
1

Medicaid Health 
Homes: Lessons from 
the Field
By Margaret Kirkegaard, Meggan Schilkie, 
Jean Glossa



2

OUTLINE OF TODAY’S DISCUSSION

+ Overview of Health Home policy, beneficiaries, services, and providers

+ Discussion of Health Home clinical and financial outcomes 

+ Lessons learned in New York’s Health Home program after seven years

+ Early lessons learned in DC’s program in second year of implementation

+ Question and answers
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HEALTH HOME POLICY BACKGROUND

+ “Health Homes” (HHs) were authorized as a Medicaid State Plan Option under the 
Affordable Care Act, Section 2703.

+ States must file a State Plan Amendment (SPA) outlining how they plan to 
implement HHs and, when approved by CMS, states receive eight quarters of 
90/10 federal match for implementation.

+ States must consult with SAMHSA prior to submitting the SPA to CMS regardless 
of targeted conditions.  

+ As of September 2018, 22 states and DC have implemented 35 HH models. 

Report To Congress on the Medicaid Health Home State Plan Option; Prepared by: The U.S. Department 
of Health and Human Services, Office of the Assistant Secretary for Planning and Evaluation; May, 2018.

Health Home Information Resource Center, Medicaid.gov



4

NATIONAL SNAPSHOT OF HEALTH HOMES



5

HEALTH HOME BENEFICIARIES

+ To qualify for Health Home services, 
Medicaid beneficiaries must: (1) have two 
or more chronic conditions; (2) have one 
chronic condition and be at risk of 
developing another; or (3) have a serious 
and persistent mental health condition.

+ Some states identify eligible beneficiaries 
and assign them to HHs.  In other states, 
enrollment is entirely through provider 
referral subject to state verification of 
eligibility. 
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HEALTH HOME SERVICES: WHOLE PERSON CARE

The Health Home option allows states the flexibility to identify a target population 
of persons with chronic health or behavioral conditions and offer them six required 
Health Home services:

+ Comprehensive care management.

+ Care coordination and health promotion.

+ Comprehensive transitional care from inpatient to other settings, including 
appropriate follow-up.

+ Patient and family support, which includes authorized representatives.

+ Referral to community and social support services, if relevant.

+ The use of HIT to link services, as feasible and appropriate.
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HEALTH HOME PROVIDERS

+ FQHCs/RHCs

+ CMHCs

+ Local MH authorities

+ Clinical practices

+ Specified teams (constellation of 
providers)

+ Community Care Teams

+ Psych Rehab programs

+ Tribal Health Centers

+ Managed Care Plans

+ Hospitals

+ Medical Centers

+ Mental and Chemical Dependency 
Treatment Teams

+ Primary Care Practitioners

+ Home Health Agencies

+ Case Management Agencies

The states can designate eligible providers to provide HH services. These include:
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INTEGRATION OF PHYSICAL AND BEHAVIORAL HEALTH

Health Homes have created pathways and systems for integration by: 

+ Shared electronic medical records between behavioral and 
physical health providers; 

+ Embedded mental health professionals in primary care and 
primary care consultants in mental health clinics; 

+ Depression and substance use screenings in primary care; and 

+ Co-location of behavioral and physical care within a building or 
clinic.
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HEALTH HOME OUTCOMES

May 2018:  Report to Congress on Health 
Home State Plan Option

+ The evaluation covers the first 13 
programs in the first 11 states to 
launch Health Homes: Alabama, 
Idaho, Iowa, Maine, Missouri, New 
York, North Carolina, Ohio, Oregon, 
Rhode Island, and Wisconsin. 
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HEALTH HOME OUTCOMES: 6 KEY LESSONS LEARNED

1) Health Homes created pathways to target high-cost, high-need patients, and 
initial results suggest potential for improvements in care utilization patterns, 
costs (five states), and quality (four states).

2) The use of multidisciplinary care teams was broadly recognized as the most 
important change to emerge from Health Homes. 

3) Initial and continuing assistance with practice transformation and team-based 
care is important, particularly to address the behavioral health needs and social 
determinants of health that impact patients. 
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HEALTH HOME OUTCOMES:  6 KEY LESSONS LEARNED (CONT.)

4) Well-developed HIT and other infrastructure is needed for care coordination and 
quality improvement.

5) HH programs show promise in effectively addressing needs of individuals with 
complex chronic physical and mental health conditions and substance use 
disorder, particularly those who also have high social needs.

