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Strengthening the Direct Service Workforce  
in Rural Areas 

Overview 
Most Americans would like to remain in, and receive care in, their own homes and communities as 
long as possible.  Adults living in rural areas are even more likely to indicate this preference.1  
However, Medicaid long-term services and supports (LTSS) users in rural areas are less likely to 
receive home and community-based services (HCBS) than their counterparts in urban areas.  This 
is due, in part, to shortages in the direct service workforce (DSW), lack of service provider 
coordination, limited funding, provider shortages, and challenges in HCBS infrastructure.2  
Nationally, the demand for direct service workers is expected to increase by 48 percent between 
2015 and 2030.3  The population of adults aged 18 to 64, which comprise the majority of the 
workforce, is expected to remain relatively constant, creating a gap between demand and potential 
workforce.4  This disparity is more pronounced in rural areas, which have a higher proportion of 
older adults than urban areas, suggesting greater demand for the DSW.5  The COVID-19 pandemic 
has further exacerbated the shortage of direct service workers in rural areas, with rural providers 
facing worse staffing outcomes than their urban counterparts.6  The Centers for Medicare & 
Medicaid Services (CMS) supports states in their efforts to equitably expand and enhance HCBS, 
including specific initiatives promoting access to and quality of HCBS in rural communities.7

Considerations 
States face a set of well known, yet persistent, 
challenges in maintaining an adequate DSW.  
These challenges include high turnover rates, a 
shrinking pool of workers, low wages, and 
undervaluing of the profession.9  These challenges 
can uniquely affect states and agencies serving 
rural areas.  Often, direct service workers in rural 
areas experience a lower number of visits, a 
smaller and more dispersed client base, and longer 
commute time to and from client visits compared 
with their urban counterparts.  Home care agencies 
located in rural areas also tend to be smaller, are more likely to be non-profit, and generally 
provide fewer services.10  The following considerations may affect the rural DSW. 

 Proportion of older persons residing in rural areas.  Over 46 million older people 
(those aged 65 years and older) live in the United States.  Of those older Americans, more 
than one in five live in rural areas, with many concentrated in states where more than half 
of the older populations live in rural areas.  In addition, American Community Survey 
2012-2016 data reported 17.5 percent of the rural population was 65 years and older 
compared to 13.8 percent in urban areas.11,12

 Geography.  There are fewer direct service agencies operating in rural areas to provide 
services and fewer direct service workers available for agencies to hire.  Also, rural service 
regions can be vast and the distances between individuals in need of services and service 

What is a Rural Area? 
The United States Census Bureau defines rural 
as any population, housing, or territory not in 
an urban area, where “urban area” comprises 
“urbanized areas,” incorporated places with a 
population of 50,000 people or more, and 
“urbanized clusters,” incorporated places with 
a population between 2,500 and 50,000 
people.8  The term “nonmetro” is not 
synonymous with “rural” in this definition. 
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agencies can be wide.  These factors result in direct service workers spending more time 
traveling to and from people in need of services and less time providing services. 

 Transportation.  There is a lack of effective public transportation systems in rural areas 
and road conditions and seasonal variations in weather conditions can make travel a 
challenge. 

 Role of informal caregivers.  In many rural areas, family members, neighbors, and 
friends often fill gaps by providing informal HCBS.9  Migration of younger family 
members to larger, more urban areas often reduces the number of family members 
available to provide care.  As a result, many older adults and people with disabilities living 
in rural areas may choose to follow informal caregivers to urban areas.12

 Technology.  A third of Americans living in rural areas lack adequate access to 
broadband, where “adequate access” is defined by the Federal Communications 
Commission as internet at speeds of at least 25 megabits per second download.13,14  This 
lack of access can present challenges in accessing online resources, including worker 
matching registries and telehealth.  

States can use the information presented here to learn about strategies other states and rural 
agencies have implemented to overcome these common DSW challenges.  

