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Mental disorders are common
in the United States and in-
ternationally. An estimated

26% of Americans ages 18 and old-
er—approximately 57.7 million peo-
ple—experience diagnosable mental
disorders each year (1,2). Moreover,
mental disorders are the leading
cause of disability among Americans
aged 15 to 44 years (3).

Publicly funded mental health serv-
ices account for almost three of every
five dollars spent on mental health
services, and the Medicaid program is
the single largest source of public
funding (4). Medicaid beneficiaries
with physical or cognitive disabilities
who qualify for home- and communi-
ty-based assistance with personal care
typically rely on Medicaid-certified
home care agencies. However, the
agencies’ assistance often fails to re-
flect the beneficiaries’ needs and pref-
erences (5). These limitations may ad-
versely affect the quality of life for
beneficiaries and their unpaid care-
givers. The detrimental consequence
for both groups may, in turn, force
beneficiaries into nursing homes (6).

One of the most innovative and flexi-
ble consumer-directed care options
currently undergoing evaluation is the
Cash and Counseling Demonstration
and Evaluation (CCDE) program. The
CCDE program is an expanded model
of consumer-directed care. It provides
consumers a monthly budget to hire
their preferred workers, including fam-
ily members, and to purchase care-re-
lated services and goods permitted by
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Objective: Previous research from the Cash and Counseling Demon-
stration and Evaluation (CCDE) programs in New Jersey, Arkansas, and
Florida suggests that consumers’ control over personal care greatly im-
proves their satisfaction with care arrangements and their outlook on
life. Still, some argue that consumer-directed care may not be appro-
priate for consumers with a diagnosis of mental illness. This study ex-
amined the effectiveness of the CCDE program for those with a diag-
nosis of mental illness. Methods: This study examined nonelderly Med-
icaid beneficiaries in New Jersey with a diagnosis of mental illness and
compared and contrasted the experiences of those in New Jersey’s
CCDE program (N=109) and those who received services provided by
an agency (N=119). Logistic regression analyses were performed on
baseline and nine-month follow-up data. Results: By examining outcome
measures—including satisfaction with care arrangements, consumers’
perceptions of paid caregivers’ attitudes, unmet needs, adverse events,
and satisfaction with life—this study offers evidence that, from the per-
spective of consumers, the CCDE program is appropriate for partici-
pants with a mental illness diagnosis. For most outcome measures the
CCDE program demonstrated a positive effect after baseline charac-
teristics were controlled for. The analysis of measures of adverse events,
health problems, and general health status did not yield statistically sig-
nificant differences between the control group and the treatment
group, indicating that CCDE care was at least as safe as agency-direct-
ed care. Conclusions: Considering the growing need for long-term care
services and the limited resources available, a consumer-directed op-
tion can be a valuable alternative for persons with a diagnosis of mental
illness. (Psychiatric Services 59:1299–1306, 2008)
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states. The CCDE program also allows
consumers to designate representa-
tives, such as relatives or friends, to help
make decisions regarding their care.
The CCDE program offers counseling
on hiring and managing caregivers and
fiscal management services to help par-
ticipants handle their program respon-
sibilities. These tenets seek to provide a
viable option for consumers of all ages
and abilities, including those with a di-
agnosis of mental illness.

The CCDE program was originally
implemented in three states: Arkan-
sas, New Jersey, and Florida. Previ-
ous research has demonstrated large,
positive effects on the well-being of
Medicaid beneficiaries from all three
states (6–9).

However, critics of consumer-direct-
ed care and of the CCDE program
raise several concerns regarding con-
sumers’ welfare. Some object that con-
sumer-directed care may be inappro-
priate for beneficiaries unable to man-
age their own care effectively and safe-
ly, such as consumers with a mental ill-
ness diagnosis. Others worry that the
workers hired by consumers with a
mental illness diagnosis may not re-
ceive the formal training or supervision
available to agency workers. This could
lead to inadequate or substandard care.