6) Most of the early HH states continue to offer the HH program beyond their initial 
enhanced match period, which suggests that states have found value in HH 
models.



12

Lessons From the 
Field: New York
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+ Outreach and engagement is critical to enrolling people and 
difficult

+ Analytic algorithms can only play a minor role in identifying 
these people

+ Face to face community-based, feet on the street outreach is 
needed

+ Stationing skilled outreach workers in high volume areas like 
local Medicaid offices and homeless shelters is another

+ Requires constant system education

+ It must be reimbursed in a rational way

+ Real time data (ADT feeds, Managed Care alerts) are critical

+ Education and empowerment of the value added of the service 
for individuals and families is necessary

NEW YORK STATE LESSONS LEARNED: ENGAGEMENT
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HEALTH HOMES IMPROVING QUALITY OF CARE
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NEW YORK STATE LESSONS LEARNED: QUALITY OVERSIGHT AND DATA EXCHANGE

+ State standards and early guidance are critical to consistent implementation and setting up 
systems for long term program evaluation and demonstrating ROI

+ This includes a statewide platform to collect, aggregate and disseminate information for the purposes of 
evaluation and improvement of care management

+ Making changes later is far more difficult than instituting clear policies and procedures up front 

+ Once you implement, give folks time to do so before making changes

+ Establish clear up front metrics and stick to them to establish a baseline and measure progress against 
them. (Limit the number of metrics to avoid pushing Health Homes to try to “boil the ocean.”)

+ Access to claims data is critical

+ Standardized data exchange with MCOs, hospitals and other partners is needed

+ Connectivity to Health Information Exchanges
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NEW YORK STATE LESSONS LEARNED: PARTNERING WITH PAYERS

+ The most critical relationship for Health Home success is between Health Homes and the payers 
(MCOs, State Medicaid or other)

+ Clarity of roles, responsibilities, points of coordination and communication are necessary.

+ Health Homes can play a critical role in value-based payments arrangements.

+ Health Homes working with MCOs can establish meaningful metrics and processes for evaluating 
cost savings.

+ Data exchange, collaboration and real time coordination between MCOs and Health Homes is 
necessary for success and can result in mutual benefit for both but can be very messy (control/turf 
issues, accountability)
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Lessons From the Field: 
Washington DC
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LIFE EXPECTANCY AT BIRTH IN THE METROPOLITAN WASHINGTON REGION

Life expectancy, how long a 
newborn can expect to live, varies 
27 years across the
census tracts of the metropolitan 
Washington region.

Source: Uneven Opportunities: How Conditions for Wellness Vary Across the Metropolitan Washington Region; VCU 
Center for Society and Health, October 2018
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DC HEALTH HOME COMPARISON

My DC Health Home Program DC HH 2 My Health GPS

District Agency Dept of Behavioral Health (DBH) Dept of Health Care Finance (DHCF)

Providers Core Service Agencies FQHCs, individual providers or primary care practices

Launch/status January 2016 July 2017

Enrollment Process Consent, assessment and care plan Consent, assessment and care plan

Criteria for Eligibility SMI/adults Chronic conditions/adults and children

Reimbursement PMPM/bill per service PMPM/bill per service 

Acuity 2 tiers- blended 2 tiers based on medical acuity

Incentives None Incentive to complete the enrollment in the 1st qtr

Quality CMS CMS and P4P

IT tools/support iCAM: DBH internal EHR CRISP ENS and MHGPS specific tools 

MCO: Delegation of HH 
services

No NCQA recognized PCMH practices Practices need to be PCMH level 2 or in the 
application process for levels 2 or 3. 
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DC MY HEALTH GPS:  EMERGING LESSONS

Alignment with 
existing programs

Care team practice 
transformation

Focus on outreach
Using data to 
manage your 
population

Leadership and Vision
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DC MY HEALTH GPS – TECHNOLOGY SUPPORTS

+ MyhealthGPS.org – use of customized, newly developed website for MHGPS practices

+ Practice Management tools with CRISP: 

+ CRISP- Regional HIE

+ DC investment for TA to increase data collection/contributors

+ DC investment for TA to end users 

+ Development of additional tools- (review in next slides)
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CRISP ENCOUNTER NOTIFICATION SERVICE PROMPT TOOL
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CRISP PATIENT CARE SNAPSHOT
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CLINICAL QUERY PORTAL

+ Lab results

+ Radiology reports

+ Discharge summaries

+ Consultations

+ Operative notes

+ Images

+ Immunizations
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