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ABSTRACT. This study examined changes in Medicaid provider pay-
ments prior to and following approval for personal assistance services
(PAS) among 471 PAS users compared to 295 nonusers who qualified for
but did not use PAS, adjusting for differences between users and nonusers
using propensity scores. PAS users showed a significantly greater increase
in total monthly payments from pre- to post-PAS approval compared to
nonusers (35% vs. −9%) due to high average monthly payments for PAS
($1325). However, users showed a decrease in non-PAS payments com-
pared to nonusers (1%–9% vs. −9%), with significant decreases in pay-
ments for both acute/rehabilitation hospitalizations and for nursing home/
other long-term residential stays among users. While costly, savings in
other areas may help reduce the net cost of PAS.

KEYWORDS. Disability, personal care services, community-based
services, Medicaid, Medicaid expenditures, nursing facilities, inpatient
hospitalization

INTRODUCTION

National data show that 2%–3% of working-age adults in the United
States have difficulty with personal self-care or other activities of daily
living (Rehabilitation Research Training Center on Disability Demographics
and Statistics, 2007). Many require personal assistance services (PAS) to
meet their self-care needs. For some, PAS can mean the difference
between living in an institution and participating in the community
(Batavia, 2001). PAS involves human assistance enabling people with
disabilities to accomplish daily tasks that individuals without disabilities
normally do for themselves (LeBlanc, Tonner, & Harrington, 2001;
LaPlante, Kaye, Kang, & Harrington, 2004). Tasks may include eating,
toileting, and bathing (activities of daily living [ADL]) as well as shop-
ping, cooking, housekeeping, and driving (instrumental activities of daily
living [IADL]). Most adults with disabilities rely on unpaid, informal
assistance from family members or friends for their personal assistance
needs (O’Brien, 2005). However, spending on PAS by state Medicaid
programs has grown substantially in the past decade.

Through a variety of mechanisms, Medicaid is the largest payer of PAS
for people of all ages (Kitchener, Ng, Harrington, & O’Malley, 2007;
LeBlanc et al., 2001). States offering PAS as an optional state plan benefit
have flexibility in designing services, but services must be available statewide
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to all who meet eligibility standards (Kitchener, Carrillo, & Harrington,
2003; O’Brien, 2005). In 2004, 32 states and the District of Columbia
provided PAS as a state plan benefit, serving more than 770,000 individu-
als. Annual per person Medicaid expenditures for PAS provided through
state plans averaged just over $9,200, but varied widely from $712 in
Utah to $22,600 in New York (Kitchener et al., 2007). In addition to state
plans, states may provide PAS under 1915(c) home and community-based
services (HCBS) or 1115 demonstration waivers, or as part of home
health services (Crowley, 2003; Kitchener et al., 2003; Kitchener et al.,
2007; O’Brien, 2005). Because PAS provided under waivers or as part of
home health services may be one of a whole array of services, national
data on the number of people specifically receiving PAS or the Medicaid
expenditures for PAS under these funding mechanisms are difficult to
come by.

Medicaid-funded PAS is increasingly being offered as a consumer-
directed (CD) rather than an agency-directed (AD) service. While
AD-PAS caregivers are trained and supervised by agency personnel, users
of CD-PAS hire, train, supervise, and fire their own PAS caregivers, and a
growing number of states are allowing CD-PAS users to develop their
own service plans and manage their own budgets (Crowley, 2006; Dale &
Brown, 2005; Tritz, 2004). Studies of Medicaid-funded PAS have prima-
rily examined the impact of CD-PAS versus AD-PAS on health outcomes
and health service utilization and, to a lesser extent, on Medicaid expendi-
tures. In general, study findings have favored CD-PAS, with users of
CD-PAS reporting greater satisfaction with PAS services, greater life sat-
isfaction, better general health, and fewer adverse health events and
unmet ADL needs than AD-PAS users (Beatty, Adams, & O’Day, 1998;
Beatty, Richmond, Tepper, & DeJong, 1998; Foster, Brown, Phillips,
Schore, & Carlson, 2003; Hagglund, Clark, Farmer, & Sherman, 2004;
Mattson-Prince, 1997). Studies have also found users of CD-PAS to have
increased rates of preventive healthcare utilization, as well as lower rates
of doctor visits for medical problems, emergency service use, and hospital
and nursing facility days compared to AD-PAS users (Beatty, Adams, &
O’Day, 1998; Dale & Brown, 2006).