In response, a study using second-
ary data analysis of the effects of the
CCDE program on personal care and
well-being of elderly Medicaid bene-
ficiaries in Arkansas with a diagnosis
of mental illness was conducted and
yielded very positive results (10).

Using the same outcome measures
as the general evaluation (5,6), the
study presented here examined the ef-
fects of the CCDE program for
nonelderly adult participants in New
Jersey who had a mental illness diagno-
sis on any of their Medicaid payment
claims. We examined how consumer
direction affected the use and quality
of consumers’ personal care assistance,
as measured by their satisfaction with
care, the frequency of unmet needs,
and the incidence of adverse health
events arising from inadequate care.

Methods
Program description
The demonstration enrollment period
for New Jersey’s CCDE program, Per-
sonal Preference, was November 1999

to July 2002. A feature of the CCDE
program was random assignment of
participants into treatment and control
groups, allowing estimation of the pro-
gram effects through differences be-
tween the treatment and control
groups (5,6). In this study we assessed
program outcomes for those with a di-
agnosed mental illness in the following
areas: the use of personal care services
(for example, the likelihood of receiv-
ing paid assistance), clients’ percep-
tions of caregivers’ reliability and care-
givers’ attitudes, satisfaction with over-
all care arrangements and clients’ life
satisfaction, perceived unmet needs,
and adverse events.

Data
As in the original evaluation, this
study used two data sources: the
CCDE baseline survey and the nine-
month follow-up survey. The Medic-
aid claims data set provides the data
on consumers’ mental illness status.
The diagnosis was captured only if
there was a Medicaid claim related to
mental illness in the year before the
demonstration; Medicaid claims were
based on the Chronic Illness and Dis-
ability Payment System (CDPS).
Those without Medicaid coverage
and Medicaid beneficiaries who
could have had a psychiatric condi-
tion but had not received treatment
for this condition in the pre-enroll-
ment year were therefore excluded.

Mental illness was divided into three
subcategories—high cost, medium
cost, and low cost—according to the
level of medical expenditures that
would be expected for a particular di-
agnosis. We created a dichotomous
measure of mental illness status: 1 for
those with and 0 for those without a di-
agnosis. By using this definition, the
rate of mental illnesses among the
nonelderly participants (aged 18 to 64)
at follow-up was 34% (228 of 680 con-
sumers). Among those with a diagnosis
of mental illness, 80% (N=183) be-
longed to the low-cost subcategory,
3% (N=6) belonged to the medium-
cost subcategory, and 17% (N=39) be-
longed to the high-cost subcategory.
Medicaid claims data do not provide
any information about the severity or
treatment status of the participants.

Consumers with a diagnosis of
mental illness were roughly evenly

distributed across treatment statuses.
For outcome measures of consumers’
satisfaction and unmet needs, we ex-
cluded sample members with a proxy
respondent who also was a paid care-
giver (about 28% at baseline and at
follow-up surveys) because they may
not have been able to give objective
answers. Therefore, for some out-
come variables in this study, the sam-
ple size is less than 228.

Outcome measures
Outcome measures included both ob-
jective and subjective measures. Ob-
jective measures included whether
consumers received paid care at the
ninth month after enrollment, wheth-
er consumers received care services on
weekday mornings, weekday evenings,
or weekends (as opposed to business
hours during the week), and what
health-related adverse events and
health problems they experienced in
the past month. In order to measure
other components of the quality of
personal care services, beneficiaries
offered perceptions and opinions re-
garding the following: satisfaction with
their paid caregivers’ reliability and
schedule; perceptions of their paid
caregivers’ attitudes and performance;
satisfaction with their overall care
arrangement and perceptions of quali-
ty of life in general; and their unmet
needs, adverse events, health prob-
lems, and health status in general.
Many of these outcome measures are
clients’ perceived satisfaction with var-
ious aspects of caregivers’ services. Al-
though using client’s self-perceived
satisfaction as a measure of success of
an intervention has its limitations, per-
ceived satisfaction measures an impor-
tant dimension of quality of care and is
often used to assess services in a num-
ber of settings (11,12).

