
 At the Intersection of Health, Health Care and Policy

doi: 10.1377/hlthaff.2015.0244
 

, 34, no.10 (2015):1628-1636Health Affairs
People Out Of Institutions

Connecticut's 'Money Follows The Person' Yields Positive Results For Transitioning
Julie Robison, Martha Porter, Noreen Shugrue, Alison Kleppinger and Dawn Lambert

Cite this article as: 

 
 http://content.healthaffairs.org/content/34/10/1628.full.html

available at: 
The online version of this article, along with updated information and services, is

 

For Reprints, Links & Permissions: 
 http://healthaffairs.org/1340_reprints.php

 http://content.healthaffairs.org/subscriptions/etoc.dtlE-mail Alerts : 
 http://content.healthaffairs.org/subscriptions/online.shtmlTo Subscribe: 

written permission from the Publisher. All rights reserved.
mechanical, including photocopying or by information storage or retrieval systems, without prior 

may be reproduced, displayed, or transmitted in any form or by any means, electronic orAffairs 
HealthFoundation. As provided by United States copyright law (Title 17, U.S. Code), no part of 

 by Project HOPE - The People-to-People Health2015Bethesda, MD 20814-6133. Copyright © 
is published monthly by Project HOPE at 7500 Old Georgetown Road, Suite 600,Health Affairs 

Not for commercial use or unauthorized distribution

by ELLEN ANDREWS
 on January 4, 2016Health Affairs by content.healthaffairs.orgDownloaded from 

by ELLEN ANDREWS
 on January 4, 2016Health Affairs by content.healthaffairs.orgDownloaded from 

http://www.healthaffairs.org
http://content.healthaffairs.org/content/34/10/1628.full.html
http://healthaffairs.org/1340_reprints.php
http://content.healthaffairs.org/subscriptions/etoc.dtl
http://content.healthaffairs.org/subscriptions/online.shtml
http://content.healthaffairs.org/
http://content.healthaffairs.org/


By Julie Robison, Martha Porter, Noreen Shugrue, Alison Kleppinger, and Dawn Lambert

AGING & HEALTH

Connecticut’s ‘Money Follows The
Person’ Yields Positive Results
For Transitioning People Out Of
Institutions

ABSTRACT A centerpiece of federal and state efforts to rebalance long-term
services and supports to enhance consumer choice and contain costs, the
federal Money Follows the Person Rebalancing Demonstration helps
qualified individuals living in institutions make the transition to life in
the community. The Connecticut Money Follows the Person program is
an unusually rich source of data, with information on the 2,262 people
who transitioned to the community under that state’s program during
2008–14. Responses to participant surveys completed before and six,
twelve, and twenty-four months after transition indicate that, for the
majority of respondents who remained in the community, quality of life
and life satisfaction improved significantly after transition, and they
stayed high. About half of the participants visited hospitals or emergency
departments after transition; however, only 14 percent had returned to an
institution one year after transition. Predictors of reinstitutionalization
included some not previously observed: mental health disability,
difficulties with family members before transition, and not exercising
choice and control in daily life. These and other findings suggest
multiple ways in which policy makers can target efforts to strengthen
transition programs that can meaningfully improve people’s lives while
containing costs.

P
eople with disabilities of all ages
prefer to live in community settings
and receive community-based long-
term services and supports instead
of living in isolating institutions

such as nursing homes, rehabilitation hospitals,
or intermediate care facilities.1,2 According to the
Centers for Medicare and Medicaid Services
(CMS), a community living setting is one that
is integrated into and supports full access to the
greater community. It provides meaningful
choice and control overone’s livingenvironment
and services according to one’s preferences.3

Since the 1980s the proportion of people re-

ceiving community-based long-term services
and supports has increased significantly.4 Pro-
viding such services and supports costs less per
capita than institutional care.5,6 In 2013 long-
term services and supports spending of $146 bil-
lion accounted for 34 percent of all Medicaid
spending; 48.7 percent of these dollars went to
institutions.7

Given the rare confluence of personal prefer-
ence and economic efficiency, policy makers
have developed initiatives to rebalance the long-
term services and supports system to reduce the
historical institutional bias and expand home
and community-based services. The availability
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of such services allows people with support
needs to stay in community settings and return
to communities after an institutional stay.8

Medicaid pays for the majority of long-term
services and supports not provided by families.9

