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Brian Hansen 
Medi-Cal Managed Care Division 
Department of Health Care Services 
1501 Capitol Avenue, MS 4050 
P.O. Box 997413 
Sacramento, CA 95899-7413 
 
March 5, 2015 

Re:  CPCA and CAFP Feedback on Draft Concept Paper for Health Homes for Patients with Complex 
Needs 
 
Dear Brian, 

On behalf of the membership represented by the California Primary Care Association (CPCA) and 
California Academy of Family Physicians (CAFP), we are encouraged that the Department of Health Care 
Services (DHCS) is continuing to pursue implementation of the Section 2703 Health Homes 
Demonstration.  We anticipate this program being of great benefit to the patient populations our 
members serve through Medi-Cal, as many of these patients experience complex and chronic conditions 
and would greatly benefit from the additional support provided through the Section 2703 
demonstration.  I was fortunate to participate as a clinician leader throughout the Let’s Get Healthy 
California Task Force stakeholder process, and it is truly gratifying to see this important work moving 
forward. Both CPCA and CAFP appreciate DHCS’s dedication to improving access and quality for Medi-
Cal beneficiaries via this demonstration.  

We were disappointed to learn that the $20 million in additional funding that would have 
supported technical assistance (TA) and training for Section 2703 was not awarded to California through 
the State Innovation Model grant. Our organizations strongly encourage the State to pursue other 
opportunities to help providers understand the health home model, reporting requirements and 
processes, and how to provide services through the 2703 benefit. Other states that have completed 
Section 2703 demonstrations used a variety of funding for technical assistance initiatives, which 
included such activities as learning collaboratives, online trainings, and in-service days.  Some of the 
training and TA was supported by funding directly from the State, as in the case of New York's statewide 
demonstration or Rhode Island's Chronic Care Sustainability Initiative.1  Other initiatives were the result 
of partnerships between the State and private organizations. An excellent example is Missouri, where 
the State partnered with its Provider Associations and the Missouri Foundation for Health to roll out a 
series of reforms to its behavioral health system, including a pilot care integration program involving 
FQHCs. States have also taken advantage of federal block grants to fund the TA and training components 
of their demonstrations.2 

                                                           
1 http://nashp.org/sites/default/files/health.home_.state_.option.strategies.section.2703.pdf  
2 http://aspe.hhs.gov/daltcp/reports/2012/HHOption.shtml  

http://nashp.org/sites/default/files/health.home_.state_.option.strategies.section.2703.pdf
http://aspe.hhs.gov/daltcp/reports/2012/HHOption.shtml


 
 
 
 

While California was not selected for the CalSIM testing grant, the State did receive $3 million in 
model design awards that could potentially be used to support components of the CalSIM grant 
proposal that were not funded.  We encourage DHCS and the California Health and Human Services 
Agency to bundle this grant with other sources of funding and direct it toward TA for providers 
participating in the 2703 demonstration. Other funding might well come from foundations, partner 
organizations, or block grants, for use in support of the training and TA components necessary for 
successful Section 2703 implementation.   

We welcome collaboration between our organizations and DHCS to ensure the successful design 
and operation of a training and TA initiative for Section 2703. CAFP and CPCA have a wide array of 
expertise and experience in these areas, and hope to be a resource to you as we work to implement this 
important program. As you may know, over the past several years both our organizations have focused 
on supporting patient-centered medical home (PCMH) implementation and clinical transformation 
across our respective memberships.   

CAFP partnered with a self-insured employer, the Fresno Unified School District, and a primary 
care medical group to develop a PCMH initiative in Fresno. After 12 months of technical assistance, CAFP 
and partners began measuring the primary care medical group on quality, cost and patient satisfaction 
metrics. After an 18-month pilot period, we saw $2.5 million in cost savings and improvements on every 
quality metric and in patient satisfaction. We saw improvements in specific disease areas such as 
diabetes and cardiovascular disease; increased use of preventive care and medication adherence; and 
reductions in costs associated with emergency room visits, hospital admissions and prescription drugs.  

CPCA has also focused on PCMH transformation through development of our Patient-Centered 
Health Home Initiative. Through our PCHH Initiative, we have supported over 150 of our community 
health center members with practice coaching, and many more through peer learning collaboratives and 
direct training. Since the launch of our PCHH Initiative in 2012, we have seen the rate of PCMH 
recognition in California skyrocket:  we’ve seen an increase from less than 1% of members with PCMH 
recognition to more than 60% of our membership achieving this designation.  

It is clear to both CAFP and CPCA that investment in provider technical assistance and training 
leads to significantly better quality results and cost savings. We look forward to continuing to support 
DHCS as it develops the next iteration of the Section 2703 Concept Paper and takes steps towards making 
this important program a reality for the many patients that could benefit from this additional support.  
Our staff will reach out to you within the next few weeks to discuss next steps. We thank you for the 
opportunity to collaborate with you. 

 

Thank you, 

 
 
Mike Witte, MD 
Medical Director, Coastal Health Alliance 
Member, Legislative Affairs Committee, California Academy of Family Physicians 
Medical Director, California Primary Care Association  



On behalf of Western Center on Law and Poverty and the Corporation for Supportive Housing, 
the two sponsors of Assembly Bill 361 (Mitchell), thank you for the opportunity to comment on 
your concept paper for Health Homes for Patients with Complex Needs.  WCLP and CSH have 
previously shared with DHCS staff our own concept paper that lays out our vision for health 
homes, which is based on input from over 200 stakeholders currently providing services to the 
two populations identified in AB 361.  That paper is attached here for your convenience.   

 
In addition to our recommendations in our concept paper, we have the following specific 
recommendations in response to the DHCS webinar and the California Concept Paper for Health 
Homes for Patients with Complex Needs: 
• Stakeholder Process: We strongly recommend convening a stakeholder process on 

implementation, as AB 361 required, with discussion regarding specific implementation 
considerations among stakeholders with knowledge or experience in achieving the 
outcomes you are hoping to achieve among beneficiaries experiencing homelessness and 
beneficiaries who are frequent hospital users. One webinar, with limited time for questions 
and answers, followed by a 14-day comment period over Thanksgiving, does not constitute 
the stakeholder process envisioned in the legislation. 

• Eligibility Determinations: We support the list of chronic conditions you included. Given the 
evidence demonstrating that social determinants, and not chronic conditions, typically drive 
high costs among vulnerable Medicaid beneficiaries, we strongly recommend a “bi-
directional” referral process that allows health home providers, social service providers, 
medical home providers, and others to refer beneficiaries into a health home program, 
rather than relying exclusively on claims data. Relying on claims data alone to determine 
eligibility is problematic, as it fails to identify, in many cases, the cost-drivers, as well as 
those who may have high costs for whom health home services would not effectively 
reduce costs. 

• Acuity: We further recommend adopting the acuity criteria that our attached concept paper 
describes on pages 5-6. We developed these criteria in consultation with stakeholders, 
along with research on tools developed to identify Medicaid beneficiaries with propensity 
for high costs, hospital readmissions, and poor outcomes. We support broader acuity ranges 
for other populations not identified in AB 361, but recommend the above eligibility criteria 
trigger higher-intensity services requirements (identified in pages 4-5 of our concept paper 
as provider structure, and pages 6-7 for services definitions) and higher payment rates 
(identified in pages 8-10 of our concept paper).  

• Geographic Phasing: We recommend geographic phasing that allows counties who meet 
specific readiness standards be allowed to participate, along with the seven CCI counties. A 
number of counties (i.e., San Francisco, Alameda, and Sacramento) have developed the 
infrastructure to support health home development, where health center providers now 
offer services that would potentially qualify as AB 361health home services.  In these 
instances, counties meeting specific standards DHCS develops should be allowed to opt in 
to a health home program in January 2016.  

• Health Home Network Infrastructure: While we agree in concept with a team-based model, 
we have significant concerns with the model you have identified. Given that many social 
service providers—homeless service providers, Healthcare for the Homeless providers, and 



supportive housing providers who are also service providers—have far greater experience in 
effectively delivering “health home services” to the populations identified in AB 361 than 
some communities’ health centers or FQHCs, we recommend clarifying the role of social 
service providers in your concept. Overall, community-based social service providers should 
not be considered as agencies solely responsible for “facilitating referrals,” but as essential 
team members. If providing the health home services, these agencies should receive 
payment.  

o We recommend providing some flexibility to MCOs to contract with agencies 
meeting specific standards, as we discuss on p. 8 in our concept paper. These 
standards should to allow MCOs to contract with a network of providers who extend 
beyond those you list, while prioritizing providers who have achieved the goals listed 
in your Appendix for the AB 361 populations. 

o We also recommend providing incentives to MCOs to offer services through a team-
based approach within a team-based structure, as we identified on pages 4-5 in our 
attached concept paper. Social service providers, at least for the populations 
identified in AB 361, should be prominent members of a team, clearly identified as 
able to receive payment for health home services provided. 

o Though we recognize health home funds cannot be used to pay for housing, 
connecting homeless participants to housing should be at the center of a health 
home model. Health homes should not be allowed simply to refer people to 
housing; on the contrary, the service definitions should include specific descriptions 
of how homeless participants will be connected to housing (see our recommended 
definitions of services on pages 6-7), and the health home should be required to 
have established partnerships with permanent housing providers, with experience in 
offering warm hand-offs to housing providers. As stated in our concept paper, 
without connection to stable housing, a homeless beneficiary will continue to 
experience poor outcomes, regardless of the services that beneficiary is receiving. 

o We recommend specifying that services shall be delivered in settings most 
convenient and accessible to the participating beneficiary, including where the 
beneficiary lives. 

o We recommend capping the percentage of the PMPM MCOs may keep. Other states 
have capped the percentage to 3-5%. Capping the percentage not only ensures the 
bulk of funding is paying for services, a cap maintains consistency in how MCOs 
implement the program. 

o We recommend clarifying how organizations that have county contracts to provide 
mental health or substance use services could participate as Care Management 
Entities. 

o For AB 361 populations, we recommend eliminating IPAs as a Care Management 
Entity, since IPAs generally have no experience addressing the needs of these 
populations. On the other hand, we recommend allowing MCOs to pass through a 
PMPM, to allow an IPA to be part of a health home team. 

o Not included in your concept is payment for engagement. Particularly for AB 361 
populations, engagement with populations typically distrustful of the health care 
system is critical to fostering compliance with treatment. Further, federal guidance 



indicates outreach to engage eligible beneficiaries in wanting to participate in 
services is an eligible service. 

• Provider Education and Technical Assistance: We recommend offering training for MCOs to 
connect and form partnerships with providers addressing the needs of AB 361 populations 
in their community. This training would allow appropriate community-based organizations 
to understand an MCO certification process, and for MCO staff to gain an understanding of 
available providers in their community. 

• Payment Methodology and Rates: We support your concept to tier PMPM rates, as we have 
advanced this concept as well (see pages 2, 8-10). We recommend using examples from 
other states, like New York, as well as other programs available in California, in determining 
appropriate rates. We also recommend implementing an “Outreach/Engagement” rate to 
allow health home staff time to engage eligible beneficiaries to participate fully in health 
home services. 

• State Match: We recommend the State consider the Health Home benefit as an ongoing 
benefit, rather than a two-year pilot, and strive to make this benefit available beyond the 
first two years. Considering the benefit a “pilot” would not only receive disfavor from CMS, 
it would fail to build the infrastructure or competitive process for funds the State should be 
fostering. For this reason, we recommend the State consider adopting strategies to fund the 
State’s share of costs of the benefit after the first eight quarters expire.  

o An evaluation should be completed before the eight quarters expire to determine 
savings health homes have generated. 

o The State should develop, through the SPA, a mechanism that determines cost 
savings from successful health home programs, and pool, or sets aside, these savings 
for the State’s share of costs in quarters beyond the eighth, as federal guidance 
permits. 

o The State should consider geographic phasing based on counties willing to fund the 
State’s match beyond the first eight quarters. 

 
We again appreciate the opportunity to comment, and the State’s decision to move forward 
with an application for a Section 2703 benefit. We look forward to working with you to make 
this benefit meaningful for the most vulnerable Californians. 
 
Sincerely,  
Sharon L. Rapport 
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IMPLEMENTING ASSEMBLY BILL 361: A BLUEPRINT TO CREATE HEALTH HOMES FOR MEDI-CAL 

BENEFICIARIES WHO ARE CHRONICALLY HOMELESS OR FREQUENT HOSPITAL USERS 

 

INTRODUCTION 

One significant innovation in health care delivery has been the concept of a medical home.  The medical 
home model offers a team-based approach to provide coordinated care and to organize care around the 
patient.1 But conventional physician-led medical homes typically fail chronically homeless and frequent 
hospital user beneficiaries2 because they concentrate on medical stability, while beneficiaries focus on day-
to-day survival. People experiencing homelessness have significant barriers to treatment compliance: they 
cannot rest to recover from illness, have no place to store medication, are exposed to the elements, cannot 
eat a healthy diet, often have distrustful relationships with the health care system, and cannot access reliable 
transportation to attend appointments. They simply cannot improve health outcomes with services 
administered over a telephone or in an office. For this reason, homeless and frequent hospital users incur 
disproportionate Medicaid costs, even when connected to medical homes.3  

In housing and mental health systems, successful case management programs serving homeless and frequent 
user populations offer key features, such as in-person, individualized, frequent and flexible services, offered 
where the person lives, with beneficiary to staff ratios of 1:15 to 1:20. These teams find homeless 
beneficiaries on streets or in shelters, build trusting relationships, help beneficiaries work with landlords 
and pay rent, transport beneficiaries to appointments, advocate with care providers, and coordinate 
behavioral and primary care, all while sustaining enrollment during relapse. Study after study shows this 
package of services dramatically improves health outcomes, while dramatically reducing Medicaid costs.4   

These types of services, however, are largely unreimbursed by Medi-Cal, and rely on patchwork funding 
difficult to sustain or replicate. Existing resources that pay for similar services are often inflexible and 
fragmented. For these reasons, in 2013, CSH and Western Center on Law & Poverty sponsored Assembly 
Bill 361 (Mitchell) to authorize the California Department of Health Care Services (DHCS) to apply for 

                                                           
1Four physician societies developed underlying principles of a physician-led medical home: the American Academy of Family 
Physicians, American Academy of Pediatrics, the American College of Physicians, and the American Osteopathic Association.  See 
http://www.aafp.org/dam/AAFP/documents/practice_management/pcmh/initiatives/GuidelinesPCMHRecAccredit.pdf.  
2 About 1,000 categorically eligible beneficiaries who frequently use hospitals for reasons that could have been avoided through 
better access to care (“frequent users”) accumulate Medi-Cal costs of over $100,000 per person per year. Based on 2007 Medi-
Cal claims data provided to Senator Darrell Steinberg by the Department of Health Care Services. 
3 Massachusetts reported homeless beneficiaries incurred over $26,000 per year in Medicaid costs in 2010. Home & Healthy for 
Good. Permanent Supportive Housing: A Solution that Works. Dec. 2011. 
4 Multiple studies demonstrate improved patterns of service utilization and decreased costs: M. Larimer, D. Malone. “Health 
Care and Public Service Use and Costs Before and After Provision of Housing for Chronically Homeless Persons with Severe 
Alcohol Problems.” Journal Am. Medical Assoc. 2009; 301(13):1349-1357 (2009). D. Buchanon, R. Kee. “The Health Impact of 
Supportive Housing for HIV-Positive Homeless Patients: A Randomized Controlled Trial.” Journal Am. Medical Assoc. (June. 2009) 
99;6; D. Buchanan, R. Kee, L. Sadowski, et. al. “Effect of a Housing & Case Management Program on Emergency Department 
Visits and Hospitalizations Among Chronically Ill Homeless Adults: A Randomized Controlled Trial.” Am. Journal Public Health. 
(May 2009) 301;17. 

http://www.aafp.org/dam/AAFP/documents/practice_management/pcmh/initiatives/GuidelinesPCMHRecAccredit.pdf
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Section 2703 of the Affordable Care Act, the Health Home Option for Enrollees with Chronic Conditions. 
This option allows states to apply for enhanced federal funding for the same type of services known to 
benefit chronically homeless beneficiaries and frequent hospital users, services that reach beyond 
traditional, physician-led medical homes.5  

CSH and Western Center have held multiple in-person meetings across California, including one intensive 
planning process with 190 participants joining two days of facilitated discussions. Stakeholders included 
representatives of primary care clinics, managed care organizations, county agencies, Medi-Cal mental 
health and substance use providers, homeless service providers, housing providers, and health advocates.6 
The following recommendations are based on this process and lessons learned from other states. 

