
OVERVIEW — In recent years, federal and state policy efforts 
have expanded opportunities for people to live in home- and 
community-based settings rather than in nursing homes and 
other institutions. As part of the Deficit Reduction Act of 2005, 
Congress enacted the Money Follows the Person Rebalancing 
(MFP) program, a Medicaid demonstration to help people who 
need long-term services and supports transition from nursing 
homes and other institutions to their own homes or other com-
munity settings. The Patient Protection and Affordable Care Act 
of 2010 extended the program through September 30, 2016. Now 
in its seventh year of operation, MFP grants to states have helped 
over 25,000 people transition from institutions. In part due to 
the complexities of these transitions, the number of people tran-
sitioned to date has been somewhat less than originally projected, 
though the rate of transitions has increased in recent years. This 
publication presents an overview of the MFP program, funding, 
and selected outcomes as described by an ongoing evaluation for 
the Centers for Medicare & Medicaid.
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Federal and state efforts to help people with disabilities 
transition from living in institutions to home and com-

munity settings have intensified in recent years. The Deficit 
Reduction Act of 2005 (DRA) authorized, and the Patient Pro-
tection and Affordable Care Act of 2010 (ACA) extended, the 
Money Follows the Person Rebalancing (MFP) program. The 
purpose of MFP is to provide grants to states so that they can 
expand opportunities for people needing long-term services 
and supports (LTSS) to live in their own homes or in other 
residential settings of their choice, rather than institutions.

BACKGROUND

The federal-state Medicaid program is the primary financing source 
for LTSS for people with physical, cognitive, or intellectual impair-
ments who have limited income and assets. In fiscal year (FY) 2010, 
the program paid $117.3 billion for LTSS, representing one-third of 
all Medicaid spending. Of total Medicaid LTSS spending, more than 
53 percent went to nursing homes and other institutions; about 47 
percent went to a wide range of home- and community-based ser-
vices (HCBS).1 Although the proportion of Medicaid LTSS spending 
for institutional care and HCBS nationally approached a 50-50 ratio 
in 2010, institutional spending far outweighed HCBS spending for 
decades. For example, in FY 1997, about three-quarters of Medicaid 
LTSS went to institutional care and about one-quarter to HCBS. And 
still in many states, Medicaid LTSS spending for institutional care 
outweighs HCBS spending.2 

Under Medicaid law, people eligible under a state’s Medicaid plan are 
entitled to nursing facility care; that is, if a person meets the state’s 
income and asset requirements as well as the state’s functional eligi-
bility requirements for nursing home admission, he or she is entitled 
to the benefit. For many years, the entitlement to, and financing for, 
nursing home care influenced state Medicaid policy and care options 
that were available to people with LTSS needs. Federal and state LTSS 
policies have encouraged greater use of HCBS over the past several 
decades. These policies include extensive state implementation of 
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Medicaid section 1915(c) waiver authority3 for HCBS options enacted 
by Congress in 1981, state grant opportunities available under the 
New Freedom Initiative started by President Bush in 2001, and Med-
icaid state plan HCBS options enacted in the DRA and the ACA. 

The MFP demonstration, now in its seventh year of operation, is part 
of the broader strategy undertaken by the federal government and 
states to create more community living options for people with dis-
abilities. Its purpose is to increase the use of HCBS for Medicaid-
eligible individuals; eliminate barriers in state law, budgets, or state 
Medicaid plans that prevent use of Medicaid funds to help people 
with LTSS limitations live in settings of their choice; and provide 
financing for supportive services in community-based settings for 
people who choose to transition from institutions.4

Since its inception, MFP grants to states have helped over 25,000 peo-
ple transition from institutions to homes or community residences 
with appropriate supportive services.5 In part due to the complexi-
ties of these transitions, the number of people transitioned to date 
has been somewhat fewer than states originally projected. However, 
the rate of transitions has increased in recent years. In addition to 
transitioning individuals from institutions, the demonstration pro-
vides funding to states to make policy and administrative changes 
that will expand opportunities for individuals with LTSS needs to 
live in community settings.