Thus, the increased proportion of Medicaid
long-term services and supports dollars spent
in community versus institutional settings re-
flects progress inbothnational and state-specific
rebalancing. Between 1995 and 2013 Medicaid
spending on home and community-based ser-
vices increased from 18 percent to 51 percent
of total long-term services and supports spend-
ing.7 However, this national statistic masks sig-
nificant variation in the proportion of long-term
services and supports spending devoted to home
and community-based services across states that
year, which ranged from 26 percent in Missis-
sippi to 79 percent in Oregon.
The federal Money Follows the Person Re-

balancing Demonstration, funded under the
Deficit Reduction Act of 2005 and expanded
by the Affordable Care Act, is a centerpiece of
rebalancing strategy. In 2007, in the first round
of Money Follows the Person, CMS provided
funds for thirteen states, including Connecticut.
The program currently operates in forty-six
states and the District of Columbia.
The program has two arms: One focuses on

increasing voluntary transitions from institu-
tions to community-based settings, the other on
improving states’ home and community-based
services infrastructure. Institutions from which
people may transition under Money Follows the
Person include nursing homes, hospitals, insti-
tutions for people with mental diseases, inter-
mediate care facilities for people with develop-
mental or intellectual disabilities, and group
homes for five or more residents. Destination
community settings include private homes and
apartments, assisted living facilities, and group
homes for four or fewer residents.
Policy discussions about long-term services

and supports often center on ensuring safety
and mitigating risk. Moving people with signifi-
cant disabilities out of institutions that provide
staff and services raises concerns for the people
being moved, their family members, and policy
makers.Will the people be safe in the communi-
ty? Will they be able to stay in their community
homes? Will they feel isolated? Will they be
happy?
Before the implementation of Money Follows

the Person, outcome data for large-scale transi-
tion programs were not available. The national
Money Follows the Person evaluation has re-
ported sustained increases in quality of life and
life satisfaction after transition.10 Furthermore,
participants had lower total Medicaid andMedi-

care expenditures in the first year after tran-
sition.11

Quality of life for people remaining in institu-
tional settings over time varies based on both
resident and facility characteristics.12 The na-
tional guiding principles of Money Follows the
Person are based on person-centeredness, in-
cluding the principle of choice. People in insti-
tutions are offered the choice of receiving ser-
vices in the community instead. An operating
premise is that quality of life is improved for
institutionalized people who, empowered with
the choice to return to the community, subse-
quently choose to make that transition. For res-
idents of institutions who prefer to live in their
communities, community living contributes to
global life satisfaction (that is, feeling generally
happy given all aspects of life at a particular
time), and that satisfaction is a function of en-
hanced quality of life across multiple domains.10

Each person who transitions through Money
Follows the Person completes a survey assessing
quality of life and global life satisfaction, before
transition and at regular intervals for two years
afterward.Thenational evaluation tracks six spe-
cific quality-of-life domains:quality of andaccess
to care, being treated well by providers, sense
of autonomy, satisfaction with living arrange-
ments, community involvement, and health
and well-being. These domains align with other
quality-of-life research in populations of people
using long-term services and supports.13,14

This article describes themore than2,000peo-
ple who transitioned from institutions to com-
munity settings through the Connecticut Money
Follows the Person demonstration and discusses
their quality of life, global life satisfaction, and
health services use after transition. Specifically,
we examined changes in indicators for each
quality-of-life domain from before transition to
six, twelve, and twenty-four months after transi-
tion. Then, with the goal of informing policy
makers and program staff members across the
United States who are involved in creating and
managing transitionprograms,we identified the
independent effects of these quality-of-life do-
mains on global life satisfaction and reinstitu-
tionalization one year after transition.
Global life satisfaction and avoiding reinstitu-

tionalization are two key indicators of a success-
ful transition to the community, indicating both
quality and stability over time. CMS evaluates all
states’ Money Follows the Person programs on
these measures. However, the national evalua-
tionhas not identified independent predictors of
these outcomes that states can use for targeted
program improvement.
Research comparing life satisfaction between

nursing home and community residents demon-
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strates clear detriments for residents of nursing
homes.15 Predictors of life satisfaction in frail
older adults include physical health, emotional
health, social support, and locus of control (that
is, the extent to which individuals believe that
they can control events affecting them).16,17 No
previous study has investigated the independent
effects of quality-of-life domains on global life
satisfaction for people of all ages and disabilities
whohavemoved from institutions to community
settings.
Previous research has identified multiple fac-

tors related to risk of nursing home admission
for older adults, including older age, race and
ethnicity, living alone, poor self-rated health,
functional and cognitive impairment, falls, pre-
vious nursing home admission, and multiple
medications.18,19 However, previous research has
not examined whether this constellation of fac-
tors also predicts readmission to institutional
settings after a transition to the community. Fur-
thermore, previous research has focused on the
institutionalization of older adults.