RECOMMENDATIONS 

Under AB 361, if DHCS finds the health home option is operationally viable for any adult population and 
decides to apply, it must include beneficiaries who have been diagnosed with chronic conditions and are 
frequent hospital users or chronically homeless, or both.7 This concept paper will address how the state 
could craft a state plan amendment (SPA) to offer a meaningful health home benefit to “AB 361 
beneficiaries.” Specifically, this paper provides recommendations on the following: 

 Addressing multiple populations; 

 Health home providers; 

 Enrollment and eligibility; 

 Definitions of health home services; 

 Role of managed care organizations; and 

 Funding and payment, including other state practices to outreach and engage these populations. 

ADDRESSING MULTIPLE POPULATIONS  

We recognize many populations could benefit from health home services. To craft a health home SPA that 
offers a range of health home services to different populations, we recommend DHCS tier eligibility, 
outcome standards, service descriptions, and payment based on the needs of each eligible 
population. For example, populations identified in AB 361 could be identified as “Tier 1,” and include 
separate eligibility criteria, definitions of health home services, outcome standards, and per member, per 
month payments, as compared to a “Tier 2” population of non-homeless persons with chronic conditions. 

New York State’s Section 2703 health homes are one example of a tiered system.  Prior to implementing a 
health home SPA, New York ran a Chronic Illness Demonstration Program (CIPD), designed to coordinate 
care for beneficiaries with complex conditions. Among barriers to successful implementation of the CIPD 
program, staff reported difficulties locating homeless beneficiaries without funding for in-person outreach 
and engagement, and an overall rate inadequate to create trusting relationships with difficult-to-engage 
populations. Using lessons learned from CIPD in their Section 2703 Health Home SPA, New York 
Medicaid staff tiered services and rates by population, explicitly incorporated housing providers into health 

                                                           
5 The U.S. Department of Health & Human Services recognized the Health Home option as a source for Medicaid funding for 
services to beneficiaries experiencing homelessness. C. Wilkins, M. Burt. “A Primer for Using Medicaid for People Experiencing 
Chronic Homelessness & Tenants in Supportive Housing.” Office of Assistant Secretary for Planning & Evaluation, U.S. Depart. of 
Health & Human Servs. 2014. http://aspe.hhs.gov/daltcp/reports/2014/PSHprimer.pdf.  
6 See Appendix E for list of organizations represented in the intensive planning process. 
7 CA Welf. & Inst. Code § 14127.3(c). 

http://aspe.hhs.gov/daltcp/reports/2014/PSHprimer.pdf
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home networks, and created an “outreach/engagement rate.”8 CIPD and other programs demonstrate 
programs will choose to serve the least difficult populations, unless offered incentive to target otherwise. 

In fact, the needs of AB 361 populations are unique from other high-cost Medicaid 
populations. A housed beneficiary with AIDS, for instance, may not need frequent interaction with a case 
manager; yet, a chronically homeless Medi-Cal beneficiary with AIDS is more likely to die unless receiving 
support to connect him to housing, and then receiving ongoing flexible, face-to-face, and frequent services 
that allow him to remain stable.9 Both populations risk high costs; however, while physician-led medical 
homes can help an AIDS patient manage the disease, homeless or unstably housed beneficiaries cannot 
manage AIDS while homeless.10 Achieving health stability for this population must begin with housing, and 
services must promote health and housing stability to improve health utilization outcomes.  

HEALTH HOME PROVIDERS 

We recommend California allow a health home to broker partnerships between multiple entities, 
representing multiple sectors, to offer the full package of services.11 Health home “leads” could receive 
payment be responsible for service provision. However, the lead should be able to contract with other 
entities. For example, a Federally-Qualified Health Center (FQHC) could partner with a homeless service 
provider for outreach, engagement, and case management, and could partner with local hospitals for 
transitional care. Providers should be able to offer services where the beneficiary lives, even if under a 
bridge, and be able to use mobile teams to outreach and provide services to beneficiaries. 

While physicians typically lead medical homes and focus on coordinated care, Section 2703 health homes 
encompass the coordination of health care services in combination with community and social supports.   

ACA Section 2703/AB 361 Health Homes Medical or NCQA-Certified Health Homes 

 “Whole-person orientation” that assesses, in person, all 
factors impacting a beneficiary’s health and connects the 
beneficiary to social services and community supports. 

“Person-centered orientation” that typically assesses 
telephonically and connects beneficiaries to medical, 
specialty, and, sometimes, behavioral health care. 

  “Home” is typically operated through primary care 
provider or personal physician. 

“Home” is operated through traditional and non-traditional 
providers, including clinics, community-based social 
services providers, or behavioral health care providers. 

  Services typically offered telephonically. When face-to-
face, services are typically offered in an office. 

Services typically offered face-to-face, outside of the 
confines of a physician’s, clinic’s, or behavioral health 
center’s walls, even at a beneficiary’s home. 

 Emphasis on greater access to care through addressing the 
whole needs of the beneficiary. 

 Payment funds comprehensive care coordination/case 

Emphasis on access to medical care through quality 
improvement, expanded hours, communication options. 

Payment typically funds care coordinators who serve 

8 Center for Health Care Strategies. “New York’s Chronic Illness Demonstration Project: Lessons for Medicaid Health Homes.” 
Dec. 2012. http://www.chcs.org/media/NY_RCP_CIDP_Profile_122112.pdf. 
9 A randomized, control-group study found homeless people with HIV/AIDS were half as likely to have undetectable levels of 
HIV, and had viral loads 87% higher than people with HIV/AIDS receiving the same care who were housed. D. Buchanan,R. 
Kee, L. Sadowski, & D. Garcia. The Health Impact of Supportive Housing for HIV-Positive Homeless Patients: A Randomized 
Controlled Trial.” American Journal of Public Health. June 2009, 99:6.   
10 K. Linkins, L. Brya. Final Evaluation of the Frequent Users of Health Services Initiative. 2008. Frequent users receiving frequent face-
to-face case management who remained homeless increased inpatient days, while formerly homeless frequent users connected to 
housing significantly decreased their inpatient days. 
11 Centers for Medicare & Medicaid Services. “Health Homes (Section 2703) Frequently Asked Questions.” May 2012. 
http://www.medicaid.gov/State-Resource-Center/Medicaid-State-Technical-Assistance/Health-Homes-Technical-
Assistance/Downloads/Health-Homes-FAQ-5-3-12_2.pdf. 

http://www.chcs.org/media/NY_RCP_CIDP_Profile_122112.pdf
http://www.medicaid.gov/State-Resource-Center/Medicaid-State-Technical-Assistance/Health-Homes-Technical-Assistance/Downloads/Health-Homes-FAQ-5-3-12_2.pdf
http://www.medicaid.gov/State-Resource-Center/Medicaid-State-Technical-Assistance/Health-Homes-Technical-Assistance/Downloads/Health-Homes-FAQ-5-3-12_2.pdf
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Consumers should get 

care where they want it, 

when they need it. 

--Kathy Reynolds, National 

Council of Behavioral 

Health 

management and connection to services necessary to hundreds to thousands of beneficiaries (payment is 
improve the beneficiary’s health. Case managers typically usually in range of $2.00-$50.00 PMPM). 
serve 20 beneficiaries (payment ranges $55-$570 PMPM). 

 Targets beneficiaries with complex conditions, including  Targets beneficiaries with chronic medical conditions. 
SMI or SUD, and negative social determinants. 

Provider Structure: We recommend structuring a health home SPA using designated providers. Managed 
care organizations (MCOs) could designate providers according to standards and protocols specific to health 
home providers serving different populations. AB 361 identifies specific provider requirements, such as 
experience addressing needs of homeless and frequent hospital user beneficiaries, and viable plans to 
connect homeless beneficiaries to housing, outreach and engagement services. Networks should include 
established partnerships with housing providers committed to house homeless participants. 

Types of Providers: Community-based organizations with expertise in working with populations 
identified in AB 361 are uniquely qualified to offer services, and, in many cases, are working 
collaboratively with housing and behavioral health providers to integrate care and engage beneficiaries. 
These organizations include clinics and FQHCs, hospitals, county behavioral health, 
homeless health care, and homeless service providers. While a health home receiving 
payment should have Medi-Cal contracts with managed care plans or county behavioral 
health agencies, providers should be allowed to contract with service providers who are 
not Medi-Cal billers, as long as the team meets standards identified in the SPA and is 
able to achieve outcome goals within the first 18-24 months.  

Team Structure: We recommend flexibility, with the following functions identified: 

1. A director who has a strong background in managing multidisciplinary teams.

2. Case or care managers, who may be a paraprofessional or licensed case manager, community health
worker, or nurse, and who would—

 Use tools like motivational interviewing12 to complete a single integrated care plan in
collaboration with the beneficiary, over which (s)he would be responsible.

 Work with hospital staff to plan for discharge, connect beneficiaries to services the beneficiary
may need, transport and accompany beneficiaries to appointments, help the beneficiary manage
medications (if a nurse or nurse practitioner), advocate on behalf of beneficiaries with health
care professionals, and provide services promoting housing stability to formerly homeless
beneficiaries (such as training in life skills, financial management, and community integration).

 Offer services where the beneficiary lives.

3. Outreach workers, who may be a paraprofessional or peer advocate, and who would—

 Locate potentially eligible beneficiaries, outreach to and engage beneficiaries.

 Assess a beneficiary’s eligibility for health home services, in collaboration with health care
professionals who render diagnoses.

4. Health or housing navigators, who may be a paraprofessional service provider, and who would—

 Form and foster relationships with and communication between team members, housing
providers, and benefits advocates.

12 Motivational interviewing is an evidence-based, “collaborative, person-centered form of guiding to elicit and strengthen 
motivation for change,” originating substance use treatment. It W.R. Miller  & S. Rollnick. “Ten Things That Is Not Motivational 
Interviewing.” Behavioral and Cognitive Psychotherapy. 87, 129-140 (2009). 



5 

 Connect homeless beneficiaries to recuperative care or bridge housing.

 Connect homeless beneficiaries to permanent housing (housing without limit on length of stay).

5. Clinician consultant(s), who may be primary care physician, psychiatrist, psychologist, registered
nurse, advanced practice nurse, licensed clinical social worker, social worker licensed to provide
treatment, or other behavioral health care professional, and who would—

 Confirm eligibility for health home services and review and inform the integrated care plan.

 Facilitate enhanced access to primary care and behavioral health providers.

6. Administrative support, including support to collect and report data to an evaluator.

ELIGIBILITY & ENROLLMENT

Basing eligibility on current claims data alone is problematic. While inpatient costs continue to 
rise for populations identified in AB 361,13 other high-cost beneficiaries can “regress to the mean.” Newly-
eligible populations will incur costs claims data does not yet capture. Los Angeles County indigent health 
care costs for homeless General Relief recipients in 2009 averaged over $1,900 per month,14 costs Medi-Cal 
now will absorb in expanding the program to childless adults. Moreover, claims data cannot depict factors 
recognized as “social determinants,” for which health homes could have greatest impact. 

Chronic Conditions: We recommend California base eligibility for AB 361-defined services on a 
combination of conditions, with eligibility limited by severity (consistent with AB 361), and that 
DHCS develop a tool, with a list of documentation required, to determine eligibility. 

Initial Eligibility Based on Both of the Following: 

One of the following A level of severity indicated by 
combinations of the one of the following: 
conditions: 

At least one of the listed Chronic homelessness15 OR 
mental illnesses and a 

Homelessness and five or more substance use disorder OR 
emergency department visits over the 

At least one of the listed previous 12 months or eight 
mental illnesses and one of emergency department visits over 24 
the listed medical months16 OR 
conditions OR 

At least three inpatient admissions 
A substance use disorder within 12 months, at least 45 days 
and at least one of the listed inpatient (cumulative or single)17 in a 
medical conditions OR single year, or at least five inpatient 

List of Chronic Conditions 

Medical 

Asthma /COPD 
Diabetes 

Traumatic Brain Injury 
Hypertension 

Congestive Heart Failure 
Coronary Artery Disease 

Chronic Liver Disease 
Chronic Renal Disease 

Chronic Musculoskeletal 
HIV/AIDS 

Seizure Disorders 
Cancer 

13
 Medicaid beneficiaries identified as frequent hospital users, particularly those experiencing housing 

instability, are prone not only to continue to use hospitals and emergency departments as their source of 
care, but to acquire higher inpatient costs over time. M. Raven, J. Billings, M. Gourevitch. “Medicaid Patients at High 

Risk for Frequent Hospital Admission: Real-Time Identification & Remediable Risks.” J. Urban Health. Mar. 2009. 86(2); 230-
241. 
14 D. Flaming, P. Burns & M. Matsunaga. “Where We Sleep: Costs When Homeless & Housed in Los Angeles.”  Economic 
Roundtable. 2009. 
15 About 35,400 Californians experience chronic homelessness on any given night. Many are frequent hospital users. National 
Alliance to End Homelessness, State of Homelessness in America. May 2014. http://b.3cdn.net/naeh/d1b106237807ab260f_qam6ydz02.pdf. 
16 Evidence shows two-year data are more accurate in predicting frequent hospital readmissions. M. Raven, J. Billings, M. 
Gourevitch. “Medicaid Patients at High Risk for Frequent Hospital Admission: Real-Time Identification & Remediable Risks.” J. 
Urban Health. Mar. 2009. 86(2); 230-241. 
17 Inpatient stays or admissions should include behavioral health admissions. 

Behavioral Health 

Substance Use Disorder 
Major Depression 
Bipolar Disorder 
Anxiety Disorder 

Psychotic Disorders  
(including Schizophrenia) 

Personality Disorders 
Cognitive Disorders 

Post-Traumatic Stress 

http://b.3cdn.net/naeh/d1b106237807ab260f_qam6ydz02.pdf
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Enrollment: We recommend establishing a “bi-directional approach” in establishing eligibility for 
health home services. MCOs could use claims data to identify enrollees who meet inpatient admission 
criteria. Similar to other state practice, a SPA should require health homes to work with hospitals, clinics, 
behavioral care providers, county agencies, coordinated homeless assessment and intake systems, and social 
service agencies (housing and homeless service) to establish referral processes for potentially-eligible health 
home beneficiaries. Health home outreach workers could be deployed to hospitals, recuperative care, and 

homeless service and housing partners to administer the eligibility tool. 

Continuity of Care: Though many health home participants will not meet 
initial eligibility criteria after a period of participation in a health home 
program, evidence shows participants would continue to use acute care 
services (and are likely, in fact, have escalating hospital costs) without 
health home services. For this reason, beneficiaries who are 
initially eligible should remain eligible to receive the same 
benefit until stable for at least one year (or for a total of 10 

quarters, whichever occurs later). After the beneficiary no longer requires the same frequency of 
contact, the beneficiary should be able to continue to access services from the same health home provider at 
a “maintenance rate” identified in the SPA. Considering relapse is part of recovery, and health homes should 
be allowed flexibility to return the beneficiary to a higher level of services when needed. 

DEFINITIONS OF HEALTH HOME SERVICES

The State may define each of the core services a health home must provide, and could define services 
differently for specific population. Services should be, to the extent possible, provided outside of the 
clinic setting and easily accessible to the beneficiary.  

Definitions: With evidence-based models of multidisciplinary services in mind—Assertive Community 
Treatment,19 harm reduction,20 and Critical Time Intervention21—we recommend the following: 

Comprehensive Care Management: Client-centered wrap-around services to outreach to beneficiaries where 
they are, engage beneficiaries to participate in services, use motivational interviewing to create an 

18 “Institutionalization” should include psychiatric hospitalization, skilled nursing care admission, or incarceration. 
19Assertive Community Treatment (ACT) is a SAMHSA-recognized model of care for people with serious mental illness that 
offers services where problems arise and support skills/treatment as needed. ACT is based on a collaborative approach to 
integrate interventions and adjust interventions based on the individual’s changing needs. U.S. Dept. of Health & Human Servs., 
Substance Abuse & Mental Health Servs. Admin. “Assertive Community Treatment: the Evidence.” Evidence-Based Practices 
Knowledge Information Transformation.  2008. www.samhsa.gov.  
20 Harm reduction recognizes abstinence may be neither a realistic nor a desirable goal for some with substance use disorders. It 
works to reduce harm while use continues. Homeless Resource Center, Substance Abuse & Mental Health Servs. Admin. 
“Substance Use & Addiction: Harm Reduction.” http://homeless.samhsa.gov/channel/harm-reduction-273.aspx.  
21 Critical Time Intervention involves intensive 9-month interventions to stabilize people following discharge. It offers two 
components: (1) strengthening the individual's long-term ties to services, family, and friends; and (2) providing emotional and 
practical support during the transition. Post discharge services are delivered by workers who have established relationships with 
patients during their institutional stay.  SAMHSA’s National Registry of Evidence-Based Programs & Practices. “Critical Time 
Intervention.” http://www.nrepp.samhsa.gov/ViewIntervention.aspx?id=125. 2006. 

