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Executive Summary
In the 2011 Vermont legislative session, Act 63 Sec. E. 300 (c) directed the Commissioner of the Department of
Disabilities, Aging, and Independent Living (DAIL) to report to the House and Senate Committees on Appropriations,
the House Committee on Human Services, and the Senate Committee on Health and Welfare by January 15, 2012
with recommendations regarding the scope of providers that the department may contract with to provide services
under the CFC (Choices for Care) program.
In response to this directive, DAIL contracted with us, the external evaluation team for the Choices for Care Waiver
(CFC), the University of Massachusetts Medical School (UMMS). We conducted literature/ document reviews,
analysis of several other states, secondary analysis of Market Decisions survey data (Robertson, Maurice and
Madden, 2011) and stakeholder interviews in order to explore and analyze the possible addition of non-medical CFC
Home and Community-Based Services (HCBS) providers in terms of access, choice, cost and financial impact, and
outcomes and quality. We find the following benefits and challenges associated with the expansion of CFC providers
to include non-medical providers.
Domain
Access

Benefits
o Increases the number of providers
o Expands the options for participants
o May allow for the inclusion of providers who are
willing to do things differently (e.g. transportation)
o Offers more staffing opportunities for times of day
that are more difficult to cover (evening, overnight
and weekend)
o Expands access to non-medical providers (access
that is currently limited to people using Flexible
Choices)

Challenges
o May complicate the system, making it
difficult for participants and families to
choose and access services
o May decrease access to services if Home
Health Agencies leave the market

Choice

o Gives the participant more options
o Allows the participant to decide which agencies
can meet needs the best
o Empowers the participant who selects a provider
to manage services without feeling dependent on
one organization
o May encourage provider agencies to ‘compete’ for
participants by providing high quality and
responsive services
o Permits participants in all locations to have options
of service providers
o Permits participants who choose Consumerdirected/Surrogate-directed services to have
another alternative to agency services

o May create confusion for participants
through the addition of more organizations
o May diminish choice if Home Health
Agencies leave the market
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Domain
Cost/
Financial
Impact

Benefits
o Decreases some service cost (costs per unit
switched from HHA higher cost providers to nonmedical providers)
o Reduces some system costs if more people can
be supported at home
o May create incentives for providers to improve
wages, benefits and working conditions for direct
service workers
o Creates opportunities for Home Health Agencies to
expand service reach by adding a non-medical
provider entity to their agencies’ menu of service
options
o Would not involve some “start-up” costs for nonmedical providers currently operating in Vermont

Quality and
Outcomes

o May offer an incentive for improved training for
direct service workers, increasing workforce quality
o Increases access, one outcome of a high quality
system, because participants may be better able to
receive all of the services they need
o Increases opportunities to allow a person to
remain at home, a “choice” outcome
o Competition for participants may help to ensure
quality of services

Challenges
o Increases some service unit costs (costs
per unit switched from Consumerdirected/Surrogate-directed services to
non-medical providers)
o May create market that is not profitable
enough for certain current Home Health
Agencies to provide CFC services
o Compels the State to manage provider
taxes and reimbursement rates to ensure
no unintended shift in revenues versus
costs
o Increases some costs to providers due to
additional reporting to the State
o Increases some costs to State in
administration and oversight of CFC, e.g.
additional reporting from providers
o Increases some costs and resource needs
for providers if required training or
certification of PCAs is implemented
o Would require the State to develop and
implement procedures, standards and
quality monitoring for a new set of
providers.

Based on the findings, we, CFC’s external evaluators, recommend that Vermont open its CFC HCBS service delivery
system to additional non-medical providers. If the expansion is carefully and deliberately implemented, access and
choice will be expanded and enhanced, costs will be controlled and quality will be maintained or improved.
Specifically, we recommend that Vermont adopt a phased-in approach to the expansion to non-medical providers
with the following components:
• Open up the CFC market to non-medical providers, thereby removing the incomplete geographic monopoly of
Home Health Agencies as a mechanism for providing HCBS services to CFC participants. Over time, allow
transition of Personal Care Attendant (PCA) and homemaker services to non-medical providers, based on
participant choice. As part of this expansion, current Home Health Agencies (HHAs) could elect to create
separate non-medical provider entities of their own.
• Develop certification criteria and/or processes for any non-medical organization which would like to provide
Home and Community-Based Services to CFC participants. This process could specify a number, small at first,
of non-medical providers to be added during a given time period to ensure a deliberate and incremental

Non-Medical Providers Policy Brief | 3

•

approach, allowing for fine-tuning as additional non-medical providers become certified. As part of the
certification, develop criteria and a process by which non-medical providers enroll CFC participants.
Maintain current case management services with the Home Health Agencies and Area Agencies on Aging.

