementing, 

would further the goals of the Global Waiver to create a person-centered approach to 

efficient service delivery.  
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10. Align the agency budgeting process with the stateôs global budget. Agency staff 

reported that the annual budgeting process continues to revolve around individual 

departmental budgets instead of a global budgeting approach aimed at examining 

program priorities across agencies and maximizing the use of long-term services and 

supports funds. The Global Waiver, with its aggregate budget ceiling, provides an 

opportunity for the state to reexamine the annual budgeting process and encourage cross-

agency budgeting aimed at achieving rebalancing goals. 
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Introduction  

In 2006, the Centers for Medicare & Medicaid Services (CMS) awarded the state of Rhode 

Island a Real Choice Systems Transformation grant. The purpose of Rhode Islandôs project is to 

create an easily accessed system of community-integrated services and supports by designing 

and constructing the needed infrastructure that will enable individuals who are aged or have a 

disability to: 

Á Live in the most integrated community setting appropriate to their individual support 

needs and preferences 

Á Exercise meaningful choices about their living environment, the providers of services 

they receive, the types of supports they use, and the manner by which services are 

provided 

Á Obtain quality services consistent with individual preferences and priorities
4
 

The New England States Consortium Systems Organization (NESCSO) is administering the Real 

Choice Systems Transformation grant on the stateôs behalf. NESCSO contracted with The 

Hilltop Institute at the University of Maryland, Baltimore County (UMBC) to complete a 

resource map to help guide the transformation process under Objective 1.4.1., ñImproving 

Service Delivery.ò The contract was approved in the fall of 2008. This work is intended to 

inform the stateôs policymaking by providing information on the stateôs current and projected 

population requiring publicly financed services and supports and the stateôs capacity to provide 

these services. In addition, a tool was to be produced for modeling the effects of changes in 

policies and programs on projected spending for institutional versus home and community-based 

services. 

 

This work is particularly important as the state implements the Global Consumer Choice 

Compact Demonstration, a five-year Section 1115 demonstration approved by CMS on January 

16, 2009. The state generally refers to this demonstration as the ñGlobal Waiver.ò Rhode Islandôs 

entire Medicaid program is to be operated under the Global Waiver, with all Medicaid-funded 

services organized, financed, and operated through the demonstration. Rhode Islandôs Section 

1115 RIte Care and RIte Share programs, the 1915(b) Dental Waiver, and all Section 1915(c) 

home and community-based services waivers in operation prior to implementation of the Global 

Waiver are to be terminated. The Global Waiver is designed to provide the state with 

administrative flexibility along with the ability to further rebalance the system of long-term 

services and supports. Federal financial responsibilities under the Global Waiver are subject to 

an aggregate budget ceiling.
5
  

                                                 

4
 Rhode Island Real Choice Systems Transformation Project 2009 Annual Report. Retrieved February 10, 2010, 

from http://dehpg.net/SysTransformation/pageWelcome.aspx  
5
 See letter to Gary Alexander, Secretary OHSS, from Kerry Williams, Acting Administrator of CMS, dated January 

16, 2009, and Waiver & Expenditure Authority, Rhode Island Global Consumer Choice Compact Demonstration, 

11W-00242/1. Retrieved February 10, 2010, from 

http://www.eohhs.ri.gov/global/documents/pdf/GlobalWaiverFinal1-09.pdf  

http://dehpg.net/SysTransformation/pageWelcome.aspx
http://www.eohhs.ri.gov/global/documents/pdf/GlobalWaiverFinal1-09.pdf
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This report is organized as follows: 

Á Report on Interviews with Rhode Island Agency Staff. Hilltop conducted a series of 

interviews with staff members representing the Department of Human Services (DHS), 

the Department of Elderly Affairs (DEA), the Department of Children, Youth and 

Families (DCYF), the Department of Mental Health, Retardation and Hospitals (MHRH), 

and the Department of Health (DOH). Hilltop queried staff about their perceptions of 

gaps in long-term services and supports and the barriers clients encounter in seeking 

services in the state. 

Á Findings from the Survey of Providers of Long-Term Services and Supports. Hilltop 

surveyed Rhode Island providers about services provided, current and future service 

capacity, barriers to increasing capacity, and the ability to serve clients with special 

needs. 

Á Descriptive Data on Medicaid Long-Term Services and Supports. Hilltop analyzed 

Medicaid administrative data to produce reports on the utilization and costs of Medicaid 

long-term services and supports provided to different population groups, as well as 

reports on services provided by and payments made to individual providers of long-term 

services and supports in the state. 

Á Rebalancing Model. Hilltop constructed an interactive model for forecasting Medicaid 

utilization and costs through 2030 for long-term services and supports under different 

scenarios, such as increased rates of rebalancing, varying demographic trends, and 

proposed Medicaid expansions under health reform. 

Á Summary and Recommendations. This final section summarizes Hilltopôs findings and 

provides recommendations for the state. 
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Interviews with Rhode Island Agency Staff 

Interview Process and Topics 

The Hilltop Institute conducted interviews with Rhode Island agency staff to discuss their 

perceptions of gaps in services and barriers clients encounter when seeking community-based 

long-term services and supports in the state. Hilltop conducted six interview sessions in Rhode 

Island on April 21-22, 2009, involving 15 agency staff. Hilltop followed this with five additional 

telephone interviews. Interviewees represented the Department of Human Services (DHS), the 

Department of Elderly Affairs (DEA), the Department of Children, Youth and Families (DCYF), 

the Department of Mental Health, Retardation and Hospitals (MHRH), and the Department of 

Health (DOH). See Appendix 1 for a list of interviewees. 

 

In the interviews, Hilltopôs questions focused on the following topics: 

Á Long-term supports and services programs operated by each agency, including an 

overview of the target population, services provided, current capacity, future plans, and 

opportunities and challenges 

Á Perceived gaps in services and unmet needs experienced by the agencyôs clients as well 
as other Rhode Islanders 

Á Barriers that clients and their caregivers encounter in accessing the stateôs system of 

long-term services and support 

Á Barriers to expanding provider capacity and how the state might incentivize capacity 

building 

Á Opportunities and challenges related to long-term services and supports workforce 

training, recruitment, and retention 

Á Opportunities presented by the Global Waiver 

Interview Findings 

The interviews provided many important insights into barriers to improving service delivery, 

challenges to serving emerging special populations, and administrative barriers to change. 

Barriers to Improving Service Delivery 

Single Point of Entry 

The Point: Rhode Islandôs Resource Place for Seniors and Adults with Disabilities is the stateôs 

ñsingle point of entryò for information and referrals for long-term services and supports. The 

state hosts a website (http://adrc.ohhs.ri.gov/) and a call-in number (401-462-4444). Interviewees 

commented that further development of this resource is needed to better serve consumers 

throughout the state. The Point is Rhode Islandôs Aging and Disability Resource Center 

(ADRC). While there is a wealth of information on the website, agency staff commented that it is 

not especially consumer-friendly or easy to navigate. The physical location of The Point cannot 

http://adrc.ohhs.ri.gov/
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accommodate walk-ins, and there is no office address posted on the website. Regional Points 

have been set up at some senior centers and community sites; these provide onsite help and have 

Community Information Specialists trained by the Department of Elderly Affairs to assist seniors 

with public benefits and other services. 

 

In September 2009, the U.S. Administration on Aging (AoA) awarded Rhode Island a three-year 

grant for further development of The Point as part of the AoAôs most recent grants program to 

help states fully implement their ADRCs. The objectives of Rhode Islandôs grant are to 

incorporate a patient coaching model into options counseling services and person-centered 

discharge planning, develop and implement a community outreach plan, and evaluate customer 

satisfaction and the extent to which The Point is achieving its goals. This is clearly an 

opportunity to address intervieweesô concerns about access toðand the consumer-friendliness 

ofðThe Point.  

 

DHS operates a ñsingle point of entryò called About Families CEDARR Center that provides 

access to coordinated services for children with special needs and their families. About Families 

has a website (http://www.aboutfamilies.org), telephone number (401-365-6855), and physical 

location that prospective clients are encouraged to visit. DCYF staff expressed a need for a 

similar ñsingle point of entryò for the stateôs child welfare system. 

Providers/Workforce 

Agency staff reported a shortage of nursing staff at all levels and particularly with Certified 

Nursing Assistants (CNAs). Staff said there has recently been an increase in the number of CNA 

training programs in the state, but nursing degree programs are experiencing a faculty shortage.  

 

When questioned about scope of practice laws for nursing staff, some agency staff believed that 

more responsibility could be shifted downward to lower-skilled nursing staff; other agency staff 

did not agree with this and argued for maintaining current scope of practice laws. 

 

Agency staff suggested that Rhode Islandôs licensing requirements for case managers, social 

workers, health aides, and medical technicians are more stringent than in some other states and 

could be eased in order to increase the ranks of these workers while still providing quality care. 

 

Agency staff said that because there are so few dentists in the state who accept Medicaid 

patients, the state ñburns outò participating dentists, especially oral surgeons. Eight federally 

qualified health centers in the state have dental programs, but their dental budgets are limited. 

 

According to agency staff, because state requirements of providers who participate in the 

Medicaid program are extensive, an ñunlevel playing fieldò is created with providers who do not 

participate in Medicaid. Credentialing and licensing procedures for individual behavioral health 

providers can be especially burdensome (more so than for institutional or group providers) and 

thus a disincentive for Medicaid participation.  

 

http://www.aboutfamilies.org/
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Agency staff reported that to encourage capacity building in home health and adult day care, a 10 

percent rate increase was instituted for these services effective July 1, 2008, pursuant to the 

Perry-Sullivan Act.
6
 In addition, the state recently implemented a program that provides 

enhanced reimbursement to home care agencies that meet national accreditation standards. 

Approximately 40 of the stateôs 62 licensed agencies participate in this program and share best 

practices with one another. 

 

The compensation structure for nursing staff is such that community-based workers are not paid 

as well as nursing home workers. Adult day care is a state plan service; as such, there are no 

waiting lists and agency staff report that there seems to be an adequate number of providers in 

the state. Agency staff report that there are unmet needs for home health care in the southern 

region of the state (e.g., Newport County, South County/Washington County, and Block Island) 

because of a lack of home health agencies that serve those regions. 

 

As more older adults and persons with disabilities receive care in the community, agency staff 

said that the state will need to build more capacity for community-based screening and 

prevention services, as well as the management of chronic conditions (e.g., diabetes, 

hypertension, and depression). Building a workforce of nurse care managers was one strategy 

suggested by agency staff; a second strategy suggested by agency staff was the development of 

programs that provide individuals in the community with access to a primary care physician. 

 

According to agency staff, chronic hospitals and providers of services for persons with 

developmental disabilities typically train direct care workers onsite to work with the population 

served by the particular provider. These workers have some basic training when they are hired 

(e.g., nursing aide or orderly) and then receive on-the-job training so that they are adequately 

prepared to care for clients. This contrasts with health and social services workers, who are 

typically trained through formal training programs and assigned specific task-oriented work 

without having much on-the-job training specific to the clients they will serve. 

 

The Habilitation Waiver requires participating agencies to have a nurse on staff. Skilled nursing 

is especially important while transitioning individuals from hospitals and nursing homes to the 

community. For some agencies, this is a financial hardship and limits their ability to participate 

in the waiver program. (Note: The Habilitation Waiver is being discontinued with the 

implementation of the Global Waiver.) 

 

Agency staff said that new models of care are needed for displaced children, children with 

developmental disabilities, and children with severe emotional disturbance (SEM). These models 

range from institutional services (which will be needed as long as the courts continue to order 

institutional care for some children) to group homes and foster care. In July 2009, the state 

                                                 

6
 Rhode Island Long-Term Care Service and Finance Reform, 2006 R.I. Pub Laws, ch. 286. Retrieved from 

http://www.rilin.state.ri.us/PublicLaws/law06/law06286.htm 

http://www.rilin.state.ri.us/PublicLaws/law06/law06286.htm
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launched a new kinship support program to provide support services and respite to grandparents 

and other extended family members. Agency staff said that the success of such programs 

depends on careful consideration of the population to be served and evidence-based 

practices/models of care, as well as licensing requirements, strategies for recruiting providers and 

caretakers, and child placement policies and procedures. 

Transitions 

Agency staff expressed the need to team up with hospital discharge departments and nursing 

homes to develop better programs for transitioning individuals from hospitals and nursing homes 

to the community. Such programs will require adequate staffing by nurses and social workers. 

Currently, hospital discharge planners lack incentive and the know-how to send clients anywhere 

except to a nursing home; in fact, agency staff maintained that it is more work for discharge 

planners to discharge individuals into the community. Rhode Islandôs new ADRC grant from the 

AoA includes a pilot program for a new person-centered discharge planning program. 

 

Ensuring that clients are safe and receiving appropriate care during the transition process is of 

great concern to agency staff. Many transitioning individuals are very frail and have complicated 

medical conditions requiring skilled nursing care and other supportsðincluding overnight careð

throughout the transition period. In addition, once in the community, connecting with a 

community-based primary care physician can be a particular challenge, especially for individuals 

eligible for Medicare and Medicaid (ñdual eligiblesò). Medicaid-only clients typically have 

access to primary care physicians through the Connect Care Choice program, a comprehensive 

care management and wellness program implemented in 2002 as a 1932(a) state plan 

amendment. 

 

Transition expenses (e.g., rent and security deposits, home modifications, and equipment) are 

frequently a barrier to helping individuals transition into the community.  

 

Agency staff voiced a need for more programs to assist individuals who are at risk of spending 

down to Medicaid eligibility if they enter a nursing home. Providing publicly funded services 

and supports to enable such individuals to remain in the community can help reduce future 

Medicaid expenditures. An example of such a program is DEAôs Co-Pay Program, which is 

funded wholly by the state and subsidizes home care and adult day care for more than 2,000 

individuals each year who meet certain financial and functional eligibility requirements. 

 

Young adults (aged 18-21 years) transitioning into adulthood are often caught between systems. 

Agency staff maintain that those who age out of the DCYF system have greater access to public 

services than those who have not been in the DCYF system. Many young adults needing services 

do not meet the criteria for serious and persistent mental illness (SPMI) in the adult system; 

instead, they move into the acute care system and eventually end up in Slater Hospital when they 

might have been served in the community if appropriate services had been available to them. 

Agency staff suggested that there may be ways to use federal Early Periodic Screening, 

Diagnosis, and Treatment (EPSDT) funding to bridge the gap for the young adult population.  
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Housing 

Agency staff reported a serious shortage of housing for low-income older adults, individuals with 

physical and developmental disabilities, and individuals with dementias and co-occurring mental 

health and substance abuse disorders. There is a waiting list for subsidized housing in the state. 

Complying with the new, more stringent fire code regulations enacted after the 2003 nightclub 

fire in Rhode Island presents a barrier to many landlords of smaller group homes and assisted 

living facilities who might otherwise make more housing available. Agency staff reported that up 

until about five years ago, the state encouraged the expansion of group homes for persons with 

disabilities; the state is now encouraging community integration through alternative living 

arrangements such as supported living, and the number of group homes is declining. 

 

Agency staff reported that, historically, the supply of Medicaid assisted living facilities has been 

constrained because three facilities that were financed through the Rhode Island Housing and 

Mortgage Finance Corporation were guaranteed 150 of the 200 Medicaid slots originally 

allocated under the Rhode Island Assisted Living Waiver. This left only 50 Medicaid slots for 

other assisted living facilities in the state, which was a disincentive for capacity building and 

made it difficult for the state to place Medicaid clients. Under the Global Waiver, this allocation 

system is to be eliminated and Medicaid clients will be able to obtain assisted living services 

from a broader range of facilities. The stateôs licensing bureau reports that several new assisted 

living facilities are being planned and that existing facilities are looking to increase their bed 

capacity. There is particular interest in adding units to accommodate patients with Alzheimerôs 

disease and other dementias. 