“Without the coordination of 
care, we don’t have a new 

system; we have the old system. 
And as we know, that doesn’t 

work.” 
--Dr. Greg Greenwood, Care 1st 

Health Plan 

At least two of the listed admissions within 24 months OR 
medical conditions. 

Periods of homelessness over 24 
months with institutionalization18 of at 
least 30 days OR 

No longer chronically homeless, but 
were chronically homeless before 
moving into housing. 

http://www.samhsa.gov/
http://homeless.samhsa.gov/channel/harm-reduction-273.aspx
http://www.nrepp.samhsa.gov/ViewIntervention.aspx?id=125
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integrated care plan in collaboration with the beneficiary that incorporates a “whole-person” approach, 
update the care plan regularly and communicate changes with other 
health home members, and help beneficiaries achieve and maintain 
housing and health stability. Services promoting housing stability 
include assisting the beneficiary access existing housing resources (with 
choice), learning to manage finances, pay rent, shop for or gain access 
to healthy food, maintain eligibility for benefits, communicate with 
property managers, and participate in the community. 

Care Coordination & Health Promotion: In a culturally-competent manner, 
connecting the beneficiary to primary, behavioral, and specialty care in 
accordance with an integrated care plan, advocating with health 
providers on behalf of beneficiaries, collaborating with a beneficiary and health providers to foster 
treatment compliance using harm reduction, and promoting evidence-based recovery strategies. 
Activities should include developing relationships with housing providers, hospitals, MCOs, and 
primary and behavioral health providers, scheduling appointments, transporting beneficiaries to 
appointments, managing medication, and warm hand-offs to partners and members of the health home 
team. 

Comprehensive Transitional Care: In coordination with hospital and health providers, outreaching to and 
engaging beneficiaries to plan for transitions, to achieve collective goals, to build relationships with 
social service and health care professionals, and to empower and educate beneficiaries to improve health 
outcomes. Transitional care also includes keeping track of readmissions to hospitals and other acute-
care or skilled nursing facilities, and admission into other institutions (i.e., jail/prison, detox facilities), 
as well as assisting beneficiaries transition back to the community. 

Individual & Family Support Services: Services that identify and connect beneficiaries to potential family 
and support networks, including disease groups, as well as peer engagement, community integration 
and engagement. 

Referral to Community & Social Support Services: In collaboration with the beneficiary, identifies potential 
resources to meet beneficiary needs in the community (including food security needs), assist 
beneficiaries with applications and obtains documents to promote access to social supports (including 
housing), connects beneficiaries to decent, affordable permanent housing, and links beneficiaries to 
appropriate recuperative care or bridge housing until permanent housing becomes available. Includes 
ongoing follow-up to ensure beneficiaries continue to access appropriate services in the community. 

Use of Health Information Technology to Link Services: Using managed care organization data systems, 
accessing data on a beneficiary’s acute care use, tracking outcomes 
between health home partners, and communicating these data to 
the health home team, including case conferencing among team 
members and exchange of data on as frequent basis as possible. 
Linking services includes using best practices for facilitating active 
data sharing across systems of care, including memoranda of 
understanding, business associates agreements, and common 
consent waivers. 

Services Funded by Other Programs/Benefits: For people with serious mental illness, counties have used the 
Mental Health Services Act (MHSA) and the Medi-Cal Rehabilitation Option to offer services included in 
these definitions, and have demonstrated success in improving health outcomes. However, many of the 

“Communication is the 
difference between integrating 
care and co-locating care. Case 

management and care 
coordination are the most 

difficult to do but also the most 
important.” 

– Dr. Paul Gregerson, JWCH 

 

Flexible funding is needed for meeting 
basic needs that aren’t a reimbursable 
service: a meal, a bottle of water shows 
we really care about you and we want 
to be attentive to the needs you have. 

--Robin Kay, Los Angeles County 
Department of Mental Health 
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services that populations identified in AB 361 need fall outside what is reimbursable.22 The Rehab Option, 
for example, does not fund outreach and engagement or habilitation services. MHSA and the Rehab Option 
are limited to people with specific mental illnesses, excluding others with diagnoses such as personality 
disorders. These resources should complement health home benefits, rather than supplant them. 

ROLE OF MANAGED CARE ORGANIZATIONS 

Benefits & Limitations of Managed Care Organizations in Health Homes: Given the importance of managed care in 
California, MCOs should play a role in administering the health home benefit and should have some 
flexibility in services funded. MCOs, at the same time, have not yet developed cultural competency in 
addressing the needs of their chronically homeless or frequent hospital user enrollees. While MCOs have 
created care coordination models to provide greater access to care for enrollees with complex needs, MCO 
care coordination is typically based on telephonic contact, and coordinators have difficulties locating 
homeless enrollees. MCOs are also undertaking significant responsibility in implementing initiatives, and 
have little capacity to build, operate, and achieve appropriate outcomes within two years. 

We recommend DHCS provide payment for health home services to MCOs. However, MCOs should not 
be responsible for providing health home or care coordination services. Instead, MCO care coordinators 
should work collaboratively with health homes to track and share data and connect to providers. 

MCO Support: We recommend using MCOs to administer the health home benefit through a 
network of community-based organizations designated to provide health home services to the AB 
361-identified populations. MCOs should retain a small portion of health home benefit (i.e., 3-5%23) to— 

 Contract with health home providers to offer services,

 Refer beneficiaries who are eligible or potentially eligible to health homes,

 Notify the health home of inpatient admissions and emergency department visits,

 Provide data to the health home regarding each participating beneficiary’s health history, and

 Report outcome data to the health home and to DHCS.

Because MCOs have developed health data exchanges, MCOs should operate as the health information 
technology provider. MCOs could require providers either to send batch files to MCOs to track services 
rendered, or to enter data directly into a module within the MCOs HIT system, and work with health 
homes to create systems that track social service interactions. 

FUNDING & PAYMENT 

Stratified Per Member, Per Month Rates: Payments to health homes should be per member, per month (PMPM) 
and stratified to fit the needs of the population served. As an example, a health home benefit for 
beneficiaries who need chronic illness management could be $65 PMPM, while payments to health homes 
serving populations with high acuity and complexity of care needs would range from $300-532. 
Complementing other federally-funded benefits providing similar services, health home services for 
beneficiaries eligible for other federally-funded services would be paid at lower rates. 

Potential Rates: For populations identified in AB 361, a rate should take into consideration some beneficiaries 
would graduate to less frequent face-to-face contact after 18-24 months, and some may be eligible for some 
services under a different benefit. Higher rates should also require a minimum number of in-person face-to-
face contacts, and be based on expectations to achieve specific outcomes (i.e., decreased inpatient 
admissions). 

22 See Appendix B for a list of programs complementing health homes, and how these benefits differ. 
23 New York’s State Plan Amendment includes a 3% fee for managed care plans. 
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Outreach/Engagement Rate: To achieve Section 2703 goals for homeless beneficiaries, a health home must 
first locate a beneficiary, then engage that beneficiary, who is likely to be distrustful of the health 
care system, to participate in services. We recommend following New York’s example in including 
outreach staff in AB 361 health home teams, and offering 80% of the PMPM as an “outreach/engagement” 
rate for the first 90 days until the beneficiary begins fully engaging in services.24 If the beneficiary begins 
engagement in services prior to the end of 90 days, the health home should be paid the full PMPM rate.  

Other States: 
Per Member, Per Month Rates for Health Home 

Services25 
*NY Health Home Rate Schedule

State 
Outreach
/ Engage- 

ment 

Low-
Level 

Services 

Frequent 
Face-to-

Face 
Contact 

Health 
Status 

SMI 
Severity 
of Illness 

Average 
PMPM 

Payment 

Iowa 
N/A $12.80 $76.81 

Single 
SMI 

Yes Low $125-156 

Maine (SMI SPA) N/A $15.00 $330 (adults) Mid $169-218 
Missouri N/A $58.87 $78.74 High $411-516 
New York (Avg)* $160 $100 $200-593 Pairs No Low $68-72 
Washington $252.93 $67.50 $172.61  Chronic Mid $144-169 

High $261-322 

*See NYS rate schedule to right. Yes Low $198-248 
Mid $288-368 
High $454-593 

Triples No Low $101-115 

 Chronic Mid $155-184 
High $269-321 

Yes Low $232-291 
Mid $326-405 
High $469-587 

HIV No Low $102-128 
Mid $178-245 
High $331-442 

Yes Low $103-129 
Mid $181-244 
High $362-468 

Average Total $209 
Range $68-593 

24 A. Hamblin, R. Davis, K. Hunt. “Outreach to High-Cost, High-Need Individuals: Best Practices for New York Health Homes. 
NYS Health Foundation/Center for Health Care Strategies. April 2014. http://nyshealthfoundation.org/uploads/resources/chcs-health-homes-

outreach-report-april-2014-1.pdf.  
25 Centers for Medicare & Medicaid Services, State Plan Amendments. 

Example of Potential Payment Structure 

Complexity of Condition 
Frequency of Contact, Need 

for Face-to-Face Contact 

High (Conditions w/SMI or SUD) 
Low (w/o SMI or SUD) 

High 
Low 
High 
Low 

Reimbursement 
rate (PMPM*) 

$350 
$65 

$350 
$260 
$532 

Two Chronic Conditions  (with or 
without SMI) OR One SMI 

 Homeless AB 361 Pops. 
$300 

 Housed Frequent Users 

High rate 

Med rate 

Low rate 

http://nyshealthfoundation.org/uploads/resources/chcs-health-homes-outreach-report-april-2014-1.pdf
http://nyshealthfoundation.org/uploads/resources/chcs-health-homes-outreach-report-april-2014-1.pdf
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Sustainability Once 
Enhanced Federal Match 
Ends: Evidence shows 
providing individualized 
health home services to 
high-cost homeless 
Medicaid beneficiaries 
pays off.28 To capitalize 
on projected savings, we recommend DHCS create a “risk-savings pool,” allowed under Federal 
guidance, to bank savings that could be used to offset State costs after enhanced federal funding ends. DHCS 
could calculate Medi-Cal costs avoided by evaluating pre and post medical costs among AB 361 beneficiaries 
participating in health home programs, or through a more rigorous control group evaluation that compares 
costs in the first two years among beneficiaries receiving health home services with costs among 
beneficiaries with comparable barriers to care, who are eligible but not participating. 

Additionally, some State- and county-funded programs could contribute to a State match, such 
as MHSA funds. Other existing county programs, such as Los Angeles County’s Housing for Health 
program or San Francisco’s Direct Access to Housing program, offer a similar source of matching funds. 

CONCLUSION 

We look forward to working with DHCS and other stakeholders to incorporate these recommendations 
into a SPA consistent with the intent of AB 361. A SPA that is stratified to address the needs of the 
populations identified in the legislation, and that truly incorporates a whole person orientation would not 
only have significant impact on costs, but on the lives of thousands of Medi-Cal beneficiaries.  

                                                           
26 See Appendix B for list of other Medi-Cal programs and differences from health home benefit we are proposing. 
27

 One provider’s typical reimbursement. 
28 See Appendix A for a list of studies measuring impact of service interventions on AB 361 populations. 

Comparison to Other Programs 

Other Programs Funding Services26 Rate Per Service,  
Based on 

Average PMPM Rate 

Rehabilitation Option in Los Angeles 
County27 

Case Management Services: Per Minute 
Encounters 

$451 

Mental Health Services Act Per Staff Hour Encounters $1,333 

Veterans Affairs Supportive Housing 
Services 
 
 

Stratified:    

 Low Intensity After Stabilization 

 Standard for Clients in Recovery 

 High Intensity During Initial Period of 
Contact 

$200 (Low) 

$400 (Standard) 

$900 (High) 

Sample High Face-to-Face Contact PMPM 

Roles FTE 
FTE per 

200 
Annualized 

Salary 
Reimbursement 

PMPM Rate 

Health Home Director 1 FTE per 200 enrollees 1 $100,800 $42 
PCP/BH Consultants 3 hours per enrollee per yr n/a $122,880 $16 
Care Manager 1 FTE per 25 enrollees 8 $70,200 $234 
Care Coordinators 1 FTE per 50 enrollees 4 $60,000 $100 
Outreach Worker 1 FTE per 50 enrollees 4 $60,000 $100 
Admin. Support 1 FTE per 200 enrollees 1 $60,000 $25 
MCO Support 1 FTE per 400 enrollees  (3%) n/a $15 
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APPENDIX A: SUMMARY OF SELECT STUDIES OF WRAP-AROUND SERVICES WITH HOUSING 
 

Study Costs Saved/Avoided 
Getting Home29 
Pre-/post-one year analysis of costs and outcomes 
among 163 homeless hospital patients incurring the 
highest 10% of public & hospital costs. 

72% decline in average total health care costs from 
$58,962 to $16,474: every $1 dollar spent was 
estimated to reduce public and hospital costs by $2 in 
the first year and $6 in subsequent years. 

An Intervention to Improve Care & Reduce Costs for High-
Risk Patients with Frequent Hospital Admissions30 
Pre-/post-one year analysis of costs and outcomes 
among 19 hospital patients identified as high-risk for 
hospital readmission by a predictive algorithm. 

37.5% reduction in hospital admissions (from 64-40), 
with 73.3% of participants decreasing hospital 
admissions. Yearly Medicaid reimbursements to 
hospitals decreased by $16,383 per patient. 

Begin at Home31 
Comparison between data among high-cost 
chronically homeless adults who received wrap-
around services & housing, and those who did not 
(one year after). 

74% fewer hospital admissions among participants 
than comparison group. 

Where We Sleep32 
LA County public costs among 9,186 homeless 
General Relief recipients versus 1,007 residents 
who exited homelessness to services and housing. 

Homeless GR recipients incurred County costs of 
$2,897 per month, 66% of which were health care 
costs, versus $605 of monthly County costs among 
participants. 

Effect of Housing & Case Management on ER Visits and 
Hospitalizations Among Chronically Ill Homeless Adults33 
Randomized control-group study of 405 chronically 
ill homeless adults receiving services and housing. 

29% fewer hospital days and 24% fewer emergency 
department visits within 12 months among 
participants than control group; 46% fewer hospital 
days within 18 months among participants. 

Health Care & Public Service Use & Costs Before & After 
Provision of Housing for Chronically Homeless Persons 
with Severe Alcohol Problems34 
Randomized control-group study of chronically 
homeless alcoholics receiving wrap-around services. 

$2,449 less in Medicaid costs per person, per month 
than control group participants after 6 months. Costs 
avoided over and above program costs. 

Frequent User of Health Services Initiative35  
Pre-/2-Year-Post evaluation of program targeting 
high ER users for frequent face-to-face case 
management. 

$3,841 reduction in Medi-Cal hospital costs, per 
beneficiary after one year, $7,519 reduction in Medi-
Cal hospital costs after two years beyond the program 
costs. 

  

                                                           
29 D. Flaming, S. Lee, P. Burns, G. Sumner. “Getting Home: Outcomes from Housing High-Cost Homeless Hospital Patients.” Economic Roundtable. 2013. 
30 M. Raven, K. Doran, S. Kostrowski, C. Gillispie, B. Ebell. “An Intervention to Improve Care & Reduce Costs for High-Risk Patients with Frequent Hospital 
Admissions: A Pilot Study.” BMC Health Services Research. 2011. 11:270. 
31 D. Srebnik. “Begin at Home: A Housing First Pilot Project for Chronically Homeless Single Adults.” Dept. of Community & Health Servs., Mental Health, Chemical 
Abuse & Dependency Servs. Div. Aug. 2010. 
32 D. Flaming, P. Burns & M. Matsunaga. “Where We Sleep: Costs When Homeless & Housed in Los Angeles.”  Economic Roundtable. 2009. 
33 David Buchanon, Romina Kee. “The Health Impact of Supportive Housing for HIV-Positive Homeless Patients: A Randomized Controlled Trial.” Journal Am. 
Medical Assoc. (June. 2009) 99;6; David Buchanan, Romina Kee, Lisa Sadowski, et. al. “Effect of a Housing & Case Management Program on Emergency 
Department visits and Hospitalizations Among Chronically Ill Homeless Adults: A Randomized Controlled Trial.” Am. Journal Public Health. (May 2009) 301;17. 
34 Mary Larimer, Daniel Malone. “Health Care and Public Service Use and Costs Before and After Provision of Housing for Chronically Homeless Persons with 
Severe Alcohol Problems.” Journal Am. Medical Assoc. 2009; 301(13):1349-1357 (2009). 
35 Linkins, supra. The calculated costs avoided are based on average reductions in ED visits and inpatient days for Medi-Cal patients at rates the Office of Statewide 
Health Planning and Development (OSHPD) reported as costs for hospitals connected to frequent user programs. Rates averaged $305 per ED visit and $2,161 
per inpatient day. OSHPD 2006 data. www.OSHPD.gov. 

