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Interactive Map 1: Ohio Home-based Rehab ACCESS (overall picture) 

 

 https://ohiostate.maps.arcgis.com/apps/instant/basic/index.html?appid=87f388b688b8471f941aa8b051260ba1 

 

 

https://urldefense.com/v3/__https:/ohiostate.maps.arcgis.com/apps/instant/basic/index.html?appid=87f388b688b8471f941aa8b051260ba1__;!!KGKeukY!yA5f4Do4waEdlOF2o_TM6Gl32JBhn7v5M5ZINq3umO7-Y4bNIUwgCDh2kNQXJ5edZro1HaIXMibZxJ5HLFPWDS_ITQLZnGtj--vA$
https://urldefense.com/v3/__https:/ohiostate.maps.arcgis.com/apps/instant/basic/index.html?appid=87f388b688b8471f941aa8b051260ba1__;!!KGKeukY!yA5f4Do4waEdlOF2o_TM6Gl32JBhn7v5M5ZINq3umO7-Y4bNIUwgCDh2kNQXJ5edZro1HaIXMibZxJ5HLFPWDS_ITQLZnGtj--vA$
https://urldefense.com/v3/__https:/ohiostate.maps.arcgis.com/apps/instant/basic/index.html?appid=87f388b688b8471f941aa8b051260ba1__;!!KGKeukY!yA5f4Do4waEdlOF2o_TM6Gl32JBhn7v5M5ZINq3umO7-Y4bNIUwgCDh2kNQXJ5edZro1HaIXMibZxJ5HLFPWDS_ITQLZnGtj--vA$
file:///C:/Users/jesu03/AppData/Local/Microsoft/Olk/Attachments/ooa-3ca42683-76ce-41ee-b68f-d5c621ce4f5e/94c098cabb1f4a5c5ab6d5a473925fb88a60d0dcfd12414626fdc3d3719cea87/
https://ohiostate.maps.arcgis.com/apps/instant/basic/index.html?appid=87f388b688b8471f941aa8b051260ba1
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Interactive Map 2: Ohio Home-based Rehab Therapy DELIVERY:  

 

https://ohiostate.maps.arcgis.com/apps/instant/basic/index.html?appid=87ac90b16843458bb0adb01e4cc18774 

 

https://ohiostate.maps.arcgis.com/apps/instant/basic/index.html?appid=87ac90b16843458bb0adb01e4cc18774
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Interactive Map 3: Ohio Home-based Rehab NEED:  

https://ohiostate.maps.arcgis.com/apps/instant/basic/index.html?appid=eb30948f3b704e9fbce0b3afd3425878 

 

 

https://ohiostate.maps.arcgis.com/apps/instant/basic/index.html?appid=eb30948f3b704e9fbce0b3afd3425878
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4 personas that still want to live at home  
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Robert, 68, stroke survivor (6-mo ago), discharged 

home after inpatient rehab but with residual 

disabilities. Had some outpatient therapy with long 

travels but not home-based; needs ‘transitional’ 

support how to move around do things at home; not 

willing to receive therapy over the phone. Needs 

transitional rehab 
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Margaret, 74, hip replacement (6-mo ago) after a fall 

and hip facture; also with osteoarthritis in knees and 

pain; high fear and risk of failing again – leading to 

inactivity and function decline; believes pain and fall 

risk are “how aging is”; no nearby family support; 

relies mainly on the local senior center for support. 

Needs confidence, activity & fall prevention. 
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Carol, 77, diabetes, partial foot amputation, heart 

failure, visual impairment; uses wheelchair; needs 

help with bathing/dressing; lives with spouse; 

struggles with medication management, 

transportation; and navigating healthcare; struggles 

to maintain daily exercise; hesitates to seek help: 

was raised to avoid being a burden. Very low 

technology comfort; relies on a landline. Needs 

ongoing home support + coordination 
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Linda, 55, lives near her mother (moderate dementia) 

and requires assistance with daily activities. 

Overwhelmed by daily caregiving demands; limited 

knowledge of managing dementia symptoms. 

Emotional strain, financial pressure, and lack of 

guidance leave her isolated; struggles to manage her 

mother’s medications alongside her own health 

needs. Needs caregiver training + navigation.    
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A- Evidence-Based Programs 

Vertical evidence-based programs are home/community-based interventions delivered by health 
and/or non-health practitioners to improve functional ability, the home environment, and strengthen 
capacity of older/caregiver populations. They can be delivered as stand-alone interventions or 
adapted to be integrated into existing services: home-based services, community centers, or primary 
care services, in addition to adaptable to rural underserved contexts, with partial tele support. These 
programs can be complementary solutions that can be combined based on local need and capacity. 