Since the expansion of CFC providers will result in systemic changes, DAIL should use a 2-year statewide phase-in
process. This phase-in process can be implemented with the following structural changes:
1. Open the CFC market non-medical providers (including HHA-organized non-medical entities) by eliminating the
incomplete geographic monopoly of Home Health Agencies and allowing non-medical providers to qualify to
provide PCA, homemaker, Respite and Companion services. Vermont should pay close attention to homemaker
services as participants with these services seem prime “beneficiaries” of the expansion.
2. Revise CFC regulations to include non-medical providers, ensuring a thorough regular certification process to
qualify and monitor non-medical providers.
3. Develop and/or revise materials to help participants understand and choose among the variety of settings and
types of providers, based on the current “How to Choose a Case Manager” brochure and “Choices for Care
Long-Term Care Options” brochure. DAIL can contribute to informed choice by crafting a list of easily understood
questions to aid participants in selecting service settings, service models, and service providers.
4. Work with participants, surrogates, providers, direct service workers and State officials to develop a set of
recommended minimum skills and knowledge competencies for PCA workers (Paraprofessional Healthcare
Institute, 2004). While required training for direct service workers is controversial to some stakeholders, Vermont
may decide to develop a training curriculum for its direct service workers.
5. Assess the impact of the expansion on the following:
• Participants through use of the current annual consumer satisfaction survey measuring access, choice and
quality with a specific module of questions for participants who use non-medical providers.
• Participants and providers through ongoing quality reviews and provider monitoring including complaints
• Providers of personal care, respite care, companion care, and homemaker services through annual reports
of financial status including revenues, expenses, fund balance and worker status including full/part-time
workers, rate of turnover, wages and trainings
• CFC outcomes and performance through evaluation measures related to enrollment, costs, service quality,
and service utilization.
If Vermont implements these steps in a phased approach, DAIL and CFC stakeholders can fine-tune the details of a
system which best achieves the goals of CFC. All of the research suggests that this type of service delivery system,
which allows for a mix of settings, options and providers including non-medical providers, will benefit participants,
their families, providers, taxpayers and the State.
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Introduction
Nationally, the provision of Home and Community-Based Services (HCBS) has changed. Over the years, Vermont’s
delivery system has also evolved to meet the long-term support needs of older adults and individuals with disabilities.
Today, as the State confronts current and pending Federal and local health care changes and State fiscal limitations
and health reform efforts in Vermont, a legislative mandate requires the examination of the role of non-medical
providers within the Choices for Care (CFC) waiver. In the 2011 Vermont legislative session, Act 63 Sec. E. 300 (c)
directed the Commissioner of DAIL to:
Report to the House and Senate Committees on Appropriations, the House Committee on Human Services,
and the Senate Committee on Health and Welfare by January 15, 2012 with recommendations regarding
the scope of providers that the department may contract with to provide services under the CFC waiver. The
recommendations shall be made in consultation with Home Health Agencies and other partner organizations
and shall consider, among other things: the relative impacts on provider cost structure of State assessments
and requirements; whether a lack of access by patients [sic] to the services justifies expanding the scope of
providers; whether contracting with additional providers will affect the ability of patients [sic] to access CFC
services; and whether CFC services should be removed from being considered “designated” Home Health
Agency services.
Within this context, non-medical providers are defined as for-profit or not-for-profit organizations that recruit, hire,
train and schedule workers to provide Personal Care Attendant (PCA), respite, companion and homemaker services.
In Vermont, currently, non-medical providers work primarily with private pay clients and some Flexible Choices
participants. Typically, they provide services 24 hours a day, 7 days a week and ensure backup workers are
available in case a scheduled worker is unable to show up. These providers are not part of the CFC designated
provider network. They are not Home Health Agencies and do not provide medical services.
For the purposes of this report, we use the following definitions of services, as these services would be provided as
part of an expansion:
• Personal Care Attendant services (including Respite and Companion services): “The tasks of a Personal Care
Attendant include assisting with the Activities of Daily Living such as dressing and undressing, bathing, personal
hygiene, bed mobility, toilet use, transferring, mobility in and around the home, and eating. Respite care means
relief from caregiving and supervision for primary caregivers. Companion care means supervision and
socialization of individuals who are unable to care for themselves, as required by the needs of the individual (e.g.
protective supervision, assistance with transportation, recreation, etc.)” (CFC 1115 Long-term Care Medicaid
Waiver Regulations, 2009).
• Homemaker services: “The tasks of a homemaker are home-based services such as shopping, cleaning, and
laundry provided to help people live at home in a healthy and safe environment” (CFC 1115 Long-term Care
Medicaid Waiver Regulations, 2009).
Purpose of Report
In response to the legislative directive described above, this report analyzes the possible addition of non-medical
CFC HCBS providers in terms of access, choice, cost and financial impact, and outcomes and quality. This report is
part of a series of independent reviews of policies and procedures related to the implementation of Vermont’s
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Choices for Care (CFC) waiver. These policy briefs and reports examine key policy questions and provide an
external perspective to help DAIL ensure that policies and procedures are as effective as they can be in supporting
CFC goals.
This report describes the advantages, benefits, disadvantages and challenges of adding non-medical providers to the
current list of CFC service providers. The report concludes with a set of recommendations for Vermont to consider to
make sure that any action to add non-medical providers ensures access, choice and quality, while addressing costs
and financial impacts.
Background on Choices for Care (CFC) Waiver
In October 2005, Vermont implemented Choices for Care, an 1115 Waiver Demonstration program. The purpose of
the program was to ensure that older adults and people with disabilities have access to long-term support services in
a setting of their choice from institutional to community. To achieve this goal, CFC encompassed the entire
continuum of long-term support services. Today, CFC includes Home and Community-Based Services, Enhanced
Residential Care (ERC), nursing facilities, Consumer-directed care, Surrogate-directed care, a “cash and counseling”
model through Flexible Choices, Program for All-inclusive Care for the Elderly (PACE), and Home Health Agency
services.
To fully support the provision of CFC services, a three-tiered system was established in which individuals with longterm care needs were identified as: Highest Needs, High Needs or Moderate Needs. Individuals identified as Highest
Needs are guaranteed services. Individuals who are identified as High Needs may face a delay in access to services
depending on the availability of funding, and may be placed on an applicant (waiting) list. Those individuals who are
identified as Moderate Needs are below the level of care that would require nursing facility placement, may not meet
the financial criteria for Medicaid long-term support services, and can receive limited homemaker services, adult day
services and case management. Similar to the High Needs group, Moderate Needs individuals may also be placed
on an applicant (waiting) list (Bruner-Canhoto and Cumings, 2011). Therefore, when thinking about the services nonmedical providers may offer to CFC participants, personal care services and homemaker services would be available
to High and Highest Needs participants, while homemaker services would be available to Moderate Needs
participants.
For those individuals receiving services in the community and not in ERCs or nursing facilities, there are several
service options: Consumer-directed/Surrogate-directed, Flexible Choices or Agency. For participants who choose to
direct their own services or have a surrogate direct services, the fiscal management company, ARIS Solutions
(ARIS), conducts background checks for all workers and manages the payroll. Another option is Flexible Choices.
Participants who select the Flexible Choice option receive a budget which they can then use to purchase the services
they need; non-medical providers are one service which Flexible Choices participants may purchase. As with the
Consumer-directed/Surrogate-directed option, ARIS manages the payroll and conducts background checks of
workers employed through Flexible Choices. The third option is to select an agency provider. Working with a case
manager either from an Area Agency on Aging (AAA) or a Home Health Agency (HHA), a service plan related to PCA
and homemaker services is developed. The service plan is then used by the HHA to provide services to the
participant.
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In October 2011, enrollment was greatest for the Agency model, followed by Surrogate-directed and Consumerdirected (see graph below from the Medicaid paid claims by month, October 2011). While these three options had
enrollments from under 300 to a little under 600, Flexible Choices had a lower enrollment of around 90 participants.

Vermont: Choices for Care Personal Care by Type, sfy2005 - sfy2012
data source: paid claims by dates of service

750
700
650
600

Number of People Using Service

550
500
450
400
350
300
250
200
150
100
50

Ju
l

-0
5
Oc
t-0
5
Ja
n06
A
pr
-0
6
Ju
l-0
6
O
ct
-0
6
Ja
n07
Ap
r-0
7
Ju
l-0
7
O
ct07
Ja
n0
Ap 8
r-0
8
Ju
l-0
8
Oc
t-0
8
Ja
n0
A 9
pr
-0
9
Ju
l-0
9
O
ct09
Ja
n1
Ap 0
r-1
0
Ju
l-1
0
Oc
t-1
0
Ja
n11
A
pr
-1
1
Ju
l-1
1
O
ct11

0

Home Health

Consumer Directed

Surrogate Directed

(Source: DAIL, Medicaid paid claims by month, October 2011)