 

http://www.oshpd.gov/
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APPENDIX B: OTHER FEDERALLY-FUNDED PROGRAMS VS. HEALTH HOME SERVICES  

Program Services Model  Distinction from Health 
Home Services 

Target 
Population  

Challenges in 
Administering 

Medi-Cal 
Managed 
Care: Care 
Coordination 

Disease management: 
assessment of risk, 
telephonic care 
coordination. 

Little to no face-to-face contact 
—generally telephonic, e-mail, 
or text contact.  

Health home services not covered 
under care coordination offered by 
managed care organizations: 
outreach, engagement, frequent 
or face-to-face case management 
or care coordination, individual 
or family supports, linkage to 
social supports or housing, 
advocacy among health 
providers, case conferencing 
among providers, frequent or 
ongoing coordination among 
behavioral health providers or 
social service providers. 

Medi-Cal 
managed care 
enrollees. 

Difficulties identifying 
homeless beneficiaries and 
targeting appropriate 
interventions for AB 361 
populations.  

No expertise in addressing 
the needs of populations, 
little capacity to conduct 
outreach and engagement, no 
experience creating 
multidisciplinary teams to 
address social determinants. 

Medi-Cal 
Rehabilitation 
Option  

Services promoting 
restoration of 
functional ability to 
live independently. 

Services provided in 
community, including 
beneficiary’s home.  

Range of background 
among service 
providers. 

ACT model principles 
and practices. 

Services limited to restoration of 
function. 

Health home services not covered 
under rehab option: outreach, 
engagement, establishing trusting 
relationships with service 
provider, “habilitation services” 
that promote housing stability, 
linkage to social service 
providers or housing, advocacy 
with health care professionals, 
case conferencing among 
providers. 

Generally limits funding for 
many services critical to 
improved health outcomes 
among AB 361 populations. 

Given inability to use option for 
outreach, the benefit is often 
limited to beneficiaries who seek 
treatment. 

Beneficiaries 
with serious 
mental illness 
or 
developmental 
disabilities. 

Payment in minutes restricts 
providers’ ability to use funds 
flexibly, results in high 
administrative costs. 

Medi-Cal biller must provide 
all services (does not allow 
for multiple entities or 
multidisciplinary team of 
providers). Many counties are 
currently not expanding the 
number of providers under 
county contracts. 

Cal 
MediConnect 
(Medi-Cal & 
Medicare) 

Some home and 
community-based 
services (if managed 
care organization 
provides under Care 
Plan Option), 
transportation to and 
from medical 
appointments, 
personal care. 

Care Plan Option services can 
promote habilitation and home 
and community-based services, if 
managed care organizations 
choose to offer those services. 

Health home services not covered 
under Cal MediConnect: 
transportation to and from 
behavioral health appointments, 
advocacy with health care 

Dual eligible 
beneficiaries 
living in 
Alameda, Los 
Angeles, 
Orange, 
Riverside, San 
Bernardino, 
San Diego, San 
Mateo, and 

Not available in every county. 

Services managed care 
organizations offer could vary 
considerably. 
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Program Services Model  Distinction from Health 
Home Services 

Target 
Population  

Challenges in 
Administering 

professionals, case conferencing 
among all providers, linkage to 
social services or housing.  

Santa Clara 
Counties. 

Primary Care 
Case 
Management 
(Medi-Cal) 

Primary care provider 
is responsible for 
approving and 
monitoring the care of 
enrolled Medicaid 
beneficiaries.  

PCCM disease 
management programs 
have demonstrated 
improved health 
outcomes in general by 
increasing 
communication 
between the patient 
and the PCP for many 
populations. 

 

Care coordination is conducted 
by PCPs, often telephonically, 
and does not include the 
intensity of case management or 
housing support that AB361 
health home enrollees require.  

States contract directly with 
PCPs to provide, manage, and 
monitor the primary and 
specialty care of beneficiaries 
who select or are assigned to 
them. States pay PCPs a small fee 
to perform these functions, such 
as $3.00 PMPM.    

Health home services not covered 
under care coordination offered by 
managed care organizations: 
outreach, engagement, frequent 
or face-to-face care coordination, 
individual or family supports, 
linkage to social supports or 
housing, advocacy among health 
providers, case conferencing 
among providers, frequent or 
ongoing coordination among 
behavioral health providers or 
social service providers. 

Medicaid 
managed care 
enrollees  

Approx. 21% 
Medicaid 
managed care 
enrollees were 
enrolled in a 
PCCM 
program in 31 
states.  

 

No expertise in addressing 
the needs of populations, 
little capacity to conduct 
outreach and engagement, no 
experience creating 
multidisciplinary teams to 
address social determinants. 

NY intensive PCCM program 
intended to reach high-cost 
populations revealed 
difficulties locating most 
beneficiaries with high costs. 
Informed NY health home 
program design. 

Veterans 
Affairs 
Supportive 
Housing (U.S. 
Department of 
Veterans 
Affairs) 

HUD-Veterans Affairs 
Supportive Housing 
(HUD-VASH) 
combines Housing 
Choice Voucher 
(HCV) rental 
assistance for homeless 
Veterans with case 
management and 
clinical services 
provided by the Dept. 
of Veterans Affairs 
(VA).   

Only serves veterans with 
honorable discharges. 

Face-to-face contact less 
frequent—staff to client ratio is 
1:25.  

VA provides these services for 
participating Veterans at VA 
medical centers (VAMCs) and 
community-based outreach 
clinics. 

Health home services not covered 
under VASH services: outreach, 
engagement, case conferencing 
among providers. 

About 12% of 
the adult 
homeless 
populations are 
veterans with 
honorable 
discharges. 

Lack of expertise in 
addressing the needs of 
AB361 populations, only able 
to serve veterans. 
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APPENDIX C: OUTCOMES & QUALITY MEASURES 

CMS Core 
Quality 

Outcome 
Measures 

Decrease Use 
of Acute Care, 
Improve Access 
to Primary & 

Behavioral 
Health Care 

• Triple Aim Standards

• Health Plans' HEDIS Measures

• Expect Hospital Inpatient Costs to Increase in First 6
Months, as Acutely-Ill Populations Begin Receiving
Appropriate Care

• From 6-24 Months, Decrease Hospital Inpatient Days &
Admissions by At Least 25%

• Decrease ED Visits by At Least 35%

• Connect Participants to Behavioral Care & Primary Care
Established Within 6-9 Months

Evaluate 
Organizational 
Collaboration 

• Evaluate Creation of Data Sharing Systems/Mechanisms
Betweem  Partners

• Track Outreach & Engagement Activity &
Disenrollment/Lack of Participation Among Enrollees,
and Reasons for Disenrollment

• Satisfaction with Services/Care

• Track Decrease in Crisis Episodes Among Beneficiaries
with Serious Mental Illness

• Track Substance Abuse Screening, Referrals, Decrease in
Substance Use

• Incorporate SAMHSA Meausres on Stability in Housing
& Employment

• Track Premature Mortality Among Participants
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APPENDIX D: HEALTH HOME EXAMPLE: EXODUS RECOVERY’S INTEGRATED MOBILE HEALTH TEAM 

Integrated Mobile Health Team Program: 

The Exodus Recovery Integrated Mobile Health Team 
(IMHT) is a mobile, client-centered, holistic 
approach to providing integrated services to 
vulnerable, homeless individuals with a mental illness, 
chronic physical health conditions and substance use 
disorders who are high utilizers of the public 
healthcare system. 

These services are delivered by a multidisciplinary 
team of clinicians who provide comprehensive care 
management and care coordination in conjunction 
with community resources and supports. 

The elements of the IMHT Program are closely 
aligned with the Health Home Services Option 

 The Integrated Mobile Health Team program is funded 
through Medi-Cal and the CA Mental Health Services Act. 
It is a contracted program within the Los Angeles County 
Department of Mental Health 

 Frequent users of hospitals and emergency departments 

 Individuals who have a serious mental illness and at least 
one chronic physical health condition 

 Homelessness is a requirement for enrollment 

 Due to the Affordable Care Act, 95% of IMHT participants 
have Medi-Cal (Medicaid) 

 The IMHT team strives to identify and engage the most 
vulnerable individuals at high risk for mortality 

 Allows the seamless delivery of mental health, physical 

health and substance abuse services by an integrated team 

 Improved access to services and resources 

 Better communication between healthcare providers 

 Promotes a client driven, holistic approach – meeting the 

client where they are by addressing the most pertinent 

need first  

 The IMHT Team structure is that of an ACT team of 

“generalists” including: psychiatric and physical health 

nurse practitioners, licensed vocational nurses, substance 

use specialists, care coordinators, benefits specialists, 

housing specialists, case managers, therapists, 

administrative support, housing developer partner, and 

FQHC (with pharmacist) 

 Proven outcomes: 

 Housed 100% of enrolled clients (n=129) 

 80% of IMHT clients report no homeless days in 

12 months 

 89% of IMHT clients have not been admitted to 

hospital within past 12 months 

 88% of IMHT clients have not visited ED within 

the past 12 months 

 Improvement in BMI, hypertension, diabetes 

markers 

 Improvement in substance use indicators 

 91% client satisfaction 



16 
 

APPENDIX E:  LOS ANGELES HEALTH HOME CHARRETTE STEERING COMMITTEE AND PARTICIPANTS 

20-MEMBER Natalie Profant Komuro Ascencia 

CHARRETTE Urshella Starr CA DHCS 

STEERING Robin Stuchinsky California Hospital Medical Center  

C Pamela Mokler Care1st Health Plan OMMITTEE 

(MAY-SEP 2014) Sergio Bautista CHAP 

Debby Maddis Consultant   

Cheri Todoroff LAC Department of Health Services 

Maria Funk LAC Department of Mental Health 

Glenda Pinney  DPH SAPC 

Dan Flaming Economic Roundtable 

Lezlie Murch Exodus Recovery 

Jason Moore Health Net  

Paul Gregerson JWCH 

Jonathan Lopez Kaiser Permanente Woodland Hills 

Thomas Tran L.A. Care Health Plan 

Charles McCray LAFH 

Audrey Simons Mission Community Hospital 

Kathy Proctor Northeast Valley Health Corp. 

LaCheryl Porter Skid Row Housing Trust 

Chris Ko United Way of Greater Los Angeles 

190 Participants from 70+ Organizations from the Health and Housing Sectors (JUL-SEP 2014): 

FQHCs   Homeless Services Providers Housing Providers 
AIDS Service Center Ascencia Abode  
All Care One Community Health Center CHAP ACOF 
Community Care Health Centers Economic Roundtable Hope of the Valley Rescue Mission 
Community Health Alliance of Pasadena Exodus LA Family Housing 
Downtown Women's Center Homeless Health Care LA Linc Housing 
Health Metrocares Integrated Recovery Network Our Place Housing Solutions  
JWCH Illumination Foundation PATH 
LA Christian Health Centers Lamp Community SHARE 
LSS Community Care Center Mental Health America LA Skid Row Housing Trust 
Northeast Valley Health Corp. OPCC SRO Housing 
Partners in Care Pacific Clinics  
St. Joseph Center Special Service for Groups Systems Partners 
Well Child Whittier's First Day Abt Associates 
Venice Family Clinic  California Primary Care Association  
 Health Plans Children Now 

Hospitals AmeriGroup/WellPoint City of Pasadena Housing 

California Hospital Medical Center Anthem Blue Cross City of Santa Monica Housing 
Community Clinic Assn. of LA Community Foundation of the Verdugos Care 1st Health Plan 

Glendale Adventist  Care More Conrad N. Hilton Foundation 

Glendale Memorial Health Net  LAC Department of Mental Health 

Kaiser Permanente L.A. Care Health Plan Dept. of Public Health- SAPC 

LAC+USC Medical Center  Housing Authority of the City of L.A. 

Mission Community Hospital Hospital Association of Southern CA 

Providence Little Company of Mary LAHSA 

St. Johns Health Center  National Council on Behavioral Health 

USC Verdugo Hills Hospital Public Counsel 

White Memorial Medical Center  SGV Consortium 
United Homeless Healthcare Partners  
US Interagency Council on Homelessness 
United Way of Greater Los Angeles 

 

 
 

  



To Whom It May Concern: 
 
Thank you for the opportunity to provide comments regarding the concept paper on the 
implementation of health homes through the Affordable Care Act Section 2703. These comments are 
informed by our organizations combined experience and expertise serving the HIV and viral hepatitis 
community and through our conversations with multiple community partners. 
 
 Page 2 - Table 1: Eligible Conditions: 
 
HIV/AIDS: We support the inclusion of HIV/AIDS in this pilot program. The Ryan White program has 
supported the development of health homes for those living with HIV/AIDS since its inception. Evidence 
demonstrates that health outcomes in patient centered medical homes are superior to standard care, 
especially for the most vulnerable. 
 
Chronic Liver Disease: Although it is unclear if "chronic liver disease" includes chronic hepatitis B and/or 
chronic hepatitis C, we urge DHCS to explore including these conditions. While the treatments for 
chronic hepatitis C are costly, a recent draft report by the California Technology Assessment Forum 
(CTAF) found that treating HCV genotype 1 patients with stage 3-4 fibrosis with new direct-acting 
antivirals (specifically sofosbuvir/ledipasvir) was cost-effective. To read the CTAF report, 
visit: http://ctaf.org/about-ctaf/news/2014/draft-report-newest-treatments-hepatitis-c-genotype-1-
posted-public-comment.  
 
Mental Health and Substance Use Disorders (MH/SUD): We support the inclusion of MH/SUD in the pilot 
program. Close to 50% of people with HIV have a co-morbidity of mental health and/or SUD; while over 
70% of new hepatitis C infections are related to injection drug use. Our experience serving these 
populations has shown that specific treatment adherence support for both HIV and hepatitis C is 
necessary. It is essential that these services are culturally competent and that they don’t require 
abstinence as a prerequisite for participation in health care, housing, and referrals to other social-
service providers 
 
Page 2 - Provider referrals: 
 
In addition to provider referrals, we recommend that DHCS allow health homes to accept referrals from 
prisons and jails for formally incarcerated people returning to the community. There is a high rate of 
both HIV and hepatitis C among those who are incarcerated. These populations are often high need and 
face significant vulnerability, including an elevated risk for fatal drug overdose, during the period 
following release and so appropriate referrals to health care are vital to ensure optimal outcomes. 
 
Also, based on the experience of our colleagues in New York who have been part of their state’s 
Medicaid health homes project, we recommend that entities be allowed to conduct outreach to 
potentially eligible individuals in addition to accepting referrals. 
 
Page 2 - Opt-out approach: 
 
We support the opt-out approach to enrollment/provider assignment. 
 
Page 2 - Acuity: 
 

http://ctaf.org/about-ctaf/news/2014/draft-report-newest-treatments-hepatitis-c-genotype-1-posted-public-comment
http://ctaf.org/about-ctaf/news/2014/draft-report-newest-treatments-hepatitis-c-genotype-1-posted-public-comment


DHCS anticipates that eligibility criteria will be based on targeted conditions and specified acuity levels. 
We urge DHCS to expand on the usual acuity criteria of numbers of visits to the ED, hospital admissions 
and hospital days and include evidence-based criteria of medical vulnerability and public health. 
Particularly with chronic conditions which are also infectious and require strict adherence to complex 
drug regimens, such as HIV and viral hepatitis, additional supportive care is often required prior to an 
individual requiring an ED or hospital visit. Such care management can dramatically improve health 
outcomes, lower community viral load and thereby decrease new infections.  
 
Providers Serving Homeless Populations: We strongly support services provided to those who are 
homeless under the health home waiver being delivered by organizations with experience providing 
serving this population (including persons who use crack/cocaine, methamphetamine, heroin, and/or 
high doses of alcohol) using a non-judgmental and a participant-driven approach. It is critical that any 
organization providing health home services – including supportive housing – not require abstinence 
from drugs or alcohol as a precondition for enrolling in services or continuing to receive them. Research 
shows that stable housing is necessary before other health conditions can be stabilized. 
 