Strategies for States to Increase the Rural Direct Service 
Workforce 
Paying Family Caregivers 

Hiring neighbors, friends, and family as paid caregivers addresses the shortage of direct service 
workers by increasing the pool of direct service workers available in rural areas and may have 
positive effects for individuals receiving HCBS and their caregivers.  For example, caregivers may 
have to reduce their work hours or stop working to care for their relative.  This can result in lost 
income and put a strain on relationships between individuals receiving care and caregivers.  In one 
study, state developmental disabilities administrators reported that individuals with intellectual and 
developmental disabilities (I/DD) were more satisfied when family members or friends were being 
paid for providing support and were more likely to ask for help when they needed it if a family 
caregiver was paid than if the family caregiver was not paid.15  In addition, older adults often hire 
family and friends who they know and trust with their care.16  Paid family caregivers can also be 
an important component of an individual’s backup plan and in designating backup direct service 
staff when a primary direct service worker cannot report for work for any reason. 

Most Medicaid and other publicly funded programs, such as the Veterans Health Affairs’ Veteran 
Directed Care Program, permit relatives of individuals receiving services to be paid direct service 
workers.  Medicaid formerly did not allow “legally responsible” relatives (e.g., spouses, parents, 
legal guardians of minor children) to be paid direct service workers, but this is now permitted 
under section 1915(c) HCBS waiver programs under extraordinary circumstances, through section 
1115 demonstrations, and under section 1915(i), (j), and (k) state plan options if states choose to 
provide this option.  However, language at section 1905(a)(24) prohibits the hiring of legally 
responsible relatives under the Medicaid State Plan Personal Care Services option. 
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“Grow-Your-Own” Initiatives  

Some rural localities have used “grow-your-own” approaches to DSW development.  These 
approaches recruit and offer incentives to residents who already live in underserved areas so that 
they stay and become part of the workforce.  A critical aspect of these efforts is providing 
opportunities for increasing workers’ professional knowledge and creating opportunities for 
advancement. 

Alaska Behavioral Health Aide Program 
One of the better-known “grow-your-own” initiatives for the rural DSW is the Behavioral Health Aide 
(BHA) Program founded by the Alaska Native Tribal Health Consortium in 2009.18  This program was 
modeled after the Community Health Aide Program, which was established to assess and provide 
emergent, acute, and chronic medical care to residents in rural communities.18  This program has 
developed a four-level, multi-tiered career ladder for BHAs.19

BHAs in Alaska work in the village where they live and are employed by their tribal health organization.  
In addition, the State of Alaska Department of Health (DOH) now recognizes BHAs certified at various 
levels of BHA as billable Medicaid providers.  The BHA scope of work and billable Medicaid services are 
dependent on BHAs’ certification level. 
The State of Alaska DOH also offers eligible Alaskans two Medicaid-funded personal care services 
programs in which recipients can select their direct service workers to provide those personal care 
services:  the Community First Choice program and the Consumer-Directed Personal Care Services 
program.  Both self-directed options are available to most communities in Alaska.20  In both, the direct 
service workers are employed by a personal care services agency and need to pass a background check 
and have proof of receiving mandatory trainings.   

Self-directed Options 

Self-directed options for HCBS delivery provide individuals and their representatives, as 
appropriate, choice and control over the HCBS they receive and the direct service workers who 
provide services.  This includes the ability to select, hire, manage, and discharge their workers.  
Self-directed options increase the pool of direct service workers available in rural areas by 
allowing neighbors, friends, and family members who are involved in participants’ lives to be paid 
caregivers.21  CMS calls this self-directed option “employer authority.”  

Rural Workforce Development 
The Annapolis Coalition prepared a report, An Action Plan for Workforce Development, for the 
Substance Abuse and Mental Health Services Administration (SAMHSA), providing ways to strengthen 
the behavioral health workforce.  The following recommendations on recruitment and retention of the 
behavioral health workforce in rural areas can be generalized to the broader DSW: 
• increasing older adults’ and people with disabilities’ capacity to self-direct and individuals’ 

responsibility for their own care; 
• educating the community on identifying long-term care infrastructure needs; 
• implementing recruitment strategies (“grow-your-own” approaches), including participant-directed 

service models; 
• increasing the supply of effective training opportunities; 
• fostering leadership development; and 
• enhancing infrastructure to support and coordinate workforce development and implementing a 

national research and evaluation agenda on workforce development.17 
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Participants may also have decision-making authority over how Medicaid funds in an individual-
directed budget are spent.  CMS refers to this as “budget authority.”  An individual’s budget may 
contain funds for the purchase of direct service labor and individual-directed goods and services 
that reduce participants’ reliance on human assistance and increase their independence and 
community inclusion.  Individual-directed goods and services often include items that typically 
would not be covered under traditional Medicaid HCBS. 

