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INTRODUCTION
New York State’s Medicaid program, which serves more than 6 million residents and costs more
than $72 billion annually, has been undergoing a complex and challenging, yet largely successful,
redesign over the past seven years under the leadership of a stakeholder driven Medicaid Redesign
Team. The goal has been to promote the “triple aim” of improving access, enhancing quality, and
reducing cost. Key strategies have been expanding managed care services to a growing population
and the development of delivery system reforms. A 2016 report by the Citizens Budget Commission
(CBC) found these efforts had increased enrollment, lowered per enrollee costs, and promoted
better outcomes for those served.1
However, some elements of the redesign plan have faced challenges in their implementation. Two
efforts at delivery system reform, developing Performing Provider Systems (PPS) with links to
community based organizations (CBOs) and using Health Homes (HH) to enhance coordination of
services for those with complex care needs, have proved more challenging than initially expected.
With support from the New York Community Trust, CBC has been exploring options for identifying
improvements to these initiatives. A discussion forum among major stakeholders based on an
options paper prepared by CBC staff on ways to promote greater CBO engagement in PPSs was
held in November 2017.2
This paper addresses the challenges in extending HHs to all who can benefit from their services
in a cost-effective manner. New York has more than six years of experience with its HH initiative
and much has been accomplished. Since the launch in 2012 multiple new HH entities have
been established, and current enrollment exceeds 175,000 people.   A compelling combination
of common sense and abundant individual examples indicates the care coordination and social
service supports provided by HHs lead to better outcomes and long-run cost savings for many with
complex conditions. The policy question is not whether HHs “work.” HH’s do work and should be
sustained; they are making a contribution toward promoting the triple aim.
The more difficult and complex policy issues are for which types of eligible patients are HHs
most cost effective and how those patients can be identified and engaged. Much remains to be
done if HHs are to deliver the full potential of their benefits. With respect to numerical goals the
current enrollment falls short of an initial three-year target of 240,000 and a larger long-term
goal. Perhaps more importantly, little has been learned about whether such targets are appropriate
based on evidence about the differential cost-effectiveness of the program for diverse subgroups.
Those currently enrolled likely differ in important respects from those initially assigned priority for
enrollment, and the cost-effectiveness of the program for the full range of patients being enrolled
has not been demonstrated (although those served typically do benefit from an altered mix of
services).
This paper explores options for setting priorities among the groups to be served by the HH program
and more effectively reaching and enrolling those who can receive the greatest benefits. While a
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fundamental concern is the need for more complete and carefully analyzed data about cost savings
among those served, the paper presents options for discussion based on the evidence available and
the experience with enrollment to date. It should be noted that the analysis is relevant primarily
to adults in HHs, because the State did not receive federal authorization for a separate children’s
initiative until December 2016.
The paper is organized in five sections. It begins with a description of the HH intervention and how
its approach to coordination of care for those with complex needs differs from earlier and parallel
initiatives to improve care management. The next two sections present the initial plan for HHs in
New York and how it has been modified in response to experience. The fourth section extracts
relevant lessons for New York based on analyses of HH programs in other states. The final section
presents options for future program modifications in New York while more extensive analysis of
cost-effectiveness is undertaken. The suggested options are:
1. Better targeting of priority subpopulations;
2. Greater reliance on specialized HH entities;
3. Stronger ties between HHs and Managed Care Organizations (MCOs);
4. Alternative payment rates for HHs;
5. Centralized development of marketing and training materials; and
6. New initiatives to encourage interoperability of HH, MCO, and provider electronic health
records.
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BACKGROUND: THE HEALTH HOME AND OTHER
MODELS FOR CARE COORDINATION
It has long been recognized that individuals with complex physical and behavioral health care needs
may require, and likely would benefit from, assistance from specially trained staff in accessing and
coordinating the services they receive from multiple medical care providers and in gaining access
to social services that enable them to function in the community more effectively.3 Less clear are
the best models for providing this service to groups with varying degrees and types of needs.
The current HH model for coordinating care was established in the federal Affordable Care Act
(ACA) of 2010. It authorized State run programs to serve Medicaid enrollees meeting one of these
criteria: adults having a severe mental illness (SMI) or children having severe emotional disturbance
(SED), having HIV/AIDS, having two or more chronic conditions, or having one chronic condition
and at risk for another.
The HH is required to provide eligible individuals with six services: (1) comprehensive care
management, which typically includes preparation of an individual care plan integrating physical
and behavioral health services; (2) care coordination, which typically involves assistance in
implementing the care plan with services such as tracking referrals, aid in keeping appointments,
and medication monitoring; (3) health promotion, which typically includes patient education and
development of self-management plans; (4) comprehensive transitional care, which typically
relies on hospital liaisons to notify the HH of hospital admissions and discharges and includes
post-discharge home visits and medication compliance updates; (5) individual and family support,
which typically includes referrals to peer support groups and advocacy with social service agencies
on behalf of clients; and (6) referral to community and social supports, which includes referrals
to community based resources and referral followups as well as assistance with housing. These
services should be linked, as appropriate and feasible, by health information technology.4
The federal requirements with respect to the organizational form of the HH are flexible. The HH
may be based in the office of a primary care physician, a behavioral health provider, or in other
settings that suit the beneficiaries’ needs. The HH is typically a separate legal entity from medical
care providers and receives a separate per member per month (PMPM) fee for the package of HH
services. Federal staffing requirements are also flexible with no requirement for maximum caseloads
and minimal educational or training requirements for care managers and care coordination staff.
States may create separate HHs for different categories of beneficiaries such as those with SMI
versus others or children versus adults.
The ACA provided a financial incentive for states to create HHs. It authorized federal cost sharing
for HH payments of 90 percent for the first two years of enrollment of the eligible population. The
usual federal Medicaid share varies among states and is 50 percent for New York.
Prior to the ACA New York State agencies had established models for care management for
distinct populations. For nearly a decade four programs evolved to enroll about 35,000 Medicaid
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beneficiaries before the HH initiative was launched, and these programs had standards and
practices similar to the HH model.5 Three of the programs served distinct specialized populations.
A Targeted Case Management (TCM) program sponsored by the Office of Mental Health included
about 150 organizations statewide which provided care management and coordination to selected
adults with SMI and children with severe emotional disturbance. Referrals to the program were
made by the local (county or New York City) public agency responsible for mental health services.
TCM providers received monthly per recipient fees under Medicaid.
The Office of Alcoholism and Substance Abuse Services supported a Managed Addiction Treatment
Services (MATS) program for high-cost, high-need individuals with substance use disorders. The
Office funded “slots” at eight agencies, three of which were in New York City and one each in five
other counties. The local government was responsible for referring patients to the providers.
A third program served HIV-infected persons also diagnosed with a mental illness, substance use
disorder, or at an advanced stage of illness. It had 46 provider organizations statewide with 34 in
New York City. The agencies could bill Medicaid for their services.
Unlike the other three programs, the fourth initiative, the Chronic Illness Demonstration Project
(CIDP), was not intended as an ongoing activity but was established as a temporary demonstration.6
It operated for three years spanning 2009 to 2012. The target population was Medicaid enrollees
not in an MCO and with a high probability of being hospitalized in the coming year largely due to
multiple chronic conditions. Six organizations were approved to provide services, three in New York
City and one each in Nassau, Westchester, and Erie counties. The three New York City agencies
were authorized to enroll up to 500 people each; the other agencies were approved for 250 each.
The organizations were paid monthly fees for each individual enrolled, and they were responsible
for recruiting eligible patients.
An evaluation of the CIDP completed after the three-year demonstration found important
objectives were not met. The enrollees had utilization rates for hospitalizations and emergency
department visits similar to a control group, and their overall Medicaid costs were somewhat higher
due to the added costs of coordination. In discussing the findings the evaluators noted the costs
could become lower in subsequent years and that quality of care and patient satisfaction were not
measured in the study and may have improved. They also observed that the participating agencies
did not uniformly follow best practices including frequent in person contacts, access to timely
information about emergency department use, and close interaction with primary care providers.
Another important finding was that the agencies devoted substantial resources to recruitment
efforts and still fell short of their authorized enrollment targets.  In addition, Department of Health
(DOH) regulations and practices added to enrollment difficulties. Lessons drawn from that finding
indicated that any future efforts should provide considerable resources for outreach and better
procedures should be developed.
When the New York HH initiative under the ACA was designed, the plan was to have each of the
predecessor programs become part of the new HH program. The State would benefit from the 90
percent federal reimbursement for payments to the programs. The current patients could continue,
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and over a two-year period the agencies would be converted to the new HH rate structure but
assured at least their previous rates during the transition. New referrals to the programs would
follow the new HH process.
At the same time the State was planning to merge specialized case management programs into
the HH initiative, it also was continuing Medicaid support for the Patient Centered Medical Home
(PCMH).7 In 2010 New York’s Medicaid program began making supplemental payments for services
by a provider who had qualified as a PCMH.
The PCMH is a national model defined by standards first set by the National Committee for Quality
Assurance (NCQA) in 2008 and subsequently revised in 2011. It is intended to serve patients with
less intensive needs than those targeted by health homes. The NCQA designates a primary care
medical practice (which can be a private physician group practice, a community health center,
a hospital clinic, or other organization) as a PCMH when it meets multiple standards including
broadened access through extended hours of operation, a team approach to care delivery,
coordination of care transitions and referrals, and personalized care management for complex,
chronically ill patients. Although a PCMH may serve many patients who are not chronically ill or
otherwise eligible for a Medicaid HH, many HH eligible individuals may be enrolled in a PCMH. For
those people the HH provides additional services, but some of the core HH activities overlap with
PCMH standards.
The supplemental Medicaid payments helped stimulate substantial growth in the PCMH program
in New York. By July 2013 more than 4,900 providers were PCMHs, and in April 2016 the number
reached 6,264 and an estimated one-quarter of all primary care physicians statewide were practicing
in PCMHs. Of the total PCMHs about 45 percent were in New York City. Statewide about 55
percent of the PCMHs were based in health centers or hospital clinics (where Medicaid patients
concentrate) and large private group practices were about one-quarter (other forms include small
groups and other practices); in New York City hospital clinics (including those of the municipal
hospitals) and health centers were nearly three-quarters of the PCMHs. The growth in hospital
based PCMHs was stimulated by a $250 million federal grant program during 2011 to 2014 to
support transformation of hospital clinics in New York to PCMHs as well as the State supplemental
Medicaid payments.
While PCMH and HH are the two major care coordination models supported by New York’s
Medicaid program, the federal Medicare program has also been encouraging development of
better care management with additional models. This impacts the Medicaid program because about
700,000 New York Medicaid enrollees are “dual eligibles” enrolled in both Medicaid and Medicare,
and this group includes many seriously ill individuals who may qualify for HH services or be served
by a PCMH. Dually eligible enrollees deserve considerable attention in efforts to improve care
and reduce costs; although only 15 percent of the State’s Medicaid enrollees, they represent 27
percent of the program’s cost.8
The most notable Medicare initiative is the Accountable Care Organization (ACO) program. ACOs
are networks of providers who agree to deliver services to a defined population of Medicare
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enrollees. They are paid under the Medicare fee-for-service arrangements, but annually can receive
additional payments based on savings achieved relative to the cost of comparable enrollees not
in the ACO. Savings are expected to be achieved through greater care coordination resulting in
reduced hospital admissions and reduced emergency department use; in addition, quality of care
is expected to improve through greater service coordination, patient involvement and patient
education, and outreach. Multiple versions of the program have been offered with the ACO’s
potential bonus varying depending on the degree of risk it accepts for potential losses due to
higher costs than the comparison group. Nationally the number of ACOs increased from 220 in
2013 to 561 in January 2018 with 10.5 million Medicare beneficiaries in the program at the start
of 2018.9
In New York State the number of ACOs has grown from 1 at the start of the program in 2012 to 16
in 2013, 22 in early 2014, 32 in 2016, and 36 in 2017.10 Combined enrollment in 2016 was more
than 576,000 with individual ACO enrollment varying from under 6,100 to more than 74,000. In
New York approximately one in five Medicare fee-for-service beneficiaries is enrolled in an ACO.
The ACOs in New York have had difficulty achieving savings. In 2016 only five of the 32 ACOs
received bonus payments; the rest had savings too small to qualify or had losses (that is, their
expenses exceeded the benchmark). As a group the ACOs generated a net loss of $60 million or
about 1 percent of benchmark spending. The 2015 results were similar; 29 ACOs generated a net
loss of $64 million.
Medicare also experimented with greater care coordination through the Comprehensive Primary
Care Initiative (CPCI), a four-year nationwide demonstration begun in 2012. The demonstration
involved 502 primary care practices in seven regions of the United States (including the Hudson
Valley-Capital District in New York). The practices agreed to make changes to promote case
management and patient engagement with the goals of improving quality and reducing costs;
the practices were not required to be PCMHs, but the two initiatives did overlap. As a financial
incentive for the changes, the practices received case management fees during the first two years
that varied from $8 to $40 per month per beneficiary based on the patient’s acuity. An evaluation
of the first two-year experiences found that practices were initiating changes in their processes but
found no statistically significant changes in most quality of care measures and negative changes in
spending (that is, spending was higher) for the participating Medicare beneficiaries compared to
matched Medicare fee-for-service patients.11 Since the evaluation spanned only a relatively short
term, the findings with respect to cost and outcomes should be interpreted cautiously.
Another demonstration involving Medicare enrollees was conducted at the HH at Maimonides
Medical Center in New York. It received a $14.8 million grant spanning a three-year period (20122015) to serve 7,500 people with SMI including 500 Medicare beneficiaries by coordinating their
physical and behavioral care. An independent evaluation found the program was implemented
successfully with almost all participants receiving care management services, and the “care
managers built strong and consistent relationships with participants and played key roles in helping
them find and maintain housing and connect with other social supports.”12 With respect to savings,
among the relatively small number of Medicare beneficiaries, no statistically significant differences
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were found between the Medicare enrollees and a comparison group of fee-for-service Medicare
beneficiaries with similar conditions for total costs, hospital admissions, and emergency department
use. With respect to the Medicaid enrollees, the comparison group was other Medicaid enrollees
with similar conditions in other HHs; the findings were that both groups had increases in spending
after enrollment, but the increase at the Maimonides HH was lower. Thus, relative to other HHs,
the demonstration project was credited with savings averaging $944 per beneficiary per month.13
A final observation about the Medicare ACO initiative is that it focuses on beneficiaries who rely
on fee-for-service payments. Medicare beneficiaries in the Medicare Advantage program, which
relies on managed care plans receiving capitation premiums for Part A and Part B services, are not
eligible for the ACO program. The assumption is these managed care plans already have a financial
incentive to coordinate care effectively, and additional incentives are not necessary. In New York
State more than one-third of Medicare beneficiaries are enrolled in Medicare Advantage plans.14
This approach contrasts with the strategy for Medicaid HHs. Medicaid enrollees in both fee-forservice arrangements and in Medicaid managed care plans can enroll in a HH because the managed
care plans (which serve about 77 percent of all Medicaid enrollees in New York) have limited
resources for care coordination and most often confine their efforts to telephone contacts and
do not engage in the face-to-face contacts intended to be an important element of HH activities.
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NEW YORK’S INITIAL HEALTH HOME DESIGN
New York was one of the earliest states to establish a Medicaid HH program under the ACA.
The program was authorized in the State budget adopted in March 2011. DOH staff designed a
program in subsequent months and submitted a proposal to the Centers for Medicare and Medicaid
Services (CMS) in November 2011. The plan was to be launched in January 2012 in 10 counties
(including Bronx, Brooklyn, and Nassau), expanded to another 13 counties (including Manhattan,
Queens, Staten Island, Suffolk, and Westchester) in April 2012, and to the rest of the state in July
2012. CMS approved the plan on February 3, 2012 retroactive to January 1, 2012. The initial
State Plan envisioned the HH program would be expanded over time to serve children and the
developmentally disabled.