The Connecticut Money Follows The
Person Demonstration
Connecticut was selected for this study because
of its productive transition and rebalancing pro-
grams, and because its state-levelMoney Follows
the Person evaluation incorporates several en-
hancements to the national version. Connecti-
cut’s program includes all disability groups
and has transitionedmore people to the commu-
nity than all but three other states, which is at-
tributable to its early start and strong stakehold-
er support from legislators, other policymakers,
consumers, andproviders. TheConnecticut eval-
uators added questions to the national evalua-
tion survey.
Moreover, Connecticut is the only state that

administers the survey at four time points in-
stead of three. An additional survey collection
at six months after transition allows an earlier
look at participant outcomes than the national
evaluation, which requires only surveys before
transition and at twelve and twenty-four months
after it.
Connecticut began transitioning residents

from institutions to the community in Decem-
ber 2008 and will continue through 2018. Con-
sistent with national program rules, enrollees
must have been institutionalized for at least
ninety days, have Medicaid as the institutional
payer, and want to move to a community-based
setting. There are no health or functional eligi-
bility criteria, but the costs of the community
care plan cannot exceed the individual’s institu-
tional costs.

States use a range of strategies to identify and
enroll participants. In Connecticut, referrals to
the programcome frommany sources, including
residents themselves, familymembers, and facil-
ity social workers. After confirming eligibility, a
care manager from an agency partner explains
the program and gets signed informed consent.
Following national guidelines, the consent de-
scribes all program components, including the
evaluation surveys.
Money Follows the Person transition team

members and procedures vary across states, to
integrate Money Follows the Person with each
state’s unique home and community-based ser-
vices program. In Connecticut each resident
undergoing transition works with a team that
consists of him- or herself, involved familymem-
bers, a specialized care manager and transition
coordinator, a facility social worker, a housing
coordinator, and home and community-based
service providers. This team develops a commu-
nity-based, person-centered plan for each partic-
ipant, drawing on a wide range of possible ser-
vices such as home health, case management,
and employment supports, and transitions the
person to a community home. The University of
Connecticut’s Center on Aging conducted the
program evaluation.

Study Data And Methods
Study Design And Data Sources Staff mem-
bers of Connecticut’s Money Follows the Person
program enter demographic and other informa-
tion about participants—including living ar-
rangement, disability category, and medical
diagnoses—into a web-based data system. Field
staff members complete a transition challenges
checklist and an in-person baseline survey be-
fore each transition.
Following the state’s augmented national eval-

uation protocol, evaluators complete follow-
up interviews at six, twelve, and twenty-four
months after transition at the current place of
residence (community or institution), either by
telephone or in person, based on participant
preference (see the “Study Variables” section
for interview components). Interviewers con-
duct assisted or proxy interviews if needed in
English or Spanish (see the online Appendix
for more details);20 translators assist with inter-
views in other languages. The UConn Health In-
stitutional Review Board approved this study.
Study Participants As of September 30,

2014, 2,339 people had transitioned to commu-
nity living throughConnecticut’sMoney Follows
the Person program. Survey response rates were
high: Of those eligible for interviews at each
point in time, 93–97percent completed the inter-

Disability & Caregiving

1630 Health Affairs October 2015 34:10

by ELLEN ANDREWS
 on January 4, 2016Health Affairs by content.healthaffairs.orgDownloaded from 

http://content.healthaffairs.org/


views. During the two year follow-up time, 327
(14 percent) participants died (see the online
Appendix).20

This analysis includes data from 2,262 people
who transitioned before October 2014 and com-
pleted at least the pretransition survey. Differ-
ences in sample sizes between time points are
primarily attributable to participants’ not yet
having reached due dates for follow-up surveys.