Analysis methods
Most outcome variables were categor-
ical, and our major independent vari-
able was binary: treatment status
(treatment group=1, control group=
0). Therefore, we performed a series
of chi square analyses to test the im-
pact the CCDE program had on vari-
ous outcome measures, comparing the
expected and observed frequencies.
We next estimated the impact of the
CCDE program on consumers with a
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mental illness diagnosis through logis-
tic regression models. To yield robust
and conservative results in the logistic
models, we included baseline covari-
ates of demographic characteristics,
health and functioning, satisfaction
with care arrangement, and receipt of
publicly funded home care. Several
outcome measures were derived from
survey questions with 4-point scales
(for example, degree of satisfaction).
Following earlier practice (9,13), we
converted each 4-point scale into two
binary measures: 1 for the most favor-
able rating (for example, very satisfied)
and 0 for other ratings (for example,
somewhat satisfied or dissatisfied). We
then estimated the impact of the pro-
gram on each outcome measure.

Because this study includes a key
binary predictor variable (treatment
status), we report both logistic coeffi-
cients and odds ratios for each of the
outcome measures. For each out-
come measure, we used a sequential
procedure. First we included baseline
characteristics as covariates and then
added the binary independent vari-
able (treatment status) in the model. 

Results
Major characteristics 
of the sample
Table 1 presents major characteristics
of the sample by treatment status: the

treatment group was made up of
CCDE participants, and the control
group was made up of participants
who received services provided by an
agency. As shown, the sample of
nonelderly persons with a diagnosis of
mental illness was disproportionately
female and older (over 40 years old);
about half of them perceived their
health as poor, and over 60% needed
help to get in and out of bed. This is
expected because the prevalence of
mental disorders is higher among fe-
males. Because the baseline results
have more females in the treatment
group and because mental illness
prevalence is correlated with being
female, it is important to control for
baseline characteristics. No statisti-
cally significant difference existed be-
tween the treatment and control
groups except for gender.

Chi square analysis
For the use of personal care services,
chi square analysis identified signifi-
cant differences between the treat-
ment and control groups. An objective
outcome measure showed a statistical-
ly significant difference between the
two groups: 102 clients (94%) in the
treatment group versus 92 (77%) in
the control group received paid care
at nine months (χ2=11.86, df=1,
p<.001). In addition, we performed

the same chi square analyses for 25
outcome measures, covering satisfac-
tion with paid caregivers’ reliability
and schedules, satisfaction with the
relationship with the paid caregiver,
perception of caregivers’ attitudes,
satisfaction with paid caregivers’ per-
formance and transportation assis-
tance, and satisfaction with overall
care arrangements, as well as client life
satisfaction, unmet needs, adverse
events, health problems, and general
health status.

Out of the 25 outcome measures,
11 belong to the area encompassing
adverse events, health problems, and
general health status. Examples are
“fell in past month,” “saw a doctor be-
cause of fall, cut, burn, scald, etc.” In
this area, our chi square analyses
yielded the same findings as did the
earlier overall program evaluation by
Mathematica Policy Research (MPR)
(8,9): there were no statistically sig-
nificant differences between con-
sumers in the treatment and control
groups, indicating that under the
CCDE program, care was at least as
safe as agency-directed care. In terms
of other outcome measures in other
areas, chi square analysis demonstrat-
ed positive, although not always sta-
tistically significant, effects of the
CCDE program.

To save space, we do not report the

PSYCHIATRIC SERVICES ' ps.psychiatryonline.org ' November 2008   Vol. 59   No. 11 11330011

TTaabbllee  11

Selected baseline characteristics of New Jersey nonelderly adult consumers with mental illness, by treatment status

Received agency- Enrolled in the
Total provided services CCDE programa

(N=228) (control group) (N=119) (treatment group) (N=109)