Whether provided under a consumer- or an agency-directed model,
PAS is a potentially costly service, with monthly Medicaid expenditures
in 2004 averaging $770 across all states and ranging as high as $1,880
(Fox & Kim, 2004; Kitchener et al., 2007). Medicaid policymakers con-
sidering expanding PAS to individuals not currently served need to know
the total costs associated with the new service, including the cost of PAS
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minus any savings that might be realized in other services. While limited,
there is some evidence that CD-PAS is associated with reduced expendi-
tures for other services such as nursing facilities, home health services,
and inpatient hospitalizations, particularly for nonelderly PAS users, sug-
gesting a partial offset to the high cost of PAS (Dale & Brown, 2005,
2007; Kim, White, & Fox, 2006). For example, Fox and Kim (2004)
compared 6 months of expenditures for working-age adults prior to and
following enrollment in a CD-PAS program, and found a substantial
(25%), but statistically nonsignificant, decrease in inpatient hospital
expenditures. However, the lack of an appropriate comparison group lim-
its interpretation of these findings. The goal of the current study was to
compare changes in Medicaid expenditures among working-age adults
with disabilities prior to and following enrollment in the Massachusetts
Medicaid (MassHealth) PAS program (known as the MassHealth Per-
sonal Care Assistant program) to a group who qualified for, but did not
use, PAS.

The MassHealth Personal Care Assistant Program

The MassHealth Personal Care Assistant program began in 1976 as a
state plan benefit, and is one of the oldest consumer-directed programs in
the United States. To be eligible for services, MassHealth members must
meet Social Security Administration disability criteria and must require
hands-on assistance with 2 or more ADLs, including toileting, bathing,
grooming, dressing, eating, taking medications, transferring, walking,
using equipment to move, or completing range-of-motion exercises. PAS
is prescribed by the clinician overseeing the member’s care. Registered
nurses and occupational therapists conduct evaluations in members’
homes or other settings (e.g., hospitals) and submit authorizations to
MassHealth for the number of service hours needed. There is no limit on
the number of PAS hours for which members can be approved. In addi-
tion, while there is no age restriction for services, more than 70% of the
13,700 MassHealth PAS users in fiscal year (FY) 2005 were working-age
adults.

We examined all MassHealth expenditures (i.e., provider payments)
prior to and following approval for PAS for two groups of working-age
MassHealth members with disabilities with presumably equivalent need
for PAS—members who were approved for PAS who used the service,
and those who were approved for but never used PAS. We sought to
ascertain changes in total MassHealth payments for both groups, from
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pre- to post-PAS approval, to determine if PAS use was associated with
any savings in non-PAS payments and, if so, to identify the specific cate-
gories of payments in which savings occurred. This study received
exempt status from the University of Massachusetts Medical School
Institutional Review Board.

METHODS

Study Participants

Participants included working-age (18–64) MassHealth members with
disabilities who were approved for PAS and had at least one year of con-
tinuous MassHealth enrollment before and after PAS approval between
July 1, 1999, and June 30, 2004 (FYs 2000–2004). Because we relied on
ICD-9-CM codes accompanying MassHealth claims to classify members
by diagnostic categories and to estimate their chronic disease burden (see
below), study participants were restricted to MassHealth members with-
out any other source of health insurance. A total of 766 MassHealth mem-
bers met study criteria. PAS “users” included 471 members who used at
least one hour of PAS following approval for services (mean hours of
PAS use = 31 hours per week; SD  = 5; range 4–89). On average, users
began to have PAS charges within one week of being approved for PAS,
and 96% continuously used PAS for the full year after approval. “Nonusers”
included 295 members who were approved for PAS but did not use any
PAS in the one year following approval.

Data

Data were retrospectively retrieved from the MassHealth Medicaid
Management Information System eligibility and paid claims data files
for FYs 2000 to 2004. Claims data were used to identify members’ PAS
status (user vs. nonuser), and eligibility data provided demographic
characteristics of members, including age, gender, race, and county of
residence (grouped into 6 regions of the state). We estimated members’
chronic disease burden using the Chronic Illness and Disability Pay-
ment System (CDPS; Kronick, Gilmer, Dreyfus, & Lee, 2000), which is
a publicly available, diagnosis-based risk-adjustment tool developed for
Medicaid populations. The CDPS generates a score through an algo-
rithm that classifies ICD-9-CM codes from both inpatient and outpatient
claims into 19 major diagnostic categories. Individuals with a CDPS
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score of 1 are expected to incur average overall Medicaid costs; those
with a score of 2 are expected to incur twice the average costs, and so on
(Rein, 2005). For indices of disease burden, we used members’ annual
CDPS scores from the FY prior to PAS approval, as well as the diagnos-
tic categories and the total number of categories into which members
were grouped.