Study Variables All of the variables used in
the study come from the national evaluation pro-
tocol, except where specified as Connecticut-
only variables. Participant characteristics in-
clude age, sex, race (white, black, or other),
Hispanic ethnicity, disability category (age sixty-
five or older with a physical disability, younger
than age sixty-five with a physical disability, any
age with a mental health disability, or any age
with a developmental disability), dementia diag-
nosis (Connecticut only), housing type, and liv-
ing arrangement (see the Appendix).20

The six quality-of-life domains include multi-
plemeasures assessed at the time of each survey.
The domain of quality of and access to care in-
cludes satisfaction with services, unmet need for
personal care assistance, and unmet need for
medical or mental health care (see the Appen-
dix).20 The domain of being treated well by pro-
viders includes being treated with respect and
dignity and experiencing physical, verbal, or fi-
nancial mistreatment.
The domain of sense of autonomy uses a six-

item scale to assess choice and control over daily
life (see the Appendix).20 A survey question ask-
ing, “Do you like where you live?” is used for the
domain of satisfactionwith living arrangements.
The domain of community involvement includes
a five-item community integration index10 (see
theAppendix)20 andwhetherparticipantsmoved
between two of the survey times.
And the health and well-being domain in-

cludes needing assistance with six activities of
daily living and seven instrumental activities of
daily living (Connecticut only), self-rated health
(1= excellent, 4=poor),whether the participant

had a fall since the previous survey (Connecticut
only), and depressive symptoms (see the Appen-
dix).20 Participants also responded to a single
question assessing global life satisfaction: “Tak-
ing everything into consideration, during the
past week have you been happy or unhappy with
the way you live your life?”
Finally, respondents reported their use of se-

lected health services at each follow-up interview
(Connecticut only): whether or not they had vis-
ited the emergency department (ED), stayed
overnight in a hospital, or returned to an insti-
tution since the previous interview, and whether
or not theywere reinstitutionalized at the timeof
the follow-up interview.
Statistical Analyses Statistical differences

in quality-of-life indicators from before transi-
tion to after it (at six, twelve, and twenty-four
months)were assessedwithMcNemar’s tests for
the categorical measures (such as satisfaction
with services) and with paired t-tests for the
continuous measures (for example, the number
of deficits in activities of daily living). These an-
alyses were conducted for the whole sample as
well as for the subgroup of people who remained
in the community at the time of each follow-up
survey.
Descriptive statistics indicate the use of health

services after transition. Logistic regression
models identify quality-of-life and demographic
predictors that increase or decrease the odds of
two key outcomes: global life satisfaction and
being reinstitutionalized twelve months after
transition.
The logistic regression models included all in-

dependent variables with significant bivariate
relationships with the dependent variables (see
the Appendix).20 More parsimonious models
might be more useful in achieving the ultimate
goal: helping program planners identify key risk
and protective factors to target in the future.
The model predicting global life satisfaction

included all participants who had completed
six- and twelve-month surveys and included re-
institutionalization as an independent predic-
tor. The logistic regression predicting reinstitu-
tionalization at twelve months after transition
excluded 173 people who were institutionalized
at six months after transition, to ensure that the
six-month predictors included in the model de-
scribed community-based experiences (see the
Appendix).20 A p value of less than 0.05 indicates
significance in all analyses.
Limitations Our study had several limita-

tions. First, the data we analyzed came from
one state’s Money Follows the Person program
anddidnot include a comparison group, andour
results might not be generalizable to all Money
Follows thePersonorother transitionprograms.

The wide range of
outcomes measured
tell a consistent story
of improved quality of
life.
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However, all state Money Follows the Person
programs operate under the same set of CMS
program rules, with minor operational differ-
ences described above. Given these national pro-
gram standards and the exceptional response
rate, this prospective cohort provides an excel-
lent participant population for other states to
learn from.
Second, the national evaluation protocol dic-

tated the majority of the variables examined
in Connecticut’s evaluation and called for the
inclusion of proxy respondents. The use of di-
chotomous variables for some outcomes might
not be ideal for purposes of data analysis. How-
ever, as reliable and easily understoodmeasures,
they are preferable to more complex measures
when surveying a population that includes par-
ticipants with cognitive disabilities. Because
proxy responses could differ from participants’
responses, all analyseswerealso conductedwith-
out proxy respondents. Except for the predictors

of reinstitutionalization, statistical results did
not differ. Moreover, excluding proxy responses
from the current analysis would eliminate the
perspectives of the most vulnerable program
participants and skew the results regarding re-
institutionalization. Therefore, both proxy and
participant surveys were included (see the Ap-
pendix).20