Well over half of personal care is provided through options other than the Home Health Agency. Furthermore, these
enrollment numbers highlight that the expansion of CFC service options has directly and demonstrably contributed to
the State’s success in increasing the number of individuals using HCBS and decreasing the number of individuals
using nursing facilities.
Methods
In this report, we aim to understand
1) advantages and benefits of the addition of non-medical providers
2) disadvantages and challenges of the addition of non-medical providers.
Based on these benefits and challenges, we then present recommendations for Vermont on the possible addition of
non-medical providers.
We relied on four different strategies to gather data and reach our conclusions.
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1. We conducted literature reviews and environmental scans to obtain a general overview of non-medical providers
within the national Home and Community-Based Services context.
2. We conducted telephone interviews with over sixty key informants/stakeholders. Stakeholders included those
specifically named by the legislative directive such as the executive directors and staff of Home Health Agencies.
Other individual stakeholders and groups such as the executive directors and staff of Area Agencies on Aging,
relevant State agency staff, accountants from the State and independent proprietors, case managers, discharge
planners, non-medical providers, and direct service workers were interviewed. See Resources for a list of all
entities and groups interviewed.
3. We worked with Market Decisions to add questions about non-medical providers to its independent survey of
Vermont’s Long-Term Care Consumers. This annual survey was administered in October and November 2011
and included additional questions for Flexible Choices participants, Personal Care (Agency or Consumerdirected/Surrogate-directed) participants and homemaker recipients that allowed us to gain some understanding
about attitudes and opinions of participants on this topic. Fifty-seven CFC Flexible Choices, 323 CFC Personal
Care and 276 homemaker participants completed the survey.
4. We reviewed documents from four other states (Maine, Massachusetts, New Hampshire and Montana) that have
made the types of changes that Vermont is contemplating. We chose these states, in collaboration with DAIL,
as representative of population size, region of the country and/or rural/urban mix similar to Vermont.
The following topic areas guided our reviews and interviews:
• Access: factors which may impact a participant’s enrollment and use of CFC Home and Community-based
services.
• Choice: current supports and/or obstacles which impact a participant’s configuration of services which best meet
his/her needs.
• Cost and financial impact: perspectives on any potential cost the addition of new non-medical providers may
have within the service delivery system including, but not limited to, the role State and Federal governments and
providers may have on the cost of HCBS services and the financial impact the addition of non-medical providers
may have on the State and current HCBS providers.
• Quality and outcomes: the overall quality of CFC HCBS services and outcomes as well as methods to evaluate
quality and outcomes for participants and the overall system.
We first present an overview of long-term care service delivery in Vermont with a focus on Choices for Care. We
then summarize the results of all data collection in terms of access, choice, cost/financial impact and
quality/outcomes. Additionally, we include a summary table to consolidate the benefits and challenges associated
with the addition of non-medical providers. We then conclude with recommendations based on our objective analysis
of these benefits and challenges for the potential transition to a service delivery system which includes non-medical
providers.
Overview
Nationally, the long-term support service system has changed with growing emphasis on supporting people with
services in the setting which they prefer. These changes are reinforced by an increasingly accepted philosophy which
recognizes the person as the driver of services. The 1999 Olmstead decision further supported this shift with its
requirements that people with disabilities have the right to live in the least restrictive setting (States in Action
newsletter, The Commonwealth Fund, 2010).
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Throughout the history of the long-term support system, states have employed different mechanisms to ensure that
services are available across the spectrum of care from institutions to community settings. As the system has
become more person-centered and driven, a greater focus on home and community-based settings has emerged.
There are several surveys which report that elders and adults with disabilities, when asked, express a preference to
live in the community. In a 2007 Henry J. Kaiser Family Foundation study, 81% of older adults stated that they would
prefer to receive services in their home (Weiner and Anderson, 2007). In Vermont, 65% of AARP members
responding to a survey stated that they would prefer to receive long-term services and supports in their home, with
another 18% preferring assisted living or residential care (AARP, 2010). Vermont’s Choices for Care (CFC) program,
as explained above, is a tangible expression of the changing long-term supports system with its emphasis on
community settings and choice. It is within this context that the issue of adding non-medical providers is presented.
Currently, like 16 other states and the District of Columbia, Vermont has a Certificate of Need process for Home
Health Agencies (Research Planning Consultants, 2011). Even though there are other organizations which contribute
to the provision of CFC services and there is one HHA which can serve CFC participants statewide, Vermont has
structured its system in such a way that one HHA serves a particular geographic area. Thirteen of the Home Health
Agencies are Visiting Nurses Associations (VNA). Each VNA has a defined geographic area for which it is
responsible; in essence, this is a somewhat incomplete geographic monopoly in which participants may not have
much actual choice of provider.
As a result of the limited number of HHAs and the incomplete geographic monopoly of HHAs, stakeholders stated
that CFC participants did not always receive the full complement of services identified in their service plan. Although
assertions were based on anecdotal experiences, it was suggested that some participants used the ConsumerDirected or Surrogate-Directed option (as opposed to the Agency model) because these options and Flexible
Choices were their only alternatives to ensure that their service needs were met. The mother of one CFC participant
observed that her son decided to hire someone he knew to be his PCA because the people the agency sent
sometimes didn’t show up.
The options for agency providers expanded in 2009 when a Certificate of Need was granted to Bayada Professional
Nurses Services, a for-profit Home Health Agency, to offer services across the State. Additionally, there are other
organizations such as two PACE programs, the Flexible Choices program and its fiscal intermediary (ARIS), and
adult day centers, which are part of the provider network and can provide participants living in their homes (as
opposed to ERC) with a wider spectrum of choice in terms of services and settings. If non-medical providers are
added to CFC, their role as providers of personal care and homemaker services would be most similar to Home
Health Agencies as CFC providers.
Today, depending on a participant’s location, an individual who selects an agency provider can now choose to
receive services from a non-profit HHA, Bayada and/or PACE (we do not include Flexible Choices participants
because they represent a different service option and they can use their budget to pay for non-medical providers
today). In order to fully meet their service needs, participants may combine the use of these agencies. Yet, based on
information gained from the interviews with stakeholders, the ability of participants to actually get approved services
varies across the State. Many interviewees commented that it is difficult to find workers in rural areas. Interviewees
noted that in the city, it is often possible for the HHA to schedule one PCA or homemaker to visit several participants
in a morning. However, in rural areas, where a PCA or a homemaker has to drive long distances to get to

Non-Medical Providers Policy Brief | 9

participants’ homes, schedules are often thrown off; resulting in people not receiving services at the time the worker
was scheduled to be there. It is clear that people in different parts of the State have varying coverage and access to
services. One interviewee talked about a HHA that does not provide any PCA services after 8:00 PM, even though
participants in the area require PCA services after that time. These stories illustrate circumstances in which services
and access to services were below expected standards.
Today, in Vermont, several non-medical providers already provide personal care and homemaker services to private
pay individuals. These private pay individuals (or their families) either pay out-of-pocket or use long-term care
insurance benefits for services in their home. Medicaid, including CFC (other than Flexible Choices), does not pay for
these services provided by non-medical providers. The exception is that participants who use Flexible Choices can
choose to purchase PCA and homemaker services from non-medical providers. One provider shared an example of
their 2012 rates (not wages), based on the total hours scheduled for a week:
3 hours per week is $19.00 per hour
9 – 20 hours a week is $18.00
33 – 55 hours a week is $16.00 per hour
Maine, Massachusetts, New Hampshire and Montana have all changed their service delivery system over the years.
Montana provides one example of changes to the system. In 1977, Montana began with all PCA workers as county
employees (Doty, Kasper and Lipvak, 1996). Today, Montana contracts with 28 agencies to provide independent
case management services. Montana offers a consumer-directed program and an agency-based program where
enrolled agency providers manage the services on behalf of the person. Echoing Vermont’s CFC enrollment figures,
in 2010, 54% of Montana’s consumers were using the consumer-directed option (Montana Department of Health and
Human Services, 2011).
Under the Romney administration, Massachusetts embarked on a reorganization of its state agencies. As part of this
effort, the Department of Medicaid Assistance became part of the Health and Human Services Secretariat with the
Office of Long-term Support Services linked to the Executive Office of Elder Affairs. Currently, Massachusetts
contracts with personal care management agencies to conduct the assessment of elders and individuals with
disabilities to determine their PCA service hours. There are three agencies that provide fiscal intermediary services
for participants who self-direct their PCA services. From Calendar Year 2006 –2009, the number of members using
PCA services increased by 9% annually (Unpublished Presentation, 2010).
Maine also consolidated its long-term support services agencies by combining services provided by the Department
of Mental Health and the Department of Health and Human Services (Bubar, Ring, Yoe, Turyn et al, 2009). Maine
contracts with one agency, Goold Health Systems, which completes an assessment to determine an individual’s
eligibility for home and community-based services. The assessment is open to everyone who feels that he/she may
need some assistance. For many years, Maine’s long-term support service was aimed at deinstitutionalization.
However, since the late 1990s, its system has focused on diversion (Bubar et al, 2009). The state contracts with one
Area Agency on Aging to manage the providers of HCBS. Similar to other states, Maine consumers can choose to
either consumer-direct their services or to receive services from an agency.
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As states have reorganized their service delivery system, each state confronted many of the issues Vermont is now
facing. Each state experienced growing pains. However, each state developed a system that is designed to respond
to the needs of its participants, their families, the providers and the workers.
Findings
This section presents the information gained from the data collection and provides a context for analysis. Findings
include the summarized responses of the interviewed stakeholders, analysis of consumer survey questions, and
reviews of State policies and related documents.
Access
The addition of non-medical providers, by increasing the number of service providers, would increase access.
However, there are a few caveats to this conclusion. Certainly, interviewees observed that the addition of nonmedical providers would increase access to services. Their reasoning was often that with the increased availability of
organizations which can provide PCA and homemaker services, participants would have a greater likelihood of
getting the services they need. In addition to “simple” access, some interviewees commented that one benefit of
adding non-medical providers may be that non-medical providers would be willing to do things differently. In one
case, the interviewee explained that “differently” meant providing transportation, allotting time to accompany the
participant to a hair appointment, and going for a walk. Also, most non-medical providers typically offer their services
24 hours a day 7 days a week, and guarantee that backup is available if a scheduled worker is not going to show up.
As will be seen in the Cost and Financial section below, several Home Health Agencies suggested that if nonmedical providers were allowed in the market, they may be forced by financial concerns to make a business decision
to stop providing CFC services. Therefore, potentially, access, as defined by total number of providers, could remain
the same. If non-medical providers were added, it seems that there is little possibility of access actually declining, if
one supposes that non-medical providers entering the CFC market could replace the service capacity of any HHAs
that choose to leave. In fact, HHAs may not be able to simply leave the market. According to Vermont statute, the
Commissioner determines whether a HHA no longer provides services (Title 33: Human Services, Chapter 63: Home
Care Programs, 33 V.S.A. § 6304).
When asked about possible challenges participants may encounter, a few interviewees raised the issue that with
more providers, some participants may be overwhelmed by the increasing complexity of choices. Some interviewees
commented that often individuals have no experience in choosing services and, when presented with a wide range of
service providers, may be unable to determine which one to select. All of the states we reviewed are using the
internet as a resource to aid individuals and their families in the selection of Home Health Agencies. On the states’
websites, information describing the role of a provider agency, the rights and responsibilities of individuals, and links
to needed forms and manuals are available. Additionally, people can access a state’s Aging and Disability Resource
Center (ADRC) for information and assistance. One state which we did not examine in detail, Colorado, has a
brochure “Finding a Home Health Agency” which lists questions a person can use in selecting a provider.
In the Market Decisions survey (Robertson, Maurice and Madden, 2011), participants (Personal Care recipients
through agency/self/surrogate direction; Flexible Choices; and homemaker) themselves noted that adding providers
would increase their access to specific types of services. Between 43%-52% of participants strongly agreed or
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agreed with the statement that having more providers who offer the respective service would allow them to better
meet their needs. About one-third of participants strongly disagreed or disagreed with the statement, showing that
participants are not a uniform group with the same beliefs and attitudes. In terms of access, there was similar support
for the idea that adding new providers would improve participants’ ability to have services where and when they need
them, with 47%-56% strongly agreeing or agreeing with that statement. There were a smaller percentage of
participants who strongly disagreed or disagreed with this statement (between 21% and 31%). The slightly higher
agreement and similar lower disagreement to this second statement of access highlights the fact that CFC providers
already do a good job making sure participants receive services; however, many participants see the advantage of
more providers in terms of improving access to services.
These results also show that the three types of participants experience services and access to services differently, a
theme that is borne out in the other focus areas and has implications for policy recommendations. For example, a
higher percentage of homemaker participants supported the idea that adding new providers would improve their
ability to have services where and when they need them.
Statement
Having more providers who offer [Type of
services] would allow me to better meet my
needs.
• Strongly agree or agree
• Strongly disagree or disagree
Adding new providers of [Type of Services]
would improve my ability to have services
where and when I need them.
• Strongly agree or agree
• Strongly disagree or disagree