MassHealth provider payments for all participating members during
the 1 year pre- and 1 year post-PAS approval were obtained from
claims data and included all PAS payments for PAS users and all other
payments for users and nonusers. Payments for PAS included pay-
ments for evaluation and reevaluation, hourly wages for PAS workers,
and administrative charges. All other payments included those for
acute and rehabilitation inpatient hospitalizations, outpatient and
emergency services, physician services, laboratory services, outpa-
tient prescription medications, nursing homes and other long-term res-
idential services, home health services, medical equipment and
supplies, and transportation and dental services. All payments were
adjusted to 2004 dollars using the Northeast Consumer Price Index for
Urban Consumers, and average monthly provider payments for each
member were calculated.

Data Analysis

Because PAS users and nonusers were not equivalent on demo-
graphic characteristics and disease burden indices, our first step in the
data analysis was to generate propensity scores for all members. Pro-
pensity scores are useful in studies where randomization is either
impossible or prohibitive, because they control for observed differences
in groups. Propensity score methods are commonly used in observa-
tional studies of health service outcomes (Berg, Fleegler, van Vonno, &
Thomas, 2005; Rotheram-Borus et al., 2003; Rubin, 1997). The propen-
sity score methodology produces a score for each individual that can be
used to stratify the two study groups to improve balance on observed
covariates (Braitman & Rosenbaum, 2002; Rosenbaum, 1995). We used
a logistic regression procedure to produce a propensity score for each
member, predicting group membership (PAS user vs. nonuser) from
members’ demographic characteristics, CDPS score, CDPS diagnostic
categories, number of diagnostic categories, and total payments from 4
months prior to PAS approval. Following Rosenbaum (1995), we used
the propensity scores to group members into 5 strata, each with 20% of
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the sample. Each stratum included members with a similar likelihood of
being a PAS user. Strata (as a single, 5-level variable) was used as an
independent variable in all analyses. While propensity scores can be shown
to effectively control for observed biases between the two study groups,
their impact on hidden biases is unknown (Braitman & Rosenbaum, 2002).
To further control for the impact of members’ chronic disease burden,
we also used CDPS scores as a stand-alone independent variable in the
model (described below).

We examined all MassHealth payments for both PAS users and non-
users in the 1 year pre- and 1 year post-PAS approval. In the period
between 12 and 5 months pre-PAS approval, payments were stable and
did not differ significantly between the two groups. However, beginning
at 4 months and continuing through 1 month prior to approval, a signifi-
cant increase (p  = .028) in payments was observed for users and nonus-
ers, averaging $350 for both groups. Thus, analyses used payments from
the 4 months immediately prior to PAS approval. Changes in monthly
payments from 4 months pre- through 1 year post-PAS approval were
analyzed using Hierarchical Linear Modeling (HLM) with an autore-
gressive covariance structure. Payments were transformed by taking the
square root of the monthly values to reduce the effects of skewed distri-
bution. Independent variables in the model included group (PAS user
vs. nonuser), strata, CDPS scores, group by strata interaction, group by
strata interaction nested within each individual, time (months 1 through
12), group by time interaction, strata by time interaction, and group by
strata by time interaction. The dependent variable was the square root of
the average payments per member per month. The goodness-of-fit sta-
tistic for the overall HLM model with the square-root transformation of
payments was R2 = .73.

We used HLM to examine changes in all non-PAS payments, as well
as changes within four specific categories of non-PAS payments—acute
and rehabilitation hospital stays, nursing home and other long-term resi-
dential stays, all ambulatory services, and outpatient prescription medi-
cations. Within each of these categories, we deconstructed the average
monthly payments into three components: (a) the percentage of mem-
bers with any payments in the category and among members with
payments, (b) the average number of paid claims, and (c) the average
payment per claim. The product of these three components equals the
average monthly payment within the category and allowed us to identify
the specific component contributing to any observed change in
payments.
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RESULTS

Table 1 shows demographic characteristics, disease burden indices,
and average monthly provider payments for 4 months prior to PAS
approval for PAS users and nonusers. Users and nonusers differed signif-
icantly on race (users were more likely to be African American) and
county of residence,1 as well as CDPS score, 4 of the CDPS diagnostic
categories, and the number of CDPS diagnostic categories. However, the
propensity adjusted p values shown in Table 1 suggest that the use of pro-
pensity scores was generally effective in controlling for observed differ-
ences between users and nonusers.