 

Agency staff suggested a review of housing payment rates to identify potential disincentives for 

capacity building. For example, agency staff reported that total reimbursement for supported 

housing, which is paid on a fee-for-service basis, can be higher than the per diem rates that the 

state pays for 24-hour residential services.  

Transportation 

Agency staff reported that there is no statewide transportation system serving older adults and 

individuals with disabilities. The existing ñsystemò is a patchwork consisting of the Rhode Island 

Public Transportation Authority and transportation programs operated by individual state and 

local agencies (e.g., DEAôs RIde program). The agency programs use different contractors, 

contracting methods, and payment rates, with little or no cross-agency planning and 

coordination.  

Mental/Behavioral Health 

The dearth of mental and behavioral health providers in the state is evident across all patient 

populations and in all care settings. For example, agency staff observed that there is: 

Á A severe shortage of mental health providersðparticularly psychiatristsðwho participate 

in the Medicaid program. Child psychiatrists are particularly in short supply. It can be 
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difficult to find a Medicaid mental health provider if an individual does not meet the 

criteria for SPMI. 

Á Severe shortages of behavioral health staff for the management of clients with co-

occurring mental health and substance abuse disorders, individual placement support 

services, and specialty services. Interventions for many clients cannot be implemented 

because of the lack of specialty services.  

Á An increase in the number of patients presenting in emergency rooms with mental and 

behavioral health issues that would be more appropriately managed by community 

providers. Homeless clients and those with substance abuse issues come to the 

emergency room time and again. Agency staff suggested that more programs are needed 

like the one funded by the Open Society Institute that trains emergency medical 

technicians to divert clients with substance abuse to treatment facilities.  

Á An increase in the use of the stateôs seven community mental health centers by 

commercially insured patients who have difficulty finding mental and behavioral health 

providers elsewhere. Agency staff said that this limits the stateôs ñsafety netò and the 

availability of services for Medicaid clients and uninsured patients. Moreover, it requires 

community mental health centers to devote substantial administrative resources to billing 

private insurers. 

Á Low compensation for case managers in community mental health centers that results in 

high turnover. Centers frequently have three or four case manager positions vacant at one 

time. 

Á A shortage of mental health providers that affects continuity of care. For example, a 

patient under the care of a psychiatrist will miss medications if an appointment is 

canceled or delayed because of back-ups in the system. Also, if a patient changes 

programs, he or she must frequently change psychiatrists as well. 

Agency staff suggested that finding new ways to increase the flow of clients through the various 

levels of care within the behavioral health system (i.e., residential treatment centers, supported 

housing, and community-based care) would do much to improve the access to and quality of 

services provided. In a system that continually operates at full (or greater) capacity, transitioning 

clients more efficiently from one care setting to the next (preferably following evidence-based 

practices) is critical. Recently, MHRH launched a pilot program that replaced the Rhode Island 

Assertive Community Treatment (RIACT) teams for persons with serious and persistent mental 

illness, which assigned providers and required a specified number of service hours. Instead, 

clients in the pilotðwhich brings together RIACT clients and case management clientsðnow 

have access to the entire range of behavioral health services, have their care decisions based on 

need (using a new assessment instrument), and may keep the same provider as they progress 

through the system. Agency staff reported that the results of this pilot are promising and MHRH 

is moving to expand it. 

Agency staff also expressed concern about the small group of individuals with severe 

neurobehavioral issues. Many are violent and all require specialized care. These individuals are 

often institutionalized because there are no other viable options for care, yet in many cases the 

institutions are not equipped to meet their needs. Many linger in acute care or chronic hospitals 
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because nursing homes will not admit them. If they are admitted to a nursing home (which is not 

necessarily an appropriate setting), then they are likely to be there indefinitely. Some are placed 

in assisted living facilities where they do not receive adequate supervision and care. Agency staff 

said that specialized programs that more adequately meet the needs of this population are 

needed. Many children and youth with severe neurobehavioral issues are placed out of state 

because Rhode Island has nowhere to place them. 

Agency staff reported that homeless individuals use substantial Medicaid services and, unlike 

many other states, Rhode Island does not disenroll such individuals. Improved programs are 

needed for this population. 

Challenges to Serving Emerging Special Populations 

Aging of the Population with Developmental Disabilities 

In the United States in 1998, there were an estimated 526,000 individuals aged 60 years and 

older with a developmental disability; this number is expected to double by 2030 as many in this 

population live longer.
7
 As individuals with cognitive disorders grow older, they develop 

disabilities and limitations associated with aging, such as loss of mobility and incontinence. 

Many individuals with developmental disabilities rely on their families for support throughout 

their lifetime. Those who are now in their fifties and sixties are oftentimes still cared for by 

parents and family members who are even older, and they have not benefited from the services 

and supports that younger people with developmental disabilities now receive. As this growing 

population continues to age, new living arrangements will be needed, as well as age-appropriate 

services and supports.  

 

Agency staff reported that many of the parents were promised group homes for their children 

with disabilities years ago that never materialized, and the state has tried to introduce shared 

living arrangements to a mostly unreceptive older generation of parents. Some agency staff 

suggested devising new strategies to integrate the system of long-term services and supports for 

persons with developmental disabilities with the system for older adults and those who have 

physical disabilities, recognizing that this would require changes in the organization and delivery 

of services, as well as workforce training. 

The Approaching Autism Bubble 

According to the Centers for Disease Control and Prevention (CDC), about 1 in 110 children in 

the United States have an autism spectrum disorder.
8
 That is, of the estimated 4 million children 

born in the United States each year, about 36,500 will eventually be diagnosed with an autism 

                                                 

7
 Heller, T., & Factor, A. (2004). Older adults with mental retardation and their aging family caregivers. Chicago, 

IL: Rehabilitation Research and Training Center on Aging with Developmental Disabilities. 
8
 Centers for Disease Control and Prevention. Autism spectrum disorders. Retrieved from 

http://www.cdc.gov/ncbddd/autism/data.html 

http://www.cdc.gov/ncbddd/autism/data.html
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spectrum disorder. Among individuals aged 0 to 21 years, an estimated 730,000 currently have 

an autism spectrum disorder.
9
 

 

While agency staff maintained that there is a continuing need to provide services and supports to 

children and youth with autism spectrum disorderðmany of whom are not currently being 

servedðand the state should also address the needs of youth transitioning into adulthood. For 

example, many who have been diagnosed with Aspergerôs syndrome are high functioning but 

lack the social skills needed to find meaningful employment and integrate into the community. 

Agency staff were also concerned about the availability of autism providers in the state, although 

there were reports that specialty providers are beginning to establish offices in the state. 

Older Adults with Mental Health Needs 

An estimated 20 percent of the population aged 50 years and older experience some type of 

mental health condition, with the most common being anxiety, severe cognitive impairment, and 

mood disorders such as depression or bipolar disorder. Recent CDC risk surveillance surveys 

found that, among individuals aged 50 and older, 7.7 percent report current depression and 15.7 

percent report a lifetime diagnosis of depression.
10

 Mental health is one of the Healthy People 

2010 Leading Health Indicators
11

 and cannot be ignored when serving older adults and persons 

with disabilities. 

 

Many agency staff reported that the stateôs system of long-term services and supports is ill -

equipped to meet the mental health needs of older adults. Agency staff said that providers are 

seeing more and more older adults in the community with mental health issues. These 

individuals have difficulty getting to community mental health centers. Moreover, the lack of 

formal programs in the state for integrating mental and physical health care means that needs 

must be addressed using a case-by-case approach, if needs are addressed at all.  

Administrative Barriers to Change 

Agency Staffing 

Staff from all of the agencies expressed concern about staff reductions over the past few years. 

Staff retirements, hiring freezes, and attrition have seriously compromised agenciesô ability to 

plan and deliver quality services, as well as implement the new Global Waiver. Many key 

positions are staffed with contractors and consultants. Agencies have lost not only a significant 

number of program administrators, case managers, and direct service workers responsible for 

                                                 

9
 Ibid.  

10
 Centers for Disease Control and Prevention and National Association of Chronic Disease Directors. The State of 

Mental Health and Aging in America. (2009). Issue Brief 1: What Do the Data Tell Us?; Issue Brief 2: Addressing 

Depression in Older Adults: Selected Evidence-Based Programs. Atlanta, GA: National Association of Chronic 

Disease Directors. 
11

 U.S. Department of Health and Human Services. Healthy People 2010. Retrieved from 

http://www.healthypeople.gov/lhi/  
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program management and service to clients, but also policy-level staff with significant expertise 

and knowledge about the state.  

Agency Silos 

Agency staff voiced the need to go beyond building bridges to making actual connections across 

agencies and programs. Examples cited by agency staff include: 

Á Agencies are looking to work more closely with Medicaid on expanding the definition of 

Medicaid-reimbursable services in order to stretch their budgets. For instance, DCYF 

receives Medicaid reimbursement for ñfamily service care coordinatorsò and would like 

to be reimbursed for a related service called ñparent aide services.ò  

Á Cross-agency efforts are needed to develop a seamless system of preventive services for 

non-Medicaid-eligible children who are at risk of child abuse and neglect and for non-

Medicaid-eligible adults at risk of institutionalization. 

Á Cross-agency efforts are needed to better manage transitions for young adults (aged 18-

21) with developmental disabilities and serious emotional disturbance (SED) from the 

DCYF system to the MHRH system. There are also young adults outside the DCYF 

system who are in need of services but have difficulty accessing the service system.  

Á The aging of the population with developmental disabilities will require new service 

delivery strategies that might be modeled on services and supports for older adults and 

persons with physical disabilities. This will require cross-agency collaboration.  

Á The agencies must come together and recognize that there are certain populations that 

will require institutionalization (e.g., the severely mentally ill and court-ordered 

residential treatment for children and youth requiring immediate placement) and develop 

cost-effective ways to provide these services.  

 

Agency staff suggested that another way to encourage cross-agency and cross-program 

collaboration is to have data ñfollow the personò electronically across service settings. Agency 

staff said it can take up to 30 days to obtain a clientôs records from another agency or program, 

which stalls placement and ñflowò through the system. Staff expressed a need for easy access to 

client medical, case management, functional assessment, and medication records.  

Medicaid Rules and Regulations 

Agency staff expressed concern about residency rules for Medicaid programs. Many times 

individuals are on Medicaid waiting lists while still living in another state. Agency staff also said 

that it is frequently less expensive for the state to send Medicaid clients out of state for 

institutional care. 

 

Some agency staff are seeking ways to improve the flow of clients through the system with 

changes in rules and regulations. An example is the pilot program recently launched by MHRH 

to replace the Rhode Island Assertive Community Treatment (RIACT) teams. Care decisions are 
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now being based on need and clients are eligible to receive a full range of services without being 

restricted to RIACT team staff and services.  

Global Budget for Long-Term Services and Supports 

Agency staff reported that the state has not yet instituted global budgeting for long-term services 

and supports; each agency still has its own budget and is subject to its own budget cuts. There is 

currently no effort to budget for long-term services and supports across agencies. 

Global Waiver Implementation 

Agency staff repeatedly voiced excitement about the opportunities for cross-agency collaboration 

on service planning and delivery offered by the Global Waiver. However, agency staff also 

expressed concern that in implementing the Global Waiver, they are being asked to ñbuild a 

plane while flying it.ò They feel that legislators are looking to immediately solve the stateôs 

budget shortfall and do not understand the complexity involved in implementing fundamental 

system change. Agencies are also being asked to deal with major budget cuts for existing 

programs while the Global Waiver undergoes implementation.  
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Survey of Providers of Long-Term Services and Supports 

Introduction 

The Hilltop Institute conducted a survey of Rhode Island providers of long-term services and 

supports to assess the capacity of providers to meet both current and future demand for services 

as the population ages and the state looks to restructure the system of long-term services and 

supports to better meet the needs of Rhode Islanders. The survey queried agencies about specific 

services provided, current and future service capacity, and barriers to increasing capacity. Also 

included were questions about the agencyôs ability to serve clients with special needs and the 

agencyôs perceptions of unmet needs. In addition to giving providers a voice in state policy, the 

survey was intended to help guide capacity-building strategies by the state. Community-based 

and institutional providers of long-term services and supports across the state were encouraged to 

participate in the online survey. 

Research Questions 

The survey addressed the following research questions, which were developed in consultation 

with state staff:  

 

1. Current Capacity: What is the current capacity of providers in Rhode Island to provide 

long-term services and supports? 

Á How many units of service, by type of service, did providers deliver in 2008? Who 

paid for those services, and what was the average payment rate?  

Á How many unduplicated clients did providers serve in 2008, by type of service? Who 

paid for those services? 

2. Direct Service Workers: What is the current supply of direct service workers and how 

difficult is it to recruit and retain them? 

Á How many full -time equivalent (FTE) direct service workers did providers employ in 

2008 by service type? Could they have served more clients in 2008 with that number of 

FTEs (i.e., was there additional capacity)? If so, why did the providers report having 

additional capacity? 

Á How difficult is it for providers to hire and retain direct care workers, by type of worker 

(e.g., registered nurse, licensed practical nurse, nursing aide, personal care attendant, 

social worker, and case manager)? 

3. Expanding Capacity:  

Á To what extent do providers report that they would be able to expand capacity over 

the next two years?  

Á To what extent are providers actively planning to expand services over the next two 

years and how?  

Á What do providers see as the biggest barrier to expanding capacity?  
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4. Waiting Lists:   

Á How many providers reported having a waiting list in 2008? 

Á For which services and why was a waiting list needed? 

Á How many clients were on the waiting list? 

Á How many providers had to decline services in 2008?  

5. Serving Clients with Special Needs:  

Á How many providers served clients with special needs (e.g., dementia, depression, 

other mental illnesses, or challenging behaviors) in 2008?  

Á Of those who did, how did the agency manage these clients? Did the agency provide 

specialized training for staff? How skilled is the staff in working with such clients? 

6. Access to Other Services: Do providers have difficulty accessing other services or referrals 

for their clients?  

7. Providersô Perceptions of Unmet Needs: What do providers believe are the greatest unmet 

needs for long-term services and supports?  

Methodology 

Instrument Development 

The Hilltop Institute developed the survey instrument in consultation with state staff and 

provider associations. The research questions listed above served as a guide to instrument 

development. Hilltop also researched provider surveys conducted in other states and the relevant 

literature. The survey instrument can be found in Appendix 2.  

 

The instrument was composed of both quantitative and qualitative questions. Respondents were 

first asked to identify the services provided by their agency from a list of 28 services. Then a 

series of questions asked for specific information about only those services that the agency 

reported providing. Subsequent questions addressed services provided by the agency as a whole. 

The open-ended format of some of the questions gave respondents the freedom to fully describe 

their experiences and views. 

 

The survey was constructed as a password-protected online survey and hosted on Hilltopôs web 

servers. A paper version of the survey (Appendix 2) was made available upon request. 

Compiling the List of Providers to Survey 

To identify providers to survey, Hilltop used three sources: Rhode Island MMIS claims data, 

licensure data from the Rhode Island Office of Facilities Regulation, and association 

membership lists. MMIS data served as the primary source, supplemented by licensure data and 

provider association membership lists. To identify providers of long-term services and supports 
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in the MMIS data, Hilltop, in consultation with the state, targeted the provider types listed in 

Table 1. 