Study Results
Demographic characteristics of all participants
who completed a pretransition survey appear in
Appendix Exhibit 1.20 Participants’ ages ranged
from under 1 year to 104 years. The average was
63 years; 9 percent of the participants were
ages 85 and older, and 11 percent were younger
than age 45. The sample was 52 percent female,
three-quarters white, and 11 percent Hispanic.
Primary disability categories were ages sixty-

five and older with a physical disability (45 per-

Exhibit 1

Quality-Of-Life Indicators And Global Life Satisfaction Before Transition From An Institution To A Community-Based Setting Compared To Six, Twelve, And
Twenty-Four Months After Transition For Participants In Connecticut’s Money Follows The Person Program, 2008–14

Months after transition
Before transition
(n = 2,262) 6 (n = 1,605) 12 (n = 1,328) 24 (n = 770)

Quality-of-life domains and measures % or mean
No. or
SD % or mean

No. or
SD % or mean

No. or
SD % or mean

No. or
SD

Quality of and access to care
Satisfied with services 76.3% 1,103 90.9%**** 1,314 91.6%**** 1,096 92.9%**** 645
Unmet need for personal care assistance 20.8% 332 7.2%**** 115 7.1%**** 94 6.4%**** 49
Unmet need for medical or mental health care 18.3% 289 18.3% 289 18.2% 238 15.7%*** 120
Treated well by providers
Treated with respect and dignity 72.2% 1,052 95.0%**** 1,384 95.1%**** 1,136 95.6%**** 655
Physical, verbal, or financial mistreatment 28.0% 429 6.0%**** 92 6.2%**** 78 6.4%**** 46
Sense of autonomy
Choice and control over daily lifea 4.07 1.55 5.37**** 1.04 5.34**** 1.07 5.37**** 1.05
Satisfaction with living arrangements
Like where you live 58.3% 914 95.3%**** 1,494 94.1%**** 1,226 92.9%**** 697
Community involvement
Score on community integration indexb 3.01 1.26 3.55**** 1.21 3.57**** 1.18 3.68**** 1.16
Community move since last survey —c —c 5.6% 84 4.9% 63 10.7% 80
Health and well-being
Number of ADL deficits 2.04 2.13 1.93** 2.08 1.92 2.08 1.82 2.06
Number of IADL deficits 3.96 2.14 4.08*** 2.03 4.08**** 2.07 3.99** 2.06
Self-rated healthd 2.44 0.73 2.41 0.84 2.43 0.82 2.38 0.84
Fall since the previous survey 19.8% 309 25.8%**** 403 24.2%*** 312 24.9%*** 189
Depressed mood 57.6% 899 50.5%**** 788 50.0%**** 645 47.4%**** 356
Global life satisfaction
Global life satisfaction 63.0% 921 83.9%**** 1,227 82.8%**** 1,001 83.3%**** 589

SOURCE Authors’ analysis of data for 2008–14 from the Connecticut Money Follows the Person Demonstration. NOTES Of the 2,262 study participants, those who were
back in an institution at the time of the six-, twelve-, or twenty-four-month survey were excluded from those respective comparisons. Percentages reflect number of
respondents with complete data for each bivariate comparison. Global life satisfaction is feeling generally happy given all aspects of life at a particular time. ADL is
activity of daily living. IADL is instrumental activity of daily living. aOn a scale of 0 to 6. bOn a scale of 0 to 5. cNot applicable. dOn a four-point scale (1 = excellent,
2 = good, 3 = fair, and 4 = poor). **p < 0:05 ***p < 0:01 ****p < 0:001
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cent), under age sixty-five with a physical dis-
ability (40 percent), mental health disability
(11 percent), or developmental disability (4 per-
cent). Thirteen percent of the sample had a diag-
nosis of dementia.
Upontransitionfromaninstitution,71percent

of the samplemoved into leased apartments, and
21 percent moved into a house owned by either
the participant or a family member. The remain-
ing 8 percentmoved to an assisted living facility,
a residential care home, or a group home. Just
under half lived alone after the transition, a third
moved to the home of a spouse or other family
member, a small number (3 percent) lived with
friends or roommates, and 21 percent lived with
a paid support person or in supervised housing.
For people who remained in the community at