Figure 1 shows the average monthly payments in the 4 months pre- and
the 1 year post-PAS approval for users and nonusers (payments for PAS are
not included in the postapproval period). Table 2 shows monthly means for
total MassHealth payments, PAS payments and non-PAS payments
for users and nonusers in the 4 months prior and 1 year following approval
for PAS. Mean monthly payments for PAS were $1,325 (median = $1,059)
in the year following PAS approval, and accordingly, users showed a sig-
nificantly greater increase (35%) in total payment from pre- to post-PAS
approval in comparison to nonusers who showed a decrease (−9%) in total
payments (p < .001). However, results of the HLM showed that users had a
significantly greater decrease from pre- to post- in non-PAS payments
compared to nonusers (group by time interaction, p = .0110), with monthly
payments decreasing by 19% for users compared to 9% for nonusers.

Also shown in Table 2 are the average monthly payments in four non-
PAS categories—acute and rehabilitation hospital stays, nursing home
and other long-term residential stays, ambulatory services, and outpa-
tient prescription medications—and the breakdown of payments in each
category into three components. As these data show, the greater decrease
in non-PAS payments among PAS users is largely due to the signifi-
cantly greater decrease in payments for acute and rehabilitation hospital
stays among users in comparison to nonusers (−50% vs. −38%; p = .0003).
The deconstruction of acute/rehabilitation hospital payments shows that
this greater decrease in payments is primarily due to a decrease in the
average length of stay in acute/rehabilitation hospitals for users com-
pared to nonusers who showed a slight increase in length of stay (−33%
vs. 8%). Overall, PAS users showed an increase in the per day payments
for acute/rehabilitation hospital stays from pre- to post-PAS approval
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(34%) compared to nonusers, who showed a slight decrease in per day
payments (−6%).

In addition to a greater decrease in payments for acute/rehabilitation
hospital stays, users showed a significantly greater decrease in payment
for nursing home and other long-term residential stays from pre- to post-
PAS approval compared to nonusers (−31% vs. 25%; p  = .033). This
decrease is largely due to a decrease in the percentage of users with any
nursing home or other residential stays (from 3% to 2%) compared to
nonusers, who showed an increase in nursing home or other residential
stays (from 10% to 11%). Of note, among all members with a nursing
home stay in the 4 months prior to approval (n  = 44; 26 nonusers, 18
users), nonusers were 9 times more likely than users to have a nursing
home stay in the post-PAS approval period (88% vs. 44%, respectively;
OR = 9.58, 95% CI = 2.09 − 43.84). Among those without a nursing
home stay in the 4 months prior to approval (n = 722; 269 nonusers, 453
users), nonusers were almost 3 times as likely to have a nursing home stay
in the postperiod compared to users (7.4% vs. 2.9%, respectively; OR =
2.71, 95% CI = 1.33 − 5.56).

There was no significant difference between PAS users and nonusers
in changes in payments for ambulatory services from pre- to post-PAS

FIGURE 1. Average monthly non-PAS Medicaid payments among PAS
users and nonusers pre- and post-PAS approval.

Note. Payments for PAS are not included in the post-PAS approval period. Payments shown
are in raw dollars.
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approval. However, PAS users did show a significant increase (p < .0001)
in payments for outpatient prescription medications in comparison to
nonusers. This increase is due both to a greater increase in the average
payment per prescription claim among users in comparison to nonusers
and a larger decrease in the number of nonusers with prescription claims
in comparison to users (−6% vs. < 1%).

DISCUSSION

Consistent with other studies (Fox & Kim, 2004), total MassHealth
payments for PAS users increased in the one year post-PAS approval
compared to nonusers, with the increase due to the high payments for
PAS itself, which averaged $1,325 per month for users. However, our
findings suggest that the net cost of PAS may be somewhat reduced
because of savings in other, non-PAS payments.