Characteristic N % N % N %

Femaleb 160 70 76 64 84 77
White 115 50 58 49 57 52
Age

18–39 69 30 35 29 34 31
40–64 159 70 84 71 75 69

Lives alone 99 43 48 40 51 47
No high school diploma 106 46 57 48 49 45
Rural area of residence 19 8 10 9 9 8
Health status is poor relative to peers 117 51 54 45 63 58
Could not get in or out of bed

without help in the past week 144 63 73 61 71 65
Receives publicly funded home care 96 42 46 39 50 46
Very satisfied with overall care

arrangements 59 26 31 26 28 26
Proxy completed the survey 64 28 35 29 28 26

a CCDE, Cash and Counseling Demonstration and Evaluation
b Difference between the treatment and control groups is statistically significant at the .05 level, two-tailed test.



chi square analysis results here. To
yield conservative results, we needed
to control for the effect of baseline
characteristics through logistic re-
gression analysis.

Multivariate logistic 
regression analysis results
In multivariate logistic regression
analyses, we used hierarchical analy-
sis strategy. As the first step, we in-
cluded the clients’ baseline demo-
graphic characteristics, health and
functioning, use of personal assis-
tance, and satisfaction with care.
Then we added treatment status to
the model to estimate the “pure” ef-
fect of the CCDE program on use of
personal care services and quality of
service after removing the effects of
all the variables that were controlled.
As shown in Table 2 to Table 5, the
covariates that were controlled in-
clude all the baseline characteristics
reported in Table 1 except for “proxy
completed the survey.” Our initial lo-
gistic regression analyses included all

of the 25 outcome measures used in
chi square analyses. To save space,
Tables 2 to Table 5 present the results
for 16 selected outcomes from the
multivariate logistic models. The full
results for other outcome measures
and chi square analysis results are
available upon request.

Table 2 presents logistic regression
coefficients and odds ratio for effects
of the CCDE program on four out-
come measures reflecting client satis-
faction with caregivers’ schedule and
reliability.

As mentioned earlier, all the out-
come variables are dichotomous. The
first outcome measure is “always
completed task.” Always is coded as 1
and otherwise is coded as 0. As shown
in Table 2, 166 participants were in-
volved and had complete data. Out of
the ten baseline characteristics used
as control variables (covariates), one
has a significant and positive effect—
very satisfied with overall care
arrangement. With the covariates in
the model, consumers in the treat-

ment group had a 47% (odds ra-
tio=1.47) greater likelihood of saying
that the paid caregivers always com-
pleted the task, compared with those
in the control group. However, after
the analyses controlled for the effects
of baseline covariates, the difference
was no longer significant.

The second outcome measure is
never arrived late or left early. As
shown, with the ten covariates in the
model, consumers in the treatment
group had more than twice a greater
likelihood of indicating that the care-
giver never arrived late or left early,
compared with those in the control
group (p<.05).

The third outcome measure is
whether the consumer was satisfied
with the caregiver’s schedule for pro-
viding service. After controlling for
the effects of the ten covariates, con-
sumers in the treatment group had a
significantly higher likelihood of
claiming that they were very satisfied,
compared with those in the control
group (p<.01).
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Logistic regression coefficients and odds ratios for effects of Cash and Counseling Demonstration and Evaluation (CCDE)
status on satisfaction with paid caregivers’ schedule and reliability at the nine-month follow-up

Receiving caregiver
Caregiver assistance on weekday 

Caregiver always arrived late Very satisfied with the mornings, weekday 
completed task or left early caregiving schedule evenings, or weekends 
(N=166)a (N=165)b (N=133)c (N=196)d

Outcome variable B OR B OR B OR B OR

Enrolled in the CCDE programe .39 1.47 .79 2.19∗ 1.18 3.26∗∗ .79 2.20∗

Baseline covariates
Female .76 2.13 .79 2.19 –.19 .82 –.47 .63
White –.63 .53 –.07 .93 – .06 .94 .56 1.75
≥40 years old –.10 .91 –.69 .50 –.05 .95 .01 1.01
Does not live alone .03 1.03 –.32 .73 .86 2.36 .53 1.71
No high school diploma –.12 .88 .09 1.10 –.34 .71 1.28 3.59∗∗