Personal Care

Flexible Choices

homemaker

52%
31%

50%
33%

43%
39%

47%
31%

53%
28%

56%
21%

*Percentages in all tables with survey responses are weighted (Robertson, Maurice and Madden, 2011)

Adding non-medical providers would provide improve access to services, a theme echoed through interviews and
surveys.
Choice
There is little doubt that the addition of non-medical providers would expand choice. Interviewees agreed that nonmedical providers could improve choice for participants in several areas including setting, schedule and provider
choice. At the same time, many interviewees noted that there are already a lot of opportunities within the CFC
system to support choices.
Currently, participants who choose to receive services in their own home can choose whether to receive services
from an agency, Consumer-directed or Surrogate-directed services, Flexible Choices, PACE and/or an Adult Day
Center. Some of the stakeholders also noted that the participant sometimes has the choice to accept or to reject a
specific worker, although this choice may not be universal within every option and may not be known to all
participants. However, if a participant selects to receive services from an agency and is unable to get services
because staff is not available or because the agency is unable to meet the hours, then there’s no real choice.
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Similarly, if a participant chooses to either consumer-direct/surrogate-direct or to use the Flexible Choice option and
is unable to hire a PCA from the Vermont Registry or other recruitment avenues, then choice is not meaningful.
Interviewees cited several instances of people who were approved for hours of service but did not actually receive all
of those hours. This is an issue of both choice and access. One interviewee told of a coworker who was unable to
participate in any activities in the evening because he had to be home by 6:00 PM to be assisted into bed because
that was the time his PCA was scheduled to show up. Other interviewees talked about a participant’s PCAs who did
not show up, resulting in a participant who had to stay in bed until someone did show up. One interviewee shared an
instance when her father-in-law’s PCA did not show up; as a result, she had to help him, although he did not want to
be assisted in using the bathroom by his daughter-in-law.
Fundamentally, stakeholders acknowledged that in many areas of the State, participants choosing to receive services
through an agency are effectively limited to the choice of just one CFC agency provider. Even though other options
such as PACE and Bayada have emerged and are available in many parts of the State or statewide, the perception
of a majority of the interviewees was that these options are not always completely known or available to all
participants.
Within the CFC system, case management can be provided either by an Area Agency on Aging (AAA) or HHA.
Because the case manager is often an employee of the HHA, there was a perception expressed by some
interviewees that there may be some hesitancy or reluctance to fully present all of the available options to a
participant. Several interviewees raised the issue of the potential conflict of interest for HHA case managers,
whereby HHA case managers would encourage HHA services without adequately describing other options. If a
participant chooses another option, the HHA may lose that individual as a client. One interviewee commented that
“Once someone is discharged, there is no sharing. No one here plays in the same sand box. Even if the service
would be more appropriate that the person goes to another service provider, if the VNA or the AAA has that person in
their service network, they don’t leave that network.”
Many interviewees observed that the current agency delivery system can limit choice. If there is only one
organization providing services in the area or a case management agency limits access to information about other
options, then the option to use another agency provider does not really exist. Some participants faced with this
limitation will select to use Consumer-directed/Surrogate-directed, Flexible Choices, or PACE.
In effect, choice is dependent not only on the number of options available but also on the information provided to
participants about those options. With the addition of non-medical providers, there would be an increase in the
number of options available to participants, about which people would need to be informed. As we noted in the
Access section, this may seem overwhelming to some individuals.
Participants’ responses were mixed when asked about choice related to services. In all choice questions, people with
homemaker services were less likely to agree that they were able to exercise choice than people with Personal Care
or Flexible Choices. While 82% of Personal Care participants and 85% of Flexible Choices participants strongly
agreed or agreed that they were able to choose their service, only 60% of homemaker participants strongly agreed or
agreed with that statement. In fact, for all statements of choice, as compared to Personal Care or Flexible Choices
participants, a much lower percentage of homemaker participants strongly agreed or agreed with these statements,
while a higher percentage of homemaker participants strongly disagreed or disagreed with these statements.
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Statement
I was able to choose my [Type of services].
• Strongly agree or agree
• Strongly disagree or disagree
I was able to choose the provider of my [Type
of services].
• Strongly agree or agree
• Strongly disagree or disagree
I was able to choose the scheduling of [Type
of Services] that meets my needs.
• Strongly agree or agree
• Strongly disagree or disagree
I was able to select my [Type of services]
provider from a variety of providers.
• Strongly agree or agree
• Strongly disagree or disagree