 
Table 1. Provider Types Included in Provider Survey 

Code Provider Type 

010 Home Health Agency          

021 Nursing Home             

022 Rhode Island State Nursing Home   

026 MR Waiver-Public         

027 Hospice               

028 ICF-MR Public Facility        

029 ICF-MR Private Facility      

033 Assisted Living Facility       

050 Adult Day Care            

054 MR Waiver-Private         

072 Personal Care Aide/Assistant     

077 Home Meal Delivery          

080 Home/Center Based Therapeutic Services  

088 MHRH Offline Providers    

010 Home Health Agency          
Source: Rhode Island MMIS 

 

Hilltop obtained provider information from the websites of provider associations as well as direct 

contact with association executive directors. The cooperating provider associations were: 

Á Community Provider Network of Rhode Island (CPNRI) 

Á Rhode Island Adult Day Services Association (RIADSA) 

Á Rhode Island Assisted Living Association (RIALA) 

Á Rhode Island Association of Facilities and Services for the Aging (RIAFSA) 

Á Rhode Island Health Care Association (RIHCA) 

Á Rhode Island Partnership for Home Care (RIPHC) 

The initial list of providers totaled about 450. This was eventually reduced to a final list of 268 

providers after providers with multiple locations in the state were consolidated into a single 

provider contact. 

Provider information collected through the three sources often did not include complete contact 

information for the agencyôs chief executive or executive director (i.e., name, title, mailing 

address, e-mail address, and telephone number), so Hilltop conducted Internet searches and 

telephoned agencies directly to obtain this information.  
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Survey Administration 

The survey was fielded on July 1, 2009, and completed surveys were requested by July 24, 2009. 

To encourage participation, the deadline for completion of the survey was extended twice: first 

to August 15, 2009, and then to August 24, 2009. In addition, Hilltop contacted individual 

providers by mail, e-mail, and telephone as many as five times each to encourage participation. 

Hilltop responded to numerous e-mails and telephone calls from providers, offering detailed 

technical assistance on survey completion. A chronology of mailings to and contact with 

providers to encourage their participation follows.  

 

July 1, 2009: Hilltop sent out the first mailing. Mailings were sent via the U.S. Postal Service to a 

total of 290 providers in Rhode Island. The mailings included a letter of introduction from Gary 

Alexander, Secretary of the Executive Office of Health and Human Services (Appendix 3), and a 

personalized letter from Hilltop with instructions for logging into and completing the online 

survey (Appendix 4). Mr. Alexanderôs letter discussed the purpose and importance of the survey, 

assured confidentiality of individual responses, and promised participating providers access to 

survey findings. Hilltopôs letter included the providerôs unique user name for survey access and 

instructions on how to contact Hilltop for technical assistance in completing the survey. On this 

date, Hilltop also e-mailed the associations, requesting that they encourage their members to 

respond to the survey. Providers were advised that the deadline for completion of the survey was 

July 24, 2009. 

 

July 7, 2009: Hilltop sent a second, identical mailing to 271 providers with ñSecond Noticeò 
printed on the top of Mr. Alexanderôs letter. In this second mailing, some of the providers with 

multiple locations had been consolidated to reduce the list from 290 to 271. Hilltop also sent e-

mails to the provider associations, requesting them to advise their members that the survey had 

been mailed and encourage them to respond. 

 

July 24, 2009: Thirty-one providers had completed the survey by this date. Hilltop e-mailed 146 

non-responding providers for whom e-mail addresses were available to advise them that the 

survey deadline had been extended to August 15, 2009, and to encourage them to respond.  

 

July 27, 2009: Hilltop followed with a third mailing to the 261 providers who had not yet 

responded to the survey. The mailing included a cover letter from Hilltop extending the deadline 

for completion of the survey to August 15, 2009. Included were copies of the prior letters from 

Mr. Alexander and Hilltop. For letters to agencies returned from the prior mailing, Hilltop 

attempted to obtain correct addresses for this second mailing. 

 

August 7, 2009: Hilltop e-mailed 56 providers who had accessed the online survey but not yet 

completed and submitted it. The e-mail message encouraged them to complete the survey. On 

this same date, Hilltop e-mailed 64 providers for whom e-mail addresses were available and who 

had not yet accessed the survey. In addition, those 151 providers for whom e-mail addresses 

were not available were sent a third mailing via the U.S. Postal Service. 
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August 11, 2009: The state asked Hilltop to extend the deadline to August 24, 2009. Hilltop 

telephoned 99 providers with no e-mail address on file who had not yet accessed the survey to 

advise them of the new deadline. 

 

August 12, 2009: At the stateôs suggestion, Hilltop provided telephone numbers and e-mail 

addresses for non-respondents to EDS (the stateôs claims contractor), who were to follow up with 

the non-respondents. Hilltop e-mailed the associations requesting that they advise their members 

that the deadline had been extended to August 24, 2009. Hilltop also posted the date extension on 

the survey website. 

 

August 24, 2009: Final deadline for completion of the survey. 

 

August 28, 2009: Last date that Hilltop accepted completed surveys.  

Response Rate 

Hilltop requested that agencies operating multiple facilities or providing services in more than 

one location respond to the survey only once, with responses representing all of the agencyôs 

locations. A total of 268 unduplicated providers of long-term services and supports were 

contacted over the period of July 1, 2009, to August 24, 2009, and encouraged to participate in 

the survey. Eighty-four providers submitted completed surveys, for a response rate of 31 percent. 

 

Response rates by provider type are discussed below under ñProfile of Respondents.ò 

Data Analysis 

The online survey instrument was created in Cold Fusion and hosted on Hilltopôs web servers. 

Prospective respondents were given the URL and assigned a unique user identification code for 

logging in to the survey. All responses were stored in an SQL server back end database. After the 

final deadline for completion of the survey had passed, response data were exported to Excel for 

cleaning and analysis. 

 

For those survey questions requesting responses by type of service (i.e., Questions 1, 2, 3, 4, 6, 8, 

and 9), the data were analyzed by type of service using the 28 services listed in Question 1 of the 

survey.  

 

For survey questions addressed to providers more generally (i.e., Questions 5, 7, 10, 11, 12, 13, 

14, 15, 16, 17, 18, and 19), the data were analyzed by the respondentôs ñprovider typeò as 

recorded in the MMIS data. For this report, Hilltop consolidated some provider types and 

presents survey data using 11 provider types: adult day care, assisted living facility, home health 

care, home meal delivery, hospice, DD services, MHRH offline providers, nursing homes, 

PACE, personal care, and subsidized housing. The footnote to Table 2 below details the provider 

type groupings.  
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Some respondents were associated with two or three provider types in the MMIS; in such cases, 

Hilltop examined the services reported by the provider in Question 1 and selected the provider 

type that was most representative of the services reported by the provider.  

Data Limitations 

In interpreting survey findings, limitations of the data should be considered. While the response 

rate of 31 percent exceeds that for many voluntary surveys of health care providers conducted by 

state agencies and provider associations, generalizing survey findings to the broader provider 

population in Rhode Island should be done with caution. In addition, some of the surveys 

submitted to Hilltop were incomplete (i.e., some providers did not respond to all of the 

questions), further limiting available data.  

 

The survey was originally intended to provide baseline data for the rebalancing model Hilltop 

developed for Rhode Island, enabling the state to model the effects of different capacity-building 

strategies. The survey response rate of 31 percent limits the use of the survey for this purpose. 

 

While Hilltop consulted with the state on the definition of long-term services and supports (and 

the provider codes that were used to identify survey participants), definitions vary and the survey 

did not include some provider types that could arguably be considered providers of long-term 

services and supports.  

 

Findings for providers of services for persons with developmental disabilities (hereafter referred 

to as ñDD Servicesò) must be interpreted with caution. Providers indicated that they found the 

survey difficult to complete because the survey focus and terminology were not consistent with 

the DD service system. Because DD providers were frequently assigned two or three provider 

codes in the MMISðreflecting the fact that these agencies typically provide a variety of services 

ranging from residential to day and therapeutic servicesðprovider types were consolidated in 

analyzing survey data. Just two provider types were used in the analysis: DD Services (includes 

Home/Center-Based Therapeutic Services, MR Waiver-Private, MR Waiver-Public, ICF-MR 

Private, and ICR-MR Public) and MHRH Offline Providers. In addition, while the response rate 

for DD providers was similar to the overall response rate for the survey, it is important to note 

that only private DD providers participated in the survey. The Rhode Island Community Living 

and Supports (RICLAS) program operated by MHRHða single provider that operates 30, or 

10.7 percent, of the 280 group homes in the stateðdid not participate in the survey. 

Profile of Respondents 

Table 2 shows the survey response rates by provider type. Of the 268 agencies contacted, 84 

responded to the survey, for a response rate of 31 percent. The response rate varied by provider 

type.
12

 For example, 56 percent of adult day services agencies responded, while only 14 percent 

of home health agencies and 14 percent of hospices responded. Twelve percent of assisted living 

                                                 

12
 Presented according to Table 2, which is alphabetical. 
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agencies responded, representing approximately 12 percent of assisted living beds in the state. 

Forty-two percent of nursing homes responded, representing 49 percent of nursing home beds in 

the state. Responses were received from 31 percent of providers of services for persons with 

developmental disabilities (ñDD Servicesò); state-sponsored RICLAS, which operates 30 group 

homes in the state, did not participate in the survey.  

Table 2. Survey Response Rates by Provider Type 

Provider Type 
Agencies 

Contacted 
Agencies 

Responding Response Rate 

Adult Day Services 16 9 56% 

Assisted Living Facility 57 7 12% 

DD Services* 32 10 31% 

Home Health Agency 22 4 14% 

Home Meal Delivery 1 1 100% 

Hospice 7 1 14% 

MHRH Offline Providers 12 6 50% 

Nursing Home 79 33 42% 

PACE 1 1 100% 

Personal Care Aide 37 11 32% 

Rhode Island State Nursing Home 1 0 0% 

Subsidized Housing 3 1 33% 

Total 268 84 31% 
* Services for persons with developmental disabilities. Includes RICLAS as well as the following 

provider types in the MMIS: Home/Center-Based Therapeutic Services, MR Waiver-Private, MR 

Waiver-Public, ICF-MR Private, and ICF-MR Public.   

Table 3 shows the counties served by respondents. In general, providers are available to clients 

in all counties of the state. Half of the home health agencies and about a third (36 percent) of 

personal care providers reported serving the entire state. Table 4 shows populations served by 

survey respondents. Providers reported serving clients with a range of disabilities.  

Table 3. Number of Respondents Serving Each County in Rhode Island,  
by Provider Type (Q. 14) 

Provider Type n All Counties Bristol Kent Newport Providence Washington 

Adult Day Care 9 1 2 3 2 6 4 

Assisted Living 7 1 2 2 1 5 2 

DD Services 10 3 6 9 5 7 6 

Home Health Agency 4 2 3 3 2 3 4 

Home Meal Delivery 1 1 1 1 1 1 1 

Hospice 1 1 1 1 1 1 1 

MHRH Offline Providers  6 3 3 6 3 5 4 

Nursing Home 33 11 13 15 16 30 20 

PACE 1 1 1 1 1 1 1 

Personal Care 11 4 7 7 8 7 5 

Subsidized Housing 1 0 0 1 0 0 0 

Total 84 28 39 49 40 66 48 
n=number of survey respondents 

Note: Agencies reporting serving ñAll Countiesò are also included in the counts for individual counties. 
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Table 4. Populations Served by Survey Respondents, by Provider Type (Q.15) 

Population Groups 
Adult Day Care 

 (n=9) 
Assisted Living 
Facility (n=7) 

DD Services  
(n=10) 

Home Health 
Agency (n=4) 

Home Meal Delivery 
(n=1) 

Hospice 
(n=1) 

Adult Children Adult Children Adult Children Adult Children Adult Children Adult Children 

Age 65+ 9  7  8  4  1  1  

Physical Disabilities 9 0 5 0 9 3 3 1 1 0 1 0 

Developmental Disabilities 9 0 2 0 9 5 2 1 1 0 1 0 

Mental Illness 8 0 4 0 8 1 2 0 1 0 1 0 

Brain Injury 6 0 1 0 7 3 1 0 1 0 1 0 

HIV/AIDS 3 0 0 0 0 0 3 0 1 0 1 0 

Autism 1 0 0 0 8 5 0 0 1 0 1 0 

Medically Fragile 9 0 4 0 5 2 4 0 1 0 1 0 

Serious Emotional Disturbance 4 0 1 0 6 2 0 0 1 0 1 0 

Technology Dependent 6 0 0 0 4 3 1 0 1 0 1 0 

Other 3 0 1 0 2 0 0 0 0 0 0 0 
 

 

Population Groups 
MHRH Offline 
Providers (n=6) 

Nursing Homes 
 (n=33)  

PACE 
(n=1) 

Personal Care  
(n=11) 

Subsidized Housing 
(n=1) 

Adult Children Adult Children Adult Children Adult Children Adult Children 

Age 65+ 4  33  1  11  1  

Physical Disabilities 6 0 31 0 1 0 11 6 1 0 

Developmental Disabilities 6 0 19 0 1 0 6 6 0 0 

Mental Illness 6 0 22 0 1 0 7 2 0 0 

Brain Injury 4 3 16 0 1 0 7 5 0 0 

HIV/AIDS 1 0 10 0 1 0 8 3 0 0 

Autism 5 0 6 0 1 0 4 4 0 0 

Medically Fragile 2 0 28 0 1 0 10 6 1 0 

Serious Emotional Disturbance 4 0 7 0 1 0 4 2 0 0 

Technology Dependent 1 0 6 0 1 0 6 4 0 0 

Other 1 0 4 0 1 0 2 0 0 0 
n=number of survey respondents 
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Table 5 shows the number of respondents, by provider type, who serve Medicaid clients. 

Included as Medicaid providers are agencies in the MMIS and/or agencies reporting Medicaid 

units of service, revenue, and/or clients in Questions 2, 3, and 4 of the survey. With the exception 

of three assisted living providers and a subsidized housing provider, all survey respondents serve 

Medicaid clients. 

Table 5. Number of Survey Respondents Serving Medicaid Clients 

Provider Type 
Number of 

Respondents 

Number 
Reporting 
Medicaid 
Revenue Percent 

Adult Day Care 9 9 100% 

Assisted Living 7 4 57% 

DD Services 10 10 100% 

Home Health Agency 4 4 100% 

Home Meal Delivery 1 1 100% 

Hospice 1 1 100% 

MHRH Offline Providers  6 6 100% 

Nursing Home 33 33 100% 

PACE 1 1 100% 

Personal Care 11 11 100% 

Subsidized Housing 1 0 0% 

Total 84 80 95% 

 
The survey posed one question to providers as an indicator of financial health: Question 11 asked 

whether the agency had either incurred a surplus, incurred a deficit, or broke even in 2006, 2007, 

and 2008. Table 6 summarizes responses by provider type. In 2008, one-third of adult day care 

providers reported a deficit, down from two-thirds in 2006 and 2007. Half of assisted living 

providers responding to the question reported a deficit. Home health care providers were evenly 

divided across surplus/deficit/break even, whereas a third of personal care agencies reported a 

deficit in 2008. Ninety percent of DD services providers and two-thirds of MHRH offline 

providers broke even or had a surplus in 2008. Forty-six percent of nursing home providers 

responding to this question reported a deficit in 2008. 
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Table 6. Number of Agencies Reporting a Surplus, a Deficit, or Break Even, 
2006-2008 (Q. 11) 

Service 
Operating 

Results 2006 2007 2008 

Adult Day Care 
n=9 

Surplus 1 2 5 

Break Even 2 1 1 

Deficit 6 6 3 

Assisted Living Facility 
n=7 

Surplus 2 2 2 

Break Even 2 1 1 

Deficit 2 3 3 

DD Services 
n=10 

Surplus 4 4 6 

Break Even 3 4 3 

Deficit 3 2 1 

Home Health Care 
n=4 

Surplus 1 0 1 

Break Even 2 1 1 

Deficit 0 2 1 

Home Meal Delivery 
n=1 

Surplus 1 1 0 

Break Even 0 0 0 

Deficit 0 0 1 

Hospice 
n=1 

Surplus 0 1 1 

Break Even 0 0 0 

Deficit 1 0 0 

MHRH Offline Providers 
n=6 

Surplus 2 2 3 

Break Even 2 2 1 

Deficit 2 2 2 

Nursing Home 
n=33 

Surplus 9 12 12 

Break Even 1 4 3 

Deficit 17 11 13 

PACE 
n=1 

Surplus 0 0 0 

Break Even 0 0 0 

Deficit 1 1 1 

Personal Care 
n=11 

Surplus 3 3 5 

Break Even 2 4 2 

Deficit 5 3 4 

Subsidized Housing 
n=1 

Surplus 0 0 0 

Break Even 0 0 0 

Deficit 1 1 1 
Note: Totals may not sum to ñnò (n=number of survey respondents) because some respondents  

did not respond to Question 11. 