Lives in rural area .42 1.52 –.25 .78 .50 1.65 –.69 .50
Health status is poor relative 

to peers .04 1.04 .57 1.77 .39 1.48 –.15 .86
Could not get in or out

of bed without help .08 1.09 .09 1.10 –.22 .80 1.14 3.14∗∗

Very satisfied with
overall care arrangement .77 2.16∗ –.23 .79 .59 1.81 –.46 .64

Not receiving publicly
funded home care –.09 .92 .21 1.23 .21 1.23 –.58 .60

a χ2=11.61, df=11, p=.40
b χ2=20.35, df=11, p<.05
c χ2=16.79, df=11, p=.12
d χ2=27.37, df=11, p<.01
e Reference group: received agency-provided services
∗p<.05

∗∗p<.01



The fourth outcome is an objective
outcome measure: whether con-
sumers received their caregivers’
service on a weekday morning, week-
day evening, or weekend. Again,
there was a statistically significant dif-
ference between the groups, with the
treatment group being more than
twice as likely to receive services dur-
ing these times (p<.05).

Table 3 details outcome measures
reflecting consumers’ satisfaction
with their relationship with the care-
giver, perception of their caregivers’
attitudes, and two measures of their
perception of their caregivers’ service
performance. As shown in Table 3, all
of the four outcomes demonstrate
CCDE’s positive effect after the
analyses controlled for the effects of
the baseline characteristics. However,
only satisfaction with caregiver’s help
around the house and community was
statistically significant (p<.05).

Table 4 addresses two aspects of the
effects of the CCDE program—con-
sumers’ satisfaction with their overall
care arrangements and satisfaction
with the way they are spending life—

and two measures of unmet needs. As
shown in the table, after the analyses
controlled for the effects of the ten
baseline covariates, including “very
satisfied with overall care arrange-
ment” at baseline, the first two out-
come variables demonstrate the
CCDE program’s significant positive
effects (very satisfied with overall care
arrangement [p<.001] and very satis-
fied with the way life is being spent
[p<.05]). For the third and fourth out-
come measures (unmet needs), both
odds ratios are less than 1, indicating
that consumers in the treatment
group were less likely to claim unmet
needs for help with household activi-
ties (such as meal preparation, laun-
dry, housework, and yard work) and
help with routine health care (such as
help taking medications, monitoring
blood pressure, and performing exer-
cises). However, the category unmet
needs for help with household activi-
ties was not statistically significant.
The odds ratio of .43 for need help
with routine health care indicates that
consumers in the treatment group had
about half the likelihood of claiming

such needs, compared with those in
the control group (p<.01).

Table 5 presents CCDE’s effects on
issues reflecting adverse events, health
problems, and general health status.
MPR’s original study included several
measures of adverse events in the past
month including “fell,” “saw a doctor
because of fall,” and “saw a doctor due
to cut, burn, or scald,” and “was in-
jured while receiving paid help.” We
analyzed all of these measures and
found that the CCDE program had no
significant effect in any model. To save
space, we included just one of these
adverse event measures—“fell in past
month”—in Table 5. The odds ratio of
.61 indicates that consumers in the
treatment group were less likely to fall,
although the difference was not statis-
tically significant.

MPR’s measures of heath problems
in the past month included five vari-
ables. We report two of them in Table
5: “shortness of breath developed or
worsened” and “had a respiratory in-
fection.” As shown, consumers in the
treatment group experienced signifi-
cantly less likelihood of reporting res-
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Logistic regression coefficients and odds ratios for effects of Cash and Counseling Demonstration and Evaluation (CCDE)
status on satisfaction with paid caregivers’ relationship, attitudes, and performance at the nine-month follow-up

Very satisfied Very satisfied with care- Very satisfied with
with relationship Caregiver is never giver’s help around the caregiver’s help
with the caregiver rude or disrespectful house and community with transportation
(N=139)a (N=169)b (N=139)c (N=157)d