Individual Eligibility
The plan took a broad approach to eligibility. Based on applying the federal criteria to the 2010
Medicaid population of about 5 million, at least 975,000 enrollees were estimated to be eligible.
Within this group the largest number, about 409,000, experienced mental health issues or
substance use disorder; 111,000 qualified solely on the basis of severe mental illness, and the
others had less severe mental conditions and accompanying chronic conditions. Among the total
group with multiple conditions, 52,000 had developmental disabilities, 55,000 had HIV/AIDS, and
nearly 210,000 were receiving long-term care services. Among the total eligible population nearly
one-third (32 percent) were dually eligible for Medicare and Medicaid, and just more than half (51
percent) were enrolled in a Medicaid managed care plan.15
The State’s plan did not call for enrolling all 975,000 people estimated to be eligible. (See Table
1.) Individuals with developmental disabilities and those receiving long-term care services were
deferred pending development of specialized arrangements for them.16 Priority was assigned within
the remaining group based on need for care coordination as measured by a Clinical Risk Group
score based on the acuity of their conditions, prior service utilization, and adjustment for factors
such as severe mental illness and HIV/AIDS status. Based on these scores the target population
was refined to include 509,000 individuals who would be given priority in the first three years.
This group was further divided into three groups based on the cost of their care (high, middle,
and low); about 270,000 were in the low-cost group and highest priority was given to the other
238,000 with the higher costs. At least these 238,000 were targeted for enrollment by the end of
September 2015.17
This initial approach to setting priorities had a clear and justifiable logic, but in retrospect,
operationalizing the list as intended revealed practical flaws. The underlying data was not always
as accurate or as up-to-date as desired, the acuity index may not have been the most appropriate
one, and focusing on a high-cost and high-acuity population would raise outreach and enrollment
challenges for the new HHs.
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Table 1: Medicaid Enrollees Eligible and Targeted for Health Home Enrollment, 2012
Total Eligible
Developmental disabilities
Long-term care
Mental health and/or substance abuse
All other chronic conditions