Current and Future Capacity to Serve Clients  

In Question 1 of the survey, respondents were asked to report which of 28 services their agency 

provides. Appendix 5 shows, by type of service, total units of service provided, the average 

payment rate, and the total number of unduplicated clients served by survey respondents. The 
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data are broken down by type of payerði.e., Medicaid, other state programs, Medicare, and 

private insurance or self-pay. In some cases, agencies were only able to report totals (not by 

payer). For home health, skilled nursing, skilled nursing facility, and rehabilitation therapy, the 

highest average payment rate is for Medicare. Average Medicaid rates are higher than average 

state-only rates for adult day care, assisted living, residential habilitation, homemaker services, 

home health, skilled nursing, rehabilitation therapy, and respite. However, the reverse is true for 

case management, skilled nursing facility, and personal care.  

 

Table 7 shows, by type of service, staff capacity to serve clients (in terms of FTE direct service 

workers) and respondentsô views on their ability to increase units of service over the next two 

years. This information comes from Questions 6 and 8 of the survey. Some highlights include: 

Á With the exception of environmental modifications providers, at least half of the 

providers of each of the other 27 services reported having the staff capacity in 2008 to 

have served ña few moreò or ña lot moreò clients. 

Á For five servicesðadult day services, home health services, homemaker services, private 

duty nursing, and personal care/assistanceð50 percent or more of providers reported the 

ability to increase units of service over the next two years by 10 percent or more. 

Á Assisted living providers were not as optimistic about capacity as some of the other 

service providers. Only one of ten said they had the staff capacity to provide ña lot moreò 

services in 2008. One assisted living provider reported the ability to increase units of 

service by 5 percent in the next two years; two reported the ability to increase units of 

service by 10 percent.  
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Table 7. Agency Staffing and the Capacity to Serve More Clients,  
by Type of Service Provided, as Reported by Responding Providers 

Service n 

Total 
Direct 
Service 

Workers 
(FTEs) 

Did your agency have  
the staff capacity to 
serve more clients in 

2008? 
Percent Increase  
in Units of Service 

No 

Yes,  
a few 
more 

Yes,  
a lot 
more 3% 5% 10% 15% 20% 

Adult Day Services 12 111 2 5 5 0 1 2 0 7 

Assisted Living 10 115 4 5 1 0 1 2 0 0 

Case Management 16 46 3 9 4 0 2 4 0 2 

Community Transition Services 5 4 2 3 0 0 1 1 0 0 
Congregate Meals 6 24 1 4 1 0 1 1 0 0 
Consumer Direction 
Facilitation/Service 
Advisement 

5 10 2 3 0 0 1 1 0 0 

Durable Medical Equipment 4 3 2 2 0 0 1 0 0 0 
Environmental 
Modifications/Home 
Accessibility Adaptations 

2 3 2 0 0 1 0 0 0 0 

Fiscal Management/Fiscal 
Intermediary 

5 41 2 2 1 0 0 1 0 0 

Habilitation-Day 14 960 3 8 3 1 1 1 3 1 

Habilitation-Residential 15 1491 3 9 3 1 3 2 1 0 

Home Delivered Meals 3 20 0 1 2 0 2 0 0 1 

Home Health Services 15 466 3 8 4 2 2 4 2 1 

Homemaker Services 9 261 0 6 3 0 1 3 2 3 

Hospice 17 246 4 11 2 1 1 4 0 1 

ICF/MR 3 42 0 2 1 0 0 0 0 1 

Nursing-Private Duty 6 17 1 5 0 0 0 2 1 0 

Nursing-Skilled 18 471 6 10 2 4 1 2 2 2 

Nursing Facility-Custodial 22 885 7 11 4 2 1 3 0 1 

Nursing Facility-Skilled 34 2,152 11 18 5 3 2 3 0 6 

PACE 1 34 0 0 1 0 0 0 0 1 

Personal Care/Assistance 12 215 3 5 4 0 0 3 1 2 

Personal Emergency Response 
Systems 

6 125 2 0 3 0 0 1 0 0 

Rehabilitation Therapy 18 111 7 8 3 3 1 1 0 0 
Respite 27 396 8 13 6 0 2 1 2 6 

Senior/Adult Companion 
Services 

4 49 1 1 2 0 1 0 0 2 

Specialized Medical Equipment 
and Supplies/Assistive Devices 

5 5 2 3 0 0 0 1 0 0 

Supported Employment 10 638 2 5 3 1 0 0 2 1 

Supported Living 
Arrangements 

5 439 1 2 2 1 0 0 0 1 

n=number of survey respondents reporting that their agency provides the service listed. 
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Agencies reporting that they could have served more clients in 2008 were asked about the 

reasons for their additional capacity (Question 6 of the survey). Table 8 shows, by provider type, 

the reasons agencies cited for their additional capacity. The most frequently cited reason was 

ñThere are clients who need our services, but state funding is not available to enable us to serve 

themò (28 respondents). The second and third most cited reasons were ñThere are not enough 

clients in our service area who need our servicesò (16 respondents) and ñThere are clients who 

need our services, but they do not have transportation to come to our facilityò (12 respondents). 
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Table 8. Number of Agencies Reporting that They Could Have Served More Clients in 2008, by Reason for Additional Capacity 
(Q.6) 

Reason for Excess Capacity 

Provider Type 

Total 
(n=84) 

Adult 
Day Care 

(n=9) 

Assisted 
Living 
Facility 
(n=7) 

DD 
Services 
(n=10) 

Home 
Health 
Care 
(n=4) 

Home 
Meal 

Delivery 
(n=1) 

Hospice 
(n=1) 

MHRH 
Off-Line 

Providers 
(n=6) 

Nursing 
Home 
(n=33) 

PACE 
(n=1) 

Personal 
Care 

(n=11) 

Subsidized 
Housing 

(n=1) 

There are not enough clients in our service 
area who need our services. 

2 0 0 2 1 0 0 10 0 1 0 16 

There are clients who need our services, but 
the clients live outside our service area. 

1 0 0 3 0 0 0 3 0 2 0 9 

There are clients who need our services, but 
they do not have transportation to come to 
our facility. 

6 0 1 0 1 0 1 1 0 2 0 12 

There are clients who have requested our 
services once they move to the community, 
but they are having trouble finding housing. 

0 0 1 0 1 0 0 0 0 0 0 2 

There are clients who need our services, but 
state funding is not available to enable us to 
serve them. 

2 2 9 1 1 0 4 4 0 5 0 28 

Our agency is new and still getting 
established. 

0 0 0 0 0 0 0 1 0 0 0 1 

Our agency is not well known. 
 

3 1 1 2 0 0 0 1 0 0 1 9 

We are/were waiting for certificate of need 
(CON) approval. 

0 0 0 0 0 0 0 0 0 0 0 0 

Business was suspended while we awaited 
state inspections of licensure reviews. 

0 0 0 0 0 0 0 0 0 0 0 0 

We experienced problems with facilities 
and/or equipment that prevented us from 
operating at full capacity. 

0 0 0 0 0 0 0 1 0 0 0 1 

We reserve service capacity for certain types 
of clients and some of that capacity went 
unutilized. 

1 1 1 0 0 0 0 4 0 2 0 9 

Other 1 2 2 1 0 1 1 5 1 4 0 18 

n=number of survey respondents 
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Table 9 shows the number of agencies that reported waiting lists, by type of service, as well as 

the total number of clients on waiting lists.
13

 Agencies most frequently reporting waiting lists 

were nursing facility-skilled (61 percent of respondents providing this service; waiting lists 

totaling 43 individuals) and nursing facility-custodial (45 percent of respondents; waiting lists 

totaling 139 individuals). These were followed by 30 percent of assisted living providers 

reporting waiting lists, totaling 48 individuals. Table10 shows that the most frequently cited 

reason for waiting lists was ñNo available beds or housing units,ò which likely reflects a shortage 

of beds in nursing and assisted living facilities. Table11 lists the number of agencies, by provider 

type, that reported having to decline services to prospective client(s) in 2008. Seventy-five 

percent of home health agencies, 57 percent of assisted living facilities, and 42 percent of 

nursing homes reported that they declined services. 

 

Table 9. Number of Agencies Reporting Waiting Lists  
and Number of Clients on Waiting Lists, 2008 (Q. 9) 

Service* n 

No. of 
Agencies with 
Waiting Lists 

Percent of 
Agencies with 
Waiting Lists 

Total No. of 
Clients on 

Waiting Lists** 

Adult Day Service 12 2 17% 11 

Assisted Living 10 3 30% 48 

Habilitation - Day 14 3 21% 14 

Habilitation - Residential 15 1 7% 3 

Hospice 17 1 6% 2 

Nursing - Skilled 18 2 11% 9 

Nursing - Private Duty 6 1 17% 2 

Nursing Facility - Custodial 22 10 45% 139 

Nursing Facility - Skilled 18 11 61% 43 

Personal Care/Assistance 12 1 8% 25 

Rehabilitation Therapy 18 1 6% 5 

Respite 27 2 7% 4 

Senior/Adult Companion Service 4 1 25% 2 

Supported Employment 10 1 10% 5 
n=number of survey respondents reporting that their agency provides the service listed. 

* Includes only those services for which waiting lists were reported by respondents. 

** This is a sum of waiting list totals reported by respondents. Data have not been unduplicated. 

 

                                                 

13
 The survey asked about waiting lists in general; it did not specifically ask about waiting lists for Medicaid clients. 

Some providers may have a waiting list for Medicaid clients but not for Medicare, commercially-insured, or private-

pay clients. Because Medicaid payment rates are typically less than other payment rates, many providers limit the 

number of Medicaid clients that they will accept.  
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Table 10. Reasons Cited by Agencies for Waiting Lists (Q. 9) 

Reason 
No. of 

Responses 

Not enough staff available 1 

No available beds or housing units 20 

Awaiting medical or financial eligibility 
determination 8 

Awaiting a Medicaid waiver slot 2 

Other* 3 
* Other reasons cited were compatibility with the agencyôs services, 

limited space to safely provide the service, and clients who were deemed 

ñclinically inappropriateò for the agencyôs services. 

 

Table 11. Number of Respondents Reporting 
Declining Services to Prospective Clients, 2008 

Provider Type n 

No. of Agencies 
Declining 
Services 

Adult Day Care 9 1 

Assisted Living Facility 7 4 

DD Services  10 3 

Home Health Agency 4 3 

Home Meal Delivery 1 0 

Hospice 1 0 

MHRH Offline Providers 6 1 

Nursing Home 33 14 

PACE 1 1 

Personal Care 11 2 

Subsidized Housing 1 0 
n=number of survey respondents 

 

In Question 7 of the provider survey, respondents were asked how difficult it is to hire and retain 

registered nurses, licensed practical nurses, nursing aides, personal care attendants, social 

workers, and case managers. Responses are detailed in Table 12. Highlights include: 

Á Registered nurse (RN): Personal care agencies, DD services providers, and nursing 

homes most often reported that it is ñdifficultò or ñvery difficultò to hire and retain RNs 

(54 percent, 50 percent, and 48 percent, respectively, compared to 41 percent of providers 

overall).  

Á Licensed practice nurse (LPN): Thirty-nine percent of nursing homes reported that it is 

ñdifficultò or ñvery difficultò to hire and retain LPNs, compared to 24 percent of 

providers overall. 

Á Nursing aide: Providers experiencing the most difficulty are home health agencies (75 

percent ñdifficultò or ñvery difficultò), adult day care agencies (44 percent ñdifficultò or 
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ñvery difficultò), and personal care agencies (36 percent ñdifficultò or ñvery difficultò). 

This compares to 20 percent of providers overall. 

Á Personal care attendant: Personal care agencies (27 percent ñdifficultò and ñvery 

difficultò) and home health care agencies (25 percent ñdifficultò and ñvery difficultò) 

exceed the overall rate of 9 percent for all providers. 

Á Social worker and case manager: Adult day care providers, home health agencies, and 

personal care agencies reported the most difficulty in hiring these workers. 

 

Table 13 examines the accessibility of services that providers must obtain for their clients, either 

through contracting or referrals. Respondents were asked to indicate services that their clients 

need but that the agency either cannot provide or has difficulty obtaining through contracting and 

referrals. The most frequently cited services were transportation (27 respondents, or 34 percent), 

mental health (18 respondents, or 21 percent), and behavioral health (17 respondents, or 20 

percent). 
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Table 12. Agencies Reporting Difficulty in Hiring Direct Service Workers, by Type of Worker and Provider Type (Q. 7) 

  

Type of Worker No. % No. % No. % No. % No. % No. % No. % No. % No. % No. % No. % No. %

Registered Nurse

     Very difficult 0 0% 0 0% 1 25% 0 0% 0 0% 3 30% 0 0% 7 21% 0 0% 4 36% 0 0% 19 23%

     Difficult 3 33% 1 14% 0 0% 1 100% 0 0% 2 20% 0 0% 9 27% 0 0% 2 18% 0 0% 15 18%

     Somewhat difficult 1 11% 0 0% 1 25% 0 0% 1 100% 4 40% 3 50% 10 30% 1 100% 2 18% 0 0% 30 36%

     Not difficult at all 5 56% 3 43% 2 50% 0 0% 0 0% 1 10% 2 33% 7 21% 0 0% 3 27% 0 0% 18 21%

     Not Applicable 0 0% 3 43% 0 0% 0 0% 0 0% 0 0% 1 17% 0 0% 0 0% 0 0% 1 100% 2 2%

Licensed Practical Nurse

     Very difficult 1 11% 0 0% 0 0% 0 0% 0 0% 2 20% 0 0% 3 9% 0 0% 2 18% 0 0% 8 10%

     Difficult 0 0% 0 0% 0 0% 0 0% 0 0% 0 0% 0 0% 10 30% 0 0% 2 18% 0 0% 12 14%

     Somewhat difficult 3 33% 2 29% 1 25% 0 0% 0 0% 2 20% 1 17% 11 33% 0 0% 2 18% 0 0% 22 26%

     Not difficult at all 0 0% 3 43% 0 0% 0 0% 1 100% 0 0% 1 17% 6 18% 0 0% 2 18% 0 0% 13 15%

     Not Applicable 5 56% 2 29% 3 75% 1 100% 0 0% 6 60% 4 67% 3 9% 1 100% 3 27% 1 100% 29 35%

Nursing Aide

     Very difficult 3 33% 0 0% 0 0% 0 0% 0 0% 0 0% 0 0% 1 3% 0 0% 2 18% 0 0% 6 7%

     Difficult 1 11% 0 0% 3 75% 0 0% 0 0% 0 0% 0 0% 4 12% 1 100% 2 18% 0 0% 11 13%

     Somewhat difficult 3 33% 1 14% 0 0% 0 0% 1 100% 0 0% 0 0% 19 58% 0 0% 3 27% 0 0% 27 32%