FUNDING 

The DRA provided $1.75 billion for the program from FY 2007 to FY 
2011, and the ACA provided $2.2 billion for FY 2012 to FY 2016, total-
ing almost $4 billion. The Centers for Medicare & Medicaid Services 
(CMS) made the first series of grants to 29 states and the District of 
Columbia in FY 2007; since then, 17 more states have received grants, 
bringing the total number of states (including the District of Colum-
bia) that received MFP grants to 47.6 

The DRA stipulated that, from the amounts appropriated for each 
year of the program, up to $1.1 million per year be available to car-
ry out a national evaluation of the MFP program. CMS awarded 
an ongoing evaluation contract to Mathematica Policy Research, 
which to date has produced more than 20 reports on the program. 

Since its inception, MFP 
grants to states have helped 
over 25,000 people transition 
from institutions to homes or 
community residences. 
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For information on various aspects of the evaluation results, see 
www.mathematica-mpr.com/health/moneyfollowsperson.asp. 

MFP IN ACTION 

The following discusses key components of the program along with 
selected findings from the national evaluation. 

Eligibilit y and Charac teris tic s  of Par ticipants 

People eligible under the demonstration are Medicaid beneficiaries 
who reside in a hospital, a nursing home, an intermediate care fa-
cility for people with intellectual disabilities, or an institution for 
people with a mental illness, and who meet the state’s institutional 
level of care requirements and could be served in a home- or com-
munity-based setting. 

At the outset of the program, the law required that, in order to qual-
ify for transition to a community-based setting through MFP, a ben-
eficiary must have been a resident in an institution for at least six 
months. In 2010, the ACA eliminated the six-month residency rule 
and allowed people who have resided in an institution for at least 90 
days to qualify. The original eligibility provision (under DRA) was 
found to restrict the number and types of individuals who could be 
eligible for transition. Mathematica has estimated that this change in 
law could increase the number of people eligible for the program by 
as much as 12 percent, or about 112,000 people per year.7

At the end of 2011, of almost 19,000 MFP participants ever enrolled, 
almost two-thirds were age 21 to 64 with either a physical or intellec-
tual disability, 35 percent were elderly, and 3 percent were younger 
than age 21.8 About 60 percent were dually eligible for both Medi-
care and Medicaid (88 percent of elderly participants, 43 percent of 
younger people with physical disabilities, and 56 percent of people 
with intellectual disabilities). According to the evaluation report, 
these estimates likely understate participants’ Medicare enrollment.9 

MFP Services 

MFP provides a source of flexible funding for LTSS that can move 
with the individual to the care setting of his or her choice within the 

http://www.nhpf.org
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community. Enrollees receive help from transition coordinators (also 
called relocation specialists or case managers) to plan their move to 
the community, as well as a vast array of HCBS to help them reside 
successfully in their own homes or other community settings. 

Transition Coordinators — Activities of MFP transition coordinators are 
multi-faceted. They work with residents of an institution and its staff 
to identify people who might be eligible for the program and wish to 
transition to community settings; perform assessments of transition 
candidates and conduct pre-transition planning with the individual, 
secure family or guardian support for transition, conduct Medicaid 
eligibility determinations and obtain approval for the individual’s 
HCBS enrollment, arrange for HCBS providers and locate suitable 
housing, coordinate the transition process, develop contingency 
plans, and provide post-transition follow-up. Participants transi-
tioned by the end of 2010 received coordination and management 
services valued at $2,600 on average, including transition planning 
and care management services generally provided to all section 
1915(c) waiver participants.10 According to the national evaluation, 
key determinants of program success are the commitment, dedica-
tion, and expertise of transition coordinators.11 

Home- and Community-Based Services — In addition to services of transi-
tion coordinators, MFP participants receive HCBS through a number 
of Medicaid programs, such as the section 1915(c) waiver program 
and other Medicaid state plan services to help them successfully live 
in the community.