976,356
52,118
209,622
408,529
306,087

Excluded from First Wave Priority
Developmentally disabled
Long-term care recipients
Low acuity

467,861
52,118
209,622
206,121

Assigned First Wave Priority
Lower Cost (Tier 2)
Higher Cost (Tier 1)
High Cost
Medium Cost

508,495
270,975
237,520
61,385
176,135

Source: Centers for Medicare and Medicaid Services, Exploring Medicaid Health Homes: New York: Transforming Care Delivery via Health
Homes, (March 12, 2012) pp. 22 and 28.

HH Qualifications and Performance Standards
With respect to criteria for entities to qualify as HHs, the State emphasized fostering a newly
created network of relatively large and comprehensive entities. The previously established care
management programs described above were grandfathered into the program as “legacy” agencies,
and they were expected to expand beyond their current relatively small population with new
enrollees and broaden the scope of their activities.  The legacy agencies were seen as essential
for continuity of care for their patients and for their experience in serving high needs populations,
notably those with SMI and HIV. They were also seen as having shortcomings relating to and
coordinating with physical health providers that needed to be rectified.
Primary emphasis was given to newly created lead HH organizations to enroll large numbers of
those eligible and be accountable for HH service delivery. The organizations would have to meet
the federal criteria of providing the six core services and making use of appropriate information
technology. The State required lead HHs to develop a comprehensive network of agencies that
could serve a broad population with a variety of conditions including mental illness and a range of
chronic conditions; specialized HHs serving a narrow population were not encouraged. The State
received 165 letters of intent from entities seeking to become HHs; collaboration was encouraged
and at the start of the program 32 organizations were designated as lead agencies.
The HHs were new entities, but typically consisted of previously existing providers brought together
in a new form of collaboration. The responsibilities of the HH lead agency were to provide overall
management and administrative services; to contract with care management agencies (some of
which were operated by the lead agency) which performed outreach and care management; and
build a network of affiliated providers including physician services and social service agencies.
Most of the lead agencies are long established Medicaid providers.
In New York City, Long Island, and Westchester County 15 HHs operate with recent enrollment
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totaling more than 100,000. (See Table 2.) Ten of the HHs are affiliated with a hospital system,
including two HHs – Queens Coordinated Care Partners and Mount Sinai Health Home Serving
Children – affiliated with the Mount Sinai Hospital system. The five others are not affiliated with
hospitals. The unaffiliated health homes were born from a variety of avenues, including CBOs and
collaborations among pre-existing care coordination providers.

Table 2: Health Homes Serving Enrollees in New York City, Long Island, and
Westchester County, December 2017
Health Homes Aﬃliated with
Hospitals/Hospital Systems

All Other Health Homes

Enrollment

Enrollment

Community Care Management Partners

12,028

Coordinated Behavioral Care, Inc.

15,851

Southwest Brooklyn Health Home

10,029

Hudson River Healthcare, Inc.

13,011

Jacobi Medical Center

9,277

Community Healthcare Network

5,458

Monteﬁore Medical Center

7,005

The Collaborative for Children and Families

4,091

Queens Coordinated Care Partners

5,774

Hudson Valley Care Coalition

2,540

Bronx Lebanon Hospital Center

5,770

St. Luke's Roosevelt Hospital Center

5,460

North Shore University Hospital

4,443

New York Presbyterian Hospital

1,291

Mount Sinai Health Home Serving Children

219

Source: New York State of Health, "Dashboard B9" (accessed February 10, 2018).