     Not difficult at all 2 22% 5 71% 1 25% 0 0% 0 0% 1 10% 0 0% 9 27% 0 0% 3 27% 0 0% 21 25%

     Not Applicable 0 0% 1 14% 0 0% 1 100% 0 0% 9 90% 6 100% 0 0% 0 0% 1 9% 1 100% 19 23%

Personal Care Attendant

     Very difficult 0 0% 0 0% 0 0% 0 0% 0 0% 1 10% 0 0% 0 0% 0 0% 2 18% 0 0% 3 4%

     Difficult 1 11% 0 0% 1 25% 0 0% 0 0% 1 10% 0 0% 0 0% 0 0% 1 9% 0 0% 4 5%

     Somewhat difficult 2 22% 1 14% 0 0% 0 0% 0 0% 3 30% 0 0% 2 6% 0 0% 1 9% 0 0% 9 11%

     Not difficult at all 1 11% 4 57% 0 0% 0 0% 0 0% 0 0% 2 33% 3 9% 0 0% 3 27% 0 0% 13 15%

     Not Applicable 5 56% 2 29% 3 75% 1 100% 1 100% 5 50% 4 67% 28 85% 1 100% 4 36% 1 100% 55 65%

Social Worker

     Very difficult 0 0% 0 0% 0 0% 0 0% 0 0% 1 10% 0 0% 1 3% 0 0% 1 9% 0 0% 3 4%

     Difficult 2 22% 0 0% 1 25% 1 100% 0 0% 0 0% 0 0% 2 6% 0 0% 2 18% 0 0% 8 10%

     Somewhat difficult 3 33% 1 14% 1 25% 0 0% 1 100% 2 20% 2 33% 14 42% 1 100% 3 27% 0 0% 28 33%

     Not difficult at all 1 11% 0 0% 1 25% 0 0% 0 0% 4 40% 1 17% 13 39% 0 0% 2 18% 0 0% 22 26%

     Not Applicable 3 33% 6 86% 1 25% 0 0% 0 0% 3 30% 3 50% 3 9% 0 0% 3 27% 1 100% 23 27%

Case Manager

     Very difficult 0 0% 0 0% 0 0% 0 0% 0 0% 2 20% 0 0% 1 3% 0 0% 1 9% 0 0% 4 5%

     Difficult 1 11% 0 0% 1 25% 0 0% 0 0% 1 10% 0 0% 1 3% 0 0% 1 9% 0 0% 5 6%

     Somewhat difficult 5 56% 1 14% 0 0% 1 100% 1 100% 2 20% 0 0% 5 15% 1 100% 1 9% 0 0% 17 20%

     Not difficult at all 2 22% 0 0% 1 25% 0 0% 0 0% 2 20% 5 83% 4 12% 0 0% 3 27% 0 0% 17 20%

     Not Applicable 1 11% 6 86% 2 50% 0 0% 0 0% 3 30% 1 17% 22 67% 0 0% 5 45% 1 100% 41 49%

MHRH Offline 

Provider

Nursing 

Home PACE Personal Care

Subsidized 

Housing Total

Adult Day 

Care

Assisted 

Living Facility

Home Health 

Agency

Home Meal 

Delivery Hospice Group Home
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Table 13. Number of Respondents Indicating that Clients Need Certain Services but the Agency  
Experiences Difficulty with Contracting and Referrals for Those Services, by Provider Type (Q. 17) 

Service 

Provider Type 

Total 
(n=84) 

Adult Day 
Care 
(n=9) 

Assisted 
Living 
Facility 
(n=7) 

DD 
Services 
(n=10) 

Home 
Health 
Care 
(n=4) 

Home 
Meal 

Delivery 
(n=1) 

Hospice 
(n=1) 

MHRH 
Providers 

(n=6) 

Nursing 
Home 
(n=33) 

PACE 
(n=1) 

Personal 
Care 

(n=11) 

Subsidized 
Housing 

(n=1) 

Acute Care Services 1 1 1 0 0 0 1 1 0 0 0 5 
Preventive Health Care 1 1 1 0 0 0 1 0 0 0 0 4 
Nursing Home 0 1 0 0 0 0 0 0 0 2 0 3 
Assisted Living 1 0 1 1 0 0 0 4 0 1 0 8 
ICF-MR 0 0 0 1 0 0 0 1 0 1 0 3 
Case Management/ 
Coordination 1 0 0 0 0 0 0 2 0 0 0 3 
Personal Care/Assistance 0 0 0 1 0 0 1 1 0 0 0 3 
Adult Day Care 0 1 0 1 0 0 0 3 0 2 0 7 
Homemaker 0 0 0 0 0 0 1 2 0 1 0 4 
Home Health 1 0 0 0 0 0 1 2 0 0 0 4 
Respite 1 0 0 0 1 0 1 1 0 2 0 6 
Behavioral Health 0 0 2 2 1 0 2 7 0 3 0 17 
Mental Health 1 0 3 2 1 0 3 4 0 4 0 18 
Substance Abuse 0 0 0 0 1 0 0 1 0 4 0 6 
Transportation 5 1 2 1 1 0 4 6 0 7 0 27 
Other 1 0 0 0 0 0 0 1 0 1 0 3 

n=number of survey respondents 
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In Question 12 of the survey, respondents were asked about the biggest barriers to expanding 

capacity on a scale of 1 to 6, with 1 being ñnot a barrierò and 6 being ña very big barrier.ò Table 

14 summarizes the responses to this question. Appendix 6 provides ratings by provider type. 

Overall, the most frequently cited non-mutually exclusive barriers reported by agencies were 

ñstate budget constraintsò (76 percent rated this a 5 or 6) and reimbursement rates (66 percent 

rated this a 5 or 6). Thirty-five percent of agencies rated ñuncertain economic climateò a 5 or 6, 

and 34 percent rated ñcapital costsò at the same level. Contrary to responses to other survey 

questions, 56 percent of respondents said the availability of direct service workers was not a 

significant barrier and 58 percent said transportation was not a significant barrier (i.e., a rating of 

1 or 2).  

 

4ÁÂÌÅ ΣΦȢ 2ÅÓÐÏÎÄÅÎÔÓȭ 2ÁÔÉÎÇÓ ÏÆ 0ÏÔÅÎÔÉÁÌ "ÁÒÒÉÅÒÓ ÔÏ %ØÐÁÎÄÉÎÇ !ÇÅÎÃÙ #ÁÐÁÃÉÔÙȟ  
on a Scale of 1 to 6 for Each Potential Barrier (Q. 12) 

Potential Barrier 
Not a Barrier                                          A Very Big Barrier 

1 2 3 4 5 6 

Availability of direct service workers 42% 14% 12% 14% 12% 6% 

Availability of more land or space 58% 10% 8% 5% 7% 12% 

Availability of vendors/suppliers 80% 16% 2% 0% 0% 2% 
Transportation 50% 8% 18% 8% 7% 8% 
Reimbursement rates 10% 2% 10% 12% 14% 52% 
State budget constraints 10% 2% 6% 6% 14% 62% 
Capital costs 21% 5% 21% 18% 14% 20% 
Financing 31% 10% 24% 13% 10% 13% 
State regulations 31% 10% 14% 16% 14% 14% 
Licensure requirements 44% 14% 17% 7% 11% 7% 
Certificate of need regulations 51% 10% 14% 5% 6% 12% 
Accreditation requirements 68% 13% 8% 5% 2% 2% 
Agency owners 4% 80% 11% 2% 1% 2% 
Agency administration 83% 10% 4% 2% 0% 0% 
Uncertain economic climate 21% 5% 19% 19% 10% 25% 

Note: Percentages may not add up to 100% due to rounding. Respondents were not asked to rank 

potential barriers, so each potential barrier is independently reported. 

 

Barriers to expanding capacity cited by survey respondents vary by provider type (see Appendix 

6). For example: 

Á Adult day care providers: The most frequently cited barriers (i.e., a rating of 5 or 6) 

were ñreimbursement ratesò (89 percent); ñtransportationò (55 percent); and ñavailability 

of direct service workers,ò ñcapital costs,ò ñfinancing,ò and ñuncertain economic climateò 

(33 percent each). 

Á Assisted living providers: The most frequently cited barrier was ñstate regulations,ò 

which three respondents (43 percent) ranked as a 5 or 6. Some respondents said that 

ñreimbursement rates,ò ñstate budget constraints,ò ñcapital costs,ò ñfinancing,ò and 

ñuncertain economic clientò were barriers, but the majority did not. All seven respondents 
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said that ñavailability of direct service workersò and ñtransportationò were not barriers at 

all (a rating of 1).  

Á DD Services: The most frequently cited barriers (i.e., a rating of 5 or 6) were ñstate 

budget constraintsò (100 percent), ñuncertain economic climateò (80 percent), 

ñreimbursement ratesò (70 percent), and ñcapital costsò (60 percent). 

Á Nursing Homes: The most frequently cited barriers (i.e., a rating of 5 or 6) were ñstate 

budget constraintsò (82 percent), ñreimbursement ratesò (76 percent), ñstate regulationsò 

(51 percent), ñuncertain economic climateò (39 percent), and ñcapital costsò (32 percent). 

Á Personal Care Providers: The most frequently cited barriers (i.e., a rating of 5 or 6) 

were ñreimbursement ratesò (64 percent), ñstate budget constraintsò (64 percent), and 

ñavailability of direct service workersò (54 percent). 

Table 15 shows the number of respondents who reported plans to expand services in the next two 

years (Question 13). Of the 84 agencies that responded to this question, 50 (60 percent) reported 

plans for expansion. Agencies serving community-dwelling individuals (i.e., adult day care 

providers, home health agencies, personal care agencies, and home meal delivery) were most 

likely to be planning expansions, along with DD services and MHRH offline providers.  

 

Question 13 allowed survey respondents to comment on their expansion plans. Comments from 

adult day care providers indicated plans by some to expand the daily census by as much 20 

percent to 50 percent. Some of the personal care providers reported plans to expand the number 

of clients served by 10 percent to 25 percent. DD services providers are considering expanding 

shared living arrangements, children and adult residential services, residential and day 

habilitation services, supported employment, and services for veterans. Five nursing homes said 

that they were looking to increase the number of skilled nursing and rehabilitation beds, one is 

interested in exploring a Greenhouse-type facility, and two are looking to diversify into home 

and community-based services. One assisted living facility reported building a 30-bed facility for 

individuals with Alzheimerôs and other dementias. 
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Table 15. Number of Agencies with Plans to Expand Services in the Next Two Years,  
by Provider Type (Q. 13) 

Provider Type n 
Agencies Planning 

Expansions Percent 

Adult Day Care 9 7  78% 

Assisted Living Facility 7 3  43% 

DD Services 10 9 90% 

Home Health Agency 4 3  75% 

Home Meal Delivery 1 1 100% 

Hospice 1 0 0% 

MHRH Offline Providers 6 6 100% 

Nursing Home 33 10 30% 

PACE 1 1 100% 

Personal Care Aide 11 10 91% 

Subsidized Housing 1 0 0% 

Total 84 50 60% 

n=number of survey respondents 

Serving Clients with Special Needs 

The survey queried providers about the approximate percentage of their clients who have special 

needsðe.g., Alzheimerôs disease or other dementias, a diagnosis of depression or another mental 

illness, and challenging behaviors that require special care or referrals. Table 16 shows, by 

provider type, the number of survey respondents who reported serving clients with special needs, 

the mean percentage of clients with special needs, and the ñhighò and ñlowò percentages 

reported. Subsequent survey questions asked respondents how clients with special needs were 

managed (Table 17) and whether the agency provided specialized training to its staff to help 

them better care for these clients (Table 18). Table 19 shows reported staff skill levels in 

working with clients with special needs. 

 

Overall, 93 percent of survey respondents (78 of 84 respondents) reported serving clients with 

special needs. All participating adult day care, home health, home meal delivery, hospice, DD 

services, MHRH offline, PACE, and subsidized housing providers served clients with at least 

one special need: Alzheimerôs disease or dementia; a diagnosis of depression; another mental 

illness diagnosis; and/or challenging behaviors requiring special care or referrals. A majority of 

assisted living, DD services, nursing home, and personal care providers reported serving these 

populations as well. 

 

When asked how clients with special needs are managed, 42 agencies (55 percent of those 

responding to this question) reported managing clients onsite with staff who are licensed 

behavioral health providers (Table 17). Twenty-one agencies (28 percent) have onsite staff with 

little or no training in behavioral health managing clients with special needs. Fifteen agencies (20 

percent) reported that they discharge or transfer special needs clients. Thirty agencies (39 

percent) refer such clients to offsite behavioral health providers. Seven of the providers who 

checked the ñotherò category (see Table 17) commented that clients are managed onsite by the 
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agencyôs regular direct support staff who have been specially trained to care for clients with 

special needs. (Note: Many agencies employ multiple approaches to managing clients with 

special needs, so the percentages cited above add up to more than 100 percent.)  

 

Table 16. Number of Respondents Reporting Serving Clients with Special Needs  
and the Percentage of Clients with Special Needs, by Provider Type (Q. 15)  

Provider Type 

Diagnosis of 
!ƭȊƘŜƛƳŜǊΩǎ 
or Dementia 

Diagnosis of 
Depression 

Another 
Mental 
Illness 

Diagnosis 

Challenging 
Behaviors 
Requiring 

Special Care/ 
Referrals 

Adult Day Care  
(n=9) 

No. Respondents 
with % of clients > 0 

9 9 9 6 

Mean % of Clients 54% 27% 21% 33% 
High % of Clients 87% 80% 50% 80% 
Low % of Clients 18% 3% 1% 4% 

Assisted Living 
Facility  
(n=7) 

No. Respondents 
with % of clients > 0 

6 3 4 1 

Mean % of Clients 32% 24% 9% 10% 
High % of Clients 80% 40% 12% 10% 
Low % of Clients 5% 15% 5% 10% 

DD Services  
(n=10) 

No. Respondents 
with % of clients > 0 

8 8 9 8 

Mean % of Clients 6% 16% 33% 30% 
High % of Clients 10% 25% 92% 84% 
Low % of Clients 3% 5% 5% 5% 

Home Health 
Agency  
(n=4) 

No. Respondents 
with % of clients > 0 

3 3 2 2 

Mean % of Clients 27% 13% 10% 3% 
High % of Clients 50% 20% 15% 5% 
Low % of Clients 5% 10% 5% 1% 

Home Meal 
Delivery (n=1) 

No. Respondents 
with % of clients > 0 

1 1 1 0 

Mean % of Clients 40% 20% 10% 0% 
High % of Clients 40% 20% 10% 0% 
Low % of Clients 40% 20% 10% 0% 

Hospice  
(n=1) 

No. Respondents 
with % of clients > 0 

1 1 1 1 

Mean % of Clients 30% 10% 2% 2% 
High % of Clients 30% 10% 2% 2% 
Low % of Clients 30% 10% 2% 2% 

MHRH Offline 
Providers 

(n=6) 

No. Respondents 
with % of clients > 0 

0 6 6 6 

Mean % of Clients 0% 20% 39% 46% 
High % of Clients 0% 30% 70% 100% 
Low % of Clients 0% 2% 15% 20% 



 

 

36 

Provider Type 

Diagnosis of 
!ƭȊƘŜƛƳŜǊΩǎ 
or Dementia 

Diagnosis of 
Depression 

Another 
Mental 
Illness 

Diagnosis 

Challenging 
Behaviors 
Requiring 

Special Care/ 
Referrals 

Nursing Home  
(n=33) 