Personal Care

Flexible Choices

homemaker

82%
8%

85%
7%

60%
19%

73%
13%

81%
10%

39%
43%

78%
11%

92%
4%

65%
22%

59%
24%

65%
19%

28%
55%

These homemaker participant responses, together with the strong agreement for choice statements by the other
participant groups, point to a perceived lack of choice for homemaker participants. Participants who use Personal
Care and Flexible Choices have several choices including which one of these two services to use and which model of
services (Consumer-directed/Surrogate-directed/Agency) to use if Personal Care is chosen. This highlights a theme
that will be considered in the recommendations: what can or should choice look like for people who use homemaker
services?
It is also noteworthy that even for the two other groups of participants (people receiving CFC Personal Care services
or people who receive CFC services through Flexible Choices), there was a small minority who did not feel that they
had choice. Thirteen percent of Personal Care participants strongly disagreed or disagreed that they were able to
choose their provider, while 11% strongly disagreed or disagreed that they had scheduling choice. Flexible Choices
participants were a little less likely to strongly disagree or disagree with those two statements, possibly because of
the focus of the person driving the process that is inherent in Flexible Choices. If we look at these results with the
Access survey results (between 47%-56% of participants noted that adding new providers would improve their ability
to access services where and when they need them), adding non-medical providers would appear to address both
choice and access for many homemaker participants and some Personal Care and Flexible Choices participants.
The survey results and the interviews suggest that some people may currently choose consumer/surrogate options
because these are their ONLY alternative to Home Health Agency services. If they had other agency choices (i.e.,
non-medical providers), they might choose those agencies. The percentage of these individuals who may elect to use
agency services if non-medical providers were available is not yet fully known. During the interviews, participants
offered several perspectives. One person commented that even with the addition of non-medical providers, he would
continue to use his wife as a caregiver because her assistance helps him to accomplish some very personal tasks.
Another individual remarked that with the inclusion of non-medical providers, people with disabilities could have
workers who better fit their schedule enabling them to be employed. Both perspectives appear to be true and some
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percentage of participants can be expected to choose to use non-medical provider services if they do become
available.
The inclusion of non-medical providers would increase choice for all services, especially for people who use
homemaker services who currently have no other options.
Cost and Financial Impact
Nationwide, the commitment to Home and Community-Based Services is driven, not only by people’s desire to be
served in their own homes and communities, but also by the reality that aiding people to remain in the community is
often less expensive than paying for institutional care. National average rates for a semi-private room increased by
3.7% from $191 daily or $69,715 annually in 2008, to $198 daily or $72,270 annually in 2009 (The 2011 MetLife
Market Survey of Nursing Home, Assisted Living, Adult Day Services, and Home Care Costs, 2011). According to
the MetLife report, for a semi-private room in 2011 in Vermont, the Low/Average/High costs was $155, $235, and
$285, respectively (2011 MetLife Survey, 2011). Based on its 2008 report, State of the Caregiving Industry, the
National Private Duty Association found that 20 hours of companionship service a week costs approximately $1,500
a month or an annual cost of $18,000.
The below CFC rates paid to HHAs include the amount of worker wages and administrative costs, whereas the below
CFC rate paid to Consumer-directed/Surrogate-directed workers is the wage amount. ARIS is paid separately for its
fiscal intermediary role. As of August 2011, DAIL pays Home Health Agencies the following hourly rates:
Service
PCA
Respite or Companion
Homemaker

HHA
$26.88
$21.48
$19.32

As of August 2011, DAIL (DAIL/DDAS Services: Medicaid Claims Codes and Reimbursement Rates, version 8.1.11)
established the following actual wage amounts for Consumer-directed/Surrogate-directed workers:
Service
PCA
Respite or Companion
Homemaker

Consumer-directed/Surrogatedirected
$10.14
$8.62
N/A

These wage amounts compare favorably to national averages of between $8.92 and $9.69 an hour (State of Care
Giving Survey conducted by the NPDA, 2009).
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Based on our interview with non-medical providers in Vermont, we learned that agencies have varied payment/rate
plans (see page 9 for one example). The 2011 MetLife report also found that in Vermont, the hourly rate (not wages)
for PCA/Home Aides and homemaker services for licensed and unlicensed agencies in 2011 were:
Service

Low

Average

High

PCA/Home Aide

$20.00

$24.00

$30.00

homemaker

$15.00

$20.00

$22.00

Some non-medical provider agencies pay overtime and shift differential rates for workers who work overnight and
weekends. Other agencies use the Federal Fair Standards Act which equates workers designated as “companions”
with babysitters, exempting their employers from paying a minimum wage and overtime requirements. It is
anticipated that this exemption will no longer exist because President Obama’s proposal to redefine the Federal law
which will require that PCAs and homemakers hired by a staffing agency are paid a minimum wage and overtime will
be required (HR Hero.com, 2011). Based on interviews with non-medical providers, this change will only impact a few
of the current non-medical providers whose wages and rates may increase to comply with the new requirements.
Some interviewees suggested that one reason for the cost differential between HHAs and non-medical providers is
that non-medical providers are not required by the State or Federal government to have a Registered Nurse oversee
the work of PCA and homemaker staff and as a result, their service costs is less. Other interviewees suggested that
the difference in cost is due to the fact that the non-medical providers operate in a competitive market without HHA
agency requirements and other infrastructure costs and that their actual cost is less. As long as the State does not
establish a system which will require licensed medical oversight of services provided by non-medical providers, it is
reasonable and possible to negotiate a reimbursement rate which is lower than the current Home Health Agency
rate. It would seem predictable that such a rate would be an amount between the existing Consumerdirected/Surrogate-directed rates and the HHA rate.
Nationally, with the increasing number of adults who are 65 years and older as well as the rising prevalence of
disability in younger populations, the Department of Labor predicts that the direct service worker field will be one of
the fastest growing employment areas. Based on the 2000 Census data, it was projected that by 2030, in Vermont,
out of a total population of 711,867, individuals 65 years and older will be 173,940 or 24% of the population (U.S.
Census Bureau, Population Division Interim Release, 2005). Because the Vermont population reflects the national
trend (Wasserman, 2006), we can assert that the demand for direct service workers will likely continue to increase.
The direct service worker field is one of the fastest growing in the United States; “according to the Vermont
Department of Labor, Personal and Homecare aides will be the first and fourth fastest growing occupations between
2006 and 2016” (PHI, State Facts, Vermont’s Direct-Care Workforce, retrieved from www.phinational.org). However,
many direct service workers continue to earn wages which keep them and their families at the poverty line. As the
Chart Book on Wages for Personal Care Aides 2000 – 2010 (2010) indicated, in 2010, the nominal hourly wage in
Vermont for a PCA was $10.40, an amount which is below the livable wage in Vermont.
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2010 Livable Wage Rates in Vermont
Family Type
Single person
Single-parent with one child
Single parent with 2 children
2 adults with no children
2 adults with children(one wage
earner)
2 adults with 2 children(2 wage
earners)

Urban
Rural
$16.82
$15.23
$26.36
$23.23
$31.98
$28.36
$12.55
$11.79
$30.00
$28.78
$19.62