 

I- Program Options Overview: 

Aligned with our four personas, we present four categories of evidence-based programs: each 
includes an overview, evidence, and implementation examples, rural adaptations, or cost–benefit. 

1- Rehabilitation Transition Program After Stroke  

A short-term program supporting the transition from inpatient rehab to home during the high-risk 1–3 
months post-stroke. Many patients face environmental, task, and self-management barriers that limit 
functioning at home following inpatient clinical improvements. The program is Occupational Therapist-
led (OT), delivered through ~4–6 home visits plus flexible phone/telehealth follow-ups. Core 
components are home visits and OT-led assessment, environmental modification, and functional 
training. Follow-ups are typically OT-led, but may be partly delegated to trained staff for reinforcement 
and monitoring under OT supervision, depending on resources, and are flexible in mode (phone; 
telehealth; occasional in-person), primarily for reinforcing strategies, supporting implementation, and 
monitoring progress between OT visits.1-3 It delivers home modifications, assistive tools, layout 
changes and functional self-management, using guided, real-life problem-solving to improve safe 
task performance, independence, confidence, and long-term daily functioning. 

Provider Role in Supported Transition Program 

Occupational 
Therapist (OT) 

Conducts home & task-based evaluations; identifies functional goals aligned with patient priorities; facilitates 
problem-solving for daily activities; recommends and trains in environmental modifications and adaptive 
strategies (e.g., assistive tools, layout changes); coordinates care plan and supervises implementation. 

Other trained staff 
(optional) 

Reinforces strategies between OT visits; supports implementation of recommendations; assists with follow-
ups (home or remote); monitors adherence and emerging barriers under OT guidance. 

 

2- Fall prevention programs (e.g. OTAGO)  

Evidence-based fall prevention programs abound, searchable in key websites.4-6 These are often 
exercise-based (strength & balance), while some are multi-component (e.g. add environmental 
adaptations + education). Here, we overview OTAGO, one exercise-based program to prevent falls 
approved by the National Council on Aging7 and included in the Rural Information Hub.8  

Delivered by a Physical Therapist (PT), core OTAGO components include initial assessment, 
individualized exercise prescription, progression, and periodic reassessment.9-11 The program is 
typically taught over ~8 weeks, followed by a longer self-management phase with check-ins. 
Delivery is flexible (1:1, group, or remote), and follow-ups or check-ins may occur in person or by 
phone depending on context. Support from PT assistants or other trained providers is optional, 
reinforcing adherence, monitoring progress, and supporting technique under PT supervision.9-11 



15 
 

 

Provider Role in OTAGO 

Physical Therapist - PT 
(Primary Provider OR 
Evaluator, Prescriber and/or 
Remote Supervisor) 

Conducts initial assessment and prescribes the individualized program, including strength and 
balance exercises and walking progression. When accountable for the full delivery, the PT performs 
a series of four home visits over ~8 weeks to teach, progress, and ensure safety with the 17 
exercises. Oversees transition to 4–10-month self-management phase with monthly check-ins.  

PT Assistant / Other Trained 
Provider (supported provider) 

Supports adherence and compliance, may deliver follow-up visits and reinforce exercise technique 
under PT oversight. Can serve as the home-based provider during check-ins or reassessment 
sessions where appropriate.  

 

3- CAPABLE (Community Aging in Place — Advancing Better Living for Elders):  

An interdisciplinary, home-based program, CAPABLE’s core components include OT- and RN-led 
visits: the OT on functional goals, home safety, and environmental modifications – may be for fall 
prevention, while the RN addresses medical needs (e.g., pain, medications, depression). A handyman 
provides core support for implementing home modifications, within a budget. Visits are structured 
but partly flexible in scheduling over 4–5 months. The program is primarily in-person, with no key 
telehealth component. Training in the CAPABLE model is required for providers, while the specific 
mix or intensity of visits may vary slightly by context, but all three roles remain essential. 

Provider Role in CAPABLE 

Occupational 
Therapist 

Delivers 6 in-home visits focused on mobility, ADLs, and safety strategies specifically to conduct home safety and 
functional assessments (e.g., TUG, ADL staging) and co-create goals with clients: bathing, cooking, toileting, 
stairs, etc. The therapist also prescribes assistive devices, modifications, and teach energy-conserving 
techniques. Train in compensatory strategies for mobility and cognition challenges. Coordinate closely with the 
nurse and handyman to implement a unified plan 

Registered 
Nurse 

4 home visits focused on medical issues, pain, medication, depression 

Handyman Provides up to $1,300 (on average) in home modifications (grab bars, railings, lighting, etc.) 
 