Outcome variables B OR B OR B OR B OR

Enrolled in the CCDE programe .72 2.06 .54 1.72 1.17 3.21∗ .51 1.66
Baseline covariates

Female 1.18 3.26 .09 1.09 .41 1.51 –.60 .55
White –.27 .76 –.87 .42 –.51 .60 .21 1.24
≥40 years old –.07 .93 –.01 .99 –.48 .62 –1.03 .36∗

Does not live alone –.18 .83 .32 1.38 .09 1.09 .62 1.85
No high school diploma –.71 .49 .02 1.02 –.48 .62 .27 1.31
Lives in rural area –.63 .53 .18 1.19 .74 2.10 –1.39 .25
Health status is poor relative 

to peers –.13 .88 .10 1.11 .75 2.12 –.26 .77
Could not get in or out

of bed without help .89 2.44 –.21 .81 .46 1.59 –.45 .64
Very satisfied with overall

care arrangement 1.63 5.09∗ .61 1.85 1.40 4.06∗ –.31 .74
Not receiving publicly

funded home care –.79 .45 –.40 .67 .06 1.06 –.31 .74

a χ2=18.95, df=11, p=.06
b χ2=12.25, df=11, p=.34
c χ2=21.10, df=11, p<.05
d χ2=17.90, df=11, p=.08
e Reference group: received agency-provided services
∗p<.05



piratory infection problems than those
in the control group (p<.05). The oth-
er three measures of health problems
examined but not reported here are
“had a urinary tract infection,” “bed-
sores developed or worsened,” and
“spent night in hospital or nursing
home in past month.” We found no
significant differences between those
in the treatment and the control
groups, indicating that people in the
treatment group were at least not
worse off. The last outcome measure
in Table 5 is perceived general health
status: “current health poor relative to
peers.” As shown, no significant differ-
ence between the two groups existed
in our data. It is noted that those who
claimed to be in poor health at base-
line were more likely to make the
same claim at ninth months after en-
rollment. Again, multivariate logistic
regression analyses revealed that in
the CCDE program, care was at least
as safe as usual treatment.

In summary, both chi square analy-
ses and logistic analyses suggest that

overall the CCDE program increased
the likelihood that consumers with a
diagnosis of mental illness received
paid care service, better met the
needs of service delivery time and re-
liability, increased clients’ satisfaction
with the overall care arrangement, in-
creased their satisfaction with the
caregivers’ performance, and in-
creased their perceived quality of life.
Also, the CCDE program somewhat
reduced unmet needs, and in no case
did the program increase adverse
events and health problems. In short,
our findings are consistent with earli-
er findings of the CCDE program: the
CCDE program worked just as well
for clients with mental illnesses as for
those without mental illnesses (9).

Discussion
Our results demonstrate that the
CCDE program had positive effects
on personal care for and well-being of
Medicaid beneficiaries with a diagno-
sis of mental illness without any in-
creased risk of adverse events. If

clients have mental illnesses and want
to manage their own care, the CCDE
program may be an appropriate op-
tion. These results hold up across a va-
riety of outcomes, including receiving
paid care at nine months, consumers’
satisfaction with caregivers’ reliability
and schedule, caregivers’ care per-
formance, care arrangements, and
caregivers’ relationship and attitudes,
as well as satisfaction with quality of
life and the reduction of some unmet
needs. These results for nonelderly
adult consumers with a diagnosis of
mental illnesses are consistent with
earlier analyses of New Jersey Medic-
aid recipients in general (9).