States may offer self-directed options as a choice for receiving Medicaid-funded HCBS, although 
it may not be the only option available for Medicaid beneficiaries.  States may implement self-
directed options with Medicaid 1905(a) state plan personal care services, section 1915(c) HCBS 
waiver programs, and sections 1915(i), (j), and (k) state plan options.  Currently, every state, the 
District of Columbia, and Puerto Rico have implemented at least one publicly funded self-directed 
option, with the majority of states offering this option on a statewide basis.  

Worker-owned Cooperatives 

Major causes of direct service worker attrition include low wages, lack of benefits, workers 
reporting a lack of respect for their knowledge and skills, and low job satisfaction due to lack of 
professional growth opportunities, inadequate training, and unmanageable workloads.22  Worker-
owned cooperatives are direct service agencies owned and operated by direct service workers.  
These cooperatives are one method to provide direct service workers more ownership and control 
over their work environments and, in some cases, increased earnings and benefits.  Researchers 
surmise that the reason for these increased earnings might be that worker-owned cooperatives 
provide worker-owners a portion of the profit and prioritize reducing internal inequality over other 
compensation goals.23  Worker-owned cooperatives have been developed in a number of states, 
with several formed in rural areas.24

Worker Access to Transportation 

Low pay and benefits for direct service work in rural and urban areas combined with transportation 
costs are obstacles to direct service worker recruitment and retention.25,26  Most urban areas have 
the advantage of better-developed public transportation systems that make transportation more 
accessible for direct service workers.  In rural areas, the complications that result from the long 
distances direct service workers often must travel (e.g., variable gas prices and other costs of 
automobile ownership, variable seasonal road and weather conditions, serving fewer people per 
day due to significant travel time) make serving people living in rural and geographically isolated 
areas less financially viable for traditional agency-based service providers and direct service 
workers.  

Transportation Strategies 

Ideally, community-based agency providers supply vehicles for direct service workers.  However, many 
rural providers do not have these resources.  Instead, several intermediate steps may make a difference 
in this area, such as: 
• carpooling; 
• scheduling based on geography; 
• reimbursing for mileage expenses; and 
• arranging with rental companies to rent highly fuel-efficient cars for direct service workers to use. 
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Web-based Direct Service Worker Matching Registries 

A key component of effective HCBS 
delivery is the ability to connect people 
requiring HCBS with direct service 
workers and to determine if these workers 
have the credentials and training necessary 
to provide quality services.  Some states 
are implementing web-based direct service 
worker matching registries and job boards 
to address this need.  Matching registries 
are online platforms that enable individuals 
or their designated representatives, as 
appropriate, to identify and recruit direct 
service workers with the right mix of skills, 
experience, and availability to meet the 
individual’s care needs.  They also enable 
direct service workers to find employment 
and build sustainable work schedules.  
These voluntary registries serve a critical 
need for individuals enrolled in HCBS that 
offer a self-directed option and are growing 
in number and popularity.27

Strategies for States to Develop Infrastructure to Support 
the Rural DSW 
To achieve the desired level of quality in the DSW, now and in the future, federal, state, and local 
policymakers and planners must anticipate labor market changes as well as the future needs of 
older adults and individuals with disabilities.  The following are practices that could strengthen the 
DSW for states. 

Training and Credentialing of Direct Service Workers 

Direct service workers often need additional training to improve their skills and advance their 
careers.  Obstacles for direct service workers to receive the training they need include: the costs of 
training and traveling to classes, a lack of well-defined direct service work career paths or job 
titles, and the lack of consistent state and federal guidelines in training for these workers.  In 
addition to general difficulties with DSW training, training in rural areas is difficult to execute 
because of geographic dispersion, lack of nearby educational institutions, and smaller class sizes 
(thus less profit for training providers).  In addition, employers often do not reimburse direct 
service workers for mileage to training and do not pay employees for training time.28  Because of 
these and other obstacles, most DSW training is provided by employers post-hire.  