4- Dementia caregiver programs (e.g. OT-led): 

Various structured, evidence-based programs (n>45) supporting family caregivers of people with 
dementia are listed on the Best Programs for Caregiving website.12 Here, we highlight three OT-led 
examples: Care of Persons with Dementia in their Environments (COPE), Tailored Activity Program 
(TAP), and Skills2Care®. Brief descriptions and comparison of program characteristics follow: 

COPE13: ~6-month program with up to 13 sessions (~6–8 in-person plus ~3–5 flexible phone 
follow-ups), primarily led by an OT (~10 sessions) working with the caregiver–person with dementia 
dyad to identify caregiver-prioritized issue and deliver tailored strategies on function, behavioral 
symptoms, and caregiver stress. Support from an advanced practice nurse (~2 sessions, typically 
1–2 in-person or phone-based) on medical issues of the person with dementia (e.g., pain, 
medications, sleep, hydration) to help manage symptoms influencing behavior and function. 

TAP14: ~4-month home-based program delivered over ~2–11 in-person OT sessions (commonly 
~8 sessions), with possible brief follow-ups depending on implementation, led by an OT working with 
the caregiver–person with dementia dyad to assess needs and deliver individualized activity 
prescriptions and caregiver training to manage behavioral symptoms and support function. 

Skills2Care®15: ~6 weeks to a few months, with a flexible number of sessions (primarily in-
person, with possible phone follow-ups), led by an OT working with the caregiver–person with 
dementia dyad to deliver tailored strategies for daily care challenges, focusing on environmental 
modification, task simplification, communication, and caregiver stress/self-management. 
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Dimension COPE13 TAP14 Skills2Care®15 

Program 
Recipient(s) 

Family/friend caregiver and person 
with dementia 

Family/friend caregiver and person with 
dementia 

Family/friend caregiver and person with 
dementia (caregiver-focused) 

Typical duration ~6 months ~4 months  ~6 weeks to a few months (variable) 

Typical session 
count 

Up to 13 total sessions 2–11 sessions (often ~8) Variable; typically a short series, adaptable 
to need 

Session 
modality 

Primarily in-person (home visits) with 
some telephone follow-ups 

In-person (home-based); limited follow-
up depending on implementation 

Primarily in-person with some telephone 
follow-ups 

Session length ~1 hour ~1 hour ~90 min (in-person) and ~30 min 
(telephone) 

Primary 
provider(s) 

OT (~10 sessions) + Advanced 
Practice Nurse (~2 sessions) 

OT OT 

Primary targets / 
outcomes 

Function, behavioral symptoms, 
caregiver stress 

Behavioral symptoms and function Daily care challenges (environment, tasks, 
communication) and caregiver stress 

Provider training 
requirements 

Initial training (~24 hours) + refresher 
sessions 

Initial training required Initial training required 

Licensing / fees No cost to obtain license License fee required (varies) Certification ~$1,500 (2-year validity); 
renewal ~$200 

Program 
tailoring 

Tailored to caregiver-identified 
priorities using structured assessment 

Individualized activity prescriptions 
based on assessment 

Tailored strategies (environment, tasks, 
communication) and flexible session dose 

 

II- Impact and Evidence Base 

1- Rehabilitation Transition Program After Stroke  

A randomized clinical trial (RCT, n=185) found that participants receiving the program had ↑ in daily 
activity performance and satisfaction (≈2–3 point gains on the Canadian Occupational Performance 
Measure; 1-10-scale), along with significant ↓ in home and community environmental barriers.1 Other 
analyses showed ↓ rates of skilled nursing facility admission (88% vs 79% event-free survival) 
and mortality (100% vs 87%), with favorable but non-significant ↓ in hospital readmissions (95% 
vs 86% event-free survival).3  

 

2- Fall prevention programs (e.g. OTAGO):  

Across four initial RCTs, the Otago Exercise Program ↓ falls by 35–40%, with > benefits among 
adults aged >80 vs those aged 65–79.16 Then, a systematic review and meta-analysis of 13 RCTs 
(n=2,402) found significant ↑ in balance, lower-body strength, and mobility.17 Subgroup analyses 
indicated that video-supported delivery was associated with > improvements in some outcomes 
(e.g., balance. mobility), sessions >30 minutes were associated with > strength and mobility, and > 
program durations (13–26 weeks) showed > effects for mobility.11 

Real-word implementation data from the Healthy Aging Programs Integrated Database (2014–2024; 
>275,000 participants; Otago + similar programs) showed: 52% ↓ in falls, 56% ↓ in fall-related 
injuries, and 18% ↓ in fall-related ER visits, small ↑ in health & loneliness, and moderate ↓ in fear of 
falling.18 Programs provided favorable return on investment: mean savings of $3,904 per 
participant, total savings >$1.B, and returns of $8.36–$38.04 per $1 invested.18  