each point in time, a remarkably consistent pat-
tern emerged in the first five quality-of-life do-
mains: Responses on virtually all indicators im-
proved from baseline (before the transition) to
six months after the transition and stayed con-
sistently high over two years for quality of and
access to care, being treated well by providers,
sense of autonomy, satisfaction with living
arrangements, and community involvement
(Exhibit 1). Between each survey, 5–11 percent
of the participants moved, demonstrating hous-
ing stability within the community.
Results were mixed in the health and well-

being domain (Exhibit 1). Deficits in activities
of daily living decreased, but deficits in instru-
mental activities of daily living increased slightly
after the transition, although neither change
(from2.0 to 1.9deficits in activities of daily living
and from 4.0 to 4.1 deficits in instrumental ac-
tivities of daily living) reached a clinically mean-
ingful level. Self-rated health remained at 2.4
across all fourpoints in time,which falls between
good and fair on the four-point scale.

The incidence of recent falls increased from
20 percent before transition to 26 percent six
months after transition, and it remained above
the pretransition levels. Notably, this was the
only indicator to worsen in the community.
Symptoms of depression declined significant-

ly after transition, although close to half of the
respondents at each interview still had depres-
sive symptoms. For global life satisfaction, the
share of respondents who reported being happy
with theway theywere living their lives increased
from 63 percent before transition to 84 percent
at six months afterward and remained at 83 per-
cent for the rest of the two-year follow-up period.
These results for participantswho remained in

the community at the time of each survey do not
differ markedly from analyses of the full sample
that also included people who had returned to
institutions. However, subanalyses show that
the group of people who remained in the com-
munity accounted for the improvements after
transition described above. For purposes of com-
parison, the analyses of the full sample appear in
Appendix Exhibits 2 and 3.20

Participants remaining in the community re-
ported relatively highuse of somehealth services
after transition (Exhibit 2). About half had visit-
ed the ED, and about one-third had been hospi-
talized since each previous interview. At the time
of each interview after transition, 12–19 percent
of all the participants were currently in an insti-
tution, and 15–24 percent had returned to an
institution for some period of time between in-
terviews. The subgroup of reinstitutionalized
participants had higher rates of ED visits and
hospitalizations than those who remained in
the community.
Several factorswere found tobe independently

related to global life satisfaction at the twelve-
month interview (Exhibit 3). Participants who

Exhibit 2

Health Services Use By Participants In Connecticut’s Money Follows The Person Program At Six, Twelve, And Twenty-Four
Months After Transition From An Institution To A Community-Based Setting, 2008–14

Months after transition

6 12 24

Percent Number Percent Number Percent Number
ED visita 44 565 45 574 54 400
Overnight in hospitala 29 374 31 394 38 286
Currently in an institutionb 12 215 14 216 19 175
Ever institutionalized since last surveyb 15 278 20 315 24 227

SOURCE Authors’ analysis of data for 2008–14 from the Connecticut Money Follows the Person Demonstration. NOTES People who
were back in an institution at the time of the six-, twelve-, or twenty-four-month survey were excluded from the emergency department
(ED) and hospitalization numbers but not from the reinsitutionalization numbers. aThere were 1,605 respondents with complete data in
the six-month group, 1,328 in the twelve-month group, and 770 in the twenty-four-month group. bThere were 1,820 respondents with
complete data in the six-month group, 1,544 in the twelve-month group, and 945 in the twenty-four-month group.
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reported unmet need with personal care or with
medical or mental health care were only about
60 percent as likely as those who did not report
such need to report feeling happy with how they
were living their lives. By contrast, people who
said they were treated with respect and dignity
and those who liked where they lived were twice
as likely to be happy with their lives than people

who were not well treated or liked where they
lived, respectively. People with greater choice
and control over their daily lives and people with
higher levels of community integrationwere also
significantly more likely to report life satisfac-
tion, compared to those with less choice or inte-
gration, respectively.
When these quality-of-life factors are taken

into consideration, other factors such as mis-
treatment, falls, and reinstitutionalization,
which were significant bivariate predictors, did
not significantly relate to life satisfaction. Over-
all, these factors explained about 28 percent of
the variance in global life satisfaction.
Fourteen percent of participants had returned