Page 3 - Community-Based Care Management Entities: 
 
We support the inclusion of behavioral health entities among those organizations eligible to provide 
care management. Ryan White programs have long provided the care management services that 
created medical homes for people with HIV. Research demonstrates that people with HIV achieve the 
best health outcomes when they are served by experienced providers. Historically clients have reported 
difficulty accessing needed services outside the Ryan White environment due to HIV stigma and lack of 
knowledge of the most updated treatment and prevention modalities as well as knowledge of the 
additional services available to people with HIV in recognition of their complex needs. In addition, both 
the federal and state governments have invested in the structure of medical homes through Ryan White 
and other HIV funding. We urge DHCS to explore how this infrastructure might be best integrated into 
any health homes serving people with HIV/AIDS and ensure that existing RW clinics and behavioral 
health entities are sought out for inclusion in health homes serving HIV positive individuals.  
 
Also, it is unclear how DHCS envisions county alcohol and drug administrators and programs playing a 
role in this model. Currently, through a parallel process, DHCS is developing its Draft Terms and 
Conditions for the SUD-related portion of the 1115 waiver, including a proposal to cover case 
management services (page 15). DHCS should align these efforts because there will undoubtedly be 
overlap between these SUD and homeless populations. 
 
Page 4 - Health Home Network responsibilities: 
 
We urge inclusion of preventative health outcomes, such as HIV and hepatitis C testing and appropriate 
utilization of Pre-exposure Prophylaxis (PrEP) and Post-exposure Prophylaxis (PEP), in the responsibilities 
of the health home. This is particularly important with infectious disease when knowing your status and 
taking effective health measures can dramatically decrease new infections. 
 
Page 5 – Community based care management entity requirements: 
 
It is essential that community-based care management entity requirements for those serving people 
with HIV/AIDS have a demonstrated knowledge of culturally competent, population specific, non-
judgmental HIV care. Due to the stigma of HIV disease, particularly in already vulnerable communities, 

http://www.dhcs.ca.gov/provgovpart/Documents/2nd-Draft-STCs-for-stakeholders.pdf


and the complexity of the care and treatment plans, it is essential that HIV knowledge and competency 
can be demonstrated. We would urge DHCS to recommend that lead entities reach out to established 
Ryan White providers to act as care management entities for medical homes for people with HIV.  
 
We would also recommend that for HIV/AIDS, viral hepatitis, mental health and substance use disorder 
services, care management entities with trauma-informed care delivery experience be given strong 
consideration. 
 
Page 5 - Certification Process: 
 
It is important that the certification process be accessible to small community-based organizations that 
have extensive experience providing culturally competent services to specific populations but lack the 
infrastructure to enter into contracts with managed care plans. (New York found this to be particularly 
true for those providing services to people who are homeless when piloting health homes for people 
with HIV.) 
 
The contracting process also needs to be accessible to small community based organizations with a long 
history of serving homeless people. 
 
Page 5 - Provider Education and Technical Assistance (TA): 
 
It is critical that CalSIM/DHCS provide community-based organizations with technical assistance on 
entering into contracts, navigating and developing health information technology systems, etc. to help 
increase their chances for successful participation in this initiative. Similarly, it is critical that experts, 
including people living with HIV, provide training on HIV stigma/discrimination in health care settings, 
cultural competency, treatment adherence issues and disclosure and prevention issues.   
 
Regarding training content, the CalSIM CHW working group identified key competencies that apply to 
various subpopulations (i.e., motivational interviewing, nonjudgmental). These should be supplemented 
by trauma-informed care delivery, HIV treatment adherence support and HIV and hepatitis C 
prevention.   
 
Page 6 – Enrollment: 
 
The pilot should not assume that the highest cost/highest need individuals are already enrolled in Medi-
Cal, or if enrolled, that they are easily contacted and/or informed of options. As we saw with the 
movement of people with disabilities into Medi-Cal managed care, contact information for high utilizers 
was often outdated and that active outreach, education and enrollment was often necessary for 
beneficiaries to understand their options. People released from prisons and jails should also be eligible if 
they meet the other criteria for enrollment set forth in the initiative in terms of acuity, etc.  
 
Page 6 – Quality Measures and Evaluation:  
We understand that DHCS must use broad quality measures due to its diverse populations, however, we 
urge DHCS to partner with the State Office of AIDS in the California Department of Public Health and to 
also consider partnering with the University of California Office of the President’s California HIV 
Research Program which has a multi-year patient centered medical home research project to define and 
measure quality HIV care and prevention. Health homes for specific populations are best measured with 



specific quality measures. Working with partners who are already engaged with this population should 
make that feasible. 
 
Page 6 - HIE/HIT: 
 
CBOs may require significant TA to facilitate participation in HIE/HIT and to facilitate information-
sharing.  
 
Page 6 – Payment Methodology and Rates: 
 
While a payment methodology based on acuity makes sense, we urge DHCS to consider factors outside 
the typical acuity measurements and include “real life” estimates from existing patient centered medical 
homes, such as those supported through the UCOP California HIV Research Program’s patient centered 
medical home research project. Research demonstrates that adequately funded medical homes can 
make significant differences in health outcomes. The “White Paper on Changes to Targeted Case 
Management for HIV-Positive Clients in New York State” states that the reimbursement rates proposed 
for the health homes would not permit the types/intensity of services required for moderate/high-need 
clients. It also found that there would be serious public health risks if the Medicaid Redesign failed to 
retain the complex high-need HIV positive clients in care and treatment.   
 
Page 7 – Timeline: 
 
We urge DHCS to consult with HRSA, the administrator for Ryan White, as well as SAMHSA as part of the 
home health development. Failure to do so in past waiver efforts resulted in serious oversights.  In 
addition, we recommend that a representative from the California State Office of AIDS be actively 
engaged in the development process. 
 
Page 8 - Addendum A: 
 
Demonstrating linkages to social support services can be challenging and resource-intensive; 
CalSIM/DHCS should provide information and TA to care management entities to facilitate this process, 
such as through HIE/HIT. 
 
We support the inclusion of community health workers in health homes; CHWs are critical to health 
homes' success. 
 
Pg. 9 - Medi-Cal Objectives: 
 
We support the need for including organizations experienced with serving homeless and drug-using 
populations. 
 
We support the coordination and integration of primary care, mental health, and SUD services.  
 
We urge the inclusion of preventative goals as a specific objective, with a focus on infectious disease, 
such as HIV and hepatitis. 
 
Pg. 10 - Service Definitions: 
 



Comprehensive Care Management: It is unclear what is meant here by the word "recovery.” If it refers 
to physical recovery and/or overall improvement in health, then that seems fitting. If it implies that 
abstinence from drugs or alcohol is the goal for everyone, then it is not realistic. (As described by Dr. 
David Folsom in his recent presentation on Project 25 in San Diego, for some high utilizers, abstinence 
was a desired and realistic goal; for others, reducing their alcohol use (from one gallon of vodka/day to 
one pint of vodka/day) was realistic and effective in maintaining their health & housing.  
 
Regarding the involvement of family, many people who are homeless, particularly lesbian, gay, bisexual, 
and transgender (LGBT) individuals, have been estranged from their families for many years and have 
instead a "chosen" family of community members, friends, partners. It is important that family be self-
defined here. 
 
Comprehensive Transitional Care: This section should describe procedures for ensuring continuity of 
care for people who are arrested / incarcerated while receiving care management services, including in 
transitioning to/from prison and jail. 
 
Pg. 11 - Service Referrals: 
 
Also consider including syringe access, such as nonprescription syringe sales now allowed at pharmacies 
statewide, along with overdose prevention services. 
 
Pg. 12 - Addendum C - Quality Measures: 
 
Given the importance of housing to all things health-related, DHCS should consider including housing 
stability as a quality measure. Other potential measures should include loss to follow-up, 
arrest/incarceration, overdose, and all-cause mortality.  
 
Outside of the CMS Core Health Home measures, it is critically important to define population specific 
measures as health homes are proposed and developed. 
 
Thank you again for the opportunity to provider feedback to this concept paper. We are both available 
to answer any questions or to discuss further. 
 
Sincerely, 
 
Anne Donnelly 
Director of Health Care Policy 
Project Inform 
415-640-6103 
 
Courtney Mulhern-Pearson 
Director of State and Local Affairs 
San Francisco AIDS Foundation 
415-487-8008 



ABODE 

SERVICES 

Because everyone 
should have a home. 

40849 Fremont Boulevard 
Fremont. CA 94538 

Phone (510) 657-7409 
Fax (510) 657-7293 
m 15101252-0420 
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Abode Services believes 
everyone should have ahome 

Every day we provide 
housing and services to 
homeless people in our 

community while working to 
end the cycle of homelessness 

December 1, 2014 

Bob Baxter 
Brian Hansen 
California Department of Health Care Services 
Sent via e-mail: hhp@dhcs.ca.gov 

Re: Comments to Draft Concept Paper on Health Homes for Patients with 
Complex Needs 

Dear Mr. Baxter and Mr. Hansen: 
On behalf of Abode Services, I am writing to comment on the draft concept 
paper on Health Homes for Patients with Complex Needs. Abode Services is 
a non-profit organization providing housing and supportive services to 
homeless people in Alameda, Santa Clara, and Santa Cruz Counties. We are 
keenly interested in the future of the Health Homes program because we 
believe that it has the potential to transform the lives and health outcomes 
of some of our most vulnerable participants. 

We are writing now to provide feedback regarding the State's plan 
regarding the Health Homes program, and offer the following comments. 
We thank you sincerely for your consideration. 

First, we are in strong support of DHCS' decision to proceed with a health 
home option, and to seek this option for the overlapping populations of 
homeless beneficiaries and frequent hospital users, per Assembly Bill 361 
(Mitchell). People experiencing homelessness have significant barriers to 
treatment compliance: they cannot rest to recover from illness, have no 
place to store medication, are exposed to the elements, cannot eat a 
healthy diet, often have distrustful relationships with the health care 
system, and cannot access reliable transportation to attend appointments. 
They simply cannot improve health outcomes with services administered 
over a telephone or in an office. Numerous studies have shown that 
individualized, in-person services that are customized for homeless and 
frequent-user populations can both improve outcomes and reduce 
Medicaid costs, and the Health Homes present a concrete opportunity to 
make these services available. 

Second, for reasons elaborated more extensively in the Health Homes 
Concept paper prepared by the Corporation for Supportive Housing (CSH), 
we believe that the State should determine eligibility for AB 361-defined 
services on a combination of conditions, with eligibility limited by severity. 
DHCS could develop a tool, with a list of documentation required, to help 
MCOs and providers determine eligibility. We recommend that the State 
consider seriously the eligibility matrix proposed by CSH. 

mailto:hhp@dhcs.ca.gov
http:abodeservices.org
mailto:info@abodeservices.org


In order to ensure that we are enrolling the most vulnerable people, we 
recommend establishing a "bi-directional approach" in establishing 
eligibility for health home services, with a strong emphasis on provider 
referral of potentially eligible beneficiaries to a health home. Health 
homes should work with hospitals, clinics, behavioral care providers, 
county agencies, coordinated homeless assessment and intake systems, 
and social service agencies (housing and homeless service) to establish 
referral processes for potentially-eligible health home beneficiaries. 

We recommend that beneficiaries who are initially eligible should 
remain eligible to receive the same benefit until stable for at least one 
year (or for a total of 10 quarters, whichever occurs later). Though 
many health home participants will not meet initial eligibility criteria 
after a period of participation in a health home program, evidence 
shows participants would continue to use acute care services (and are 
likely, in fact, have escalating hospital costs) without health home 
services. In addition to ensuring continuity of care, this would allow for 
relapse without catastrophe. Relapse is part of recovery, and health 
homes should be allowed flexibility to maintain and/or return the 
beneficiary to a higher level of services when needed. 

We ask that the State create a more concrete plan for developing 
readiness among non-CCI counties. While we understand the desire to 
phase in statewide implementation of the Health Home option, we 
recommend clarifying what "readiness" means for non-CCI counties, 
and how CCI programs could build capacity for providing health home 
services to eligible populations. More specifically, we urge the State to 
consider Health Homes implementation in Alameda County, which is 
home to some of the greater numbers of highly vulnerable homeless 
people and frequent users. 

We agree that Managed Care Organizations should play a critical role 
in administering the health home benefit and with the concept of 
using MCOs to administer the health home benefit through a network 
of community-based organizations designated to provide health home 
services to the AB 361-identified populations. However, MCOs should 
be able to contract with a diverse array of qualified providers. For 
example, a Federally-Qualified Health Center (FQHC) should be able to 
partner with a homeless service provider for outreach, engagement, 
and case management, and partner with local hospitals for transitional 
care. In many communities, social service providers have the greatest 
expertise and most experience building trusting relationships with 
beneficiaries who tend to lack trust in health care professionals. Even 
more crucial, providers should be able to offer services where the 



beneficiary lives, even if under a bridge, and be able to use mobile 
teams to outreach and provide services to beneficiaries. Furthermore, 
networks must include established partnerships with housing providers 
committed to housing homeless participants. 

We recommend the use of evidence-based models of 
multidisciplinary services in mind for the program design, including 
Assertive Community Treatment, harm reduction, and Critical Time 
Intervention. In their attached concept paper, CSH has outlined a 
specific array of services that we believe to be essential to these 
evidence-based approaches, including comprehensive care 
management, care coordination and health promotion, 
comprehensive transitional care, individual and family support 
services, referrals to other community services, health information 
technology to link services, and outreach/engagement services. 

Thank you for the opportunity to comment on this concept paper. We 

look forward to ongoing discussions on this critical benefit. 


Sinc.erely, /' /t 
~~ 
Louis Chicoine 

Executive Director 




Comment received via email during comment period. 

 

Dear DHCS staff:  I have the following general comments on the Health Home concept paper. 

• I’m excited that the state is pursuing this opportunity and look forward to Alameda County’s 
participation in this effort 

• The concept paper does not adequately address the relationship between health homes, carved 
out specialty mental health and substance use services, and LTSS services; this needs further 
thinking and refinement 

• I would recommend more clarity and focus on the high priority target populations and would 
recommend against using current service and cost utilization as the only method for targeting 
services; psychosocial status (housing, relationships, income, etc.), functional limitations, 
cognitive impairment, and severity of clinical need should be included in this process 

• Inadequate housing and unhealthy living arrangements contribute significantly to poor health 
status among Medicaid beneficiaries; the state should seek approval to use PMPM funds to 
flexibly address housing/living situation needs, e.g., security deposits, late rent payments, short-
term housing subsidies 

• The state should consider giving priority to communities with dedicated housing resources for 
homeless populations served by this initiative to influence local policies and priorities related to 
limited affordable housing resources 

• 1915(i) and (c) home and community-based services are valuable services for the proposed 
Health home concept target population; 1915(i) or (c) services should be broadened for other 
target populations in addition to the developmentally disabled or these services should be 
considered for inclusion in the health home demonstration project for populations not currently 
eligible for 1915 (i)(c) services in California 

Robert Ratner, MPH, MD 
Housing Services Director 
Alameda County Behavioral Health Care Services 
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December 1, 2014 

Bob Baxter 
Brian Hansen 
California Department of Health Care Services 

RE: Comments to Draft Concept Paper on Section 2703 ACA Health Homes 

Dear Mr. Baxter and Mr. Hansen: 

On behalf of The ALS (Amyotrophic Lateral Sclerosis) Association Golden West Chapter, I 
am pleased to submit our comments on DCHS's draft concept paper on Section 2703 
ACA Health Homes for Patients with Complex Needs. 

The Golden West Chapter is a not-for-profit organization dedicated to the fight against 
ALS through research, patient and community services, advocacy and public education. 
The Golden West Chapter serves 31 counties in California, including the Bay Area and 
Los Angeles. The mission ofThe Golden West Chapter is to advocate for increased 
funding for ALS research, support for people with ALS, their families and caregivers and 
advocacy for public policies that respond to the needs of people with ALS, as well as 
vital state and federal resources that are needed to assist patients and their families 
affected by this cruel disease. 

ALS, commonly known as Lou Gehrig's Disease, is a progressive neurodegenerative 
disease. It has been over 150 years since the disease was identified and yet there is only 
one pharmaceutical therapy. This drug only offers some patients a few more months of 
life. There is no known prevention, diagnostic test, treatment, or cure. 

catherlneLarnen-Hoerth,MD,PhDThe ALS Association Golden West Chapter believes that Section 2703 of the ACA 
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provides a rare opportunity to access badly needed federal funds to support care and 
treatment for people with chronic health conditions like ALS. ALS is a natural fit for the 
Health Homes program because we have a patient population with very high and very 
diverse needs, and we have an infrastructure already in place through our centers and 
clinics across the state. 