Web-based Direct Service Worker Matching 
Registries Across States 

Several web-based direct service worker matching 
registries are connected to public authorities, 
including statewide registries in Oregon and 
Washington State. 
• The Oregon Home Care Commission is in the

process of replacing the current statewide registry
with a more modern option.  Emerging from
partnerships with SEIU Local 503, Carewell SEIU
503/Rise Partnership and Carina, this new registry
will better assist individuals and families looking for
care to quickly and easily match with a homecare
worker, personal care attendant, or personal
support worker who best meets their needs.
Statewide rollout is projected to be completed by
the end of 2022.

• Washington State has developed a statewide web-
based Referral Registry maintained by Carina, a
non-profit registry funded through the collective
bargaining agreement between Washington and
the home care union SEIU 775.

https://or-hcc.org/
https://carina.org/homecare/medicaid/oregon
https://carina.org/homecare/medicaid/washington
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Use of Internet-based Technology in Providing Training to the Rural DSW 
Internet-based technology can give rural providers and workers increased access to advanced 
training courses.  When a locality offers higher education or training opportunities through distance 
learning, it allows students in remote locations to gain the same educational opportunities they 
would have near a university or training facility.  Examples of online training programs for direct 
service workers include the DirectCourse curricula developed by the University of Minnesota in 
collaboration with Elsevier, and trainings from the Education Center developed by the Alzheimer’s 
Association.29,30  Such programs can reduce transportation and lodging costs that a worker might 
otherwise incur to participate in on-site training.  States may wish to consider internet availability 
when exploring online training options, as some individuals living in rural areas lack adequate 
access to broadband.13

Other Training Methods for the Rural DSW 
Training systems in rural areas are not limited to online training methods.  While online training 
methods can be cost-effective, some rural areas have found ways to deliver training in-person by 
collaborating with private, public, and non-profit partners.  Scholarships are also available for 
many of the programs.  In addition, rural localities can consider using a blended learning model, 
which combines online and in-person training methods. 

Several state governments, including those with many rural areas have worked on developing more 
clearly delineated competencies and career paths that have a clear, logical career lattice with which 
to plan for the future.31  Also, with more clearly defined roles for direct service workers, defining 
career paths for these workers can help state administrators more easily identify job types, and thus 
shortages and specific areas that need strengthening. 

Program of All-inclusive Care for the Elderly Model in Rural Areas 

In many instances, the challenges all rural health providers face (e.g., large service area distances, 
low population density, limited access to services, a scarcity of providers) may benefit from 
approaches that are less hierarchical and more collaborative across disciplines.  The Program of 
All-inclusive Care for the Elderly (PACE) model is an innovative approach for addressing health 
and LTSS needs.  PACE is an LTSS model (funded, primarily, by both Medicare and Medicaid) 
that “provides comprehensive medical and social services to certain frail, community-dwelling 
older adults, most of whom are dually eligible for Medicare and Medicaid benefits.”32  As of June 
1, 2022, 146 PACE programs operated 273 PACE Centers in 31 states, serving more than 60,000 
participants.33  PACE aims to provide, under the same agency, all medical services, ancillary 
services, home health services, respite care, and other services a person, and their family as 
appropriate, might need to avoid nursing home care and live in the community successfully.  Rural 
areas tend to have older and lower income residents and health care infrastructure with greater 
financial difficulties.  To address these challenges, Congress authorized the rural PACE provider 
grant program through section 5302 of the Deficit Reduction Act of 2005 (P.L. 109-171).34  
Additional information on rural PACE programs is described below. 
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Telehealth 

Telehealth is a modality for offering services to improve an individual’s health through interactive 
communication between the individual and provider.  Telehealth services can, for example, be 
used for assessment, diagnosis, intervention, consultation, and supervision across distances. 37  In 
addition to two-way audio/visual communication, or video chats, telehealth also includes remote 
monitoring and audio-only communications.37  Telehealth may enable providers to serve more 
individuals per day across a broader geographic area.  For example, nurses who previously 
conducted three to five physical home visits during a given day can conduct virtual visits with 
many more individuals during that same day, with additional savings in travel time and costs.  
While such virtual visits cannot and should not completely replace in-person visits, they provide a 
valuable supplement that has a proven benefit for individuals.38