No. Respondents 
with % of clients > 0 

32 31 27 23 

Mean % of Clients 41% 30% 12% 9% 
High % of Clients 95% 95% 62% 25% 
Low % of Clients 10% 5% 1% 1% 

PACE  
(n=1) 

No. Respondents 
with % of clients > 0 

1 1 1 1 

Mean % of Clients 25% 30% 15% 2% 
High % of Clients 25% 30% 15% 2% 
Low % of Clients 25% 30% 15% 2% 

Personal Care  
(n=11) 

No. Respondents 
with % of clients > 0 

8 7 8 9 

Mean % of Clients 30% 17% 16% 14% 
High % of Clients 70% 40% 40% 40% 
Low % of Clients 1% 2% 1% 1% 

Subsidized 
Housing (n=1) 

No. Respondents 
with % of clients > 0 

1 0 0 0 

Mean % of Clients 10% 0% 0% 0% 
High % of Clients 10% 0% 0% 0% 
Low % of Clients 10% 0% 0% 0% 

n=number of survey respondents 

 

Table 17. Management of Clients with Special Needs, by Provider Type (Q. 16) 

Provider Type n 

Ways of Managing Clients with Special Needs 

Clients managed 
by onsite staff 

who are licensed 
behavioral 

health providers 

Clients managed 
by onsite staff 
who have little 
or no training in 

behavioral 
health 

Clients 
discharged or 
transferred to 

another 
agency or 
provider 

Clients retained 
but referred to 

an off-site 
behavioral 

health provider Other 
Adult Day Care 8 4 3 1 5 2 

Assisted Living Facility 4 1 0 1 3 3 

DD Services 10 5 5 0 3 3 

Home Health Agency 3 1 1 1 1 1 

Home Meal Delivery 1 0 0 0 0 1 

Hospice 1 1 0 0 0 0 

MHRH Offline Providers 6 2 1 0 1 4 

Nursing Home 32 22 9 9 11 8 

PACE 1 1 0 0 0 1 

Personal Care Aide 9 4 2 2 5 3 

Subsidized Housing 1 1 0 1 1 0 

Total 76 42 21 15 30 26 

n=number of agencies responding to Question 16 
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Sixty-eight agencies (81 percent) reported providing specialized training to staff responsible for 

caring for clients with special needs (Table 18). When asked about the level of staff skill in 

working with clients with dementia, mental illness, and/or challenging behaviors, 42 agencies 

(55 percent of those responding to this question) said their staff were ñhighly skilledò and 33 

agencies (43 percent) said their staff were ñsomewhat skilledò (Table 19). 

 

Table 18. Agencies Providing Specialized Training for Staff  
on Working with Clients with Special Needs, By Provider Type (Q. 16) 

Provider Type n 

No. of Agencies 
Providing 

Specialized 
Training 

Adult Day Care 9 9 
Assisted Living Facility 7 3 
DD Services 10 9 
Home Health Agency 4 2 
Home Meal Delivery 1 1 
Hospice 1 1 
MHRH Offline Providers 6 6 
Nursing Home 33 26 
PACE 1 1 
Personal Care Aide 11 9 
Subsidized Housing 1 1 

Total 84 68 
n=number of survey respondents 
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Table 19. Number of Agencies Reporting Having Staff Skilled in Working  
with  Clients with Special Needs, by Provider Type (Q. 16) 

Provider Type n 

Staff Skill Level in Working with  
Clients with Special Needs 

Highly 
Skilled 

Somewhat 
Skilled 

Not Very 
Skilled 

Not at all 
Skilled 

Adult Day Care 8 8 0 0 0 

Assisted Living Facility 5 1 3 1 0 

DD Services 9 6 3 0 0 

Home Health Agency 3 0 2 1 0 

Home Meal Delivery 1 0 1 0 0 

Hospice 1 1 0 0 0 

MHRH Offline Providers 6 3 3 0 0 

Nursing Home 32 15 17 0 0 

PACE 1 1 0 0 0 

Personal Care Aide 10 6 4 0 0 

Subsidized Housing 1 1 0 0 0 

Total 77 42 33 2 0 
n=number of agencies responding to Question 16 

 

Agencies were asked if there were services that their clients need but that the agency either 

cannot provide or has difficulty obtaining through contracting or referrals. As Table 20 displays, 

27 agencies (32 percent) said they had difficulty obtaining transportation for clients, including 

more than half of the adult day care, MHRH offline, and personal care providers. Seventeen 

agencies (20 percent) reported difficulty obtaining behavioral health services; eighteen (21 

percent) reported difficulty obtaining mental health services. 
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Table 20. Number of Agencies Reporting that Clients Need Certain Services but the Agency  
Cannot Provide the Service or Has Difficulty Obtaining the Service through Contracting and Referrals (Q. 17) 

Service Adult Day Care 
Assisted Living 

Facility DD Services 
Home Health 

Agency 
Home Meal 

Delivery Hospice 

n=9 n=7 n=10 n=4 n=1 n=1 
Acute care services 1 1 1 0 0 0 

Preventive health care 1 1 1 0 0 0 

Nursing home 0 1 0 0 0 0 

Assisted living 1 0 1 1 0 0 

ICF-MR 0 0 0 1 0 0 

Case management/care coordination 1 0 0 0 0 0 

Personal care/assistance 0 0 0 1 0 0 

Adult day care 0 1 0 1 0 0 

Homemaker 0 0 0 0 0 0 

Home health 1 0 0 0 0 0 

Respite 1 0 0 0 1 0 

Behavioral health 0 0 2 2 1 0 

Mental health 1 0 3 2 1 0 

Substance abuse 0 0 0 0 1 0 

Transportation 5 1 2 1 1 0 

Other 1 0 0 0 0 0 

Service 

MHRH Offline 
Provider Nursing Home PACE Personal Care 

Subsidized 
Housing Total 

n=6 n=33 n=1 n=11 n=1 n=84 
Acute care services 1 1 0 0 0 5 

Preventive health care 1 0 0 0 0 4 

Nursing home 0 0 0 2 0 3 

Assisted living 0 4 0 1 0 8 

ICF-MR 0 1 0 1 0 3 

Case management/care coordination 0 2 0 0 0 3 

Personal care/assistance 1 1 0 0 0 3 

Adult day care 0 3 0 2 0 7 

Homemaker 1 2 0 1 0 4 

Home health 1 2 0 0 0 4 

Respite 1 1 0 2 0 6 

Behavioral health 2 7 0 3 0 17 

Mental health 3 4 0 4 0 18 

Substance abuse 0 1 0 4 0 6 

Transportation 4 6 0 7 0 27 

Other 0 1 0 1 0 3 
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Unmet Needs  

Question 18 of the survey asked respondents, ñAs the number of older adults increases, what do 

you believe will be the greatest unmet need for long-term supports and services?ò Question 19 

invited respondents to provide additional comments on any of the topics covered in the survey. 

Some highlights from these open-ended questions follow. 

Á Adult day care: These providers cited a shortage of assisted living facilities that accept 

Medicaid clients; the need for enhanced home and community-based services; a shortage 

of transportation to enable individuals to access community services; appropriately 

trained direct service workers; inadequate reimbursement rates; and insufficient funding 

to incentivize the delivery of quality adult day care. Providers expressed concern about a 

lack of understanding among policymakers and the public about the nature and benefits 

of adult day careði.e., it is not ñbaby sittingò or a substitute for senior centers, but rather 

a cost-effective means for providing quality health and social services for older adults 

and individuals with disabilities in a safe and supportive environment. Providers also 

voiced concern about the number of providers entering the field without adequate 

regulatory oversight. Providers believe that introducing an acuity-based Medicaid 

reimbursement system and increasing overall reimbursement would help ñlevel the 

playing fieldò with other providers of long-term services and supports. This, in turn, 

would help decrease staff turnover, enhance continuity of care, and increase quality of 

care.  

Á Assisted living facilities: This group highlighted the need for Medicaid-financed assisted 

living services for clients with dementia; more mental health services; more smaller, 

home-like assisted living options for clients who do not care for large hotel-like settings; 

and financial and other incentives that will help smaller providers survive. 

Á Home health agencies: These agencies cited a need for more mental health services; 

greater attention to providing adequate reimbursement and ensuring safety as more sick 

and frail clients are discharged to the community from hospitals and nursing homes; 

adequately trained direct service workers; and public funding to support an increased 

need for home and community-based services. 

Á DD services providers: These providers cited a need for appropriate residential settings 

for young adults with severe physical and mental/behavioral health challenges who have 

ñaged outò of programs for children and youth and for whom nursing homes and 

supported living arrangements are not appropriate; a need for adequate funding for 

services that can help clients stay in their own homes with their families, including 

respite services and services for parents of adults with developmental disabilities; and 

programs that address evolving housing needs, socialization, employment, and 

ñunchartedò health needs (e.g., programs for individuals with Down syndrome who have 

developed Alzheimerôs disease or dementia) as many in the population with 

developmental disabilities live longer. One provider suggested that the state consider 

multi-purpose licenses for providers to give them more flexibility to serve multiple 

populations. 
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Á Nursing homes: These providers cited a need for more psychiatric, behavior 

management, and substance abuse services; inadequate reimbursement to care for higher-

acuity patients and particularly those requiring 24-hour care and supervision; a need for 

more skilled nursing staff at all levels; a need for more regulation of home-based care for 

individuals who would otherwise be in a nursing facility; and inadequate funding to 

provide the level of care that individuals need. Nursing home providers also expressed 

concern about state regulations for admitting Medicaid clients to nursing homes, saying 

that many clients who need nursing home care will not be able to obtain it and are likely 

to instead be admitted to assisted living facilities that are not equipped to care for them. 

Some nursing home providers were critical of state policies that allow poor-performing 

facilities to continue to operate (e.g., the moratorium on new beds and paying for beds 

that are out of service), saying that the state should encourage poor-performing homes to 

close and high-quality facilities to expand. Nursing home providers, also concerned about 

the multitude of waivers and transition programs to navigate when discharging patients, 

suggested that these services be consolidated administratively with a single entry point. 

One suggestion was to allow PACE to refer clients to assisted living facilities in addition 

to nursing homes, as some PACE clients now in nursing homes could be better served in 

assisted living facilities.  

Á Personal care agencies: These agencies cited a need for transportation for clients, 

particularly to medical appointments; a need for more direct care workers; inadequate 

reimbursement; and a need to integrate social workers into the care management team. 

Agencies believe that the compensation system for personal care workers needs to be 

restructured: hourly rates are too low to attract workers and many workers receive state 

assistance for housing, health care, child care, etc., and are unwilling to risk losing this 

assistance by working more hours. Given low reimbursement rates, agencies expressed 

concern about their ability to provide health insurance to workers as required by federal 

health reform legislation under consideration by Congress. 

Conclusion 

Responses to the provider survey suggest that there is currently sufficient resource capacity for 

growth in the long-term services and supports system in Rhode Island. Many providers are 

actively planning service expansions, particularly community-based services, in response to the 

aging population and the needs they are seeing firsthand. Providers are concerned about the lack 

of mental health services and the adequacy of reimbursement rates, as well as the current 

compensation system for community care workers, in which low wages and limited fringe 

benefits affect their ability to attract a competent workforce.  
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Descriptive Data on Medicaid Long-Term Services and Supports 

As part of this resource mapping project, the state of Rhode Island asked Hilltop to analyze FY 

2008 Medicaid administrative data to address the research questions below. This analysis used 

the service groupings in Appendix 7 that were developed in consultation with the state.  

Research Questions 

1. How do utilization and expenditures for Medicaid long-term services and supports differ 

for these populations: children with special needs, individuals with developmental 

disabilities, individuals with severe and persistent mental illness (SPMI), older adults, 

and other adults with disabilities? 

2. How many different types of long-term services and supports (e.g., nursing home, 

hospice, assisted living, adult day, home health) do individuals in each population use 

throughout the year and what is the distribution of users by their expenditures for long-

term services and supports? 

3. Within each population, which pairs of long-term services and supports are most 

frequently used by an individual? 

4. Within each service grouping, which providers delivered services to Medicaid clients, 

how many unique individuals did each provider serve, how many units of service did the 

provider deliver, and how much was the provider paid by Medicaid?  

Data Sources 

For the resource mapping project, EDS provided Hilltop with Rhode Island Medicaid MMIS data 

for FY 2006 to FY 2008. The September 2009 data pull from EDS captured claims data for all 

individuals who, at some point during the period of FY 2006 to FY 2008, had at least one claim 

for either institutional services or home and community-based services. The data were refined 

further by keeping only those claims with a ñlong-term services and supportsò category of 

service. (See Appendix 8 for the data request specifications.) This analysis examined FY 2008 

data only.  

Methodology 

Hilltop used the following criteria for defining population groups: 

Á Children with special healthcare needs: Anyone under the age of 21 at the end of FY 

2008. 

Á Individuals with developmental disabilities: Individuals receiving an MR/DD service, 

as defined by an MMIS category of service of 903, 913, 2605, or 2702 or a procedure 

code of X9999 and did not meet the criteria for ñchildren with special needs.ò 

Á Individuals with SPMI : Individuals receiving an SPMI service, as defined by an MMIS 

procedure code of H2017, H2018, X0341, X0137, H0036, X0138, X0342, or X0343 or a 
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procedure code of H0040 with a modifier of TF and did not meet the criteria for any of 

the above groups (i.e., children with special needs, individuals with developmental 

disabilities).  

Á Older adults: Individuals aged 65 and older at the end of FY 2008 who did not meet the 

criteria for any of the above groups (i.e., children with special needs, individuals with 

developmental disabilities, individuals with SPMI). 

Á Adults with disabilities: Any individual who used a long-term service or support but did 

not meet the criteria for any of the above groups (i.e., children with special needs, 

individuals with developmental disabilities, individuals with SPMI, and older adults). 

A hierarchical process was used to assign population groups at an individual level so that each 

recipient was only included in one population during the reporting period. The logical groupings 

are outlined above. Individuals are grouped into the first applicable population type. 

To complete the analysis, claims, eligibility, and provider data were pulled from the September 

2009 data pull received from Rhode Island. Once the data were prepared for analysis, individuals 

were assigned a population type based on the logic described above. Provider information was 

brought in from an external database. Multiple univariate and bivariate analyses were then 

conducted in order to create the output described below. 

Output 

The data generated by this analysis can be found in the appendices as follows:  

Á Appendix 9: Expenditures, Units of Service, and Unique Users by Population, FY 2008 

Á Appendix 10: Distribution of  Long-Term Services and Supports Users by Number of 

Services Used and Long-Term Services and Supports Spending, FY 2008 

Á Appendix 11: Most Frequently Used Pairs of Long-Term Services and Supports,  

FY 2008 

Á Appendix 12: Number of Users, Units of Service, and Payments by Medicaid Provider, 

FY 2008 
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Rebalancing Model 

The interactive, Excel-based rebalancing model Hilltop constructed as part of this project enables 

the state of Rhode Island to project utilization and expenditures for Medicaid long-term services 

and supports. The model projects spending for institutional versus home and community-based 

services based on historical trends in utilization, population projections, and assumptions about 

future service use. The model is designed to produce projections in five-year increments through 

2030. It is intended to aid the state in modeling the effects of proposed programs and policies 

that are likely to affect the demand for Medicaid long-term services and supports.  

This report presents output from the rebalancing model using baseline assumptions developed by 

Hilltop. In addition, output is presented using eight alternative scenarios that show the effect on 

the projections of varying assumptions in the baseline model such as trends in disability, service 

utilization, and inflation in payment rates.  

At the conclusion of the rebalancing project, Hilltop will turn over the Excel-based rebalancing 

model to the state for its own use. This will enable the state to model additional scenarios as new 

programs and policies are considered. 