to an institution at the time of their twelve-
month interview. Logistic regression results
show several significant predictors of reinstitu-
tionalization, including higher age and worse
self-rated health (Exhibit 4). People withmental
healthdisabilitieswere twoandahalf timesmore
likely than others to return to an institution.
Recent falls and challenges with familymembers
before the transition doubled the likelihood of
being reinstitutionalized. In contrast, people
with choice and control in their daily lives at
six months were only 78 percent as likely as
others to be back in an institution at twelve
months. The following six-monthmeasureswere
significant bivariate predictors but were no lon-
ger related to reinstitutionalization at twelve
months in the multivariate model: global life
satisfaction, unmet need for personal care assis-
tance, and liking one’s home. The logistic regres-
sion model predicting reinstitutionalization ex-
plained 13 percent of the variance for being
reinstitutionalized at twelve months.

Discussion
This study investigated long-term outcomes of
transitioning from institutions to community
living over six years of the Money Follows the
Person program, 2008–14, in Connecticut. Par-
ticipants included people of all ages with any
type of disability and came from diverse racial
and ethnic groups.
Despite needing assistance with an average of

two activities of daily living and four instrumen-
tal activities of daily living, almost three-quarters
of the participants moved into their own apart-
ments. The wide range of outcomes measured
tell a consistent story of improved quality of life,
which led to higher rates of global life satisfac-
tion for people who remained in the community.
Participantswho returned to institutions did not
report the same improvements.
Although the results indicate improvement af-

ter transition on nearly every indicator for par-

Exhibit 3

Predictors Of Global Life Satisfaction At Twelve Months After Transition From An
Institution To A Community-Based Setting By Participants In Connecticut’s Money Follows
The Person Program

Independent variable (months after transition) Odds ratio 95% CI

Unmet need for personal care assistance (12) 0.59** 0.36, 0.97
Unmet need for medical or mental health care (12) 0.61*** 0.42, 0.86
Treated with respect and dignity (12) 1.94** 1.12, 3.38
Physical, verbal, or financial mistreatment (12) 0.98 0.58, 1.66
Fall since last survey (12) 0.82 0.59, 1.14
Like where you live (12) 2.11**** 1.71, 2.60
Choice and control over daily life (12) 1.18** 1.04, 1.34
Score on community integration index (12) 1.53**** 1.34, 1.73
Reinstitutionalized (12) 0.67* 0.44, 1.03
Constant 0.09 —a

SOURCE Authors’ analysis of data for 2008–14 from the Connecticut Money Follows the Person
Demonstration. NOTES The dependent variable and the independent variables were measured at
twelve months. This logistic regression was applied to 1,544 participants. Model summary
statistics: chi square statistic = 270.68; degrees of freedom = 9, p < 0:001; −2 Log likelihood
= 1,154.84; Nagelkerke R2 = 0.28. Global life satisfaction is feeling generally happy given all
aspects of life at a particular time. CI is confidence interval. aNot applicable. *p < 0:10
**p < 0:05 ***p < 0:01 ****p < 0:001

Exhibit 4

Predictors Of Reinstitutionalization At Twelve Months After Transition From An Institution
To A Community-Based Setting By Participants In Connecticut’s Money Follows The Person
Program

Independent variables (months after transition) Odds ratio 95% CI

Age at transition 1.03**** 1.01, 1.05
Mental health disability 2.52*** 1.31, 4.82
Self-rated health (6) 1.41** 1.03, 1.91
Global life satisfaction (6) 0.60* 0.34, 1.08
Unmet need for personal care assistance (6) 1.85* 0.89, 3.82
Fall since last survey (12) 1.99*** 1.20, 3.30
Like where you live (6) 0.87 0.41, 1.83
Choice and control over daily life (6) 0.78** 0.64, 0.96
Challenges with family before transition 1.98** 1.08, 3.64
Constant 0.01 —a