The patient-centered, multi-disciplinary care provided by ALS Specialty Care Centers and 
clinics are exactly the model of care envisioned by Section 2703. We bring together 
physicians, nurses, physical, occupational and respiratory therapists, registered 
dieticians, psychological or psychiatric services, speech and language pathologists, social 
workers and other clinicians into an integrated patient care setting. We have proven 
that the Center of Excellence model reduces emergency room use and lengthens the life 
expectancy of ALS patients. 

Consistent with Section 2703's "whole-person" philosophy, The Golden West Chapter 
provides critical community-based social services and supports such as care planning 
and management, which includes referrals to ALS centers, clinics, and physicians, and 

ASSOCIATION 	 support group facilitators to ALS patients and their family members. The Chapter offers 
ALS patients durable medical equipment loan program, augmentative communication Golden West 


Chapter 

Member Na11ona I Heann Coune11 

Page I 1 
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device loan program, nutritional supplement program, transportation assistance, educational programs, 
informational resource and referral bank, and quarterly newsletter. We provide information, resources, 
and referrals to a wide variety of community needs. 

With the benefit of Section 2703, we will be able to increase and expand our offerings to more patients. 
With the expansion of Medi·Cal, we believe this to be more important than ever. 

Thank you for the opportunity to comment on this concept paper. We look forward to continued 
discussions about this important program. 

Sincerely, 

Fred F. Fisher 
President and CEO 

Page I 2 



Anthem.+. 


120 Via Merida 

Thousand Oaks, CA 91362 

December 15, 2014 

Via email 

Bob Baxter 

Brian Hansen 

California Department of Health Care Services 

hhp@dhcs.ca.gov 

Re: Comments to Draft Concept Paper on Health Homes for Patients with Complex Needs 

Dear Mr. Baxter and Mr. Hansen: 

Thank you for sharing the Health Homes for Patients with Complex Medical Needs. On behalf of Anthem 

Blue Cross Medicaid Medical Directors, I am writing to comment on the draft concept paper. 

Anthem Blue Cross (Anthem) has been participating in Medi-Cal managed care since 1994. Anthem proudly 

serves over 1 mi l lion Medi-Cal members in 10 urban and 19 rural counties. In addition, Anthem also 

participates in the CaiMediConnect program. 

Anthem has reviewed the DHCS concept paper and submits the following comments for consideration. 

Overall Comments: 

The concept paper addresses an overall philosophy but is lacking in specificity around details that 

will impact the Managed Care Organizations (MCOs). 

It is noted that New York restricts MCOs to 3% of the Health Home rate with 97% passed on to the 

Health Home providers. This is not realistic as an administrative fee. 

The state appears to support the concept that the MCO is the Lead Entity and would organize the 

Health Home network. This is preferable from an administrative standpoint, gives MCOs more 

involvement in design and implementation and overs ight . 

Eligibility: 

The concept paper states: "The state will develop overall eligibility cr iteria; either the state or the 

health plans will use these criteria to determ ine individual eligibility." Do the MCO's have 

responsibility to mine claims data to pull eligib!e members for Health Homes? If so, we need 

sufficient lead time to develop queries to address inclusion and exclusion criteria . 

Diagnostic criteria is inclusive of members that meet waiver criteria such as intellectual and 

developmental disabilities, foster care and SBD that may impact these criteria. These issues need to 

be addressed. 

mailto:hhp@dhcs.ca.gov


The concept paper indicated DHCS anticipated acuity to be included in the eligibility criteria. In 

Washington and New York these states use their own criteria to identify Health Home eligible 

members. MCOs are notified of all eligible members. Referrals from the community or the health 

plan will require inputting information into the state system-this increases operational nuances. 

Target Populations: 

Individuals with two or more chronic conditions; 

Individuals with one chronic condition and at risk for another; 

Individuals with serious and persistent mental illness, 

Chronic Conditions: 

Anthem suggests using SPD criteria to identify this group. 

Since the Target Population identified includes one chronic condition and risk for another, it is 

important to look at what the chronic conditions are in this list. 

o The main objection is Hypertension. Approximately 45% of adults over SSyears of age have 

hypertension, and a bigger group is at risk or "pre-hypertension" levels. This diagnosis alone 

would make a significant portion of our membership eligible, including TANF members. 

The physical health chronic conditions need to be qualified: perhaps this is part of the acuity index? 

Comments regarding the Eligible Chronic Conditions in Table 1 on page 2: 

Is the cancer an active disease requiring treatment and monitoring 

Chronic Musculoskeletal is extremely broad 

Just chronic back pain qualifies? 

Would define as conditions which pose mobility challenges or require injectable medication 

Diabetes is also very broad 

Consider those on insulin or requiring more than 2 medications to manage or have complications 

such as kidney failure, retinopathy, neuropathy 

Seizures requiring more than 2 medications to control (this matches CCS criteria) 

Liver and Kidney disease, all levels? 

Consider any with untreated Hepatitis C 

Cirrhosis 

More than Stage 2 renal failure 

Infrastructure: 

Anthem suggests using the existing model already created in LTSS with the MCO supplying the care 

coordination. I n  this model the MCO is the lead entity and has the best ability to identify eligible members. 

Qualifying Medi-Cal Managed Care Plans can serve as health home lead entities and must partner with one 

or more community based care management entities for the provision of health home services. The lead 

entity remains responsible for all health home program requirements, including services performed by the 

contracted health home providers. Payment for health home services will be paid by the state to the lead 

entity, which will then flow payment to appropriate network partners. 

Will this be something different than IHSS or CBAS? 

Quality Measures and Evaluation Plan: 

Comments regarding the last paragr aph in the Quality Measures and Evaluation Plan on Page 6 which reads: 

"To the extent possible, DHCS will leverage existing managed care evaluation tools, such as a standardized 

patient satisfaction survey, in the health home for maximum consistency". 



Specific to the core set of quality measures: 

BMI: There does not appear to be a program element that can directly or indirectly impact BMI. 

None of the program design addresses access to healthy foods, or supplemental coverage to afford 

fresh fruits and vegetables. There have not been many alternatives identified to "cheap food" and 

therefore this should not be used as a measure. 

Care Transition: Without the direct involvement of hospitals this will be a challenge. MCOs will need 

clear definitions and training regarding HIPPA that will support transmissions of records. 

Anthem appreciates the opportunity to provide feedback in support of this important initiative. Please do 

not hesitate to contact m e should you have questions or require additional information. 

Cc: Heidi Solz, M D, Medical Director 
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Lifting People Out of Homelessness 

December 1, 201 4 

Mr. Bob Baxter 
Mr. Brian Hansen 
California Department of Health Care Services 
hhp@dhcs.ca.gov 

Re: Comments to Draft Concept Paper on Health Homes for Patients with Complex Needs 

Dear Mr. Baxter and Mr. Hansen: 

Thank you for this opportunity to comment on the Draft Concept Paper on Health Homes. I am 
writing on behalf of Ascencio, a nonprofit homeless services agency in Los Angeles County. 
Ascencio is part of the 10th Decile Project, one of four Social Innovation Fund projects in the 
country, led by CSH, to identify homeless frequent hospitals users, engage them in services and 
move them to permanent housing where they establish a medical home, and receive ongoing 
services to support their independence in housing. 

Drawing on years of experience overseeing the implementation this care model and engaging our 
local networks, CSH has submitted a very thorough comment letter, which we support. 

I do, however, want to add my particular concern with the CA Health Home Network 
conceptualization, which you summarized on slide 28 in your recent webinar. The division of labor 
in the chart unfortunately miscalculates who typically performs the noted tasks and where a 
significant amount of work needs to be done - outside the clinic and hospital setting. As 
presented, this network does not leverage existing expertise and will likely fail to serve the most 
vulnerable patients in our State. In short, the responsibilities attributed to community-based care 
management entities, are more often performed by the homeless service organizations, that are 
not even listed, but presumably fall under community and social supports. 

Responsibilities 

The type of care that chronically homeless frequent hospital users need is intrinsically linked to 
their poverty, lack of housing and other complications, including their social networks, legal issues 
and lack of stable or adequate income. These barriers produce stress and can interfere with 
treatment regimens. Our team, supervised by a Ph.D., and led by our Hospital Liaison, an MSW, 
includes street outreach workers supported by other case managers on an as-needed basis to 
provide the comprehensive support this highly vulnerable population needs. From locating them 
on the streets, to moving to interim and permanent housing, accessing substance use treatment 
services, to follow-up home visits, we ensure our clients obtain the resources they need to regain 
their health. Our development staff procures donated furnishings and household goods and 
facilitates volunteer-led social activities. Our team performs every checked item on the list of 
responsibi lities, except for the use of HIT / HIE to link services. Hospitals, FQHCs and 
behavioral health centers do not provide this range of services. 1851 Tyburn Street 

Glendale, CA 91204 
t: 818.246.7900
f: 818.246.2858

twitter: @ascenciaCA 
facebook: ascenciaCA 

ascenciaCA.org 

Every time there is a requirement to hand the patient off to another provider, you 
risk losing them. Having an integrated team outside the hospital, such as the one we 
use, reduces that risk for this very vulnerable population. 

http:ascenciaCA.org
mailto:hhp@dhcs.ca.gov


Ascencio Health Home Comments December 1 , 201 4 

California Department of Health Care Services Page 2 

Funding 

As homelessness has become part of our social fabric, homeless services organizations such as 
Ascencio and our partners have built programs to respond to needs of homeless people who are 
not well served by mainstream systems. Many of these homeless programs, including our Access 
Center and permanent supportive housing programs, were started with HUD Continuum of Core 
funding. Over the years, we have been able to leverage the services of our Access Center to 
provide on-site psychiatric services and trauma therapy, as well as case management. However, 
HUD's priorities ore changing and its funding for services ore diminishing. Some Access Centers 
hove had all their HUD funding cut; in the last two years, we have lost over 30% of our 
longstanding funding. For these services to continue, there must be another supporting revenue 
stream. The structure, as presented in the draft concept, cannot guarantee that the Community and 
Social Support services indicated will be there. 

I strong ly encourage you to reconsider how homeless service organizations are incorporated into 
this model and how we con help California's implementation of health homes succeed. I invite you 
to visit the l Q•h Decile team in Los Angeles and learn more about how we carry out this work. 

Again, thank you for this opportunity to comment. If you hove any questions, I con be reached at 
nkomuro@ascencioCA.org 

Sincerely, 

v 

Natalie Komuro 
Executive Director 

mailto:nkomuro@ascencioCA.org


Comment received via email during comment period. 
 
Hello, 
I am writing on behalf of Bill Wilson Center in Santa Clara County to comment on the HHPCN Concept 
paper.  The Second Medi-Cal objective for Health Homes is to “ensure that health home providers 
appropriately serve members experiencing homelessness.”  As a service provider with more than 30 
years of experience working with homeless and at-risk youth and families, we read the draft paper with 
the needs of our service population in mind. To appropriately address the needs of homeless youth and 
families, we would like to make the following recommendations: 
 
• Page 2, Target Population, Acuity: Many youth and young adults with qualifying chronic 

conditions might not meet the definition of “chronically homeless” due to the limitation of their 
chronological age, yet they are at great risk of chronic homeless and exasperation of their 
medical conditions.  We recommend that the definition be modified for individuals aged 24 and 
under. One suggestion would be: “…anyone who has the qualifying chronic conditions and is 
also chronically homeless, or is under the age of 25 and is experiencing homelessness, will have 
specific provider requirements …” 

• Page 10, Addendum B, Service Definitions: “It requires that the health home to have a process 
in place … or other.” We recommend that this “other” include transitional housing, explicitly 
stated. 

• Page 12, Addendum C, Quality Measures: That quality measures be added for this transitional-
age group (homeless youth aged 18-24) to include enrolment in post-secondary education 
and/or employment, since these would be predictive of longer-term improved health outcomes.  
o That consideration be given to temporary transitional housing as a step-down from higher 

levels of care, since the homeless are sometimes unnecessarily detained in more costly care 
due to a lack of housing or an environment that would support their recovery. 

o That the VI-SPDAT be adopted as a standard assessment tool. 
 
Thank you for your consideration. 
Sincerely, 
 
Sparky Harlan, CEO 
Bill Wilson Center 
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BOB BAXTER 

BRIAN HANSEN 

CALIFORNIA DEPARTMENT OF HEALTH CARE SERVICES 

HHP@DHCS.CA.GOV 

DEAR MR. BAXTER AND MR. HANSEN: 

ON BEHALF OF THE BLACK LOS ANGELES COUNTY CLIENT COALITION, WHO IS FIGHTING TO 
REDUCE HEALTH DISPARITIES OF AFRICAN-AMERICANS AND MENTAL HEALTH CONSUMER IN GENERAL 
ACCORDING TO OUR MISSION AND VISION. ON THE AVERAGE, MENTAL HEALTH CONSUMERS DIE 25 
YEARS SOONER THAN NON-CONSUMERS AND AFRICAN-AMERICANS EXPERIENCE PREMATURE DEATH 
QUITE OFTEN.  AB 361’S IDEA OF HEALTH NEIGHBORHOODS, WHICH WERE PROPOSED BY CONSUMERS 
AND DMH AND PRESIDENT OBAMA, IS A GOOD IDEA. HEALTH NEIGHBORHOODS INTEGRATE MENTAL 
HEALTH, PHYSICAL HEALTH AND SUBSTANCE ABUSE IN ONE LOCATION.  MUCH PREMATURE DEATH 
AMONG CONSUMERS IS NOT DUE TO SUICIDE BUT TO PHYSICAL CONDITIONS SUCH AS DIABETES, 
CANCER, LUNG DISEASE AND HEART DISEASE.  AB 361 ADDRESSES HOUSING FOR THE HOMELESS IN 
CALIFORNIA.  LACDMH E & A’S DIRECTOR HELENA DITKO, LCSW, STATED THAT IN HER STATE OF BIRTH, 
PENNSYLVANIA, HOMELESS PEOPLE COULD FREEZE TO DEATH IN THE COLD WINTERS SO WINTER 
SHELTERS ARE IN PENNSYLVANIA CITIES SUCH AS PITTSBURGH AND PHILADELPHIA.  SUCH SHELTERS ARE 
NOT IN CALIFORNIA AND MANY RESIDENTS OF THE STATE ARE EX-PENNSYLVANIANS, EX-OHIOANS, EX-
NEW YORKERS, EX-BAY STATERS AND FROM OTHER AREAS OF THE COUNTRY WHO CAME TO 
CALIFORNIA DUE TO THE GOOD WEATHER IN SPITE OF THE RAIN, RESIDENTS OF CALIFORNIA OFTEN DO 
NOT FREEZE TO DEATH; HOWVER, HOUSNG IS A RIGHT, NOT A PRIVILEGE.  AB 361 WOULD ADDRESS 
SOME OF THE HOMELESSNESS ISSUES AS HEALTH NEIGHBORHOODS COULD ALSO HAVE HOUSING 
RESOURCES.  HOMELESS PEOPLE HAVE OFTEN BARRIERS TO HEALTH CARE AND HOUSING AND COSTS 
TO MEDI-CAL ARE HIGH.  ONE VISION OF BLACCC IS FOR OUR AFRICAN-AMERICAN BROTHERS AND 
SISTERS AND AMONG THEM, HOMELESS CONSUMERS, IS FOR ALL TO HAVE SERVICES WITHOUT 
STAGNATION AND DELAY SUCH AS A HOME, HEALTH CARE, A JOB, EDUCATION AND FREEDOM FROM 
STIGMA AND DISCRIMINATION.  PHYSICIAN-LED HEALTH HOMES NEIGHBORHOODS ARE NOT 
ADDRESSING THE NEEDS OF HOMELESS PEOPLE.  HEALTH NEIGHBORHOODS WHICH ADDRESS 
HOMELESSNESS WOULD HELP AFRICAN-AMERICANS MORE THAN OTHER COMMUNITIES OF COLOR 
SINCE MOST OF THE HOMELESS ON LOS ANGELES’ SKID ROW ON ANY GIVEN NIGHT, ARE AFRICAN-
AMERICAN, OFTEN HARASSED BY THE POLICE AND THIS CONTRIBUTES TO STRESS AND INCARCERATION. 
THE WHOLESALE INCARCERATION OF BLACKS IS BASICALLY A FORM OF ENOCIDE, AS BLACCC’S 
PRESIDENT HAS STATED WE NEED CLIENT-RUN HEALTH HOMES, NOT PHYSICIAN-LED HEALTH HOMES. 