The federal government, and in particular the Health Resources and Services Administration 
(HRSA) Office for the Advancement of Telehealth, part of HRSA’s Office of Rural Health Policy, 
and the Federal Communications Commission, promote the use of telehealth.  The HRSA Office 
for the Advancement of Telehealth administers three telehealth grant programs: 1) the Licensure 
Portability Grant Program, for programs to reduce statutory and regulatory barriers to 
telemedicine; 2) the Telehealth Network Grant Program, for telehealth projects serving 
underserved populations in urban, rural, and frontier (sparsely populated and isolated rural) 
communities; and 3) the Telehealth Resource Center Grant Program, to establish centers to assist 
with implementing telehealth programs to serve rural and medically underserved areas and 
populations.39

The Rural Health Care Program, administered by the Federal Communications Commission, 
provides funding to eligible health care providers for telecommunications and broadband services 
necessary for the provision of health care.  The program currently consists of two programs: The 
Healthcare Connect Fund Program and the Telecommunications Program.  In addition to 
leveraging funds from the Rural Health Care Program to address barriers in implementing 
telehealth programs, rural telehealth programs can offer services via cellular networks or text 
messaging.40  Some rural programs have also adopted long-term plans and formed partnerships to 
build telecommunications infrastructure.41

The COVID-19 pandemic has pushed telehealth forward, and flexibilities allowed by CMS have 
expanded the use of telehealth services.  CMS issued a State Medicaid & CHIP Telehealth Toolkit 

Rural PACE Programs 
The Rural PACE Pilot Program awarded 15 providers with start-up grant funds to develop PACE 
programs in rural areas.35  A number of successes were reported by evaluators; in many cases, PACE 
directors, staff, and participants suggested that rural PACE programs preserve, enhance and, in many 
cases, restored the independence, health, and well-being of participants.  PACE was found to reduce 
burden among family care, and evaluators found that overall participants, communities, and the rural 
PACE sites had favorable experiences as of the early phases of implementation.34  One example of a 
PACE program in a rural community is the Senior CommUnity Care of Colorado PACE Program, which 
serves older adult participants in rural Montrose and Delta counties in Colorado.  The program 
addresses all older adult participants’ medical and social needs including transportation services, 
meals, nursing, and dental and mental health care.  Members are served at their PACE Day Centers, in 
their own homes, or in other locations.36

https://www.fcc.gov/general/rural-health-care-program
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to help states accelerate adoption of broader telehealth policies during the COVID-19 public health 
emergency (PHE).i  CMS also published a Supplement to this Toolkit to provide additional support 
to states in their adoption and implementation of telehealth as they begin to plan beyond the 
COVID-19 PHE.ii  Medicare began to allow individuals in their homes to access telehealth 
services for diagnosis, evaluation, and treatment of mental health disorders.42  In some rural 
environments, specialized care delivered via telecommunications have been implemented and 
show early signs of success.43

Telehomecare is a subfield of telehealth provided in an individual’s home.  It is a communication 
and clinical information system that enables interaction of voice, video, and health-related data 
using ordinary telephone lines.44  Telehomecare is often interchanged with remote monitoring; 
however, it is not strictly monitoring because it incorporates a range of health care delivery through 
education, emotional and social support, information dissemination, and self-care help and 
suggestions.  The implementation of telehomecare can increase access to health care services, 
particularly to the aging population in rural areas, improve the management of chronic conditions, 
and reduce the cost of health care.45

Bay Rivers Telehealth Alliance 
Bay Rivers Telehealth Alliance (BRTA) collaborates with two rural hospitals in the Tidewater Virginia 
area.  Individuals enroll at the time of emergency room or hospital discharge, and telemonitoring 
equipment is drop-shipped to the individual’s home.  Soon after, a health coach visits the individual and 
uses an evidence-based assessment to further assess and build the individual’s understanding of both 
their behavioral health and chronic disease challenges.46  Remote monitoring is intended for a 
recommended 90-day period.  Health information is transmitted to the partner health system’s 
coordination center where incoming data are assessed by nurses.  Any values outside an expected 
range are evaluated by phone, home, or office visit.  Due to encouraging early results showing 
improved readmission rates and decreased emergency room evaluations, BRTA, project partners, and 
third-party payers are meeting to explore reimbursement models.46

i See: https://www.medicaid.gov/medicaid/benefits/downloads/medicaid-chip-telehealth-toolkit.pdf.  
ii See: https://www.medicaid.gov/medicaid/benefits/downloads/medicaid-chip-telehealth-toolkit-supplement1.pdf. 