The State required HHs use a multidisciplinary team approach and that the team be headed by
a person dedicated to case management. No required standard was set for maximum caseload–
intending to provide care managers flexibility to meet the varying needs of a mixed caseloads,
but information relating to rate-setting indicated an assumed ratio of adult enrollees to the case
manager of 91:1 statewide, ranging from 12:1 for those with the most severe mental illness to
116:1 for those with two chronic conditions and low acuity.18 Subsequent rate revisions described
below support caseloads ranging from 20:1 for those with high acuity and mental illness to 77:1
for those with low acuity and without mental illness conditions.19 The State established minimum
educational requirements for case management staff and for those administering assessments.
Once in operation the HHs would have to report regularly to DOH on their activities. The tracked
data include the numbers of people in outreach status and enrolled and the numbers receiving each
of the five required services each month. In addition the DOH plan anticipated using administrative
data on service claims to track for enrollees several quality and outcome measures including rates
of inpatient acute care use, rates of emergency department use, rates of followup visits for certain
hospital discharges, medication management and adherence for those with mental illness, asthma,
diabetes and certain other conditions, and receipt of the preventive services of colorectal cancer
screening and chlamydia screening for women.20 The plan also anticipated eventual estimates of
costs savings from HHs using claims data and econometric techniques applied to a comparison
group.
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Enrollment Process
The enrollment process for the HHs was voluntary on the part of the Medicaid patients. The HH’s
affiliated care management agency would reach out to eligible individuals, and they would have to
take affirmative action to agree to receive HH services and sign a consent form. This contrasts with
alternative models of mandatory enrollment (under which clients are obliged to choose a HH or be
assigned to one) and passive enrollment (under which clients are initially assigned to a HH but can
choose to disenroll or “opt out”). Voluntary enrollment was viewed as most appropriate because it
promoted empowered choice, and the program was not likely to be effective with clients who did
not want to be cooperative.
The bulk of new enrollment during the initial years was expected to take place through a “top down”
process. DOH would identify the priority eligible enrollees based on the previously described cost
and acuity criteria including predictive risk scores related to future negative outcomes such as
hospitalization, nursing home admission, and death. Their identity and other information would be
provided to the most appropriate HH. If the Medicaid beneficiary was enrolled in an MCO, then
the MCO would recommend a specific HH, and the HH would be informed through the DOH
centralized tracking system. If the priority enrollee was not in an MCO, then DOH would send the
information to a HH it selected based on the individual’s prior use of service and conditions. In
either case the HH’s care management agency was expected to reach out to the individual, inform
them of the benefits of a HH, and obtain their consent on a voluntary basis to enroll in the HH.
The plan also permitted “bottom up” enrollment. A HH’s affiliated care management agency and
medical providers could identify individuals they believed would benefit from the HH services.
This typically would take place in community based clinics or hospital emergency rooms, where the
HH network agencies have staff located. In this process the care management agency staff would
provide the HH lead agency (and MCO, if relevant) with information about the patient, and the
lead agency would use the information to verify eligibility and appropriateness for HH and refer the
individual to DOH to approve (or disapprove) enrollment in the HH.
Enrollment practices for children differed from those for adults. No top down referrals were made
for children because of complications related to the need for parent or guardian approval. Local
social services districts and foster care agencies could refer potentially eligible children to a HH.
The HH then gathers documentation to prove eligibility and submits the enrollment to the State.
The plan also indicated that hospitals should make a referral for HH enrollment for patients admitted
through the emergency department. The referral would be to the MCO in which the patient was
enrolled (which would then recommend a HH for referral) or directly to a HH with which they were
associated if the patient was not in an MCO. The HH’s affiliated care management agency would
then be responsible for reaching out to the patient and obtaining their voluntary enrollment.
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Payment Rates
The DOH established two types of payments for HH services. The basic ongoing revenue stream
would be PMPM payments for enrolled individuals. The payments would vary with location
(downstate versus upstate region with downstate rates somewhat higher) and the individual’s
Clinical Risk Group score.21 Higher acuity patients would carry higher payments, and each patient
would have a specific rate tied to his or her acuity. The range of monthly payments based on acuity
varied from $32 for an upstate patient with diabetes and hypertension to $413 for a downstate
patient with high severity HIV disease.22 This payment rate structure was designed by DOH in
consultation with key stakeholders.
For patients in an MCO the payment from the State would flow through the MCO, and the MCO
was entitled to retain up to 3 percent of the money for its administrative costs.23 For enrollees not
in an MCO, the State payment goes directly to the HH lead agency (or to the pre-existing legacy
provider in the case of the grandfathered agencies). The bulk of the payments received by the HH
lead agencies is paid to the affiliated care management agencies with the amount a HH lead agency
can retain for administrative and other services limited by DOH regulations.
In keeping with the lesson learned from predecessor care coordination initiatives, DOH established
meaningful outreach rates in addition to PMPM rates. For the top down referrals, the HH would
receive monthly payments to find and sign up the patient. The rate was set at $135 monthly. A HH
could receive the outreach rate for up to three months, after which the individual would either be
enrolled or the HH could no longer collect the outreach payment. However, after a three month
wait, the HH could again initiate an outreach effort for which it would be paid up to another three
months.
One additional refinement is that separate rates were set for the legacy agencies providing case
management services. These agencies received rates equivalent to their previous per patient
revenue for a two-year transition period as they qualified as HHs. After that period they would
receive payments on the same basis as other HHs, which were lower than their legacy rates.
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IMPLEMENTATION EXPERIENCE AND PLAN
MODIFICATIONS
Implementation of a complex public program almost inevitably requires modifications along the
way, and such changes can be constructive responses to unanticipated circumstances. New York’s
HH initiative has been refined in four significant ways: (1) changes have been made in the payment
rates and payment process to create more appropriate incentives and to reduce payment delays and
inequities; (2) enrollment difficulties have been addressed by modifying targets and relying more
heavily on bottom up enrollments; (3) a need for new specialized HHs for children was recognized;
and (4) use of performance measures to promote HH accountability was delayed with a relatively
sophisticated (but still imperfect) set of metrics put in place in early 2018.

Adjustments to Payment Rates and Processes
During program implementation the payment scheme initially designed showed some flaws
and corrective actions were taken. This includes multiple adjustments to the payment amounts
and changes in the payment process with significant MCO, HH, and care management agency
stakeholder involvement.
Rate Changes. The basic principle that rates would reflect location (upstate and downstate) and
the patients’ acuity has remained in effect, but adjustments have been made to make the structure
more effective. Initially acuity scores were assigned to each patient, and the average acuity score
of a HH’s enrollees set the monthly payment to the HH. This was modified in October 2012 so
that HHs (excluding legacy providers) billed separately for each enrollee, and each enrollee had a
specific rate based on their acuity score.24
Beginning in April 2014 rates were temporarily increased for three years due to the availability of
designated funds as part of the federal-state waiver known as the Delivery System Reform Incentive
Payment (DSRIP) program. It provided up to $8 billion in federal funds of which $6.4 billion was for
the development of 25 PPSs statewide to execute multiple projects to reduce unnecessary hospital
use; the other funds were for a variety of activities and included $190.6 million in federal and
state funds for HH Development Funds. These funds were distributed as an add-on to the rates
based on the HHs committing the money to development of necessary infrastructure including
information systems.25 Also noteworthy is that among the projects undertaken by some PPSs were
efforts to expand HH services to people not meeting the federal eligibility criteria but at risk of
qualifying and seen as likely to benefit from better care management.
Effective July 1, 2015 the rate structure was revamped to a simplified structure. The changes were
made based on stakeholder recommendations for simplicity. Instead of each enrollee having a
specific rate based on their acuity score, the enrollees were assigned to one of three levels (high,
medium, or low) of acuity and common rates established for each of those levels. The assignment
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to a level remains based on an individual’s acuity score, but only three basic rates were applied.
Differential rates were also established for clients with significant behavioral health problems who
are enrolled in an MCO’s enhanced Health and Recovery Plan (HARP) to integrate mental and
physical health services.26 Refinements to rates were set also for relatively small groups who were
in adult homes or transitioning from inpatient psychiatric care or prisons (dubbed Health Home
Plus). 27 The previous outreach rates remained in effect.
Although the previous targeted case management plans had been “grandfathered” into the HH
program and guaranteed their previous rates for a two-year transition period, this transition
was extended. In February 2013 DOH extended the rates until two years after the provider
had converted to a health home, creating varying ending dates.28 Through multiple subsequent
extensions, legacy rates were aligned and extended through November 30, 2016.29 Beginning in
December 2016, all HHs including the former legacy agencies were brought under a uniform rate
structure. As with other rate changes, the extensions and transition involved notable stakeholder
involvement.
Effective May 1, 2017 the rates for the low acuity enrollees were increased. The table below
summarizes these adjustments.

Table 3: Low Acuity Health Home Rate Adjustments
Rates Prior to
May 1, 2017

Rates Eﬀective
May 1, 2017

Health Homes Services–HARP

$125

$158

Health Homes Services–non-HARP

$62

$125

Health Homes Services–HARP

$117

$149

Health Homes Services–non-HARP

$58

$117

Downstate

Rest of State

Note: Downstate includes NYC, Dutchess, Nassau, Orange, Putnam, Rockland, Suﬀolk,
and Westchester Counties.
Source: New York State Department of Health, "Health Home Billing" (October 2017).

This increase responded to pressure from HHs who argued the low acuity rate did not support
adequate staffing and services. In addition the low acuity rate was less than the outreach rate,
creating a financial incentive for HHs to extend low acuity patients’ outreach status rather than
enroll them promptly.
Effective October 1, 2017, the monthly outreach rate was decreased from $135 to $110. This
reduction was a response to legislative pressures during the annual budget process for program
savings, and a DOH belief that the rate was generous relative to the activity required and a concern
about lower return on investment from outreach as time went on since program launch. The rate
change was accompanied by changes in the protocols for outreach. Rather than three months on,
three months off, three months on construct for outreach payments, the timeframe was reduced
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to two months with a face-to-face meeting required in the second month of outreach for it to be
billable.30
Table 4 below summarizes the current rate structure.