$18.38

Source: Basic Needs Budget and the Livable Wage, 2011

With the expansion of CFC providers to include non-medical providers, the demand for workers would increase. This
could mean an increase in demand for hours from current workers and/or an increase in demand for new workers.
This could also mean that wages for workers may increase because there now would be more competition for
workers among an expanded group of employers.
Numerous studies indicate that many elders and people with disabilities use non-medical services to remain in their
homes. These studies also show that there has been a chronic shortage of workers to provide services and that with
the demand for services predicted to increase, the gap in supply will persist. Although it is beyond the scope of this
report to delve into issues of recruitment and retention of workers, our review of the literature suggests that it is an
area in which DAIL should play an active role.
For the purpose of this report, it is most important to recognize that a review of literature shows that all states are
contending with the demand for workers outstripping the available supply of workers. The National Clearing House
on the Direct Care Workforce has gathered extensive research demonstrating states’ response. Beginning in the late
1990s, Maine increased wages and benefits. More recently, Maine launched an initiative to assist Home Health
Agencies to provide health care benefits through insurance for workers. Montana, using grant support from the
Federal government, instituted a health insurance program for its direct care workers. In Massachusetts, state law
M.G.L. C 18G Sec. C 28-33 established a PCA Workforce Quality Home Care Workforce Council. The PCA Council
has nine members, the majority of whom are PCA consumers. The purpose of the PCA Council is to: create and
maintain a PCA registry, recruit new PCAs to work, bargain with the Union representing PCAs on wages and benefits
and help inform consumers and PCAS about opportunities for PCAs to receive additional training (PCA Council
Brochure).
As noted previously, some Vermont Home Health Agencies have argued that if there is competition within the service
delivery system they will most likely have to stop providing CFC services. This observation was made several times
during the stakeholder interviews. However, at least for some agencies, as one interviewee noted, “The CFC
program is a pipeline business for VNAs”. A CFC participant may begin with PCA and homemaker services and over
time require skilled nursing services and even end of life hospice care, all services which a VNA provides. Therefore,
it may be suggested that even if VNAs lose money providing CFC services to some participants, because these
participants have other service needs, the VNAs may find it useful to continue to provide CFC services. It should
again be noted that the Home Health Agencies under the statute designating the Home Health Agency cannot
reduce provision of services without the Commissioner determining that the reduction is necessary. We also note that
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under HHA cost allocation, ending CFC services would mean that some costs that are currently covered by CFC
revenues would have to be covered by the remaining revenue sources. This could result in losses in those programs
and cost centers that currently operate with surpluses.
Alternatively, another HHA response to the expansion of CFC providers could be the creation of business entities
that are themselves non-medical providers. It appears that under existing HHA regulations, Vermont can allow HHAs
to create separate entities that operate under the same conditions as other non-medical providers. By doing this, they
would not have to adhere to the HHA certification requirements and would be able to compete with other non-medical
providers on a “level playing field”.
The cost of including non-medical providers includes two elements: movement from higher cost Home Health
Agency services to moderate cost non-medical provider services, and movement from lower cost Consumer and
Surrogate-directed services to moderate cost non-medical provider services. First, non-medical providers will
contribute to lower costs because non-medical providers would be reimbursed at a lower rate than HHAs (see rates
on pages 9, 14 and 15). To the extent that Home Health Agency services are replaced by non-medical provider
services, costs will be reduced. Presently, non-medical providers charge the individuals they work with less than a
Home Health Agency is reimbursed for an hour of PCA services (Interview with Non-medical providers, 2011; see
cost chart on page 9). The 2008 Genworth Financial report on the cost of care survey concluded that due to
competition within the private duty (including non-medical provider) market, that in the four previous years, there was
only a 1% increase in the cost of services. Even though we do not know the specific increase in Vermont, one can
extrapolate that because the private duty/non-medical provider market is competitive, the rate of service cost
increase is also small. Secondly, non-medical providers will contribute to higher costs because non-medical providers
would be reimbursed at a higher rate than Consumer-directed/Surrogate-directed services. We can expect some
people to choose non-medical provider over Consumer and Surrogate-directed services because some participants
have chosen this option as the only alternative to the agency model.
Participants were asked about the impact of adding new providers on the cost-effectiveness of their services. There
was a low level of agreement with the statement about cost-effectiveness, with only 37% to 38% strongly agreeing or
agreeing that adding new providers would improve the cost-effectiveness of services. It is also instructive to note
that between 14% (Flexible Choices) and 29% (homemaker) of participants reported that they were “unsure” about
this statement, so possibly it was more difficult for them to “judge” cost-effectiveness. Interestingly, more Flexible
Choices participants, who manage their own budgets and could most realistically be expected to consider the cost
effectiveness given that they can really see the cost, strongly disagreed or disagreed with the statement. Again,
homemaker participants seemed most supportive (both in terms of a higher agreement percentage and a lower
disagreement percentage) of the idea of new providers.
Statement
Adding new providers of [Type of services]
would improve the cost-effectiveness of my
services.
• Strongly agree or agree
• Strongly disagree or disagree

Personal Care

Flexible Choices

homemaker

37%
31%

37%
34%

38%
22%
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The use of ‘case rates’ in Home and Community-Based Services, and “per member per month” rates contemplated in
the Vermont Dual Eligible initiative, would both create incentives to use lower cost care. Although there may not be
reductions in cost per se, if people use the Consumer-directed/Surrogate-directed option and non-medical providers,
there may result a higher volume of services and better access with the available funding.
Given our analysis of the cost and financial impact perspective, adding new providers would have either a positive or
neutral impact.
Quality
Quality of services, at the core, is about individual outcomes and experiences. In the Consumer survey, there was a
low level of agreement with the idea that adding new providers would improve the quality of services. Equally
important, there was a similar low level of disagreement with that statement. So, for some participants, quality does
appear to be an important benefit or concern related to adding providers; for others, it is not an important benefit.
Perhaps, this is because participants surveyed indicated that quality of services was already high with 97% of
Personal Care participants, 91% of Flexible Choices participants and 90% of homemaker participants rating their
services as either excellent or good.
Statement
Adding new providers of [Type of Services]
would improve the quality of my services.
• Strongly agree or agree
• Strongly disagree or disagree

Personal Care

Flexible Choices

homemaker

40%
36%

43%
35%

47%
26%

Echoing this theme of high quality, none of the interviewees stated that the current quality was poor. Instead, the
majority of comments ranged from better than it was years ago to very good. Interviewees also agreed that it is
important to have a system which provides quality services.
Interviewees raised concerns about the addition of non-medical providers and their potential impact on the quality of
services. Concerns included issues of the competency of the workers, personal and financial safety of the
participants, and the capacity of the State’s oversight system to monitor and respond to problems associated with a
new provider group. During the interviews, it became clear that some of the concerns and subsequent comments
resulted from interviewees not always fully being aware of the functioning of other organizations. For example, some
interviewees talked about the lack of background checks and training for workers from non-medical providers.
However, when we interviewed non-medical providers, they stated that they do conduct background checks on
workers and they do provide training and oversight of workers. There was also concern that those workers who are
hired directly by participants or their surrogates lack any background checks, even though ARIS does conduct
background checks on all workers hired by participants or their surrogates, a fact that appeared not to be known by
several interviewees.
Over the years, training for PCAs has emerged as a controversial issue. For instance, Mathematica in its 2005
assessment of workers hired through the Cash and Counseling program found that there was no difference between
workers who were trained and those who were not in terms of workers feeling prepared to meet expectations in
helping consumers (2005, cited in Lewin Group, 2007). However, as part of the person-driven system, people have