Overall, practice guidelines recommend exercise-based (including Otago) and multifactorial 
interventions for community-dwelling adults ≥65 at increased fall risk, using evidence from 29 trials 
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(n=14,475).19 A systematic review of OT-led interventions found strong evidence for multifactorial 
approaches (e.g., home modifications, education, physical activity).20 

 

3- CAPABLE (Community Aging in Place — Advancing Better Living for Elders):  

Reviews of studies (e.g. six RCTs21) with >1100 low-income, community-dwelling, cognitively intact 
older adults with self-reported difficulty with ≥1 ADLs vs 4000 matched comparators, show benefits.21 

22 All studies showed ↑ in ADLs and IADLs, with small to strong effect sizes.21 Additional ↑ were 
observed in depression, fall self-efficacy, pain, and quality of life. 21 22 Studies implementing the full 
dose of CAPABLE showed > improvement in ADLs and cost savings vs a decreased dose.21  

Economic evaluations across four studies indicate that CAPABLE generates net cost savings, with 
program costs offset by ↓ in healthcare expenditures.21The CAPABLE National Center reports a 
return on investment exceeding 6:1, corresponding to approximately $30,000 in medical cost 
savings per ~$3,000 invested, based on program evaluations and cost analyses.23 

 

4- Dementia caregiver programs (e.g. OT led): 

COPE13: In the original RCT, COPE showed moderate ↑ at 4 months in patient function (e.g. IADL 
independence) and caregiver well-being. At 9 months, caregivers still reported subjective ↑, 
including perceived  ↑  in disease understanding, caregiving confidence, ability to manage behaviors, 
patient care ability, quality of life, and ability to keep patients at home.24 

TAP14: reported substantial ↓ (nearly 50%) in health-related events that often contribute to patient 
institutionalization, as well as reported ↓ of >60% in hospitalizations among caregivers.25 While it did 
not improve agitation/aggression of the person with dementia at 3 months, the program significantly 
↑ ALD and IALD (i.e. reduced functional dependence) and ↑ caregiver well-being and confidence.14 25 

Skills2Care® 15: The initial RCT of 171 families showed that caregivers in the intervention group 
experienced significantly fewer declines in patients’ IADLs and in ADLs (small to moderate effect), 
and ↓ caregiver upset among spouses.26 Women caregivers demonstrated moderate ↑ in 
self-efficacy for managing behavioral symptoms.26 Overall, the intervention achieves a slow 
decline in daily functioning and reduce behavioral symptoms in persons with dementia that can trigger 
institutionalization, while results can be maintained over time.15 27 

 

III- Implementation Examples & Adaptations (rural) and Cost-Benefit 

1- Rehabilitation Transition Program After Stroke  

This is a recently tested program, without implementation examples beyond its study. The study’s 
process evaluation demonstrated high completion (>80%) and fidelity, strong adherence to home 
modifications, and successful implementation.2 The process evaluation data also showed a 
median cost of approximately $544 for home modifications and equipment.2 Complementary 
analyses indicate that this approach may also reduce the risk of skilled nursing facility admission and 
mortality, underscoring its potential downstream impact on health system utilization and costs.³  

 

2- Fall prevention programs (e.g. OTAGO):  

The OTAGO program, as well as other evidence-based fall prevention approaches have been widely 
disseminated across US communities, including as supported by Administration for Community 
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Living.6 It can be delivered via group exercise classes in familiar settings (e.g., faith-based, senior, 
or community centers, libraries, YMCAs, etc). 6 Video-based PT follow-up can reinforce exercise 
learning and progress.6 8 Adapted OTAGO has been implemented in rural Appalachia, delivered in 
home or senior centers following screening: delivered by trained non-PT personnel with periodic 
remote PT oversight and referral assessment.28 Monthly check-ins ↑ engagement, and participants 
attending follow-ups showed > ↑ in balance, mobility, and lower-body strength, and ↓ fall risk.²⁷ 

Other, multifactorial fall prevention programs combine exercise, medication review, home 
modification, and vision assessment (e.g., Stepping On program) and have been implemented in 
rural areas, often non-PT/OT-delivered. For example, North Dakota State University Extension 
delivers Stepping On through a train-the-trainer model, recruiting local facilitators (e.g., County 
Family and Community Wellness Agents and partners) to provide community-based classes, enabling 
broad reach and sustainability.29 In Ohio, statewide initiatives led by the Ohio Department of Health 
and partners support dissemination of Stepping On and other evidence-based falls prevention 
programs, including facilitator training and expansion into underserved rural communities.30  

 

3- CAPABLE (Community Aging in Place — Advancing Better Living for Elders):  