Table 4: Current Health Home Monthly Service Rates
Service

Classiﬁcation

Upstate Rate

Downstate Rate

H ealt h an d R ec o v er y P lan (H AR P )
H ealt h H o m e Ser v ic es

Low

$149

$158

Medium

$293

$311

High

$450

$479

Low

$117

$125

No n -H AR P H ealt h H o m e Ser v ic es

Medium

$234

$249

High

$360

$383

Low

$225

$240

Medium

$450

$479

High

$750

$799

Adult

$110

$110

Children

$110

$110

H ealt h H o m e C h ild an d Ad o lesc en t
Need s an d St r en gt h s (C ANS) Assessm en t

$185

$185

H ealt h H o m e P lu s/C ar e Man agem en t

$700

$800

H ealt h H o m e Ser v ic es-Ad u lt H o m e Tr an sitio n

N/A

$800

Ad u lt H o m e Assessm en t an d Man agem en t Fee

N/A

$200

C h ild r en 's H ealt h H o m e Ser v ic es

H ealt h H o m e Ou t r eac h

N/A = Not Applicable
Note: Downstate includes NYC, Dutchess, Nassau, Orange, Putnam, Rockland, Suﬀolk, and Westchester Counties.
Source: New York State Department of Health, "Health Home Billing" (October 2017).

Payment process changes. The payment process for people enrolled in MCOs, about 73 percent of
HH enrollees, did not work smoothly.31
The payments were intended to flow from DOH to the MCO and then to the HH and its contracted
care management agency or agencies. Billing and payment were often delayed due to multiple
potential glitches in the flow of required information including gaps in information supporting
eligibility from the HH lead agency and its care management agency, inadequate billing procedures
by the MCO, and inaccuracies in the database used by the DOH to verify information. As HHs and
affiliated care management agencies encountered cash flow problems they voiced complaints, and
effective December 2016 DOH changed the arrangement so that billing and payments took place
directly between the HHs and DOH, eliminating the “middleman” step of MCO processing. 32 (Not
coincidentally, this was also the date when legacy providers were shifted to the standard HH rates,
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allowing them to continue billing independently for their funds.) The adjustment was intended
to be brief and temporary as a streamlined process was designed to make the flow through the
MCOs quicker and easier. Effective in May 2018 payments for HH services will be included in MCO
capitation rates, and the MCOs will make the payments to the HHs. The MCOs are required to pay
state established HH rates, but some flexibility is allowed if an alternative relationship is agreed to
as part of a value based payment arrangement between the MCO and the HH.
Annual spending on HHs grew from $87 million in 2012 to $558 million in 2017, due primarily to
enrollment growth discussed below. (See Table 5.) Spending on those enrolled (including legacy
providers) rose from $84 million to $396 million over this period. Of the $396 million spent on
enrollees, 60 percent was for non-HARP adults, 23 percent for HARP adults, 12 percent for
children, and 5 percent for others.
Table 5: Health Home Spending in New York by Claim Type, 2012 to 2017
(dollars in millions)

2012

2013

2014

2015

2016

2017

Cumulative

Amount Percent Amount Percent Amount Percent Amount Percent Amount Percent Amount Percent Amount Percent

Outreach

$2

Assessment

$0

0%

$0

0%

$0

0%

$1

0%

$2

0%

$4

1%

$6

0%

Legacy Provider Services $82

94%

$139

64%

$156

45%

$155

34%

$141

28%

$0

0%

$674

31%
44%

Health Home Services

3%

$40

18%

$85

24%

$120

26%

$139

27%

$157

28%

$543

25%

$2

3%

$40

18%

$109

31%

$185

40%

$226

44%

$396

71%

$958

Child

$0

0%

$0

0%

$0

0%

$0

0%

$1

0%

$46

8%

$47

2%

Adult HARP

$0

0%

$0

0%

$0

0%

$0

0%

$6

1%

$93

17%

$99

5%
12%

Adult non-HARP

$0

0%

$0

0%

$0

0%

$0

0%

$17

3%

$237

42%

$254

Specialty Populations

$0

0%

$0

0%

$2

0%

$7

2%

$14

3%

$20

4%

$43

2%

Unspeciﬁed

$2

3%

$40

18%

$107

31%

$178

39%

$187

37%

$0

0%

$514

24%

$87

100%

$219

100%

$350

100%

$461

100%

$507

100%

$558

100% $2,181

100%

Grand Total

Notes: Values for 2012 include $402 from 2011. Claim types are based on CBC staﬀ analysis of Medicaid billing rate codes.
Source: CBC staﬀ analysis of data provided by the New York State Department of Health in emails to CBC staﬀ (March 23, 2018 and March 28, 2018).

Outreach payments represent a substantial portion of total spending, amounting to $157 million, or
28 percent of the total, in 2017. This share of spending on outreach is consistent with the previous
three years, but is expected to be lower going forward due to the reduction of the outreach rates
and new procedures effective October 1, 2017. The cumulative $543 million spent on outreach
represents a large scale effort that has sought to engage a large number of complex need, high
acuity consumers of health care services with limited success.

Problems with Enrollment
As described earlier, the initial plan assigned priority for enrollment in the first three years to
238,000 relatively high-cost and high-acuity Medicaid clients, with another 270,000 lower cost
beneficiaries to be assigned after the first tier patients were enrolled. As shown in Figure 1, actual
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enrollment has lagged those targets. After three years enrollment reached about 116,000 or less
than half the target for the highest priority group. Subsequently enrollment has risen to about
176,000, still well below the initial target after more than six years. In order to promote the benefits
of HHs it is important to understand the reasons for lower than anticipated enrollment and design
measures to bring the program to all who might benefit cost effectively.
Figure 1: Health Home Enrollment Target and Enrollment, 2012 to 2017
600,000

Tier 1 Priority Enrollment

Tier 1+2 Priority Enrollment

Enrollment

500,000
400,000
300,000
200,000
100,000

Jan-12
Mar-12
May-12
Jul-12
Sep-12
Nov-12
Jan-13
Mar-13
May-13
Jul-13
Sep-13
Nov-13
Jan-14
Mar-14
May-14
Jul-14
Sep-14
Nov-14
Jan-15
Mar-15
May-15
Jul-15
Sep-15
Nov-15
Jan-16
Mar-16
May-16
Jul-16
Sep-16
Nov-16
Jan-17
Mar-17
May-17
Jul-17
Sep-17
Nov-17
Jan-18

0

Note: Target enrollment is deﬁned as the projected enrollment prior to the launch of the program.
Sources: Centers for Medicare and Medicaid Services, Exploring Medicaid Health Homes: New York: Transforming Care Delivery via Health Homes, (March
12, 2012) pp. 22 and 28. Enrollment data based on CBC staﬀ analysis of data provided by New York State Department of Health in an email to CBC
staﬀ (April 13, 2018).

A major factor in the low enrollment was the ineffectiveness of the top down enrollment process.
While the state sought to arm HHs with data on member predictive risk and clinical acuity to
better target care management to the most needy, practical issues emerged with the available
data.  The care management agency outreach workers relied on information supplied by DOH. This
information, coming from the old eligibility and enrollment system (prior to the building of better
data through the more modern health exchange) was often outdated or inaccurate with respect to
the current address and phone contact of Medicaid clients, making it difficult to locate them. Once
an outreach worker found a potential client, it was difficult to obtain voluntary enrollment, because
clients were often confused about the nature and benefits of a HH. The term “health home” often
made clients believe they would have to go to a specific place and led to confusion between HHs
and home care services. Others who better understood the nature of the service (or where the
service was not fully explained by an MCO currently providing telephonic care coordination) may
have felt they were already served by their MCO or primary care provider. The issues related to
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locating and informing clients were particularly difficult for those with SMI (many of whom are
unstably housed), who comprised a significant proportion of the top down referrals.
Another anticipated source of enrollees was referral from hospitals, whose staff were expected
to refer Medicaid clients meeting HH eligibility criteria and using emergency rooms or admitted
to inpatient services. However, this provision was not rigorously adhered to by most institutions,
and the timeliness of referrals made was often problematic. HH outreach workers would not
get information about a client in the emergency department or discharged until well after the
fact, and locating them outside the hospital could be challenging. In February 2017 DOH issued
guidance to hospitals specifying expected procedures for making referrals to HHs and indicating
that enforcement measures would be taken.33 Since then the volume of referrals has increased,
often with assistance from organizations participating in PPSs.
Given these challenges, a significant proportion of enrollment was through the bottom up process.
HH lead agencies and care management agencies stationed workers at hospitals to recruit
members at the emergency room or clinics, at community health centers, and at field locations
such as homeless shelters frequented by likely eligible individuals. In addition providers affiliated
with HHs such as community health centers and mental health clinics used their current patient
rolls as a source of appropriate referrals. Contacts were more likely to be effective when made at
service locations used by the clients and at times when clients were in need of services and could
appreciate the benefits of HH activities, as opposed to cold calls generated by top down referrals.
In some cases, such bottom up enrollment may actually be clients initially identified in the top
down process who rejected enrollment at first contact.
The evolving enrollment process has resulted in an enrollment profile dominated by those with
lower acuity. (See Table 6.) About 56 percent of all enrollees have lower acuity (still with multiple
chronic conditions), with the shares ranging from 43 percent for adults in HARPs to 59 percent for
other adults. Given the rate structure, a smaller share (25 percent) of the expenditures are for those
with low acuity.
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Table 6: Health Home Spending and Enrollment by Acuity, 2017
(dollars in millions)
Spending