Data Sources 

To develop the rebalancing model, Hilltop used Rhode Island Medicaid MMIS data for the three 

years (FY 2006 to FY 2008). This analysis used the service groupings in Appendix 7 that were 

developed in consultation with the state. The data were pulled by EDS in September 2009 and 

captured claims data for all individuals who, at some point during the period of FY 2006 to FY 

2008, had at least one claim for either institutional or home and community-based services. The 

data were refined further by keeping only those claims with a ñlong-term services and supportsò 

category of service. See Appendix 8 for data request specifications. 

For population projections, Hilltop used the standard set of population projections found in 

Rhode Island Population Projections: State, County, and Municipal 2000-2030, dated August 

2004 from the Rhode Island Department of Administration. 

Projections for wage growth from the Social Security Trusteesô annual report for 2009 were used 

to project inflation in payment rates. 

In addition, Hilltop consulted the research literature in choosing assumptions for baseline 

projections and alternative scenarios. References are provided in Appendix 13. 

Model Assumptions 

The assumptions in the rebalancing model fall into three categories: 

Á Mechanical Model: The mechanical model is included primarily for reference; it forms 

the skeleton for the projections assuming current patterns of service use by age group 

remain the same in future years. 
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Á Baseline Model: The baseline model is the ñbase,ò or primary projection. It incorporates 

projected shifts in patterns of long-term services and supports use based on reasonable 

assumptions about demographics and changes in service utilization and expenditures.  

It assumes a continuation of current trends in ñrebalancing.ò 

Á Alternative Scenarios: The eight alternative scenarios incorporate different assumptions 

for key elements used in the baseline model. These are intended to illustrate the effects of 

varying utilization patterns and potential changes in policy.  

Definitions 

Definitions for rebalancing model components are provided in Table 21. 

 

Table 21. Definitions Used in the Rebalancing Model 
Component Definition 

Year or FY Rhode Island fiscal year; e.g., FY 2008 = July 1, 2007, through June 
30, 2008. 

Base Year FY 2008, the most recent year of actual data used in the model 

Users The number of unduplicated people using a service at some time 
during the year. Users are defined for each service, age group, and 
year. 

Population 
The number of RI residents in a given age group for a given year; this 
is based on the population projections found in Rhode Island 
Population Projections: State, County, and Municipal 2000-2030, 
dated August 2004, from the Rhode Island Department of 
Administration. 

 

Units Aggregate units used by all users in the year; this is defined by 
service, age group, and year.  ²Ƙŀǘ άǳƴƛǘέ ǎǇŜŎƛŦƛŎŀƭƭȅ ǊŜǇǊŜǎŜƴǘǎ 
differs from service to service. CƻǊ ƛƴǎǘƛǘǳǘƛƻƴŀƭ ǎŜǊǾƛŎŜǎΣ ŀ άǳƴƛǘέ 
most often represents a day of service. For other services the 
definition varies (e.g., 15 minutes, hour, month, visit, or item). 

Spending 
Total Medicaid spending as defined in the MMIS claims files in the 
year. In historic years (FY 2006 ς FY 2008), spending is aggregated for 
each service and age group. In projected years, spending is estimated 
for each service and age group. 

Payment per Unit Spending divided by units; this is defined for each service, age group, 
and year. 
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Overview of Models 

Mechanical Projection Model 

The Mechanical Model projects future service use and spending if patterns of service use for 

each age group were the same in future years as currently. Specifically: 

Á The Mechanical Model assumes that future patterns of use, by age group, are the same as 

in FY 2008. 

Á The only changes in service use and spending over time result from population growth, 

changes in the age distribution in the population, and inflation in payments per unit of 

service. 

 

Table 22 lists specific assumptions for the Mechanical Model. The Mechanical Model was used 

as a basis for constructing the Baseline Projection Model described below and will not be 

discussed further in this report. 

 

Table 22. Mechanical Model Assumptions 
Model Component Assumption 

Projected population, each 
age group 

Rhode Island population projections from the Rhode 
LǎƭŀƴŘ 5ŜǇŀǊǘƳŜƴǘ ƻŦ !ŘƳƛƴƛǎǘǊŀǘƛƻƴΩǎ нллп ǊŜǇƻǊǘ 
Rhode Island Population Projections: State, County, and 
Municipal 2000-2030. Years between 2005 and 2010 
interpolated. 

User rate for each service and 
age group 

Same in future years as in the average of the three 
historic years (FY 2006 ς FY 2008).

14
 

Units per user for each service 
and age group 

Same in future years as in the base year (FY 2008). 

Payment per unit for each 
service 

Assumed to increase because of inflation. Specifically, 
grows annually after the base year (2008) by the 
estimated rate of growth in average wages based on the 
нллф {ƻŎƛŀƭ {ŜŎǳǊƛǘȅ ¢ǊǳǎǘŜŜǎΩ ŀƴƴǳŀƭ ǊŜǇƻǊǘ (Board of 
Trustees, 2009). The increase in payment per unit 
compared with the prior year is projected to be the 
following:  

2009      0.7% 
2010      3.4% 
2011-2015 4.1% 
2016-2020 3.8% 
2021-2030 3.9% 

                                                 

14
 Average of three historic years is calculated for each service and age group as:  

(Users 2006 + Users 2007 + Users 2008)/(Population 2006 + Population 2007 + Population 2008). 
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Baseline Projection Model: Assumes Rebalancing Continues 

In the Baseline Projection Model: 

Á Future patterns of use reflect projected ñrebalancingòðthat is, a shift to proportionately 

less use of institutional services (in particular, nursing home services) and more home 

and community-based services. 

Á Nursing home use per person in the population (that is, the nursing home user rate) is 

assumed to decline over time.  

Á User rates for use of other institutional services (i.e., MR and MH institutional services) 

are held constant at current user rates. It is assumed that reductions in user rates for 

institutional MR and MH services have already occurred, so future rates of institutional 

and home and community-based service use for MR and MH services will be similar to 

current rates. 

Á The number of users of home and community-based services are assume to increase by 

more than the decrease in the number of nursing home users because expanded home and 

community-based services will attract some users who previously would not have used 

nursing home services (sometimes referred to as the ñwoodworkò effect).  

Á The average acuity of nursing home users is assumed to increase because the individuals 

ñdivertedò to home and community-based services (that is, the individuals who otherwise 

would have used nursing home services) are, on average, less acute than the other nursing 

home users. To estimate this effect, the baseline model includes an ñintensity factor for 

nursing home,ò which increases payments per unit. 

Á The individuals ñdivertedò to home and community-based services are assumed to have 

higher average acuity than other home and community-based services users. This is 

estimated with an ñintensity factor for home and community-based services,ò which 

increases average units per user.  

 

Table 23 lists specific assumptions for the Baseline Projection Model. 

 

Table 23. Baseline Projection Model Assumptions 
Model Component Assumption 

Projected population, each age group Rhode Island population projections from Rhode Island 
Department of Administration (2004). Years between 
2005 and 2010 were interpolated. 

User rate for nursing home, all age groups Assume 3% decrease annually from base year. This is 
based on the recent trend in Rhode Island. The historic 
data used for the model indicate that the nursing home 
user rate decreased an average of about 3% per year 
between FY 2006 and FY 2008. This appears to be a 
continuation of a longer trend; specifically, a recent 
Rhode Island report indicates that the number of 
nursing home users declined at an average annual rate 
of about 3% over the 2002 to 2008 period (Rhode Island 
Department of Human Services, 2009). 
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Model Component Assumption 

User rate for άMR CŀŎƛƭƛǘȅέ and άMH CŀŎƛƭƛǘȅέ services Same in future years as in the average of the three 
historic years (FY 2006-FY 2008). 

User rate for non-MR home and community-based 
services

15
 

The user rate increases annually by two factors:  

 ά5ƛǾŜǊǎƛƻƴέ ŎƻƳǇƻƴŜƴǘΥ ¢his part of the increase in 
the number of users is the same (by age group) as 
the decrease in the number of nursing home users. 
όάLƴŎǊŜŀǎŜέ ŀƴŘ άŘŜŎǊŜŀǎŜέ ŀǊŜ ǊŜƭŀǘƛǾŜ ǘƻ ǘƘŜ 
Mechanical Model.)  

 ά²ƻƻŘǿƻǊƪέ ŎƻƳǇƻƴŜƴǘΥ Lƴ ŀŘŘƛǘƛƻƴ ǘƻ άŘƛǾŜǊǘŜŘέ 
users, it is assumed that additional individuals will 
use home and community-based services. The 
Baseline Projection Model assumes that the ratio of 
άǿƻƻŘǿƻǊƪέ ǳǎŜǊǎ ǘƻ άŘƛǾŜǊǘŜŘέ ǳǎŜǊǎ ǿƛƭƭ ōŜ м ǘƻ м 
through 2015; that is, for every person who is 
άŘƛǾŜǊǘŜŘέ ŦǊƻƳ ŀ ƴǳǊǎƛƴƎ ƘƻƳŜΣ ǘƘŜǊŜ ŀǊŜ н ƘƻƳŜ 
and community-ōŀǎŜŘ ǎŜǊǾƛŎŜǎ ǳǎŜǊǎ όŀ άŘƛǾŜǊǘŜŘέ 
ǳǎŜǊ ŀƴŘ ŀ άǿƻƻŘǿƻǊƪέ ǳǎŜǊύΦ The ratio will decline 
to 0.5 to 1 after 2015 through 2025, and to 0.25 to 
1 after 2025 through 2030. Several research studies 
informed estimates of the woodwork effect.

 16
 

User rate for άotherέ home and community-based 
services (that is, the home and community-based  
services that are not included in non-MR home and 
community-based services above) 

Same in future years as in the average of the three 
historic years (FY 2006-FY 2008). 

Units per user for each service and age group 
Same in future years as in the base year (FY 2008), 
except for non-MR home and community-based 
services, ǿƘƛŎƘ ŀŘŘƛǘƛƻƴŀƭƭȅ ƛƴŎǊŜŀǎŜ ōȅ ŀƴ άƛƴǘŜƴǎƛǘȅ 
factor for home and community-based servicesΦέ 
Specifically, the intensity factor for home and 
community-based services increases units per user (for 

                                                 

15
ñNon-MRò home and community-based service amounts were estimated by excluding the following categories of 

service from total home and community-based services: MR Waiver Services and MHRH Off-line Providers; and by 

including only the portion of durable medical equipment attributable to aged and disabled waiver programs 

(specifically, ñDME A&D Waiver,ò ñDME DEA Waiver,ò and ñDME PARI Waiverò). The estimated portion of 

durable medical equipment attributable to aged and disabled waiver programs is 34 percent, based on data from FY 

2008. 
16

 The literature reports significant evidence of a ñwoodworkò effect. The woodwork effect appears to be greater 

when home and community-based services systems are in early stages of development and can be low in developed 

home and community-based services systems. This is consistent with empirical findings that expanding home and 

community-based services does not reduce total long-term care spending or may not reduce it for several years. In 

the state of Washington, which has a developed home and community-based services system, evidence indicates that 

between 1999 and 2005, for every 1 person ñdivertedò from a nursing home, there were 1.6 home and community-

based service users (calculated based on data in SEIU Healthcare, 2009, Table 1). For additional information, see the 

following references in Appendix 13: Doty, 2000; Grabowski, 2006; Kaye, LaPlante, & Harrington, 2009; Mollica 

et al., 2009; SEIU Healthcare, 2009; and Weiner et al., 2004). 
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Model Component Assumption 

non-MR home and community-based services) to 
reflect the following assumption: ǘƘŜ άƴŜǿέ home and 
community-based services ǳǎŜǊǎ ǿƘƻ ŀǊŜ άŘƛǾŜǊǘŜŘέ 
(from nursing home use) are assumed to have average 
units per person that are 20 percent greater than the 
average units per person among other home and 
community-based services users.

17
 

Payment per unit for each service Payments per unit increase for all services by inflation 
(i.e., payments per unit increase at the rate of wage 
growth; this is the same as in the Mechanical Model). 

In addition, for nursing home services, payments per 
until also increase by an άƛƴǘŜƴǎƛǘȅ ŦŀŎǘƻǊ ŦƻǊ nursing 
homeέ to account for an increase in average acuity of 
nursing home users as the nursing home user rate 
declines. The underlying assumption behind the 
intensity factor is that the average payment per unit for 
the ƴǳǊǎƛƴƎ ƘƻƳŜ ǊŜǎƛŘŜƴǘǎ ǿƘƻ ŀǊŜ άŘƛǾŜǊǘŜŘέ ǘƻ home 
and community-based services in the Baseline 
Projection Model is approximately 80 percent of the 
average payment per unit would be for all nursing 
home residents if there were no decline in the nursing 
home user rate. 

Note: The two factors that affect payment per unit for 
nursing homes are multiplicative; that is, the inflation 
factor is multiplied by the intensity factor to compute 
the combined effect. 

Alternative Scenario 1: Faster Rebalancing 

This scenario assumes that the state implements policies to promote faster rebalancing than in the 

Baseline Projection Model. As a result, the nursing home user rate decreases faster than in the 

Baseline Projection Model and non-MR home and community-based services increases more 

rapidly. 

 

Specifically, this scenario differs from the Baseline Projection Model as follows: 

Á The user rate for nursing home services is assumed to decrease by 4 percent annually 

(compared to 3 percent in the Baseline Projection Model). Based on the experiences in 

other states, this is an especially rapid, but possible, rate of decrease. For example, two 

                                                 

17
 The ñotherò home and community-based services users are individuals who would have used these services even 

without rebalancingðplus the ñwoodworkò users (who are assumed to have the same average units per user as the 

Mechanical Model users). 
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states considered to be leaders in rebalancing efforts experienced average annual 

decreases in nursing home user rates between 1999 and 2005 of 3 percent (Washington) 

and 4 percent (Oregon).
18

  

Á Some other components adjust within the model using the same logic as in the Baseline 

Projection Model. Specifically, the user rate for non-MR home and community-based 

services increases more rapidly than in the Baseline Projection Model, consistent with 

Scenario 1ôs faster rebalancing. In addition, intensity factors for nursing home and non-

MR home and community-based services adjust to reflect more rapid rebalancing. 

Alternative Scenario 2: Slower Rebalancing 

Alternative Scenario 2 is similar to Alternative Scenario 1, except that it assumes slower 

rebalancing. Specifically, the user rate for nursing home services is assumed to decrease by 1 

percent annually (compared to 3 percent annually in the Baseline Projection Model and 4 percent 

in Alternative Scenario 1); consistent with slower rebalancing, the growth in home and 

community-based services is slower in Scenario 2 than in the Baseline Model or Scenario 1. 

Although the Baseline Modelôs assumption of a 3 percent annual decrease in nursing home user 

rate is consistent with recent trends in Rhode Island, it may be difficult to maintain that pace of 

change. Scenario 2 assumes rebalancing would continue, but at a slower pace than in the 

Baseline Model.  

Alternative Scenario 3: Slower Growth in Use of Medicaid Long-Term Services and 
Supports Because of Demographic Trends 

This scenario assumes that user rates among older adults (aged 65 and older) gradually decline to 

reflect lower rates of eligibility for Medicaid long-term services and supports in this population. 

Such a decrease in utilization could occur because of declines in age-specific disability rates, 

increasing income and assets, or a combination of these factors.
19

 Specifically, this scenario 

assumes user rates decline by 0.5 percent per year for all age groups aged 65 and older. 

 

All other assumptions are identical to those for the Baseline Projection Model. 

Alternative Scenario 4: Potential Health Reform Expansion of Medicaid Eligibility 

This scenario increases user rates among adults younger than age 65 to estimate the effects of 

expanding eligibility for Medicaid under health reform proposals under consideration by the U.S. 