WILLIAM LEGERE 

mailto:HHP@DHCS.CA.GOV


 
December 1, 2014 
 
 
Department of Health Care Services 
1502 Capitol Avenue, MS 0000 
P.O. Box 997413 
Sacramento, CA 95899‐7413 
 
hhp
 
Dear 

@dhcs.ca.gov 

Sir or Madam: 

I write in response to the invitation to provide public comment on the “Health Homes for Patients with 
Complex Needs California Concept Paper” (HHPCN Concept Paper). The California Academy of Family 
Physicians (CAFP), representing more than 8,900 family physicians and medical students in California, is 
a long‐standing advocate for the Patient Centered Medical Home (PCMH) or Health Home model of 
care. We believe this model can help California meet the “triple aim” of better care quality, better 
health and lower costs and strongly support the Department of Health Care Services’ (DHCS) proposal to 
exercise the Medicaid Health Home State Plan Option, authorized under Section 2703 of the Affordable 
Care Act. A Section 2703 program, aligned with the California State Innovation Model (CalSIM) project 
“Health Homes for Patients with Complex Needs,” would be an opportunity to generate real care quality 
and health outcomes improvement for Medi‐Cal beneficiaries in California.  

CAFP supports much in the HHPCN Concept Paper. We strongly support the state’s intention to submit a 
Section 2703 state plan amendment application in the summer or fall of 2015. We are happy to see the 
state target the three identified populations for health home eligibility and appreciate the focus on high‐
cost, high‐risk and high‐utilization. We appreciate the consideration given to payment reform and 
provider education and technical assistance, as we think these are necessary components to a successful 
2703 program. We agree with the core health homes services identified in the HHPCN Concept Paper 
and the service definitions described in Addendum B. We believe these capture the key components of a 
Health Home, but permit some flexibility to California’s myriad delivery systems. 

The principal change we would urge the state to make from the initial HHPCN Concept Paper is to 
structure the health home network around a high‐functioning primary care team. Only primary care 
teams operating within FQHCs, clinics, private practices and even primary care residency programs can 
garner the “triple aim” results that the state seeks with this project. Only primary care teams really can 
provide the core health home services of comprehensive care management, care coordination and 
health promotion, comprehensive transitional care and the use of HIT/HIE to link services. Consider the 
wealth of research now available on PCMH and Health Home projects.1 While there is tremendous 
variation in these projects, and perhaps a growing distinction between PCMH and Health Homes, what 
unites them is the focus on high‐functioning primary care. There is something very powerful about 

                                                            
1 https://www.pcpcc.org/sites/default/files/media/benefits_of_implementing_the_primary_care_pcmh.pdf 



embedding care management within a primary care practice, something that is absent when care 
management is done remotely by managed care plans or Independent Practice Associations (IPAs). 
Medi‐Cal managed care plans, hospitals, IPAs and behavioral health entities all have an important role in 
the Section 2703 program – and we want to emphasize our support for integrating behavioral health 
into the primary care health home – but  the primary care team with a dedicated care manager must at 
the center of the model. 

We are very supportive of a payment approach that includes a per member per month (PMPM) 
payment, but would urge the state also to consider a bonus payment for quality metrics or cost savings 
achieved. We have had great success with this kind of payment methodology in a PCMH pilot in Fresno, 
California where a three‐tier payment system –fee‐for‐service, a $10 PMPM and bonus payments for 
achieving quality improvement and cost savings metrics – led to significant savings. The $450,000 
budgeted to support the PMPM and bonus payment in our Fresno PCMH pilot led to more than $2.5 
million in savings in the 18‐month pilot period. 

We appreciate the need to have payment flow through the lead entities, or Medi‐Cal Managed Care 
Plans, which then will be responsible for negotiating contracts and setting rates with qualified care 
management entities. We would encourage the state to set parameters around this payment flow and 
not leave responsibility entirely to the plans and contracting process. Payment reform is about creating 
incentives for the appropriate delivery of care. The state has an important and very powerful role in the 
Section 2703 and CalSIM projects to ensure the right incentives are in place. If payments in the 2703 
project are an investment in care management and coordination, transitional care, individual and family 
support and HIT, the state should ensure that the money is flowing to the right place for delivery of 
those services. 

As noted, CAFP appreciates the inclusion of Provider Education and Technical Assistance in this project. 
In our members’ experience, transitioning to the PCMH or Health Home model almost always requires 
external support. We have seen great success with the collaborative model and with practice facilitation 
or coaching. We would urge the state to ensure the availability of individual practice coaching as much 
as is feasible. We also would encourage the state to develop a statewide Health Home learning 
community for providers interested in transitioning to this model. 

We understand the need for the state to roll out health homes in a phased approach and the reasoning 
for starting with the Coordinated Care Initiative (CCI) counties. We would appreciate learning more 
about how the state will coordinate these two programs and the opportunity for stakeholders to 
comment on the coordination of these programs. The Section 2703 program is an opportunity for the 
state to build a network of true health homes for individuals dually eligible for Medi‐Cal and Medicare. 
We note that the enabling statute for the CCI, Senate Bill 1008, contains a helpful definition of medical 
homes in Section 14182 (c)(13)(A). Each managed care health plan participating in the CCI must:  

 
Establish medical homes to which enrollees are assigned that include, at a 
minimum, all of the following elements, which shall be considered in the 
provider contracting process: 



   (i) A primary care physician who is the primary clinician for the 
beneficiary and who provides core clinical management functions. 
   (ii) Care management and care coordination for the beneficiary 
across the health care system including transitions among levels of 
care. 
   (iii) Provision of referrals to qualified professionals, community 
resources, or other agencies for services or items outside the scope 
of responsibility of the managed care health plan. 
   (iv) Use of clinical data to identify beneficiaries at the care 
site with chronic illness or other significant health issues. 
   (v) Timely preventive, acute, and chronic illness treatment in the 
appropriate setting. 
   (vi) Use of clinical guidelines or other evidence‐based medicine 
when applicable for treatment of beneficiaries' health care issues or 
timing of clinical preventive services. 

 

CAFP urges the state to consider this definition and its emphasis on primary care. 

As described above, CAFP has been working to advance the PCMH or Health Home model in California 
for more than six years. We learned many lessons during the development of our Fresno PCMH Pilot, 
but, importantly, structured a pilot that resulted in improvements on every quality metric and significant 
savings. We would very much like to be a resource to the state as it moves forward with the Section 
2703 and CalSIM projects and ask to be included in any work groups that develop around these 
programs. 

CAFP is very appreciative of the state’s efforts to develop a Section 2703 program and we are excited to 
learn more. We thank you for the opportunity to share our views. 

Sincerely, 

 

Susan Hogeland, CAE 
Executive Vice President 
 



November 25, 2014 

Katie Johnson, Deputy Secretary, Special Projects 
Health and Human Services Agency, California 
1600 Ninth Street, Room 460 
Sacramento, CA  95814 

Subject: CalSIM HHPCN Draft Concept Paper 

Dear Ms. Johnson: 

On behalf of the California Children’s Hospital Association, I am writing to offer 
our feedback on the recently released draft concept paper on the State’s 
Health Homes for Patients with Complex Needs proposal under Section 2703 of 
the Patient Protection and Accountable Care Act.  

CCHA’s eight hospitals provide a significant amount of care to California’s most 
medically fragile children.  Over half of the children treated at children’s 
hospitals are Medi-Cal eligible.  Of the 1.75 million outpatient visits provided 
by children’s hospitals each year, over 1 million are for children who are Medi-
Cal eligible.  In addition to providing a substantial amount of care to the 
pediatric Medi-Cal population, we are the state’s most significant providers of 
specialized pediatric care for medically fragile children across the socio-
economic spectrum.   

CCHA supports the department’s goal of creating a comprehensive care 
management structure to provide improved health care to homeless, 
chronically ill adults. However, we recognize that AB 361 and Section 2703 
both provide the opportunity for the development of health homes for 
chronically ill children. The association is interested in remaining a part of the 
discussion going forward, particularly in the event the health home project is 
expanded to include primarily pediatric conditions.  

Below are initial suggestions based on the draft concept paper: 

• Broaden the definition of lead agency to provide opportunity for
differently structured entities, like Accountable Care Organizations to
coordinate the network of providers.
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• Develop quality metrics that take into account the differences between
adults and children in addition to the difference between
chronically/complexly ill children and healthy children.
Complex/Chronically ill children will require more robust quality metrics
than are currently used to measure quality in children’s health care.

• Provide education and technical assistance on building health homes that
includes hospital and specialty physician based health homes in addition
to clinics and primary care providers.

• Include pediatric hospitals and physicians when discussing how rates
might be structured for the health home networks.

• Clarify the way in which the department envisions the health homes
model fitting into the existing care structure for children with
complex/chronic health conditions, specifically in relation to the CCS
program.

Thank you for providing us with the opportunity to comment on the draft 
concept paper. We look forward to continuing to participate in the workgroup as 
the CalSIM project moves forward. 

Sincerely, 

Bernardette Arellano 
Director of Government Relations 
California Children’s Hospital Association 

cc: Toby Douglas, Deputy Director, Department of Health Care Services 
Mari Cantwell, Chief Deputy Director, Department of Health Care Services 



Comment received via email during comment period. 

Dear Department of Health Care Services: 

On behalf of the State Policy Academy to Reduce Chronic Homelessness, thank you for the opportunity 
to submit comments on the draft concept paper on “Health Homes for Patients with Complex Needs” 
published on November 17, 2014.  The Policy Academy was a SAMHSA-sponsored policy forum 
convened in 2013 and comprised of state agencies and departments, local partners and federal faculty 
and agencies aimed at identifying State-level policies and actions that will support and facilitate the 
reduction of the number of persons experiencing chronic homelessness.    I have attached a Policy 
Academy membership roster as well as our “Opportunities for Action” which identified several 
strategies related to expanding the use of mainstream healthcare resources for persons experiencing 
chronic homelessness or in permanent housing.   Over the course of three day-long meetings, Policy 
Academy members identified the health homes option as one way to deliver and coordinate effective 
health care services as part of the solution to chronic homelessness.     

As way of background, a chronically homeless person refers to a person with a disability who has been 
continuously homeless for a year or more or has experienced at least four episodes of homelessness in 
the last three years.  On a single night in January 2014, 28,200 people were chronically homeless in the 
United States; representing one-third of the nation’s chronically homeless population.   Thirty-one 
percent of California’s homeless individuals were chronically homeless.  Over 80 percent of the 
chronically homeless persons counted on this night were unsheltered.  And nearly 10 percent of the 
nation’s chronically homeless people were counted in Los Angeles, by far the largest chronically 
homeless population in the country. Nearly 8,000 people were identified as chronically homeless in Los 
Angeles on this single night. 

We are very excited that DHCS is undertaking this initiative focusing on improving health care and 
lowering costs for persons with high health costs, high health risks and high medical utilization, including 
those experiencing chronic homelessness.    I offer the following suggestions based on Policy Academy 
convenings and research: 

1) Broaden your stakeholder outreach to include housing and homeless service providers.  It will 
be important to reach out to stakeholders outside of the health arena to include supportive 
housing and homelessness service providers.    Their experience can help inform strategies that 
most effectively reach the hardest to serve populations who are often frequent hospital and 
emergency room users.   One of the barriers to housing chronically homeless individuals 
identified by the Policy Academy may be relevant to this initiative – we found that permanent 
supportive housing resources intended for this population often do not reach them without 
extraordinary outreach and engagement strategies, careful prioritization, and housing first 
practices.    

 



Please consider a more robust stakeholder process to include and reflect the experience of 
providers working with this population.  The timeframes for both the webinar and commenting 
on your draft were challenging – in fact, I was not able to effectively inform Policy Academy 
members.  

2) Include housing and service providers as key partners and a core part of the health home team.  
Special outreach, engagement and housing efforts are needed to reach persons with health 
home eligibility who are experiencing homelessness.  When looking at approaches in other 
States, we found that housing this population required much more than referral or coordination 
process with housing and service providers.   The concept paper seems to assume housing 
supports within community and social support services are generally available within the 
community to meet enrollee’s needs.    However, availability and accessibility of supportive 
housing will be challenging in every community.  A  Health Homes option seems to offer a 
greater opportunity that just coordination - one that might leverage funding for outreach, 
engagement and housing-based services to facilitate the expansion of housing providers who 
are able and willing to house enrollees experiencing long-term homelessness and who are 
Health Home enrollees.    Strategies worth exploring include a more central role of housing and 
services providers within the health home team and enabling these providers to provide 
reimbursable health home services in the housing setting.  

The Department is committed to assisting your efforts in any way that we can.  Please consider us a 
resource. Thank you for consideration of these comments and for your work in implementing a Health 
Homes option that will improve outcomes for those experiencing homelessness with chronic health 
conditions.   

Sincerely,  

Cindy Cavanaugh 
Assistant Deputy Director, Homeless and Housing Policy 
California Department of Housing and Community Development 
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Comments from the California Department of Public Health on the Health Homes 
for Patients with Complex Needs (HHPCN) Draft Concept Paper  

Comments from the CDPH Office of AIDS  

The CDPH Office of AIDS appreciates the inclusion of HIV/AIDS as an eligible chronic condition 
within HHPCN. We note that the proposed HHPCN services include a dedicated care manager 
within the Care Management Entity. Persons living with HIV/AIDS (PLWHA) in California who 
are eligible for Ryan White services currently can receive medical and non-medical case 
management services through the Ryan White program, if no other payer source exists to cover 
these services. It will be important for the Office of AIDS to understand exactly what services will 
be covered by the Medi-Cal health home case manager so that we can understand what 
uncovered services, if any, may still continue to be covered by the Ryan White case manager, 
due to the Ryan White federal payer of last resort requirement.  

Furthermore, because we have extensive experience understanding the case management 
service needs of PLWHA, we would be happy to partner with DHCS to make sure that these 
needs are met and that they are provided in a culturally competent manor for PLWHA. Finally, 
we note that there are no HIV-specific quality measures noted in Addendum C, although there 
are quality measures noted for other chronic conditions (for example, controlling high blood 
pressure).  The Office of AIDS would be happy to provide technical assistance to DHCS 
regarding the addition of appropriate quality measures for PLWHA if desired. Please contact 
Theresa Harlan (Theresa.Harlan@cdph.ca.gov) for any follow up questions.  Thank you for the 
opportunity to provide comments. 

Comments from the STD Healthcare Policy Analyst in the CDPH STD Control Branch; informed 
by conversations with community partners with expertise serving homeless, indigent, and 
substance-using populations. 
 
Pg. 2. Table 1. Eligible Conditions 
 
Chronic Liver Disease: It is unclear whether "chronic liver disease" includes chronic hepatitis B 
and/or chronic hepatitis C. While the treatments for chronic hepatitis C are costly (and thus may 
make it difficult for DHCS to achieve budget neutrality), a recent draft report by the California 
Technology Assessment Forum (CTAF) found that treating HCV genotype 1 patients with stage 
3-4 fibrosis with new direct-acting antivirals (specifically sofosbuvir/ledipasvir) was cost-
effective. To read the CTAF report, visit: http://ctaf.org/about-ctaf/news/2014/draft-report-
newest-treatments-hepatitis-c-genotype-1-posted-public-comment.  
 
Mental Health and Substance Use Disorders (MH/SUD): We support the inclusion of MH/SUD in 
this pilot program. The experience in MA post-coverage expansion found that people with 
mental health and substance use disorders often remained uninsured and sought emergency 
care. Our experience serving these populations has shown that they need culturally competent 
services; specifically those that do not require abstinence as a prerequisite for participation in 
health care, housing, and other social services. Inclusion of this population is critical to 
achieving the Triple Aim.  

mailto:Theresa.Harlan@cdph.ca.gov
http://ctaf.org/about-ctaf/news/2014/draft-report-newest-treatments-hepatitis-c-genotype-1-posted-public-comment
http://ctaf.org/about-ctaf/news/2014/draft-report-newest-treatments-hepatitis-c-genotype-1-posted-public-comment
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Pg. 2. Referring Providers 
 
CDPH recommends that DHCS consider allowing health homes to accept referrals from prison 
and jail health care providers for people returning to the community from prisons and jails. 
These populations are often high need and face significant vulnerability, including an elevated 
risk for fatal drug overdose, during the period following release. 
 
Also, our colleagues in New York shared their experience implementing health homes and 
recommended that the organizations implementing health homes be allowed to conduct 
outreach and recruitment to find individuals appropriate for service in a health home (in addition 
to accepting referrals from the health plan and other providers). 
 