Enrollment
Percent
Average Annual

Amount

Percent

$376
175
108
93

100%
47%
29%
25%

161,066
35,914
35,645
89,507

100%
22%
22%
56%

Children's Subtotal
High
Medium
Low

$46
25
9
13

100%
54%
20%
28%

9,416
2,849
1,727
4,841

100%
30%
18%
51%

Adult (HARP) Subtotal
High
Medium
Low

$93
45
31
16

100%
48%
33%
17%

30,240
8,402
8,796
13,042

100%
28%
29%
43%

$237
105
69
63

100%
44%
29%
27%

121,410
24,663
25,122
71,625

100%
20%
21%
59%

Combined Total
High
Medium
Low

Adult (non-HARP) Subtotal
High
Medium
Low

Note: Table does not include 2,960 enrollees in specialty enrollments categories with $20.4 million spent in 2017.
Source: CBC staﬀ analysis of data provided by the New York State Department of Health in emails to CBC staﬀ (March 23,
2018 and March 28, 2018).

Creation of Specialized HHs for Children
The initial HH program design anticipated a phased-in approach to enrolling children. The cautious
approach was based on a concern for the special needs of children and legal issues related to
consent. HHs would need ties to pediatricians and relevant medical specialists as well as the social
service, child welfare, and educational agencies for which children are the primary clients. Most
agencies that were likely sources of bottom up referrals of children were not familiar with HHs and
were reluctant to make referrals to these entities.
Early in the initiative planning was undertaken with stakeholder involvement to design an effective
approach to enrolling and serving children. After obtaining federal approval for a specialized HH
and additional specialized rates, in 2016 DOH launched new special HHs serving children. This
was seen as a positive step in order to stimulate enrollment for children in HHs, to assure that the
referral networks of providers were sufficient to serve children and youth, to add complex trauma
as a criterion for eligibility, and to gain a 90 percent federal match for the new eligibility group.
Distinct standards were established, the referral process was revised, and an assessment tool
designed for children was required.34 Three new specialized HHs for children were formed during
2016, and as of December 2017 they had enrolled 9,247 children. (See Table 7.) Additionally, HHs
serving adults were able to apply to serve children; of the 31 HHs currently serving adults, 13 also
serve a total of more than 3,000 children.
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Table 7: Enrollment by Age in Health Homes Serving Children, December 2017
Birth to 5

6 to 11

12 to 17

18 to 21

Total

Children's Health Home of Upstate NY

209

1,636

2,025

330

4,200

The Collaborative for Children and Families

521

1,568

1,515

493

4,097

Children's Health Home of Western NY

184

388

316

62

950

Total

914

3,592

3,856

885

9,247

Source: Source: New York State of Health, "Dashboard B9" (accessed February 10, 2018).

Delay in Use of Performance Measures
Performance measures are useful at two levels of analysis – for the program as a whole and for
individual HHs. For the program, the federal requirement for evaluation calls for assessing the
impact on hospital inpatient utilization and costs, emergency room utilization and costs, skilled
nursing home admissions and costs, and primary care utilization. Data on these metrics has been
reported in accord with federal requirements which called for submission of data relating to 2012
starting in 2016 and periodically thereafter. In addition the State’s plan called for a more rigorous
evaluation using comparison group or groups, and DOH has engaged the National Center on
Addiction and Substance Abuse to support the analysis of claims and other data to determine the
impact on costs and quality indicators. This evaluation is ongoing and no findings have yet been
made public.
Data at the specific HH level is intended to hold organizations accountable for their performance
and identify HHs for which technical assistance might help improve performance. In April 2016
DOH began, with the cooperation of HHs, developing a set of suitable performance measures for
this purpose. In May 2017 DOH shared with HHs a preliminary design of performance and quality
measurement, with new data collection efforts from HHs beginning in July 2017 to supplement
existing administrative data.35 In January 2018 the first performance reports were released to HHs
with data covering 2013 to 2016. Going forward reports are to be released every six months, and
annual performance improvement goals have been set for each HH.36
The performance measures include four utilization measures for which performance goals have not
been set (emergency department utilization, hospital inpatient utilization, mental health utilization
and skilled nursing home admissions), and 28 measures for which goals have been set. The data
for each measure for each HH and the improvement target for each HH were shared with the
individual HHs in January 2018, but have not been made public. As part of a briefing for legislative
members in March 2018, data for four indicators were made public.
The available data suggest two findings. First, a large majority of HHs show improvement on the
indicators during the 2014 to 2016 period covered. Second, the performance of individual HHs
varies widely. Among the four indicators for which data were publicly released, two had variations
in 2016 between the high and low performance measures of more than 400 percent, with two in a
more reasonable range of 60 percent and 20 percent.
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The wide range in performance and other factors have led HH leaders to question the
appropriateness of the metrics being used.37 Important limitations of the measures are: a lack of
accounting for duration of enrollment of clients, a factor associated with program effects; a lack
of adjustment for acuity of enrollees, a factor affecting some indicators; and the exclusion of data
for dually eligible enrollees for most measures due to its unavailability, even though dually eligible
enrollees account for a varying and significant share of individual HH enrollment. In addition the
indicators are not adjusted for social determinants of health that may underlie variability among
agencies, and meaningful baseline or comparison group indicators are not available to assess the
performance of HHs as a group.
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EXPERIENCES IN OTHER STATES
In addition to New York, 20 other states and the District of Columbia have established 32 HH
programs. More than 1 million Medicaid beneficiaries are enrolled in these programs.38