As an incentive to state participation, states that receive MFP awards 
are eligible for enhanced federal financial participation (FFP), that 
is, additional federal Medicaid matching funds12 for HCBS that are 
necessary to help the transition to community settings. Enhanced 
federal matching funds are available for two types of HCBS services. 
The first are “qualified” HCBS services, that is, Medicaid services 
that beneficiaries would have received regardless of their status as 
MFP participants; the second are “demonstration” services, that is, 
services not ordinarily offered as part of a state Medicaid plan, or 
services in an amount that a state would not ordinarily provide, such 
as extra hours of personal care or behavioral health services. En-
hanced matching rates for services are available to states during the 
365-day period after an MFP beneficiary has transitioned from an 
institution. After that period, states must continue to provide HCBS 

As an incentive to state 
participation, states that 
receive MFP awards are 
eligible for enhanced federal 
financial participation under 
Medicaid.
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through their existing Medicaid programs for as long as the person 
needs them and is Medicaid-eligible.13 

In addition to these two types of HCBS, states may opt to provide 
a third type of services, known as “supplemental” services, that do 
not receive an enhanced federal match. Supplemental services are 
intended to be one-time services to facilitate transition, such as a 
security deposit on an apartment, moving expenses, furniture for an 
apartment, or home modifications that cost more than the state nor-
mally allows.14 Medicaid funding may not be used to pay for room 
and board outside of institutions. 

If a state has waiting lists15 for section 1915(c) waiver services, it often 
will grant access to such programs for MFP participants when they 
leave the institution despite the waiting lists, an example of “money 
following the person.” 

The national evaluation analyzed the HCBS provided by state MFP 
programs in 17 categories of services with 37 subcategories. The most 
frequently provided were (i) home-based services, such as home 
health aide, personal care, companion and homemaker services and 
(ii) care in group- or shared-living arrangements or residential set-
tings that provide 24-hour health and social services; each of these 
accounted for one-third of 2011 expenditures. The remaining third 
of expenditures were for other services, such as adult day care and 
nursing. Of total expenditures, coordination and management ac-
counted for about 6 percent of expenditures.16

Living Arrangements Af ter Transition 

The DRA defines “qualified residences” to which residents could be 
transitioned as a home owned or leased by the resident or a family 
member, a leased apartment with lockable access and egress with 
living and cooking space over which the resident has control, or a 
community-based residence for up to four unrelated individuals liv-
ing together. 

The national evaluation found that the most common types of resi-
dences used by participants were single family homes (28.7 percent 
of participants), apartments (30.4 percent), or group homes with four 
or fewer residents (19.9 percent). Assisted living residences and oth-
ers unidentified comprised the remainder.17 

http://www.nhpf.org
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Difficulties in finding appropriate housing and services for low- 
income people with LTSS needs have been recognized by state and 
community stakeholders for many years. One of the most significant 
barriers faced by transition coordinators has been the limited acces-
sibility and availability of affordable housing for MFP participants. 
Transition coordinators often devote a significant amount of time 
to working with local housing agencies to identify appropriate set-
tings for transitioned individuals. MFP funding is intended to help 
states develop service options for people once they have transitioned 
into community settings, but the grants do not provide direct fund-
ing for housing. In order to address the shortage of housing options 
for MFP participants, in 2011 the U.S. Department of Housing and 
Urban Development (HUD) partnered with the U.S. Department of 
Health and Human Services (HHS) to provide $7.5 million in rental 
assistance vouchers to help about 1,000 non-elderly MFP participants 
rent private apartments.18 Also, in 2013, HUD and HHS announced 
an additional $98 million in funding for 13 state housing agencies 
to provide rental assistance for low-income people, including those 
who are transitioning from institutions.19