Non-Medical Providers Policy Brief | 19

fought for the right to train their own PCA workers. Also, as states have worked and continue to work to
professionalize the PCA field, training is used to improve skills and to develop career options. Consequently, tensions
have emerged among individuals, families, workers, providers, and states over the role of training.
The Federal government establishes training and licensing requirements for some direct service workers. However,
the Federal government has not established any training requirements for PCA workers who work in the community.
As a result, while a significant body of research which has been conducted examining the beneficial impact of training
on direct care workers in institutional settings, less research exists on community-based workers.
The Paraprofessional Healthcare Institute in its 2004 Workforce Tools series wrote, “The advantages of ensuring that
all workers have certain essential skill sets are numerous. First, if trained appropriately, workers have greater
confidence and are more likely to stay on the job; second, workers with a core set of skills can more easily move from
one setting to another, giving them greater flexibility and enlarging the labor pool for employers; and third,
appropriate training enhances consumer safety while also instilling respect for consumers rights.” The Longevity
Center, in its 2008 nation-wide environmental scan of training and curriculum programs for caregivers, concluded that
training positively contributes to workers having the skills and knowledge to work with individuals (Longevity Center,
2008).
One aspect of the person-driven service delivery system in Vermont is that individuals have the right and
responsibility to directly train their workers. Home health agencies and non-medical providers also train their
employees, even though there are no universal State requirements. As one interviewee states, “It’s good business to
have trained staff.” New Hampshire’s experiences may be instructive related to training. New Hampshire requires
that anyone working as a PCA receives 10 hours of training. This may be an option for Vermont to ensure that all
PCAs whether working for an agency or as an individual provider would possess some basic skills.
As Home and Community-Based Services in Vermont have increased, the State has realigned resources to ensure
that quality is assessed and monitored. The Division of Disability and Aging Services (DDAS) conducts on-site
service reviews of all CFC home- and community-based services (HCBS) agency providers, using standards that
emphasize individual outcomes (O’Connor, 2009). In adding non-medical providers, DAIL should develop provider
standards and build the capacity to monitor these agencies as well. This will require some additional staff resources.
Also related to quality, Vermont commissions an annual consumer satisfaction survey (Robertson, Maurice and
Madden, 2011), completed by an independent entity that produces a report made available to the public. DAIL uses
this survey to assess satisfaction, experiences and perspectives including areas of the CFC program that can be
improved. This process does not preclude individual organizations from developing and implementing their own
systems of quality assessment and improvement. As one respondent noted, “Sometimes it is going through the
process of quality assessment that an organization is able to improve its quality of services”.
The HHAs, because of their Medicare certification status, must adhere to federal quality guidelines. From the
interview with non-medical providers and the Draft Documents for recommended standards they provided to us,
current Vermont non-medical providers have been developing guidelines for their services. As DAIL contemplates the
inclusion of non-medical providers into the CFC service delivery system, DAIL should develop quality requirements
which best meets the needs of the CFC program.
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Summary of Benefits and Challenges of Addition
Within this section, we provide a summary of the advantages and challenges in adding new non-medical providers.
Because individuals participating in CFC should be the drivers of this decision process, we first present a summary of
the participant perspective. All three types of participants expressed support for adding more providers, especially
within the homemaker participant group. While about half of all participants (between 46% and 57%) responded that
adding new providers would be either very helpful or helpful, less than a third (between 21% and 31%) thought new
providers would be not at all helpful or not helpful. Once again, homemaker participants were the most supportive
with 57% thinking new providers would be very helpful or helpful and only 21% thinking that new providers would not
be helpful. Non-medical providers may help the homemaker group the most in terms of access and choice. Overall,
participants support the addition of non-medical providers, which should be a major consideration for Vermont
policymakers.
More globally, the following table brings together the benefits and challenges of adding non-medical providers, as
synthesized from literature reviews, interviews with key informants, consumer survey responses and state reviews.
Domain

Benefits

Access

o Increases the number of providers
o Expands the options for participants
o May allow for the inclusion of providers who
are willing to do things differently (e.g.
transportation)
o Offers more staffing opportunities for times of
day that are more difficult to cover (evening,
overnight and weekend)
o Expands access to non-medical providers
(access that is currently limited to people
using Flexible Choices)
o Gives the participant more options
o Allows the participant to decide which
agencies can meet needs the best
o Empowers the participant who selects a
provider to manage services without feeling
dependent on one organization
o May encourage provider agencies to
‘compete’ for participants by providing high
quality and responsive services
o Permits participants in all locations to have
options of service providers
o Permits participants who choose Consumerdirected/Surrogate-directed services to have
another alternative to agency services

Choice

Challenges
o May complicate the system, making it difficult
for participants and families to choose and
access services
o May decrease access to services if Home
Health Agencies leave the market

o May create confusion for participants through
the addition of more organizations
o May diminish choice if Home Health Agencies
leave the market
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Cost/
Financial
Impact

o Decreases some service cost (costs per unit
switched from HHA higher cost providers to
non-medical providers)
o Reduces some system costs if more people
can be supported at home
o May create incentives for providers to
improve wages, benefits and working
conditions for direct service workers
o Creates opportunities for Home Health
Agencies to expand service reach by adding
a non-medical provider entity to their
agencies’ menu of service options
o Would not involve some “start-up” costs for
non-medical providers currently operating in
Vermont

Quality and
Outcomes

o May offer an incentive for improved training
for direct service workers, increasing
workforce quality
o Increases access, one outcome of a high
quality system, because participants may be
better able to receive all of the services they
need
o Increases opportunities to allow a person to
remain at home, a “choice” outcome
o Competition for participants may help to
ensure quality of services

o Increases some service unit costs (costs per
unit switched from Consumerdirected/Surrogate-directed services to nonmedical providers)
o May create market that is not profitable
enough for certain current Home Health
Agencies to provide CFC services
o Compels the State to manage provider taxes
and reimbursement rates to ensure no
unintended shift in revenues versus costs
o Increases some costs to providers due to
additional reporting to the State
o Increases some costs to State in
administration and oversight of CFC, e.g.
additional reporting from providers
o Increases some costs and resource needs for
providers if required training or certification of
PCAs is implemented
o Would require the State to develop and
implement procedures, standards and quality
monitoring for a new set of providers.

In conclusion, the findings suggest that the addition of non-medical providers would improve access, choice and
quality. The findings further suggest that adding providers would have either a neutral or positive impact on cost by
decreasing service costs but adding some new State administrative and oversight costs. The findings also suggest
some changes to the processes and the structure of the CFC service delivery system should be addressed if nonmedical providers are added.
The inclusion of non-medical providers would fundamentally expand participants’ options of PCA and homemaker
services. Building on the current system which allows Consumer-directed/Surrogate-directed and Flexible Choices
participants to use non-medical providers to obtain PCA services, DAIL can ensure that participants who select to
receive their services through an agency are also aware of this option. The inclusion of non-medical providers takes
all participants out of an environment which one could say is currently exemplified by Henry Ford who said, “People
can have whatever color car they want as long as it is black.” For many Vermonters, this has meant that if they
choose to work with an agency, they have one Home Health Agency to choose.
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In terms of cost, it should be acknowledged that as the population ages and as more people with disabilities pursue
independent lives in the community, individuals’ use of CFC will increase. In 2006, Vermont projected that over the
next ten years, there would be a 36% increase in the number of people with disabilities in Vermont, potentially
requiring CFC services (Wasserman, 2006). This increased demand can be expected to increase the cost of the CFC
program. It is possible that the inclusion of non-medical providers, which are a lower cost provider as compared to
agency providers, may ultimately only slow down the future overall increase cost of long-term support services. To
the degree that Vermont can support more people in their own homes and communities while controlling the costs of
their services, Vermont will further the vision of Choices for Care.
Given the summary of the benefits and challenges of the addition of non-medical providers, it is reasonable and
appropriate for Vermont to add non-medical providers. The section below provides some specific recommendations
to assist Vermont in determining how best to proceed with this addition.
Vermont has a history of developing systems which promote and support the provision of quality services. The
inclusion of non-medical providers would require that DAIL quality assessment and management systems be
extended to incorporate this new provider type. Because the non-medical providers are not Medicare certified,
Vermont has the opportunity to establish criteria which best maximizes its vision of a quality system for the CFC
program. Adding oversight of these non-medical providers will benefit not only CFC participants, but also private pay
participants.
Over the years, other states have reorganized their long-term support service delivery system. Maine,
Massachusetts, Montana and New Hampshire have developed systems which allow a mix of non-profit and for-profit
organizations to qualify to provide Home and Community-Based Services, including non-medical providers. In New
Hampshire, “68% of agencies have been in existence for twenty or more years: more than half are private nonprofits, a quarter are private for-profit agencies and the remainder are publicly owned or part of a hospital or health
system” (Smith, 2009). In the 1990s when Maine transitioned its home health system to one which includes a wider
mix of service providers, there were disruptions and predictions of dire circumstances. Today, Maine contracts with
one organization for nurses to conduct consumer needs assessments across the state. There are AAAs in different
regions with one AAA responsible for managing the providers. Independent Living Center serves as the fiscal
intermediary. Today, Maine ranked as one of the high performing states according to the recently released Long-term
Support Services Scorecard report from AARP, the Scan Foundation and the Commonwealth Fund (Reinhard,
Kassner, Houser, and Mollica, 2011).
Policy Recommendations
Based on the findings, we, CFC’s external evaluators, recommend that Vermont open its CFC HCBS service delivery
system to additional non-medical providers. If the expansion is carefully and deliberately implemented, access and
choice will be expanded and enhanced, costs will be controlled and quality will be maintained or improved.
Specifically, we recommend that Vermont adopt a phased-in approach to the expansion to non-medical providers
with the following components:
•