https://www.medicaid.gov/medicaid/benefits/downloads/medicaid-chip-telehealth-toolkit.pdf
https://www.medicaid.gov/medicaid/benefits/downloads/medicaid-chip-telehealth-toolkit-supplement1.pdf
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Support for Rural Family Caregivers 

As highlighted in the National 
Strategy to Support Family 
Caregivers released by the 
Administration for Community 
Living, each year, around 53 
million people provide a broad 
range of assistance to support 
the health, quality of life, and 
independence of a person close 
to them who needs assistance as 
they age or due to a disability or 
chronic health condition.  
Family members and other 
informal caregivers provide the 
majority of long-term care, and 
studies have found no 
consistent difference between rural and urban older adults in the likelihood of receiving care from 
family members.10  A 2020 AARP report found that more than one in five Americans (21.3 
percent) are caregivers who have provided care to an adult or child with special needs at some time 
in the past 12 months.  In 2017 alone, family members caring for older adults contributed an 
estimated $470 billion of unpaid care.49  In addition, a greater portion of caregiving adults were 
providing care to multiple people in 2020 compared to 2015, with 24 percent caring for two or 
more individuals, an 18 percent increase since 2015.50

AARP reported that more than half (51 percent) of caregivers feel their role has given them a sense 
of purpose or meaning.  These positive emotions often coexist with feelings of stress or strain. 
Caregivers reported physical, emotional, and financial strain with two in ten reporting they feel 
alone.  When compared with caregiver self-reporting in 2015, fewer caregivers in 2020 reported 
their health status as excellent or very good (41 percent, down from 48 percent in 2015) and a 
greater proportion reported being in fair or poor health (21 percent, up from 17 percent in 2015).  
In addition, one in four caregivers reported difficulty in taking care of their own health (23 percent) 
and a similar proportion reported caregiving had made their own health worse (23 percent).  This 
decline in caregiver self-reported health further emphasizes the importance of supporting 
caregivers.50  Caregiver stress is also a strong predictor of nursing home entry.51  Helping alleviate 
challenges for family caregivers can increase the chances that they will be able to continue caring 
for their family members at home. 

Caregiver support programs in rural areas, as in all areas, often aim to teach hands-on caregiver 
skills, stress management, care management skills (ability to identify and coordinate care with 
outside support services), and self-care skills to older adults and people with disabilities.  Training 
can be conducted using videoconferencing, conference calls, in-person meetings, or web-based 
training.  The National Strategy to Support Family Caregivers developed a list of actions for both 
federal and non-federal stakeholders to take in order to advance the support of family caregivers, 
including an Actions for States, Communities, and Others document with more than 150 suggested 
actions to leverage in supporting family caregivers. 

The Savvy Caregiver Program 
The Savvy Caregiver Program is an intervention designed for both 
urban and rural caregivers of persons with dementia.  The program 
was initially field tested in California, Maine, and Michigan.47  As 
part of this testing, group workshops were provided to family 
caregivers at weekly two-hour sessions over six weeks and focused 
on training family caregivers in the basic knowledge, skills, and 
attitudes needed to handle the challenges of caring for a family 
member with dementia.  Evidence demonstrated the Savvy 
Caregiver Program’s effectiveness in increasing caregiver skill, 
knowledge, and confidence as well as reducing caregiver distress.  
In Maine, a translational study of the program examined 770 
caregivers, 60 percent of whom resided in rural areas.48

Researchers found support for the overall effectiveness of the 
Savvy Caregiver Program amongst both rural and urban 
participants. 