As of January 2026, CAPABLE has been implemented at 33 sites across the US,  , including a 
substantial proportion in rural areas (n=15), where programs have been adapted to enhance 
feasibility and fit local resource constraints.31 32  

CAPABLE has had growing scalability through Medicaid integration. Massachusetts currently offers 
CAPABLE statewide through its Medicaid program. Colorado has conducted pilot implementation 
among Medicaid beneficiaries. Connecticut is in the process of statewide rollout.31 32  As of January 
2026, no CAPABLE program has been implemented in Ohio, indicating a potential opportunity for 
state-level expansion and adaptation to local rural and underserved contexts.32 

 

4- Dementia caregiver programs (e.g. OT led): 

COPE 13: A recent RCT comparing telehealth and home visit delivery found that clinical outcomes 
were not significantly different between the two modes of delivery and that it is feasible to offer the 
intervention via telehealth, reducing travel time while achieving similar benefits.33 There is an 
adaptation of the traditional, in-person, instructor-led training to a self-paced, online format, currently 
under study for non-inferiority within Programs of All-Inclusive Care for the Elderly (PACE).34 

The COPE was also subject to cost-benefit analysis when incorporated into Connecticut’s home- and 
community-based services (HCBS), with per-dyad mean cost savings at 12 months of $2,354, 
although these were not statistically significant.35 In a modeling study, COPE demonstrated cost 
savings versus usual care from the societal perspective (−$5,262), largely driven by reductions in 
Medicare/Medicaid expenditures (−$4,747) and out-of-pocket nursing home spending (−$1,334).36  

TAP 14: This program also had cost savings compared to usual care from the societal perspective (-
$1,816) due to reductions in time (value) caregiving (-$1,805) and formal care (-$631).36   

Skills2Care®: A cost-savings analysis resulted in a $89 net increase in cost,36 yet implementation 
costs (~$1,000) were among the lowest, alongside TAP.36 Certification is required to deliver 
Skills2Care®, including web-based modules, live (in-person or virtual) sessions, and a licensure 
agreement with program holders. Certification fees include access to materials and documentation 
tools. Delivery can be adapted (e.g., in-person or virtual), facilitating implementation in rural areas,15 
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B- Service Delivery, Workforce & Integrated Model Innovations 
 

 

Service Delivery Innovations:  
 

1- Integrating rehab into long-term supports: home- & community-based services (HCBS)  

In the US, HCBS are Medicaid-funded long-term services and supports delivered at home/community 
to help individuals with disabilities or chronic conditions live outside institutional care. HCBS may 
include rehabilitation services, e.g., OT and PT, alongside long-term supports: e.g., personal care, 
case management, transportation, home modifications, community participation services, and home-
delivered meals (e.g., Meals on Wheels). As Medicaid-funded programs, eligibility, covered services, 
and implementation vary substantially across states, with additional within-state variation in delivery 
models. Emerging innovations may help integrate rehabilitation into these platforms; for example, 
although with pending results, a recent initiative in Ohio has incorporated dietary interventions and 
OT into Meals on Wheels to improve nutrition, functional outcomes, and fall prevention. 
 

2- Rehabilitation providers in primary care 

Internationally, there is a trend for integration of rehabilitation services within primary care, particularly 
in underserved and rural contexts, supporting more proximal, community-based care.37 38 

In the US, rehabilitation providers such as PT39 40 and OT41-44 can be integrated into primary care, 
including in Federally Qualified Health Centers (FQHCs), addressing functional needs and social 
determinants of health. OT in primary care addresses health promotion disability & chronic disease 
management, fall prevention, mental health, and developmental needs through brief consults, co-
visits, telehealth, and group interventions.42-45 Examples include functional screening and care 
coordination for multimorbidity, tele-OT for home safety and daily functioning in rural settings. The 
Mayo Clinic Arizona pilot demonstrated reduced physician burden, strong return on investment, and 
improved patient outcomes.46 Oregon’s coordinated statewide initiatives, have used stakeholder 
engagement, needs assessments, pilot testing, and workflow redesign to embed OT into team-
based care.47 Implementation challenges include reimbursement alignment, including Medicare Part 
B requirements, value-based payment models, and FQHC prospective payment systems.41 
 

3- Telerehab as a direct service delivery option 

Telerehab is a widely-researched alternative/complement to in-person care, supported by practice 
guidelines48-51 and systematic reviews showing non-inferior effectiveness and similar or lower costs 
versus in-person care.52-54 It can enhance care access for rural populations where limited provider 
availability, long travel distances, transportation barriers, and financial constraints restrict service 
use.55-58 As a health system also serving rural populations, the Veterans Health Administration has 
been a leader in deploying telerehab, improving care continuity and reducing travel burden for 
patients. Yet, widespread adoption remains limited, particularly in the private sector, with persistent 
implementation barriers.59-61 These include limited access to technology, low digital literacy, 
and unreliable network connectivity.62 Such barriers are amplified in rural settings, where 
broadband access and digital readiness of its older population constrain telehealth utilization.60-65 
 