Changes in Non-PAS Payments

Advocates contend that PAS is a service that widens opportunities for
people with disabilities to live and work in their communities by providing
an alternative to facilities, such as hospitals, nursing homes, or other long-
term residential settings (Batavia, 2001), but this notion has received only
limited empirical inquiry. In this study, we examined changes in Medicaid
payments following approval for PAS among PAS users and nonusers in
four different (non-PAS) categories and found significant decreases in pay-
ments for users compared to nonusers in two categories reflecting different
types of facilities—acute/rehabilitation hospitals and nursing homes or other
long-term residential settings. Taken together, we found PAS users to have
an approximately $300 per month decrease in Medicaid payments for stays
in facilities compared to a $150 per month decrease among nonusers. How-
ever, when we deconstructed these payments, we observed that the compo-
nent contributing to the decrease differed across the two types of facilities.

For acute/rehabilitation hospitals, PAS users showed a reduction in
average lengths of stay from pre to post from 12 to 8 days, while lengths
of stay for nonusers increased slightly from 13 to 14 days. Thus, PAS may
act to facilitate discharge from an acute or rehabilitation hospital because
it provides the PAS users with adequate care giving at home. Notably, we
observed an increase of 34% in the per-day payments for acute/rehabilita-
tion hospitalizations for PAS users from pre- to post-PAS approval.



Hashemi et al. 293

While it seems unlikely that PAS will prevent all acute hospitalizations,
some studies suggest that PAS use is associated with fewer preventable
hospitalizations and other adverse health outcomes (Beatty, Adams, &
O’Day, 1998; LaPlante et al., 2004; Mattson-Prince, 1997). It may be
that, when they are necessary, acute hospitalizations for PAS users are
shorter and more appropriate but somewhat more costly.

Conversely, the differences in payments for nursing home or long-term
residential stays from pre- to post-PAS approval for users compared to
nonusers were driven largely by a decrease in the percentage of PAS users
with stays in these facilities compared to an increase in the percentage
among nonusers. As might be expected among working-age Medicaid
enrollees, the number of members with any nursing home stays was rela-
tively small. However, our examination of the pattern of nursing home
stays in the pre and post periods for both users and nonusers suggests that
PAS may both facilitate discharge from and divert admission to nursing
homes for users, and that the lack of PAS may place some individuals at
risk for nursing home placement. On the whole, our findings provide
some evidence for the claims that PAS may be used as an alternative to
more restrictive settings (Batavia, 2001).

The analysis of payments for outpatient prescription medications
showed a significant increase in payments from pre- to post-PAS approval
for PAS users compared to nonusers, and our subsequent analysis showed
that this rise could be attributed to two components of the payments. First,
PAS users had generally higher prescription payments compared to non-
users, even in the pre-PAS approval period, and showed a slightly greater
increase in the amount paid per prescription from pre- to post-PAS
approval than nonusers (10% vs. 7% increase). This is not surprising
given that PAS users generally had a greater prevalence of chronic health
conditions (e.g., diabetes) that may require more costly prescription drugs
compared to nonusers (Agency for Healthcare Research and Quality,
2005). In addition, the greater decrease in the percentage of nonusers with
outpatient prescription payments compared to users contributed to the dif-
ference we observed in prescription payments for PAS users. We cannot
directly account for this decrease in the percentage of nonusers with pre-
scription payments. However, we were able to ascertain that there were
members without any prescription payments over the one year post period
among both users (n = 30) and nonusers (n  = 52). In all cases, the lack of
outpatient prescription payments was not due to stays in either acute/
rehabilitation hospitals or nursing homes or other long-term residential
settings.
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Across the four non-PAS categories, payments for PAS users
decreased approximately $310 per month from pre- to post-PAS
approval, compared to $190 per month for nonusers, resulting in a $120
difference in the reduction of non-PAS payments for users versus nonusers.
While payments for PAS averaged $1,325 per month among users in the
one year following PAS approval, savings in other, non-PAS payments
suggests a modest reduction in the cost of PAS, to about $1,200 per
month, may be realized.

Rise in Payments Prior to PAS Approval

As noted, we observed that in the 12 to 5 months prior to PAS
approval, payments for both groups were stable and did not differ sig-
nificantly. However, this analysis brought to light that, prior to being
evaluated for PAS, both groups incurred a rise in Medicaid payments in
the preceding 4 months. We speculate that this collective rise in health
care payments shortly preceding a request for a PAS evaluation could
be attributed to events that were associated with a loss of ADL or IADL
independence and triggered the application for PAS, such as accidents
and injuries, sudden medical problems, or worsening of a disabling
condition.