Congress. In addition to increased eligibility for the population aged 20-64, this scenario 

assumes slightly expanded eligibility for the population aged 65 and older because of provisions 

in proposed legislation such as those requiring spousal impoverishment protections to be similar 

                                                 

18
 Calculated using data from SEIU Healthcare (2009), Table 1. 

19
 For a review of the literature on disability trends among the older population, see Freedman, Martin, & Schoeni, 

2002, in Appendix 13. 
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for users of both home and community-based services and nursing homes,
20

 and because 

expanded Medicaid eligibility for younger adults is likely to increase enrollment among eligible 

people at older ages. 

 

The estimates are a rough approximation: we do not analyze a specific health reform proposal 

and do not have sufficient information to produce a specific analysis of the potential effects of 

health reform proposals. Rather, we rely on rough approximations of how health reform may 

expand the proportions of people using Medicaid long-term services and supports by broad age 

groups. 

 

Specifically, this scenario differs from the Baseline Projection Model as follows: 

Á The user rate for all services is increased by 10 percent for ages 20-64 compared to 

Baseline. A recent study examining the potential effects of health reform proposals on the 

states estimated that in Rhode Island, Medicaid enrollees under age 65 would increase by 

about 30 percent, with enrollment of children in Medicaid/CHIP not being affected).
21

 In 

Alternative Scenario 4, it is assumed that new Medicaid enrollees under health reform 

would be less likely, on average, to use long-term services and supports; thus, the user 

rate in this scenario is increased by a smaller percentage than the increase in enrollment. 

Á The user rate for individuals aged 65 and older is increased by 1 percent compared to the 

Baseline Projection Model. This small expansion reflects potential expansion of 

eligibility under health reform and an assumption that increases in eligibility among 

people under age 65 will lead to reductions in the proportion of people aged 65 and older 

who do not enroll in Medicaid although they would be eligible. 

Alternative Scenario 5: Smaller Woodwork Effect 

This scenario assumes a smaller ñwoodworkò effect than in the Baseline Projection Model. This 

could occur if the state were to develop programs that more effectively target home and 

community-based services benefits to individuals at highest risk of nursing home use. Research 

indicates that states with developing home and community-based services systems can expect 

some woodwork effect as individuals with previously unmet needs begin to use home and 

community-based services. Among states with ñdevelopedò home and community-based 

systems, recent experience is mixed: data indicate that between 1999 and 2005, Washington 

experienced a woodwork effect but Oregon did not.
22

 In this scenario, it was assumed that there 

would be a decline over time in the woodwork effect as Rhode Islandôs home and community-

based services system becomes more developed.  

 

                                                 

20
 The SCAN Foundation, 2010. (Appendix 13.) 

21
 Holahan & Blumberg, 2010. (Appendix 13.)  

22
 SEIU Healthcare, 2009. (Appendix 13.) 
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Specifically, this scenario varies from the Baseline Projection Model as follows: 

Á This scenario assumes that the ratio of ñwoodworkò home and community-based services 

users to home and community-based services users ñdivertedò from nursing homes 

decreases more rapidly over time than in the Baseline Projection Model. Specifically, the 

ratio is 1 to 1 through 2010; 0.5 to 1 from 2011 through 2015; and 0.1 to 1 from 2016 

through 2030. In contrast, the Baseline Projection Model assumes the ratio of 

ñwoodworkò users to ñdivertedò users of home and community-based services decreases 

from 1 to 1 through 2015 to 0.25 to 1 after 2025.  

 Alternative Scenario 6: Increased Disability Among the Under Age 65 Population 

This scenario increases user rates to reflect an assumption of increasing disability among people 

under age 65. Recent studies of disability among younger cohorts have found recent increases in 

disability rates among adults under age 65.
23

 This scenario assumes the trend of higher disability 

among younger cohorts will continue. In addition, as the under age 65 population ages, the trend 

in increased disability is expected to affect cohorts over age 65.
24

 Thus, the rebalancing model 

incorporates increased user rates for groups over age 65 in future years. 

 

Specifically, this scenario varies from the Baseline Projection Model as follows: 

Á User rates for age groups under age 65 increase by 0.5 percent annually 

Á In 2015, the increase in user rates applied to the under age 65 population in the above 

assumption is also applied to users aged 65-70 

Á In 2020, the increase in user rates is also applied to users aged 65-74 

Á In 2025, the increase in user rates is also applied to users aged 65-79 

Á In 2030, the increase in user rates is also applied to users aged 65-84 

Alternative Scenario 7ȡ #ÏÍÂÉÎÅÄ Ȱ"ÅÓÔȱ 3ÃÅÎÁÒÉÏÓ 

This scenario combines the most optimistic scenarios (from the point of view of controlling 

spending for long-term services and supports) from the previous scenarios.  

 

Specifically, this scenario varies from the Baseline Projection Model as follows: 

Á Slower growth in use of Medicaid long-term services and supports (Scenario 3) 

Á Smaller woodwork effect (Scenario 5) 

                                                 

23
 Bhattacharya et al., 2008; Lakdawalla, Bhattacharya, & Goldman, 2004. (Appendix 13.) 

24
 Bhattacharya et al., 2004; Iezzoni & Freedman, 2008. (Appendix 13.) 
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Alternative Scenario 8: CoÍÂÉÎÅÄ Ȱ7ÏÒÓÔȱ 3ÃÅÎÁÒÉÏÓ 

This scenario combines the scenarios above that lead to the highest spending for long-term 

services and supports. 

 

Specifically, this scenario varies from the Baseline Projection Model as follows: 

Á Potential health reform expansion of Medicaid eligibility (Scenario 4) 

Á Increased disability among the under age 65 population (Scenario 6) 

Model Output 

Output from the Baseline Projection Model and the eight alternative scenarios are summarized 

below. Appendix 14 provides more detail on the output from the Baseline Projection Model and 

each of the eight alternative scenarios, including projected Medicaid users, units of service, 

expenditures for 2010 through 2030, and the distribution of expenditures for institutional versus 

home and community-based services. 

Baseline Projection Model 

Figures 1-7 summarize output from the Baseline Projection Model.  

As shown in Figure 1, the Baseline Projection Model assumes growth in the overall population 

from 1.05 million in 2010 to 1.14 million in 2030. The percentage of the population aged 65 and 

over is projected to grow from 15 percent in 2010 to 20 percent in 2030. 

Figure 1. Projected Population Growth in Rhode Island, 2010-2030 
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Figure 2 shows how the population aged 65 and over is expected to change over the next two 

decades. The ñyoung oldòðthose aged 65-74ðwill increase from 7 percent of the total 

population in 2010 to 12 percent in 2030, while the proportion of the population aged 75-84 and 

aged 85+ will remain the same.  

 
Figure 2: Projected Distribution of the Rhode Island Population Aged 65+, 

2010 and 2030 
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Figure 3 shows projected users of Medicaid long-term services and supports. In 2010, 15,402 

individuals are expected to use services, increasing to 18,414 individuals by 2030 (a 20 percent 

increase). 

Figure 3. Baseline Projection Model: 
Projected Users of Medicaid Long-Term Services and Supports, 2010-2030 

 
 

Figure 4 illustrates the projected decline in the number of individuals using Medicaid nursing 

home services, from 8,155 individuals in 2010 to 5,225 individuals in 2030 (a decline of 36 

percent).  
Figure 4: Baseline Projection Model: 

Projected Users of Medicaid Nursing Home Services, 2010-2030 

 

0

5,000

10,000

15,000

20,000

25,000

30,000

2010 2015 2020 2025 2030

0

1,000

2,000

3,000

4,000

5,000

6,000

7,000

8,000

9,000

2010 2015 2020 2025 2030



 

 

56 

Figure 5 shows projected expenditures for Medicaid long-term services and supports. 

Expenditures are expected to more than double from 2010 to 2030, from $711.9 million to $1.49 

billion. (Note: All projected expenditures in this report are projected actual expenditures in the 

specified year and reflect inflation. Inflation-adjusted amounts in constant FY 2008 dollars can 

be found in The Hilltop Instituteôs April 14, 2010, presentation entitled, Rhode Island Real 

Choices Long-Term Services and Supports Resource Mapping.) 

 
Figure 5: Baseline Projection Model: 

Projected Expenditures for Medicaid Long-Term Services and Supports, 2010-2030 
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Figure 6: Baseline Projection Model: 
Projected Expenditures for Medicaid Nursing Home Services, 2010-2030 

 
 

The pie charts in Figure 7 compare the projected distribution of expenditures by type of service 

in 2010 and 2030. Most significant is the decline in the percentage of overall spending for 
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Figure 7: Baseline Projection Model: Projected Distribution of 
Medicaid Expenditures by Type of Service, 2010 and 2030 
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Alternative Scenarios 

Alternative Scenario 1: Faster Rebalancing 

This scenario assumes that the proportion of people using nursing home services decreases faster 

than in the Baseline Projection Model, while the proportion using non-MR home and 

community-based services increases more rapidly. As shown in Figure 8, in this scenario the 

projected number of nursing home users decreases by 48 percent between 2010 and 2030, from 

just under 8,000 in 2010 to about 4,200 in 2030, compared with a decrease of 36 percent in the 

Baseline Projection Model.  

As Figure 9 shows, the Faster Rebalancing scenario projects total spending for long-term 

services and supports to be slightly higher than in the Baseline Projection Model during the 2010 

to 2025 period, but $5.7 million less than in the Baseline Projection Model by 2030. This is 

consistent with the research literature indicating that rebalancing usually results in initially 

higher spending as home and community-based services are being developed and their use 

grows, but can lead to slower spending growth over time.
25

  

Looking at the spending ñbalanceò between institutional and community services, this scenario 

projects that spending for nursing home services as a share of total spending for nursing home 

and non-MR home and community-based services decreases from 75 percent in 2010 to 46 

percent in 2030. In comparison, in the Baseline Projection Model, this share decreases from 77 

percent in 2010 to 53 percent in 2030. 

Figure 8. Alternative Scenario 1 Compared to Baseline Projection Model 
Projected Number of Nursing Home Users, 2010 to 2030 

 

                                                 

25
 Kaye, LaPlante, & Harrington, 2009. (Appendix 13.) 
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Figure 9: Alternative Scenario 1 Compared to Baseline Projection Model 
Projected Expenditures for Long-Term Services and Supports, 2010 to 2030 
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Figure 10. Alternative Scenario 2 Compared to Baseline Projection Model 
Projected Number of Nursing Home Users, 2010 to 2030 

 
 

Figure 11: Alternative Scenario 2 Compared to Baseline Projection Model 
Projected Expenditures for Long-Term Services and Supports, 2010 to 2030 
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occur because of declines in age-specific disability rates, increasing income or assets, or a 

combination of these factors.   

Similarly, the growth of expenditures with this scenario is lower than in the Baseline Model. As 

shown in Figure 13, total spending for long-term services and supports grows from $768 million 

in 2010 to $1,431 million in 2030. In comparison, in the Baseline model, spending grows from 

$768 million to $1,486 million. As a result, projected spending in 2030 is $54.8 million less 

under this scenario than in the Baseline Projection Model. 

Figure 12. Alternative Scenario 3 Compared to Baseline Projection Model 
Projected Number of Users of Long-Term Services and Supports, 2010 to 2030 

 
 

Figure 13: Alternative Scenario 3 Compared to Baseline Projection Model 
Projected Expenditures for Long-Term Services and Supports, 2010 to 2030 
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Alternative Scenario 4: Potential Health Reform Expansion of Medicaid Eligibility 

As described earlier, this scenario shows the effect of simplified assumptions for how health 

reform proposals may expand the use of Medicaid long-term services and supports. The 

assumptions increase the use of services by adults under age 65, and to a smaller extent by adults 

aged 65 and over, beginning in 2015.  

As Figure 14 shows, the number of users of long-term services and supports is slightly higher in 

this scenario than in the Baseline Projection Model for all years after 2015; the number of users 

varies between 2.2 percent and 2.6 percent higher than the Baseline users in the 2015 to 2030 

period.   

Figure 14. Alternative Scenario 4 Compared to Baseline Projection Model 
Projected Number of Users of Long-Term Services and Supports, 2010 to 2030 

 
 

Figure 15 shows a corresponding increase in projected total expenditures for long-term services 
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Figure 15: Alternative Scenario 4 Compared to Baseline Projection Model 
Projected Expenditures for Long-Term Services and Supports, 2010 to 2030 

 

AlternÁÔÉÖÅ 3ÃÅÎÁÒÉÏ Ϋȡ 3ÍÁÌÌÅÒ Ȱ7ÏÏÄ×ÏÒËȱ %ÆÆÅÃÔ 

To project the possible effects if the state were to develop programs that were even more 

effective than the Baseline assumptions at targeting home and community-based services 

benefits to individuals at the highest risk of nursing home use, this scenario assumes a lower 

ñwoodworkò effect than in the Baseline Model. This would result in slower growth of home and 

community-based services as nursing home users decline, and thus fewer users of long-term 

services and supports compared with the Baseline Projection Model (see Figure 16). Under this 

scenario, there would be 4.1 percent fewer total consumers of long-term services and supports in 

2030 compared with the Baseline Projection Model. 

An assumption of a lower ñwoodworkò effect would also slow spending growth compared with 

the Baseline Projection Model. As Figure 17 shows, total spending for long-term services and 

supports would be about $1,449 million in 2030 under this scenario, or about 2.5 percent less 

than in the Baseline Projection Model.  

$0

$200

$400

$600

$800

$1,000

$1,200

$1,400

$1,600

$1,800

$2,000

2010 2015 2020 2025 2030

M
ill

io
n

s

Baseline

Alt. Scenario 4



 

 

65 

Figure 16. Alternative Scenario 5 Compared to Baseline Projection Model 
Projected Number of Users of Long-Term Services and Supports, 2010 to 2030 

 
 

Figure 17: Alternative Scenario 5 Compared to Baseline Projection Model 
Projected Expenditures for Long-Term Services and Supports, 2010 to 2030 
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As Figure 18 illustrates, this scenario projects 21,800 users of long-term services and supports in 

2030, about 18 percent more than in the Baseline Projection Model. 

Figure 18. Alternative Scenario 6 Compared to Baseline Projection Model 
Projected Number of Nursing Home Users, 2010 to 2030 

 
 

Figure 19 shows the corresponding effect on total spending for long-term services and supports; 

by 2030, total spending under the scenario is projected to be 15 percent greater than in the 

Baseline Projection Model.  

Figure 19: Alternative Scenario 6 Compared to Baseline Projection Model 
Projected Expenditures for Long-Term Services and Supports, 2010 to 2030 
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!ÌÔÅÒÎÁÔÉÖÅ 3ÃÅÎÁÒÉÏ έȡ #ÏÍÂÉÎÅÄ Ȱ"ÅÓÔȱ 3ÃÅÎÁÒÉÏÓ 

With the combination of slower growth in Medicaid long-term services and supports (Scenario 

3) and a smaller ñwoodworkò effect (Scenario 5), this scenario projects only a 6 percent increase 

in users of long-term services and supports between 2010 and 2030, compared with a 44 percent 

increase in the Baseline Projection Model. See Figure 20. 

Figure 20. Alternative Scenario 7 Compared to Baseline Projection Model 
Projected Number of Nursing Home Users, 2010 to 2030 

 

Under this combined scenario, total spending is projected to be $1,392 million in 2030, or about 

$93 million less than in the Baseline Projection Model. See Figure 21. 

Figure 21: Alternative Scenario 7 Compared to Baseline Projection Model 
Projected Expenditures for Long-Term Services and Supports, 2010 to 2030 
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