4- Community-based and day centers for disability rehabilitation 
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Internationally, complementary models such as community-based rehabilitation extend access in low-
resource settings, including through task-sharing with volunteers and non-professional workforces.66 
One example is the Life After Stroke Center, a model implemented for over a decade in Nigeria and 
now adapted to other low-resource contexts in Africa. This day-center model operates 2–3 days per 
week, provides transportation, and combines limited professional oversight (1–2 health professionals) 
with trained community volunteers (“Stroke Ambassadors”) delivering most group-based, protocol-
driven interventions organized by functional domains (e.g., mobility, ADLs).67 In the US, there is a 
growing trend for studying and applying in rural areas what works elsewhere.68    

 

5-      Community-based Exercise and Physical Activity Programs 

Evidence from a recent overview of systematic reviews suggests that physical activity programs for 
older adults are effective at improving physical activity levels, functional capacity, and fall-
related outcomes; the most effective interventions are multicomponent that combine physical activity 
with behavioral support, supervision, and individualization, often delivered in community or home-
based settings.69 In practice, these approaches are reflected in programs such as UPBEAT in 
Athens County, Ohio, which provides community-based physical activity, education, and social 
engagement for older adults;70 however, its reach into more rural nearby counties such as Meigs, 
Ohio remains limited, highlighting persistent geographic and access barriers. Also, often these 
program types do not include rehabilitation therapists in the design or delivery. 

 

Workforce Innovations:  
 

1- Community-based Therapist Model 

Internationally, both in high and low-resource contexts, there is a growing use of a community-based 
therapist model, with therapist employed and operating also outside the health sector, adopting a 
population-wide (e.g., municipality), public health, heal promotion, social, and community approach, 
especially in underserviced rural areas. Examples include community service rehabilitation therapists 
in South Africa,71 community-working occupational therapists in Norway,72 73 or occupational 
therapists working within underserved communities in Brazil.74 In the Netherlands and the UK, there 
is solid evidence for the implementation and effectiveness of a Community Occupational Therapy 
in Dementia, delivered by OTs within broader health and social care systems.75 In the US, similar 
roles are emerging, with OTs increasingly working in population health and community settings, 
including aging and disability networks and nonprofit organizations; they contribute to health 
promotion, aging-in-place initiatives, and community program development 76 77  

  

2- Project ECHO: Provider-to-provider tele-mentoring:  

Project ECHO (Extension for Community Healthcare Outcomes) is a tele-mentoring model designed 
to expand access to specialized knowledge in rural areas by strengthening local providers’ capacity: 
moving knowledge, not people. Rather than care delivering, the model links multidisciplinary 
specialist teams (hub) with community-based providers (spokes) through regular virtual sessions 
that combine brief didactic training with case-based discussions. The approach enables clinicians to 
present real cases, receive expert guidance, and learn from peers, creating a knowledge-sharing loop 
that supports evidence-based practices. Originally developed in the US, the ECHO models have been 
used globally especially in rural areas. Evidence shows improvements in provider knowledge, 
confidence, and practice patterns, as well as improved patient outcomes across conditions.78 79 
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For rural rehabilitation, ECHO can address workforce shortages and limited specialty expertise. 
Unlike the increasing sub-specialization seen in hubs, rural therapists often function as generalists 
managing a wide range of conditions, requiring broad clinical competencies and context-specific skills 
(e.g., cultural humility).58 80 In Ireland, ECHO was used to enhance palliative care by primary care 
PTs and OTs.81 A Pediatric Clinical Competency Project ECHO has been enhancing the knowledge 
of OTs in lower income countries.82 However, less is known about US applications. 

 

3- Training and recruiting rural therapists  

Multiple factors affect recruitment, retention, and development of the rural rehab workforce, including 
geographic isolation, cultural integration challenges, and limited preparation for rural practice.40 58  
Therapy assistants (e.g., OTAs) are more common in rural services but have been disproportionately 
affected by Medicare payment cuts, while college enrollment has been declining.83-85 

Strategies to address these challenges include expanding rural training pipelines (education, 
recruitment, clinical placements), strengthening telehealth capacity, offering financial incentives 
(e.g., loan repayment, better pay), and supporting ongoing professional development and 
mentorship tailored to rural contexts.40 86 Federally funded, state-run Rural Health Transformation 
Programs also emphasize increasing training and recruitment of specialized health professionals.87 

 