Policymakers have expressed doubts
about the appropriateness of con-
sumer-directed care, in general, and in
the CCDE program specifically, for
consumers with mental illnesses. The
findings presented here indicate that
CCDE consumers with mental illness-
es in New Jersey were able to success-
fully manage the cash option. Our
findings are consistent with the find-
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Logistic regression coefficients and odds ratios for effects of Cash and Counseling Demonstration and Evaluation (CCDE)
status on satisfaction with the overall care arrangement, quality of life, and unmet needs at the nine-month follow-up

Very satisfied Very satisfied 
with the overall with the way Need help with Need help with
care arrangement life is being spent household activities routine health care
(N=163)a (N=169)b (N=186)c (N=187)d

Outcome variables B OR B OR B OR B OR

Enrolled in the CCDE programe 1.42 4.13∗∗∗ .94 2.55∗ –.15 .87 –.85 .43∗∗

Baseline covariates
Female –.06 .94 –.63 .53 .05 1.05 .16 1.17
White .23 1.26 –.08 .92 .25 1.29 –.30 .74
≥40 years old .08 1.08 –.32 .73 –.51 .60 .04 1.04
Does not live alone .14 1.15 .39 1.48 –.13 .88 .49 1.63
No high school diploma .23 1.26 .25 1.28 .35 1.43 .09 1.09
Lives in rural area –.15 .86 –.02 .99 1.33 3.75 1.02 2.77
Health status is poor relative 

to peers .18 1.20 –.31 .74 .75 2.12∗ .13 1.14
Could not get in or out

of bed without help .21 1.24 –.70 .50 –.01 .99 –.17 .84
Very satisfied with overall

care arrangement .26 1.23 .84 2.32 –.23 .80 –.17 .84
Not receiving publicly

funded home care .31 1.36 .47 1.61 .56 1.75 .03 1.03

a χ2=20.91, df=11, p<.05
b χ2=18.99, df=11, p=.06
c Household activities include meal preparation, laundry, housework, and yard work. χ2=14.29, df=11, p=.22
d Routine health care includes help taking medication, monitoring blood pressure, and performing exercises. χ2=14.97, df=11, p=.18
e Reference group: received agency-provided services

∗p<.05
∗∗p<.01

∗∗∗p<.001



ings from our earlier analysis for elder-
ly Medicaid beneficiaries with mental
illness in Arkansas (10).

Three features of the CCDE pro-
gram are crucial for beneficiaries with
a diagnosis of mental illness: con-
sumers in the treatment group could
appoint a representative (a family
member or friend) to help them man-
age all cash option responsibilities;
they were also offered the assistance
of consultants and a bookkeeping
service for managing their fiscal re-
sponsibilities. These features could
alleviate many policy makers’ con-
cerns regarding the ability of benefi-
ciaries with a diagnosis of mental ill-
ness to navigate the system.

With the growing need for long-
term care services and limited avail-
able resources, a consumer-directed
cash option may help avoid institu-
tionalization and other high-cost op-
tions for consumers with mental ill-
nesses (14). This study’s findings have
implications for both consumers and
their caregivers. For consumers, the

findings presented here indicate an
improved quality of care in the
CCDE program, reflected by greater
satisfaction with several program as-
pects. For caregivers, the flexibility
and choices allowed in the CCDE
program are likely to allow consumers
and their families to choose dedicated
workers who are able to work with
consumers with mental illnesses. This
process may create a better match be-
tween caregivers and consumers.
This process may lead to improved
caregiver recruitment and reten-
tion—important to consider in the
context of the looming nationwide
long-term caregiver shortage.

Study limitations
Because our findings are based on
one consumer-directed program for
nonelderly consumers in New Jersey,
they may not generalize to other age
groups or other states. In addition, all
outcome measures were from the
survey completed nine months after
enrollment. To ensure the positive ef-

fects of the program, longitudinal
data over a longer period of time are
needed.

The psychiatric diagnosis was cap-
tured only if there was a Medicaid
claim related to it in the year before
the demonstration. Clients could
have had a psychiatric condition that
was not captured in the claims data if
they had not received treatment in
the pre-enrollment year. In addition,
we do not have detailed information
regarding the severity of their mental
illness. We also cannot distinguish be-
tween clients with one claim and mul-
tiple claims.