Implications for Policy

For state policymakers considering implementing or widening PAS,
this study suggests that PAS may be associated with a modest reduction in
other Medicaid payments for acute/rehabilitation hospitals and/or nursing
homes or other long-term residential settings. While PAS, like many com-
munity-based services, springs from a values-based orientation—for
example, PAS has been shown to improve quality of life among people
with disabilities (Beatty, Adams, & O’Day, 1998; Foster et al., 2003;
Hagglund et al., 2004)—our study suggests that a small reduction in other
Medicaid payments may be anticipated. While we only examined pay-
ments in the first year following PAS approval, other studies have found
PAS effects on nursing facility expenditures to continue beyond one year
(Dale & Brown, 2006).

Other matters raised by our analysis are relevant to policy development
and inquiry. In particular, we are unable to confidently explain why some
MassHealth members requested and were approved for PAS but did not
use the service. Differences between the two groups in demographic
characteristics, particularly area of residence, and disease burden may be
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relevant. For example, securing a qualified personal assistant takes con-
siderable effort (Glazier, 2000); the area of the state in which one lives
may make it difficult to find qualified caregivers. In Massachusetts, as in
other states, there are labor shortages for PAS caregivers (Kaye, Chapman,
Newcomer, & Harrington, 2006; Kim et al., 2006). Other factors not cap-
tured in our data may distinguish the two groups. These might include a
greater availability of informal ADL supports among nonusers compared
to users, differences in the willingness of individuals to use PAS, or dif-
ferences in discharge practices of acute and long-term care settings within
geographic areas. These matters call for additional investigation and
policy development.

Study Limitations and Strengths

Because they control for observed but not unobserved factors, the pro-
pensity scores may not have fully controlled for differences between the
two groups. There may continue to have been unobserved differences
between the groups, such as differences in functional or ADL or IADL
status, that could account for the differences we saw in post-PAS
approval payments. Unfortunately, specific measures of functional status
are not available in the MassHealth eligibility and claims databases. This
study only examined changes in Medicaid payments; PAS users and
nonusers who were also enrolled in Medicare or had other third-party
insurance were not included in the analysis. Thus, services rendered
through other payment mechanisms were not assessed, and therefore
these findings cannot be generalized to other insurance beneficiary
groups. Likewise, there may be other effects on provider payments that
are not captured, such as discharge planning practices or local availability
of services. In addition, this study included only working-age adults,
which limits the generalizability of the findings to the other populations
of PAS users.

Further, due to the nonexperimental, cross-sectional nature of the
study, although a relationship between PAS use and other Medicaid
payments was found, a direct causal claim cannot be made. However,
this study was strengthened by our use of a comparison group of indi-
viduals who were approved for but did not use PAS, because they pre-
sumably had a similar need for these services as users. Particularly
because we observed costs to rise for both groups immediately prior to
approval for PAS, any observed decrease after PAS could be attrib-
uted to regression to the mean. The comparison group, as well as our
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use of propensity scores to control for observed group differences,
does allow us to have increased confidence that the greater reduction
in payments for users compared to nonusers can be attributed to the
impact of PAS.

Future Research

Authors have suggested that PAS may promote employment among
working-age adults with disabilities (Barcus & Targett, 2003;
Stoddard, 2006). While we did not explore this outcome, the findings
do suggest that PAS supports community living. Future studies could
explore directly the relationship of PAS to employment. There may be
an even greater return on investment in PAS if the service is found to
allow previously unemployed adults with disabilities to work. This
study also did not examine whether PAS users received an optimal
amount of PAS. Many PAS users do not use all of the hours they are
approved for, which may be due, in part, to the difficulty in finding
appropriate caregivers. Future research could explore the optimal
amount of PAS and whether optimal amounts will have different
effects on Medicaid payments.

CONCLUSIONS

Advocates and policymakers interested in promoting and expanding
access to PAS among Medicaid beneficiaries have evidence that PAS use
is associated with savings in other areas, particularly in payments for
acute/rehabilitation hospitalizations, as well as for nursing home or other
long-term residential settings. While the cost of PAS can be high, the
potential savings in other areas can help to reduce the net cost of PAS
itself. Moreover, these findings provide some evidence for the notion that
PAS is a service that supports community living for adults with disabili-
ties (Webb, 2003).

NOTE

1. The disproportionate representation of PAS users in the western part of the
state is likely attributed to an independent living center in that area that is very active
in recruiting individuals into the MassHealth Personal Care Attendant (PCA)
program.
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