4- Task-sharing to community-based providers 

Community health workers (CHWs) are increasingly recognized as a critical workforce for last-mile 
care delivery in underserved rural communities and for supporting task-sharing in rehabilitation. 
Evidence shows they improve access, engagement, and outcomes by bridging gaps between 
health systems and communities88 In the US, CHWs serve as trusted community members 
providing health education, care coordination, and linkage to services. In rural Ohio, they also 
function as system connectors, supporting navigation and continuity of care.89 

Emerging evidence from low-resource settings shows that CHWs can support a rehabilitation 
task-sharing when trained and supervised by rehabilitation professionals, delivering low-intensity, 
community-based functions.90  These services are delivered through home- and community-based 
models, increasing access where rehabilitation professionals are scarce.90 Their effectiveness 
depends on adequate training, supervision, and integration with formal health systems.89 

 

5- Combining service delivery with student-led developments 

Models that integrate service delivery with workforce development offer a dual strategy to address 
rural rehab gaps by simultaneously strengthening service delivery and workforce training. These 
approaches include student-led clinics and structured rural placements, where students deliver 
supervised services in community settings while developing competencies for rural practice.91 

Applied in contexts such as fall prevention programs for community-dwelling older adults, these 
models have been implemented through both in-person and telehealth group formats (e.g., rural 
Australia92 93), and in the US through student-led facilitation roles within evidence-based 
interventions under supervision.94 Across settings, these approaches demonstrate feasibility, 
improved service access, and enhanced trainee skill development and community integration.91-94 

Integration of telehealth further extends reach and helps address geographic barriers.93 Effective 
implementation depends on sustained academic–community partnerships, structured supervision 
and training, and alignment with existing services and evidence-based programs.91-94 
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Integrated Model Innovations 
 

1- Fully Integrated, Capitated Care Models (e.g., PACE) 

The Program of All-Inclusive Care for the Elderly (PACE) is a fully integrated care model delivering 
coordinated medical, long-term, and social services through interdisciplinary teams for adults aged 
>55 who are eligible for Medicare and Medicaid, many with complex medical, functional, and 
cognitive needs, and who meet criteria for nursing home–level care (e.g., requiring assistance with 
activities of daily living and medication management)95 Services are provided in community-based 
settings and include adult day care, primary and specialty care, home care, transportation,  
rehabilitation therapy supports and social supports, enabling participants to remain in the 
community.95 96 PACE is financed through capitated Medicare–Medicaid payments, in which 
provider organizations receive a fixed per-member-per-month rate and assume full financial risk . 

In Ohio, PACE programs in 2026 are concentrated in rural and suburban areas around Cincinnati, 
Columbus, Cleveland, and Toledo. Although PACE operates in many states and includes some rural 
programs, access in rural communities remains limited and uneven.95-98 Rural PACE 
organizations tend to serve fewer enrollees and operate across larger service areas, contributing to 
logistical and financial challenges.96 98 Key barriers include low participant density, transportation and 
geographic demands associated with larger service areas, workforce capacity constraints, and high 
start-up and operating costs, intensified under the capitated, risk-bearing financing structure that 
requires sufficient and stable enrollment within defined service areas to maintain financial viability.95-98  

Policy and implementation strategies to support rural PACE expansion include targeted financial and 
start-up support, telehealth flexibility, workforce development incentives, and partnerships with rural 
providers to extend service capacity.97 

 

2- Dementia-Focused Integrated Care Models (e.g., GUIDE) 

The Guiding an Improved Dementia Experience (GUIDE) Model is a Medicare innovation designed to 
deliver coordinated, person-centered care for individuals living with dementia and their caregivers 
through care management, caregiver training, and integration of medical and long-term services. 
The model targets Medicare beneficiaries with complex medical, functional, and cognitive needs and 
emphasizes care coordination and access to supportive services (e.g., respite, behavioral health, and 
care navigation), delivered through interdisciplinary teams and partnerships with community-
based organizations.99 Unlike capitated models such as PACE, GUIDE uses a hybrid payment 
structure combining care management payments, fee-for-service components, and performance-
based adjustments, without requiring full financial risk. Implementation occurs through participating 
provider organizations, including health systems and multi-state or telehealth-enabled care networks. 