https://acl.gov/sites/default/files/RAISE_SGRG/NatlStrategyToSupportFamilyCaregivers.pdf
https://acl.gov/sites/default/files/RAISE_SGRG/NatlStrategyToSupportFamilyCaregivers.pdf
https://acl.gov/sites/default/files/RAISE_SGRG/NatlStrategyToSupportFamilyCaregivers.pdf
https://acl.gov/sites/default/files/RAISE_SGRG/NatlStrategyFamCaregivers_ActionsSCO.pdf


10  

Opportunities under the Money Follows the Person Demonstration 

The Money Follows the Person (MFP) demonstration initially was authorized under section 6071 
of the Deficit Reduction Act of 2005 (P.L. 109-171) and Congress authorized a series of 
extensions, with the last three authorized in 2019, 2020, and 2021.52  The demonstration supports 
states’ efforts to rebalance their LTSS systems so that individuals have a choice of where they live 
and receive services.  From the start of the program in 2008 through 2020, states transitioned 
107,128 people from nursing facilities to community living under MFP.53  The MFP demonstration 
also has supported the infrastructure (e.g., workforce, services) needed to support people to live 
where they want to live.  MFP has advanced planning and development across rural areas, 
including tribal lands in five states (MFP Tribal Initiative).54  The Consolidated Appropriations Act 
of 2021 authorized additional awards to states and territories not currently participating in MFP55 
for planning and workforce capacity building activities including:  

 assessing HCBS system capacity and determining where additional providers or services 
are needed; 

 recruitment, education, training, and technical assistance for providers and direct service 
workers, including training for individuals with disabilities to become direct service 
workers; 

 caregiver and transition coach training and education; and 
 assessing and implementing changes to reimbursement rates and payment methodologies 

aimed at building HCBS provider capacity or improving HCBS quality.56

Current MFP grantees also have workforce capacity building funds that they could use for the 
same purposes, and states could also potentially use administrative funding for capacity building 
activities. 

Opportunities under Section 9817 of the American Rescue Plan Act  

On March 11, 2021, President Biden signed the American Rescue Plan Act of 2021 (ARP) (Pub. L. 
117-2) into law.  Under ARP section 9817, all 50 states and the District of Columbia received a 
temporary 10 percentage point increase to their federal medical assistance percentage (FMAP) for 
certain Medicaid expenditures for HCBS from April 1, 2021, through March 31, 2022.  As a result 
of this percentage point increase to their FMAP, 48 states are planning to expend nearly $10 billion 
on strengthening the DSW through rate increases or adjustments, one-time bonuses and retention 
payments, and hourly wage increases and benefits packages.57  States receiving increased FMAP 
under ARP section 9817 are not required to address challenges in the rural DSW specifically, but 
have an opportunity to use these funds to increase the rural DSW and build infrastructure to 
strengthen the DSW in rural areas.  Multiple states have incorporated strategies into their spending 
plans to strengthen the DSW and its infrastructure statewide, including through many of the 
strategies described above.58

 Allowing family caregivers to be paid: Some states are allowing previously ineligible 
family caregivers to become paid caregivers,59 thus increasing the pool of available 
workers without the need for family caregivers to sacrifice income. 

 Expanding self-directed program options: Within their ARP section 9817 spending 
plans some states are expanding self-directed services under section 1915(c) HCBS waiver 
programs or raising reimbursement rates for self-directed workers. 
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 Providing increased worker access to transportation: Some states are aiming to address
transportation as a barrier to direct service worker retention.  Proposed plans include
establishing a fund to provide transportation to direct service workers and allowing use of
rideshare services.

 Creating matching service registries: A few states are leveraging ARP section 9817
funds to create new or expand existing matching service registries.  These registries aim to
help recruit and retain direct service workers and allow employers to easily find
individuals that meet requirements for training, credentials, and availability.

 Instituting training and credentialing measures to increase worker
professionalization:  Some states are leveraging ARP section 9817 funds to create
standardized curricula through progressive certifications, enhancing the
professionalization of the DSW and creating additional career development opportunities.
Many states are developing new or enhancing existing training curricula by partnering
with universities and community colleges.

Preparation of this document was funded by the Centers for Medicare & Medicaid 
Services, Contract # HHSM-500-2014-00033I to The Lewin Group. 
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