Evaluation of the Early Programs
The federal Department of Health and Human Services commissioned an independent, five-year
evaluation of 13 programs in 11 states including New York that started operation before the end
of 2012.39 The evaluators classified the programs into three groups based on the strategy they
followed. One group, comprised of four programs in Oregon, Missouri, Iowa, and Idaho, relied
on pre-existing patient-centered primary care homes (PCPCH) to serve as the HH and paid them
additional monthly fees for the expanded services. Three of these (Iowa, Idaho, and Missouri’s
primary care program) were relatively small (less than 15,000 enrollees) due to the limited scale
of eligible providers and beneficiaries. The larger program (more than 60,000 enrollees) in Oregon
was supported by the state only for the two-year period of enhanced federal matching; in 2013
it formally ended the program and expected the PCPCHs to continue to provide coordination
services without the enhanced payments. Idaho discontinued its program in 2016.
A separate analysis of the Iowa program by faculty at the University of Iowa under contract with
the Iowa State Department of Human Services was published in 2016.40 Iowa’s program paid extra
fees for HH services to PCMHs, who were able to select and passively enroll PCMH members who
they thought were suitable for the HH program. Change in cost and emergency department use
for 13 months before and after enrollment for HH members were compared to changes in cost and
emergency department room use of similar Medicaid enrollees over the same period. The analysis
indicated a 15 percent savings in cost for the HH members with greater savings for those enrolled
in the program for more than one year. The favorable results were interpreted to be due in part to
the ability of the providers to select those who were enrolled and thereby prioritize those most
likely to respond to the program.
A second group of five programs in four states focused on a relatively narrow category of eligible
people and relied on providers specializing in those conditions and often previously treating the
enrollees to serve as the HH. This included two programs in Rhode Island, specializing in children
and adults, respectively, with SMI; programs in Missouri and Ohio also limited to those with SMI;
and a program in Wisconsin for those with HIV/AIDS. These programs were relatively small,
ranging from 150 enrollees in Wisconsin to about 19,000 in Missouri. Each of these programs has
continued beyond the period of enhanced federal matching.
The third group consisting of programs in four states including New York followed a strategy of
seeking to serve a broad range of eligible clients through networks of providers including a case
management agency. The North Carolina program achieved the largest enrollment, more than
525,000. However, the North Carolina program did not seek to create new care coordination
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entities and relied entirely on a pre-existing network (Community Care of North Carolina, or
CCNC) and deemed all its current clients as HH enrollees. The evaluators reported: “No significant
changes have been made to CCNC’s underlying structures, processes, enrollee assignment, provider
requirements or payment rates as a result of the state’s adoption of the health home program. The
state implemented the program administratively, using the enhanced federal match funding to
defray Medicaid costs with no health-home related change in practice or payments...”.41
Maine’s strategy combined reliance on pre-existing PCMHs to qualify as HHs and serve the bulk of
the eligible population but added a set of 10 new entities called Community Care Teams (CCT) to
provide supplemental services to the top 5 percent of high-risk, high-cost patients. These patients
are referred to the CCT by the PCMH providers. The monthly fee to the CCT is more than 10
times that for PCMH providers ($12.00 versus $129.50 per month). Maine has more than 50,000
enrollees in its program.42
Alabama’s strategy relies on two types of pre-existing entities. Eligible beneficiaries are enrolled
with a primary care physician who typically was previously serving them and continues to play
a role in coordinating care; however, each primary care physician is required to contract with a
Patient Care Network of Alabama (PCNA) for additional case management services. The PCNAs are
regional entities created in 2011 to support primary care physicians. The primary care physicians
and the PCNAs are each paid a monthly fee for each enrolled beneficiary. The program began
serving 21 counties and was expanded statewide in 2015; its enrollment exceeds 220,000.43
The independent evaluation sought to determine the HH programs’ impacts on quality and cost of
care. Although most states had planned to conduct an evaluation, their efforts were limited. At the
end of the fourth year the evaluators noted: “Although the program has been in place for four years
in some states, its impacts on enrollee health outcomes, utilization of services, and costs remain
largely unknown due to lack of reliable quantitative data.”44 Three states (Oregon, Rhode Island,
and North Carolina) conducted no internal evaluations. Efforts in the other states were preliminary
or incomplete, and these analyses had three limitations: (1) It was not possible to distinguish the
impact of the HH program from that of other initiatives underway during the implementation
period. (2) Available data covered only the early period of implementation and often did not include
a pre-implementation baseline. (3) The data available excluded information on Medicare utilization
and cost for the dually eligible population even though these beneficiaries often were a significant
part of the enrolled population.
The evaluators found sufficient data was available in Missouri to support a meaningful analysis of
the program impacts on cost and utilization, and they completed such an analysis.45 The analysis
distinguished among four subpopulations: Medicaid only enrollees in the primary care program;
Medicaid only enrollees in the SMI program; dually eligible enrollees in the primary care program;
and dually eligible enrollees in the SMI program. For Medicaid only enrollees in the primary care
program, no statistically significant difference in spending was found indicating neither savings nor
added expenses. Similarly, for dually eligible enrollees in the primary care program no statistically
significant change in total spending was found, although the mix of spending shifted toward less
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Medicaid and more Medicare. For Medicaid only enrollees in the SMI program, spending increased
about 15 percent relative to the comparison group, but savings were found for those who had
been in the program for the longest duration suggesting continued enrollment of about two years
might lead to savings. For dually eligible enrollees in the SMI program no statistically significant
change in total spending was found, but (as with the Medicaid only group) savings were evident for
those with the longest enrollment in the program.
Sufficient data were not available in the national evaluation to permit a quantitative analysis of
health outcomes or the quality of care delivered. However, interviews with stakeholders yield this
overall conclusion: “Importantly, providers in our evaluation states appreciated the benefits of
health homes for their patients and were largely supportive of the model as a way to address the
needs of Medicaid beneficiaries with physical and mental chronic conditions and complex socioeconomic situations.” Additional conclusions were: “Most informants believe there have been
improvements in the care enrolled members are receiving because of changes brought about by
health homes and other delivery system reforms. In the areas of care coordination, integration
of behavioral and physical health, and member engagement, our informants felt health homes
were making continuous improvements. Transitional care, especially after hospitalizations, seems
to be an area of ongoing concern for many states and providers, with some health home programs
experiencing changes in the right direction and others still intensively working on improvements.
Most health homes felt enrollees’ access to nonclinical services has improved during the course
of the program, although few saw changes related to access to long-term services and supports,
mostly due to relatively small proportion of their patients in need of them.”46

The More Recent Programs
Since 2013, 13 states and the District of Columbia launched HH programs; Kansas discontinued
its program leaving 13 jurisdictions with newer HH programs.47 Five of these have two different
HH models operating for different populations, making the total number of newer HH programs
18. Among these 18, four were launched in 2013, five in 2014, three in 2015, four in 2016, and
two in 2017.
Nearly all the newer programs serve a limited population of individuals with SMI or other mental
health conditions. Recent enrollment ranged from 350 in New Mexico to 6,700 in Connecticut. The
major exception to this pattern is Washington State’s program launched in 2013 in 37 counties and
extended statewide in 2017. It targets a broad population with multiple chronic conditions as well
as those with mental health conditions. Its recent enrollment exceeded 90,000. The enrollment
process is passive enrollment, with eligible clients assigned to a lead agency and considered
enrolled unless they opt out.
The Washington program relies on a two-tiered set of organizations.48 The State assigns eligible
clients to a Lead Agency, which is required to have a network of CBOs to provide the required
services, and the Lead Agency must also contract with a qualified Care Coordination Organization
(CCO), which provides the case management and coordination services. Statewide 82 CCOs

24

operate serving varying jurisdictions. Each lead agency serves one or more of seven regions within
the state. The Lead Agencies are five managed care plans, which serve their eligible members
and have about 70,000 enrollees, and five other entities with about 20,000 enrollees including
local public agencies serving the aged and nonprofit CBOs. The independent lead agencies serve
the fee-for-service population (mostly dual eligibles). The CCOs must meet state standards which
include mandatory training of the coordination employees through state established programs of
in-person and webinar sessions. The state also prepares brochures and other marketing information
for use by the Lead Agencies.
Payments are made to the Lead Agencies with different arrangements for the managed care plans
and the others. The managed care plans receive monthly capitation rates for enrollees, and that rate
is designed to include the cost of HH services for eligible members. That is, HH services are treated
the same as other benefits with managed care plans at risk for cost controls and accountable for
appropriate service delivery. The independent lead agencies are paid fees in three stages: (1) a
one-time payment ($228) for initial contact, meeting and enrollment, and completion of a case
management plan; (2) monthly payments ($155) for ongoing coordination and support including
one face-to-face contact and other services; and (3) later monthly payments ($61) for coordination
of services (including at least a monthly call and periodic face-to-face contacts) for patients who
have achieved a degree of self-management. Lead Agencies may retain 10 percent of the fee and
pay the rest to contracted CCOs.
Washington uses a performance metric of a monthly “engagement rate.” This rate is the share
of the enrolled population who receive the appropriate service each month. The recent rate for
the managed care plans is a disappointing 7 percent; the other lead agencies average about 20
percent. The poor performance is due in part to a shortage of CCO capacity, and the state is
actively recruiting to expand the CCO network. The state has not made any estimates of savings
attributable to the HH program.