SOURCE Authors’ analysis of data for 2008–14 from the Connecticut Money Follows the Person
Demonstration. NOTES The dependent variable was measured at twelve months. Most of the
independent variables were measured at six months, in order to examine the effect of quality-of-
life measures on reinstitutionalization. This regression analysis was applied to 1,544 respondents
to the twelve-month survey, minus 173 respondents who were reinstitutionalized at the six-month
survey. Model summary statistics: chi square statistic = 57.80; degrees of freedom = 9, p < 0:001;
−2 Log likelihood = 502.39; Nagelkerke R2 = 0.13. CI is confidence interval. aNot applicable.
*p < 0:10 **p < 0:05 ***p < 0:01 ****p < 0:001
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ticipants who remained in the community, they
nevertheless highlight several opportunities for
ongoing program improvement. About half of
those participants reported symptoms of depres-
sion after transition, and a notable minority
(16–18 percent) reported unmet needs for medi-
cal or mental health care in the community. Six
percent experienced physical, verbal, or finan-
cial mistreatment after transition, whereas well
over a quarter reported such mistreatment be-
fore transition. The incidence of falls increased
after transition, with a fourth of the participants
reporting recent falls. These falls could lead to
ED visits, hospital stays, or reinstitutionali-
zation.
Global life satisfaction and reinstitutionaliza-

tion are of particular interest to a range of
stakeholders—including policy makers, advo-
cates, families, and individuals who might
transition—which warranted in-depth multi-
variate analyses. The significant independent
predictors of life satisfaction that we found are
important, even if not surprising, such as being
treated with respect and dignity and experienc-
ing integration into the community. Equally no-
table are the factors that were not significant
(mistreatment, recent falls, and reinstitutionali-
zation), although in bivariate analyses they were
related to life satisfaction.
To enhance life satisfaction, planning for care

after transition should focus on addressing per-
sonal medical and mental health care needs and
ensuring thatpeople select ahome that they truly
like and from which they can participate in their
communities. Person-centered planning is key
to ensuring that people exercise choice and con-
trol over decisions in daily life and that care-
givers treat them with respect and dignity.
Although only 14 percent of participants were

back in an institution twelve months after tran-
sition, identifying triggers for reinstitutionaliza-
tion highlights risk factors to consider when
risk mitigation plans are being developed at
the time of transition. Some of the predictors
that we identified, such as older age, lower self-
rated health, and experiencing falls, are consis-
tent with the results of previous research.18,19

Other predictors identified are new and may
be unique to a population that has made a tran-
sition: having a mental health disability,
experiencing difficulties with family members
before transition, and not exercising choice and
control in daily life.
Although related in bivariate comparisons to

reinstitutionalization, the factors of life satisfac-
tion, liking one’s home, and unmet need for
personal care assistance did not independently
predict a return to an institution. Several addi-
tional factors did not relate to reinstitutionaliza-
tion even in bivariate analyses. These included
functional status, a diagnosis of dementia, mis-
treatment, unmet need for medical or mental
health care, and community integration.
Our study results suggest several areas to ex-

plore in future research. The next steps include
investigating differences in outcomes for specif-
ic subgroups, such as the different disability
groups. For example, do older adults with physi-
cal disabilities have different experiences after
transition than their younger counterparts? Do
people with mental health disabilities have a dif-
ferent set of risk factors for reinstitutionaliza-
tion than other people, in addition to their
higher overall risk that our analyses uncovered?
The data on reinstitutionalization could be ex-
plored in more depth to determine whether risk
factors differ for short stays versus long stays or
permanent returns.
Such targeted explorations of reinstitutionali-

zation could shed light on the relatively low vari-
ance explained in the logistic regression model
by identifying additional factors associated with
reinstitutionalization under specific conditions.
Outside the scope of this article, but also of in-
terest, is the identification of any specific ser-
vices or community programs that might help
prevent a return to an institution or improve the
quality of life for people who transition out of an
institution to the community. Finally, future an-
alyses should examine mortality, recognizing
that for some participants, death might not be
an unexpected, or even a negative, outcome.

Conclusion
The results of this study show that Connecticut’s
Money Follows the Person program has largely
succeeded in addressing concerns raised by poli-

Connecticut’s Money
Follows the Person
program has largely
succeeded in
addressing concerns
about safety, quality
of life, and life
satisfaction.
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cy makers, advocates, families, and residents of
institutions about safety, quality of life, and life
satisfaction following a transition to the commu-
nity. More than 2,000 people in the program
returned to community living, where the vast
majority of themhave thrived.National and state
policy makers can gain insights from these find-

ings to identify areas to target that could prevent
the use of acute care services and reinstitution-
alization after transition, as well as to ensure
high quality of life and global life satisfaction
for older adults and people with disabilities liv-
ing in the community.

▪
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June 13, 2015. Funding was provided by
the Centers for Medicare and Medicaid
Services and the Connecticut
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