In Ohio, GUIDE participation is concentrated in urban regions (e.g., Cincinnati, Columbus, Toledo, 
and Northeast Ohio).99 Although GUIDE offers a more flexible and distributed model than site-based 
approaches like PACE, similar to other integrated models, rural implementation may face challenges 
related to low population density, workforce constraints, and limited service availability.  The 
GUIDE Model is expected to operate for 8 years, from July 2024 through July 2032. 
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Appendix: Local Funding/Reimbursement Mechanisms Mechanism 

Funding & Reimbursement Mechanisms (Ohio – Meigs & Vinton Context) 

Mechanism 

Name 
Mechanism Description Target Population 

Key Notes / 2026 Updates (Including 

Local Availability) 

Next Generation 

MyCare 

(Integrated 

Medicare + 

Medicaid) 

Fully integrated dual-eligible managed 

care model aligning Medicare and 

Medicaid benefits 

Dual-eligible adults 

(21+) 

Rolling out statewide in 2026; available 

in Vinton County (mid-2026) and Meigs 

County (late 2026) 

PASSPORT 

Waiver 

(Medicaid 

HCBS) 

Medicaid HCBS waiver providing in-

home services (e.g., personal care, 

respite, meals, home modifications) as 

an alternative to nursing facility care 

Adults 60+ meeting 

NF level of care 

Statewide program administered via 

AAAs; available in Meigs & Vinton, 

though service capacity varies locally 

Ohio Home Care 

Waiver (OHCW) 

Medicaid HCBS waiver providing in-

home services for individuals with 

disabilities as an alternative to nursing 

facility care 

Adults <60 with 

disabilities (including 

early-onset 

dementia) 

Statewide waiver program; available in 

all counties including Meigs & Vinton 

Assisted Living 

Waiver 

Medicaid waiver covering personal 

care and support services in licensed 

assisted living settings 

Adults 21+ needing 

NF level of care 

Statewide eligibility, but limited by 

facility availability; access in Meigs & 

Vinton is constrained 

HOME Choice 

(Money Follows 

the Person) 

Transition program supporting 

movement from institutional care to 

home/community settings with 

services and supports 

Medicaid-eligible 

individuals 

transitioning from 

long-term care 

facilities 

Statewide program; access depends 

on referral pathways and transition 

capacity 

Medicare (Fee-

for-Service, Part 

A/B) 

Traditional federal insurance covering 

acute and post-acute medical and 

rehabilitation services 

Adults 65+ or 

disabled 

Universally available, including Meigs 

& Vinton 

Medicare 

Advantage 

Plans 

Private managed-care alternatives to 

Medicare that may include 

supplemental benefits (e.g., home 

supports, caregiver supports) 

Medicare 

beneficiaries 

Available statewide, but plan options 

are typically more limited in rural 

counties 
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Federally 

Qualified Health 

Centers 

(FQHCs) 

 

Federally funded safety-net providers 

supported through Section 330 grants 

and Medicaid Prospective Payment 

System (PPS) reimbursement 

 

Low-income and 

underserved 

populations, 

including older adults 

 

Are required to use income-based 

sliding fee scales for uninsured 

patients; financially structured to 

expand access regardless of ability to 

pay.  

Rural Health 

Clinics (RHCs) 

 

Federally designated rural providers 

reimbursed through cost-based 

payment systems under Medicare and 

Medicaid 

Rural populations, 

including Medicare 

and Medicaid 

beneficiaries 

 

Receive cost-based reimbursement 

(Medicare and Medicaid) but do not 

receive federal grants and are not 

required to offer sliding fee scales; 

designed to sustain provider presence 

in low-volume rural markets 

Patient-

Centered 

Medical Homes 

(PCMHs) 

 

Care delivery model supported 

through enhanced reimbursement for 

care coordination (e.g., care 

management payments, quality 

incentives) 

 

Broad population, 

including high-need 

older adults 

 

Funding through payer-based care 

coordination payments and value-

based incentives; supports longitudinal 

management of complex conditions 

(e.g., dementia); implementation varies 

across rural providers 

County Health 

Services Levies 

 

Locally funded tax levies supporting 

public health and community-based 

services 

 

County residents, 

including older adults 

and caregivers 

 

Available in select counties such as 

Meigs; supports services like public 

health nursing and community-based 

care; 

Older Americans 

Act (OAA) 

Federal funding supporting 

community-based aging services 

through Area Agencies on Aging 

(AAA) 

Adults 60+ 

Delivered locally via AAA network 

(Buckeye Hills Regional Council serves 

Meigs; AAA7 serves Vinton) 

State / Local 

Grants (Healthy 

Aging, etc.) 

Public funding streams supporting 

community health and aging-related 

programs, typically short-term 

Varies 

Available but variable; often 

administered at county or AAA level in 

SE Ohio 

ACL / Federal 

Aging Grants 

Federal grants supporting innovation, 

caregiver programs, and evidence-

based aging services 

Varies 
Statewide eligibility; local availability 

depends on awarded projects 

Philanthropy / 

Foundations / 

Federal or State 

Research 

Grants 

Private and public funding supporting 

pilot programs, innovation, and 

program development 

Varies 
Available but uneven; more limited in 

rural counties such as Meigs & Vinton 
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