Open the CFC market to non-medical providers, thereby removing the incomplete geographic monopoly of
Home Health Agencies as a mechanism for providing HCBS services to CFC participants. Over time, allow
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•

•

transition of Personal Care Attendant (PCA) and homemaker services to non-medical providers, based on
individual choice. As part of this expansion, current HHAs could elect to create separate non-medical provider
entities of their own. Under this model, a Home Health Agency may spin off its CFC services to a separate nonmedical provider. Additionally, as some interviewees observed, nursing facilities and other entities in the
continuum of care may want to create non-medical provider entities which would allow them to continue serving
participants who move back into the community.
Develop certification criteria and/or processes for any non-medical organization which would like to provide
Home and Community-Based Services to CFC participants. This process could specify a number, small at first,
of non-medical providers to be added during a given time period to ensure a deliberate and incremental
approach, allowing for fine-tuning as additional non-medical providers become certified. As part of the
certification, develop criteria and a process by which non-medical providers enroll CFC participants.
Maintain current case management services with the Home Health Agencies and Area Agencies on Aging. As
part of this maintenance, DAIL could monitor, at least initially, the referral rates of HHAs to non-medical
providers.

Since the expansion of CFC providers will result in systemic changes, Vermont should use a 2-year statewide phasein process. This phase-in process can be implemented with the following structural changes:
1. Open the CFC market non-medical providers (including HHA-organized non-medical entities) by eliminating the
incomplete geographic monopoly of Home Health Agencies and allowing non-medical providers to qualify to
provide PCA, homemaker, Respite and Companion services. Vermont should pay close attention to homemaker
services as participants with these services seem prime “beneficiaries” of the expansion.
2. Revise CFC regulations to include non-medical providers, ensuring a thorough regular certification process to
qualify and monitor non-medical providers.
3. Develop and/or revise materials to help participants understand and choose among the variety of settings and
types of providers, based on the current “How to Choose a Case Manager” brochure and “Choices for Care
Long-Term Care Options” brochure. For example, DAIL can contribute to informed choice by crafting a list of
easily understood questions to aid participants in selecting service settings, service models, and service
providers.
4. Work with participants, surrogates, providers, direct service workers and State officials to develop a set of
recommended minimum skills and knowledge competencies for PCA workers (Paraprofessional Healthcare
Institute, 2004). While required training for direct service workers is controversial to some stakeholders, Vermont
may consider implementing a basic training course, similar to New Hampshire’s. DAIL, participants and other
stakeholders could determine the core minimum skills needed by anyone providing Personal Care including
respite and companion services. Drawing on training curriculum from other states and the detailed best
practices curriculum of the Longevity Center (2008), DAIL could include communication and interpersonal skills,
techniques for aiding with hygiene, reporting elder abuse and fraud and resources in the community for elders
and people with disabilities, while ensuring that the curriculum meets the goals and objectives of the CFC
program. This model does not preclude participants from then doing their own individualized training. Not only
will this ensure a minimum training level, but another outcome may be greater respect and value for
PCA/homemaker staff.
5. Assess the impact of the expansion on the following:
• Participants through use of the current annual consumer satisfaction survey measuring access, choice and
quality with a specific module of questions for participants who use non-medical providers.
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•
•

•

Participants and providers through ongoing quality reviews and provider monitoring including complaints
Providers of personal care, respite care, companion care, and homemaker services through annual reports
of financial status including revenues, expenses, fund balance and worker status including full/part-time
workers, rate of turnover, wages and trainings
CFC outcomes and performance through evaluation measures related to enrollment, costs, service quality,
and service utilization.

By adopting these actions, DAIL can implement the expansion of its provider network to include non-medical
providers. Additionally, these recommended processes will allow the on-going evaluation of any changes.
Conclusion
We recommend that Vermont add non-medical providers to the Choices for Care HCBS system, with benefits related
to the following domains:
•

•

•

•

Access: There are participants who currently do not receive the services they need. Some people live in
rural areas where it is difficult to find workers. Some people live in more urban areas and would like to
receive services at times that are difficult for providers. Non-medical providers can help to meet these gaps.
This may have the most impact on access for participants with homemaker services.
Choice: Additional and varied providers will allow participants to have more options for services including
participants who, at this point, have not experienced as much of a choice because of the incomplete
geographic monopoly of the HHAs. Participants will have improved choice of agencies, and will not be
compelled to use Consumer-directed/Surrogate-directed options as their only viable alternative. Again, nonmedical providers may impact choice for homemaker participants most directly and immediately.
Cost: A decrease in costs is anticipated because non-medical providers should be reimbursed at a lower
rate than HHAs. This decrease may be mitigated by two trends: 1) the replacement of Consumerdirected/Surrogate-directed services (which are at a lower rate) with non-medical providers and 2) the
ongoing population demographics, creating a higher demand for services. Due to increased competition, the
State may find that the increase of expenditures is slower because non-medical providers are a less costly
alternative. Also, serving more people at home may further counterbalance any possible increases in HCBS
costs.
Quality: Because access and choice are two components of quality and non-medical providers are
beneficial in those two domains, quality is expected to remain the same or improve if appropriate quality
monitoring, as recommended above, are implemented.

The inclusion of non-medical providers must be taken with due consideration of the impact on the current system and
providers. Choices for Care and its recipients do not exist in a health care vacuum. There are initiatives looking at the
creation of a PCA Cooperative, the on-going implementation of the Blueprint, Care Transitions, the Dual Eligible
initiative, Money Follows the Person and Vermont’s progress towards a single payer system as well as consideration
of developing CFC HCBS case rates. With many of these initiatives impacting the lives of elders and people with
disabilities, DAIL can ensure that the intersections between CFC and these other programs are consistent with CFC’s
principles of choice, access and quality, improving care and improving outcomes while controlling costs.
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As Vermont considers next steps, we recommend a two-year statewide phase-in of the addition of non-medical
providers. During this period, Vermont can examine the effect of expanding the CFC market to non-medical providers
and ensure improvements in access, choice and quality for participants. If Vermont implements these steps in a
phased approach, it can fine-tune the details of a system which best achieves the goals of CFC. All of the research
suggests that this type of service delivery system, which allows for a mix of settings, options and providers including
non-medical providers, will benefit participants, their families, providers, taxpayers and the State.
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Resources
UMass Medical School’s Disability and Community Services conducted interviews with over sixty key informants
during preparation of this policy brief. These key informants included the following:
•
Home Health Agency
•
Hospital discharge planners
•
Area Agency on Aging
•
Adult Day program
•
DAIL staff including DAIL business office
•
Vermont Center for Independent Living
•
Non-medical providers/directors/owners
•
Direct care workers
•
Nursing Homes/ Residential Care/Assisted Living staff
•
Department of Licensing and Protection staff
•
Vermont Assembly of Home Health Agencies
•
Vermont Association of Area Agencies on Aging
•
Vermont Health Care Association
•
Vermont Assembly of Home Health Agencies
•
Vermont Association of Hospitals and Health Systems
•
PACE Vermont
•
Home Health Agencies, Accountant
•
Department of Vermont Health Access Program Integrity Unit
•
Support and Services at Home (aka ‘SASH’)
•
Homeshare Vermont, Home Share Now.
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