Number of People Transitioned 

Since inception of the program through August 2012, state MFP 
programs have transitioned over 25,000 people from institutions to 
home- and community-based settings. The original 30 states that 
received funding in FY 2007 projected that they would transition 
about 38,000 individuals from institutions from October 2007 (when 
the first few states began implementation) to September 2012. The 
discrepancy between the projected and actual number of those tran-
sitioned has been attributed to a number of barriers in the HCBS sys-
tem, including the complexities of initiating transition coordinator 
services in states that did not have them prior to the MFP program; 
lack of appropriate and affordable housing options for people with 
LTSS needs, especially for elderly individuals; and insufficient HCBS 
to meet the needs of people with complex needs who wish to transi-
tion from institutions.20 The national evaluation found that states’ 
ability to meet transition goals may be related to the complexity of 
needs of the MFP target population. Transition coordinators may 
face greater obstacles in finding appropriate HCBS settings for those 
with more complex needs.”21

One of the most significant 
barriers faced by transition co-
ordinators has been the limited 
accessibility and availability 
of affordable housing for MFP 
participants.
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Although the rate of transitions was relatively low in the first years of 
the demonstration, the most recent data show that there has been an 
upward trend. In 2011 the number of people transitioned increased 
by 65 percent over the previous year.22 Enrollment varies by state, 
ranging from a handful in some of the most recent grantee states to 
about 5,300 in Texas, which has accounted for 27 percent of all enroll-
ees since the demonstration’s inception.23 

Costs 

According to the national evaluation, state MFP programs spent 
nearly $723 million for HCBS services for people transitioned from 
inception through the end of 2011. On average states spent about 
$41,000 on HCBS per MFP enrollee from the time of his or her initial 
transition to the end of their enrollment in the program.24 Of the 
various population groups participating, spending averaged about 
$24,000 per year for the elderly; $34,000 for people with physical dis-
abilities age 21 to 64; and $89,000 for people with intellectual disabili-
ties. The higher per-person cost for people with intellectual disabili-
ties is attributed to their need for 24-hour attendant care provided in 
small-group homes.25 

State Rebalancing Activities

In addition to direct assistance to individuals wishing to make transi-
tions to community-based settings, the MFP demonstration aims to 
help states make policy changes that will rebalance their LTSS pro-
grams by expanding opportunities for care in home- and community- 
based settings. For example, as of 2009, some states planned to devel-
op new section 1915(c) waiver programs or to modify existing waiver 
programs to accommodate the needs of people transitioning from in-
stitutions. Other state rebalancing activities include developing con-
sumer self-direction options that allow participants to choose their 
own providers, working with local housing providers to expand the 
supply of affordable and accessible housing options for participants, 
and developing greater capacity for transition coordination.26 

On average states spent about 
$41,000 on HCBS per MFP 
enrollee from the time of his 
or her initial transition to the 
end of their enrollment in the 
program.
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NEXT STEPS FOR MFP 

Since MFP inception, states have served as a laboratory for demon-
strating how to manage, coordinate, and deliver services to people 
who transition from institutions. The process of transitioning from 
an institution has proven to be rather complex. It involves some risk-
taking by residents of institutions who choose to move from settings 
they know to settings where many and varied services have to be 
provided, coordinated, and monitored, sometimes through the ef-
forts of multiple agencies and individuals. It also entails investment 
in training and supporting transition coordinators who must be ex-
pert in many aspects of LTSS, including institutional care, HCBS, 
and housing options for vulnerable groups. Analysts and state offi-
cials indicate that MFP is but one of a number of steps that states can 
take for providing more HCBS options for people with disabilities. 

As provided by the ACA, the demonstration is projected to end in 
2016; the law stipulated that states may use any MFP funds remain-
ing after 2016 until 2020. Before the program was extended by the 
ACA, the national evaluator posed the question to grantees whether 
state officials would have continued the program in the absence of 
federal funding. Their reactions were mixed. The majority of state 
MFP officials told the national evaluators that if the MPF program 
“can demonstrate state budget savings, or if it costs Medicaid no 
more than the cost of care in an institution” then it would become a 
permanent part of the state’s Medicaid program.27 
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