The outcome measures in this
study include clients’ perceived satis-
faction with various aspects of the
service they received. Although satis-
faction measures assess an important
dimension of quality of care, they are
subjective measures, susceptible to
cultural norms and bias. Another lim-
itation is the exclusion of consumers
with a diagnosis of mental illness who
used a proxy to complete the survey.
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Logistic regression coefficients and odds ratios for effects of Cash and Counseling Demonstration and Evaluation (CCDE)
status on adverse events, health problem in the past month, and general health status at the nine-month follow-up

Shortness of 
Adverse event breath developed Had a respiratory Current health is 
involved a fall or worsened infection poor relative to peers
(N=190)a (N=188)b (N=189)c (N=187)d

Outcome variables B OR B OR B OR B OR

Enrolled in the CCDE programe –.49 .61 –.56 .57 –.88 .41∗ .02 1.02
Baseline covariates

Female –.49 .62 .08 1.08 –.48 .62 .06 1.06
White –.51 .60 –.39 .68 –.35 .70 .43 1.54
≥40 years old .03 1.04 .28 1.32 .12 1.13 .22 1.25
Does not live alone –.16 .85 –.42 .65 .18 1.20 –.47 .62
No high school diploma –.32 .73 –.01 .99 .43 1.54 –.22 .80
Live in rural area –.32 .73 .37 1.45 –1.36 .26 .37 1.44
Health status is poor relative

to peers .74 2.10 1.06 2.89∗∗ 1.43 4.17∗∗∗ 2.24 9.35∗∗∗

Could not get in or out
of bed without help –.74 .48 –.38 .68 .27 1.31 –.13 .87

Very satisfied with overall
care arrangement –.61 .55 –.37 .69 –1.12 .31 .05 1.06

Not receiving publicly
funded home care –.52 .59 .33 1.40 –.42 .65 .10 1.11

a χ2=17.62, df=11, p=.09
b χ2=23.16, df=11, p<.05
c χ2=36.09, df=11, p<.001
d χ2=56.61, df=11, p<.001
e Reference group: received agency-provided services

∗p<.05
∗∗p<.01

∗∗∗p<.001



These consumers might be those
with the most severe levels of mental
illness.

Research recommendations 
and future analyses
This study provides important evi-
dence that adult consumers with
mental illness faired well in the New
Jersey CCDE program. However,
additional analyses of data from all
three CCDE states and consumer
populations would expand our
knowledge of this topic. Analyses of
survey data from paid and informal
caregivers for consumers with men-
tal illness would also add to our un-
derstanding of the impact of the
CCDE program on those key indi-
viduals. Finally, analysis of ethno-
graphic stories about consumers
with mental illness would also add to
our understanding of the impact of
the CCDE program on those key in-
dividuals. Finally, analysis of ethno-
graphic stories about consumers
with mental illness, bringing in the
points of view of key informal care-
givers, paid workers, and consult-
ants, would provide a richer under-
standing of the qualitative aspects
that made the program successful.

Medicaid programs and political
environments differ considerably
across states. The three states in the
original CCDE program adhered to
the basic CCDE tenets, but they im-
plemented their programs in differ-
ent ways. To achieve a more complete
understanding of the conditions for
CCDE program success for those
with mental illnesses, future research
should extend the current analysis to
several other age and state groups:
nonelderly Arkansas consumers, eld-
erly consumers in New Jersey,
nonelderly and elderly adult con-
sumers in Florida, and children in
Florida.

Conclusions
By examining outcome measures—in-
cluding satisfaction with care arrange-
ments, consumers’ perceptions of
paid caregivers’ attitudes, unmet
needs, adverse events, and satisfaction
with life—this study offers evidence
that, from the perspective of con-
sumers, the CCDE program is appro-
priate for participants with a diagnosis
of mental illness. For most outcome
measures the CCDE program
demonstrated a positive effect after
baseline characteristics were con-
trolled for. The analysis of measures of
adverse events, health problems, and
general health status did not yield sta-
tistically significant differences be-
tween the control group and the treat-
ment group, indicating that the
CCDE care was at least as safe as
agency-directed care. Considering the
growing need for long-term care serv-
ices and the limited resources avail-
able, a consumer-directed option can
be a valuable alternative for persons
with a diagnosis of mental illness.
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