General Observations
The wide variation in features of state HH programs and the absence of appropriate data relating
to program performance and impact make it unwise to judge some programs more successful than
others or to try to extract clear lessons for New York. However, it is useful to make three general
observations that set a context for identifying options to improve New York’s program.
 Most state programs focus on a targeted population, most often involving those with SMI, and
are of a scale much smaller and narrower than that in New York.
 Most states used enrollment processes and care arrangements that built upon existing
relationships between PCMHs or care management agencies and eligible clients. New York’s
top down model required contacts by agencies with which the potential client may have had
no previous contact, and alternative outreach through the bottom up approach was needed to
achieve substantial enrollment.
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 States have undertaken limited evaluation activity. Hence, little is known about the cost
effectiveness of different models of HHs for different subsets of the eligible population. The
limited evidence suggests greatest effectiveness for those with SMI and with an extended
period of continuous HH enrollment.

26

OPTIONS FOR DISCUSSION
New York’s HH program is uniquely ambitious. Its distinctive combination of features are its broad
scope of priority enrollees and associated large scale and its reliance on broad networks of CBOs
under a lead agency to serve as a HH for diverse populations with whom they may have had no
prior relationship.
Efforts to develop and report performance measures and to evaluate program impacts were
delayed and to date have yielded little guidance for reform. Accordingly, a priority initiative in
the near future should be more attention and urgency to building and applying a database and
analytic framework for assessing program impacts with attention to identifying the subpopulations
which are likely to receive the greatest benefits from the program. This requires sophisticated
research designs including comparison groups, adjustments for social determinants, and other
factors that influence cost and outcomes. The evaluation underway by DOH and the National
Center on Addiction and Substance Abuse is a promising tool for addressing these questions and
renewed priority for generating and making available findings is warranted. Pending the fruits of
such an effort, thought should be given to generating options for redesign of the program along its
distinctive elements.
1. Better targeting of priority subpopulations
The currently enrolled population may differ in profile from the high acuity, high cost population
initially identified for the program. The degree of mismatch, if any, cannot be known without data,
which is not publicly available, comparing the two groups. However, the acuity data in Table 6
indicate more than half of recent enrollees are in the lower acuity category, and while a growing
percentage, less than one in five has SMI and is enrolled in a HARP.
Two factors likely underlie the potential mismatch.  First, the limited enrollment yield of the top
down enrollment process and the reliance on other referrals to generate most of the current
enrollment may have resulted in many individuals not in the high acuity, high cost category being
enrolled. These individuals of course meet the federal standards for eligibility and cannot be refused
enrollment. Second, the relatively wide State definition for the priority population and even wider
federal definition of eligibility make eligible some individuals not assigned priority for whom a
HH can provide benefits, but for whom the potential cost savings may be low or even negative. A
reassessment of which subgroups should be assigned highest priority for enrollment, drawing on
the evaluation and analysis recommended above, might better target the population to those with
the greatest potential benefits and cost savings.
2. Greater reliance on specialized HH entities
Prior to the creation of specialized HHs for children, New York’s program relied on a set of
specialized legacy providers with relatively limited enrollment and new networks serving a broad
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population to reach most of the expanded target population. This contrasts with the approach
in many other states, which used as lead agencies providers with established relationships with
distinct populations, and those target populations were notably smaller than New York’s. However,
New York HHs had the advantage of working with established care management agencies that had
ties to current patients. This enabled the HHs to use the bottom up enrollment process to expand
enrollment.
The experience suggests enrollment efforts are most successful when outreach efforts are made by
staff from agencies with which a client is familiar and at a time and location when the potential HH
services seem most relevant. This can be accomplished by increased reliance on staff from existing
specialized providers such as community health centers and mental health centers. The creation
of additional HHs with agencies such as these as the lead entity might improve enrollment efforts
without recreating the limitations of highly specialized care management arrangements.
3. Stronger ties between MCOs and HHs including full integration for serving some groups
A large percentage of current adult HH enrollees are members of a managed care plan. However
some aspects of the MCO-HH relationship are problematic. Some MCO leaders feel they have
little or no way to hold accountable the HHs to which they refer clients, and for some clients
MCOs believe they could do better by contracting directly with a case management agency or
even providing the care management with their own staff. Some HH leaders feel MCOs could be
more effective partners if the information flow about emergency visits and hospital admissions
was timelier, if their physician providers were more cooperative in relationships with HH staff, and
if MCOs were more actively engaged with CBOs. The planned shift to value-based payments will
enable some innovation in this relationship with opportunities for greater mutual accountability
and cooperation. Pending such innovations efforts can be taken to facilitate and provide incentives
for more productive interactions.
4. Alternative payment rates including options with reduced payment for adults reaching a duration
of enrollment after which greater self-management should be practical
The rate schedule has already undergone multiple revisions, but opportunities for further
improvement remain. Three issues can be addressed in future changes.
 Limited resources for bottom up outreach. While separate payments are made for outreach for
top down referrals, this is not the case for other outreach efforts which are yielding the bulk of
enrollment. HHs support these efforts with current resources including the top down outreach
payments, but some additional payment for this work could be built into a future revised rate
structure especially if top down outreach rates are further reduced.
 Remaining mismatches between acuity classification and actual cost of case management
for some patients in the low acuity category. The shift to a three-tiered payment system and
subsequent increase in low acuity rates are widely viewed as desirable refinements. However
some low acuity patients require a large investment in case management time because of non-
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medical factors not reflected in acuity scores and shortcomings in the scoring and classification
system. Some mechanism for recognizing this would be an improvement.
 Lack of time limits on under care payments may be devoting resources to clients who no longer
need a high level of care management. Currently no time limit is placed on the period during
which a client can remain a HH enrollee with the HH receiving the monthly payment for their
level of acuity. However, case management and patient education often set as a goal better selfmanagement by the patient. When this goal is achieved, resources may be wasted by continuing
to support a more intense level of care management services. A tiered rate structure with lower
rates for those having been successfully served over some extended period of time might be
more cost-effective.
5. Centralized development of marketing materials to be used by multiple HHs, MCOs and other
referral agencies and of training materials and programs for case management and coordination
staff at multiple agencies
Two issues related to the relatively decentralized nature of the HH network are the lack of
economies of scale in developing marketing materials and training programs. The former seem
needed given the reported lack of understanding of HH services and benefits among potential
clients (exacerbated by the sometimes misconstrued name “health homes”), and the latter could
help overcome the perceived variability in the performance of HHs and case management agencies.
The centralized mechanism could be direct initiatives by DOH or DOH support for activity by a
coalition of stakeholder agencies who agree to share products. Some steps in this direction have
already be taken with DOH development of training programs for staff of HHs serving children in
administering assessment instruments and of educational material for HHs and other providers
serving the HARP population.
6. New initiatives to encourage and speed interoperability of HH electronic record systems and
MCO and provider electronic health records
Shared information is critical to effective care coordination. Unfortunately, under current
arrangements the timely sharing of relevant information too often depends on interpersonal
contacts by staff rather than shared access to a common patient information system. The federal
and state governments have made large investments in the development of electronic medical
records that could provide such shared information; New York has established a set of regional
health information exchanges known as the Statewide Health Information Network for New York
(SHIN-NY). The result to date has been disappointing in terms of creating systems that support
shared use by multiple agencies. Instead a fragmented system of sometimes incompatible systems
has emerged; these systems may provide significant benefits to provider networks and insurance
plans (and individual patients), but the fragmentation hampers the work of HHs. The creation by
DOH of the Medicaid Analytic Performance Portal (MAPP) HH Tracking System is intended to
provide common information about clients to HHs, but it has limited clinical information and is
not linked to electronic medical records. Some HHs have worked with PPSs to advance integration
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of information among systems, and these efforts are still underway. A solution to this complex
national problem is not simple or short run; nonetheless additional attention should be given by all
stakeholders to ways in which better sharing of information can be facilitated.
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