Pg. 2. Providers Serving Homeless Populations 
 
As both someone who is formerly homeless myself and as a former community health worker 
for homeless populations, I strongly support the importance of services under the health home 
waiver being delivered by organizations with experience providing serving this population 
(including persons who use crack/cocaine, methamphetamine, heroin, and/or high doses of 
alcohol) with non-judgment and a participant-driven approach. Specifically, it is critical that any 
organization providing health home services not require abstinence from drugs or alcohol as a 
precondition for enrolling in services or continuing to receive them; this includes supportive 
housing. As you know, research has shown that housing must come first before other health 
conditions can be stabilized. 
 
Pg. 3 Community-Based Care Management Entities 
 
We support the inclusion of behavioral health entities among those organizations eligible to 
provide care management. Research in California has found that injection drug users frequently 
often do not receive recommended preventive services due to stigma and discrimination in 
health care settings. Among those preventive services that IDUs do receive (such as HIV and 
hepatitis C testing, syringe access, referrals to drug treatment, hepatitis A and hepatitis B 
vaccinations), these services are typically administered by syringe exchange programs. 
 
Also, it is unclear how DHCS envisions county alcohol and drug administrators and programs 
playing a role in this model. Currently, through a parallel process, DHCS is developing its Draft 
Terms and Conditions for the SUD-related portion of the 1115 waiver, including a proposal to 
cover case management services (page 15). DHCS should align these efforts because there will 
undoubtedly be overlap between these SUD and homeless populations. 
 
Pg. 4 - General Health Home Network Qualifications 
 
It is unclear what provisions will be in place for Medi-Cal beneficiaries who switch health plans. 
This should be addressed in the final proposal. 
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Pg. 5 - Certification Process 
 
It is important that the certification process be accessible to small community-based 
organizations that may have extensive experience providing culturally competent services to 
homeless SUD populations but lack the infrastructure to enter into contracts with managed care 
plans. (NY found this when piloting health homes for people with HIV.) The contracting process 
also needs to be accessible to small CBOs with a long history of serving homeless people. 
 
Pg. 5 - Provider Education and Technical Assistance (TA) 
 
It is critical that CalSIM/DHCS provide community-based organizations with TA on entering into 
contracts, navigating health information technology systems, etc. to help increase their chances 
for successful participation in this initiative. Similarly, it is critical that CBOs already serving 
homeless SUD populations provide peer TA on how to provide culturally competent services; 
people who are currently/formerly homeless should do the training on their experiences with 
stigma/discrimination in health care settings and what cultural competence looks like for them. 
Which types of organizations have the capacity will vary by jurisdiction and the training and 
certification process should allow for local flexibility, including through CBOs, community 
colleges, etc.  
 
Regarding training content, the CalSIM CHW working group identified key competencies that 
apply to various subpopulations (i.e., motivational interviewing, nonjudgment). These should be 
supplemented by population-specific training curricula, which cover the medical complications of 
street drugs, overdose and hepatitis C prevention, etc.  
 
Pg. 6 -- Enrollment 
 
The pilot should not assume that the highest cost/highest need individuals are already enrolled 
in Medi-Cal, or if enrolled, that they are aware of their coverage. The experience in NY found 
that contact information for high utilizers (as provided by the health plan) was often outdated 
and that active outreach and enrollment to homeless populations was needed to make health 
homes work. Persons released from prisons and jails should also be eligible if they meet the 
other criteria for enrollment set forth in the initiative in terms of acuity, etc.  
 
Pg. 6 -- HIE/HIT 
 
CBOs will likely require significant TA to facilitate participation in HIE/HIT and to facilitate 
information-sharing. 
 
Pg. 8 - Addendum A 
 
Demonstrating linkages to social support services can be challenging and resource-intensive; 
CalSIM/DHCS should provide information and TA to care management entities to facilitate this 
process, such as through HIE/HIT. We support the inclusion of community health workers in 
health homes; CHWs are critical to health homes' success. 
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Pg. 9 - Medi-Cal Objectives 
 
We support the need for including organizations experienced with serving homeless and drug-
using populations. 
 
We support the coordination and integration of primary care, mental health, and SUD services. 
Notably, many populations may be best served by delivering primary care in a SUD setting, 
such as an opiate treatment program. 
 
Pg. 10 - Service Definitions 
 
Comprehensive Care Management 
 
It is unclear what is meant by the word "recovery" here. If it refers to physical recovery and/or 
overall improvement in overall health, then that seems fitting. If it implies that abstinence from 
drugs or alcohol is the goal for everyone, then it may not be realistic. (As described by Dr. David 
Folsom in his recent presentation on Project 25 in San Diego, for some high utilizers, 
abstinence was a desired and realistic goal; for others, reducing their alcohol use (from one 
gallon of vodka/day to one pint of vodka/day) was realistic and effective in maintaining their 
health & housing.  
 
Regarding the involvement of family, many people who are homeless, particularly lesbian, gay, 
bisexual, and transgender (LGBT) individuals, have been estranged from their families for many 
years and have instead a "chosen" family of community members, friends, partners. It is 
important that family be self-defined here. 
 
Comprehensive Transitional Care 
 
This section should describe procedures for ensuring continuity of care for people who are 
arrested / incarcerated while receiving care management services, including in transitioning 
to/from prison and jail. 
 
Pg. 11 - Service Referrals 
 
Also consider including syringe access, such as nonprescription syringe sales now allowed at 
pharmacies statewide, along with overdose prevention services. 
 
Pg. 12 - Addendum C - Quality Measures 
 
Given the importance of housing to all things health-related, DHCS should consider including 
housing stability as a quality measure. Other potential measures should include loss to follow-
up; arrest/incarceration; overdose; and all-cause mortality. 
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Thanks for the opportunity to provide feedback. I was impressed by the progress made in fleshing out 
elements of the initiative – it really shows in the concept paper.  Here are comments from myself and 
Kelly Pfeifer, MD (Director, Better Chronic Disease at CHCF) for your consideration. 

• Assessing lead entity (plan) readiness (graphic on page 3) – As DHCS is aware, some of the CCI 
counties are much further along than others in developing the necessary infrastructure to 
provide community-based care management. There was not much detail in the concept paper 
regarding how DHCS would determine plan readiness, so I wanted to call this out. There are also 
counties not in Cal Medi-Connect that have a good track record with community-based care 
management. I am thinking of San Francisco Health Plan and Partnership Health Plan in 
particular. It would be great if these geographies were prioritized based on plan readiness. 

• HIE/HIT (graphic on page 3) – You have probably already documented the current HIE/HIT 
capacity within the state. I imagine this requirement might be difficult for plans to meet, so it 
would be good to identify specifically what date elements or information you want them to be 
able to share, among whom and when.   

• Presence of care managers (page 4 related to “dedicated care manager”) – It might be helpful 
to assess how many safety net organizations (FQHCs in particular) have care managers on staff 
presently.  Many organizations launching these types of programs need start-up funding for care 
manager FTEs before monthly care management fees kick in. Would the plans be willing to fund 
this upfront?  This is an issue that should be looked at closely, as it will impact how many clinics 
could realistically be ready to start day one. I imagine the county health systems and IPAs have 
more care managers already employed. 

• Managed care plan requirements (page 5) – In addition to those listed on page 5, you may also 
consider adding: 1) Facilitating patient outreach and notification; and 2) Facilitating real-time 
data on ED and hospital use.  For #1, who will notify patients of this benefit? Many pioneers in 
this field report that when reaching out to patients, it’s helpful to have the PCP sign the letter or 
conduct the initial conversation with the patient.  For #2, receiving information on ED and 
hospital use while it’s happening is very helpful for care managers (it’s mentioned on page 10) – 
would be good to be explicit about this in the requirements if we want it to happen.  Many plans 
put real-time data feeds in place for pilot hospitals during the state-mandated collaborative 
(Avoiding Unnecessary ED visits) but many of these arrangements have lapsed or not spread.  
Real-time ED and hospital notification is critical to success. 

• Community based care management entity requirements (page 5) – An important element you 
may consider adding here (or in the service definitions in Addendum B) is for the care manager 
to develop a relationship with the PCP and to have face-to-face interaction with the PCP. This 
was one of the early findings from the Medicare Coordinated Care Demonstration projects.  You 
may also want to call out ability to coordinate care among all providers in this area (although it’s 
mentioned in the addendum). 



• Certification process (page 5) – It would be great to get this process started as early as possible 
in 2015. Will DHCS also provide guidance to the plans on how they will assign patients to the 
community-based care management entities?  Will it be based on existing PCP relationship?   

• Provider Education and Technical Assistance – I know the TA elements are being considered, 
but just wanted to stress that care manager training is one of the most important pieces. I saw 
learning collaborative and practice coaching called out in this section, so wanted to call out care 
manager training as well. 

Measures: PAM has not proven useful in this population (nearly all MediCal high utilizers are PAM1).  It 
would be important to get well-respected community case management programs (e.g. Camden 
Coalition) to provide input on documentation requirements for health homes.  Many well-meaning 
community care management programs have had excessive documentation requirements, so that the 
ratio of assessment to action is 80/20 (should be the reverse) and the ratio of actual care to 
documentation of care is 50/50 (should be much higher). 

An overall comment – In order to demonstrate cost-savings in 8 quarters, there will need to be a 
focused effort on the overlap of entities with demonstrated experience providing the complex care 
management services listed in the concept paper and targeting high-cost individuals who are “care-
sensitive”.  To the extent possible, it would be good to achieve this overlap when selecting and phasing 
geographies and populations.  

Last, there are several early adopters of community-based complex care programs in the state. Hearing 
from them could substantively inform this process. CHCF would be happy to pull these folks together on 
a phone call with interested CHCS and DHCS staff. Please let me know if that’s of interest to you. 

Thanks, 

Giovanna 

Giovanna Giuliani, MBA, MPH | Senior Program Officer, Better Chronic Disease Care 

CALIFORNIA HEALTHCARE FOUNDATION 



 

 

December 3, 2014 
 
 
Toby Douglas 
Director 
California Department of Health Care Services 
1501 Capitol Avenue 
Sacramento, CA 95814 
 
SUBJECT:    Health Homes for Patients with Chronic Needs  
 
Via e-mail: toby.douglas@dhcs.ca.gov  
 
Dear Director Douglas: 
 
On behalf of our more than 400 member hospitals and health systems, the California Hospital Association 
(CHA) is pleased to submit the attached comments on the California Department of Health Care Services’ 
(DHCS) draft concept paper titled, Health Homes for Patients with Complex Needs (HHPCN).  We be-
lieve there is a great need to create Medicaid health homes to coordinate the full range of physical health, 
behavioral health, and community-based long-term services and supports (LTSS) to treat the whole-
person across the lifespan. 
 
CHA appreciates the Department’s emphasis in this initiative to implement and spread care models which 
includes coordinated, team-based care for individuals with chronic conditions, with an emphasis on per-
sons with high-costs, high-risks, and high utilization who can benefit most from increased care coordina-
tion , resulting in reduced hospitalizations and emergency department visits, improved patient engage-
ment and decreased costs.  With DHCS programs now serving nearly 11.3 million Medi-Cal members, 
and as the number of enrollees in Medi-Cal continues to increase, this continued emphasis on coordinated 
care will help the Department to achieve its mission of providing Californians with access to affordable, 
high-quality health care, including medical, dental, mental health, substance use disorder services, and 
long-term services and supports.   
 
Hospitals are the first place in which many individuals with chronic conditions seek care.  As such, the 
partnership of hospitals is integral to this initiative’s success given their place within the medical neigh-
borhood.  While DHCS’ concept paper indicates that hospitals may be included as a community-based 
care management entity, we strongly encourage DHCS to require the inclusion of hospitals in the health 
home infrastructure.  Hospitals are leaders in providing the core health home services outlined in DHCS’ 
concept paper - comprehensive care management, care coordination and health promotion, comprehen-
sive transitional care, individual and family support, referral to community and social support services 
and use of health information exchange and technology (HIE/HIT) to link services – and their partnership 
should be viewed as critical to the success of this care model.   
 
Hospitals’ participation in the health home network infrastructure should be viewed as necessary given 
that the health home network will serve as the central point for directing patient-centered care and will be 
accountable for: 
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 Reducing avoidable health care costs, specifically preventable hospital admissions/readmissions 

and avoidable emergency room visits; 
 Providing timely post discharge follow-up; and 
 Improving patient outcomes by coordinating physical health, behavioral health and community-

based LTSS. 
 
Additionally, given hospitals’ leadership in their communities, hospitals have ample opportunities to en-
gage patients, providers and their local communities in a variety of ways to promote the success of this 
initiative, including:  
 

 Convening affiliated physicians and building relationships between providers; 
 Leveraging staff resources to assist in care coordination; 
 Offering information technology and capital resources to primary care providers;  
 Providing leadership and administrative expertise; and 
 Taking on communication roles that have the potential to increase patient participation. 

 
Given these critical roles, CHA encourages DHCS to more clearly delineate within  in the final draft the 
important role that hospitals have played – and will continue to play – in partnering with local communi-
ties to provide coordinated, whole-person care to this medically complex population.   
 
CHA appreciates the opportunity to provide feedback to DHCS on this initiative.  We commend DHCS 
for its commitment to improve the health of all Californians; enhance quality, including the patient care 
experience, in all of its programs; and reduce its per capita health care program costs.  We appreciate your 
consideration of our attached recommendations and look forward to collaborating with DHCS to provide 
provider education regarding this initiative.  If you have any questions, please contact me at (916) 552-
7536 or amcleod@calhospital.org.  
 
Sincerely, 

 
 
 

Anne McLeod 
Senior Vice President, Health Policy & Innovation 
 



Comment received via email during comment period. 

Hello,  

Thank you for sending out the materials from today’s webinar on the CA Health Home Network – we 
were sorry to have missed it.  

One question in relation to the health home networks – does DHCS envision pharmacists or pharmacies 
to be considered as part of this network if they meet the qualifications?  As you may already know, SB 
493 has allowed pharmacists to provide more clinical services such as Medication Therapy Management 
(MTM), disease management, smoking cessation, and immunizations which could benefit all 
populations, especially patients with chronic conditions. Although pharmacists can provide these 
expanded services today, they are still not being reimbursed by payers.  We believe that pharmacists 
have an opportunity to become reimbursed for their direct patient services if they become part of an 
integrated care model. We would love to set up a time to meet with you or someone among your team 
to discuss pharmacists and/or pharmacies becoming a community-based care management entity 
within this network.   

If all else, please include me and my Direct Supervisor (contact info below) in all future stakeholder 
opportunities.  We are very interested in this!  

Brian Warren 
VP, Center for Advocacy 
bwarren@cpha.com 
916-779-4517 
 
Thank you,  
 
Megan Maddox 
Policy & Advocacy Manager 
 
California Pharmacists Association 



 

CALIFORNIA PRIMARY CARE  ASSOCIATION 
web: cpca.org   tel: 916.440.8170    fax: 916.440.8172 
1231 I Street, Suite 400, Sacramento, California 95814 
 

 
 
Brian Hansen 
Medi-Cal Managed Care Division 
Department of Health Care Services 
1501 Capitol Avenue, MS 4050 
P.O. Box 997413 
Sacramento, CA 95899-7413 
 
December 1, 2014 

Re:  CPCA Feedback on Draft Concept Paper for Health Homes for Patients with Complex Needs 
 
Dear Brian, 

On behalf of the California Primary Care Association (CPCA) and more than 1,000 not-for-profit 
community clinics and federally qualified health centers (FQHCs) across California, we thank you for the 
opportunity to comment on the draft concept paper for the Health Homes for Patients with Complex 
Needs (HHCPN).  CPCA has been actively monitoring implementation of this important program and we 
applaud the Department of Healthcare Services’ (DHCS) movement towards turning this opportunity 
into reality in a way that best serves our chronic and complex Medi-Cal patients.  We also are pleased to 
see that DHCS is considering all three categories of eligibility for the target population, as this will allow 
greater flexibility in reaching the patients that could benefit most from this demonstration.  While we 
agree with most of the concepts as laid out in the Draft Concept Paper (11/7/14), we would like to make 
the following recommendations:   

Target Population 

Acknowledging that the goal of the 2703 funding is to demonstrate savings within a two-year 
timeframe, enrollment prioritization should target patients whose health status and utilization can be 
improved by the end of the demonstration period through the care coordination services defined in the 
State Plan Amendment (SPA).  In addition to the chronic conditions defined by the Centers for Medicare 
and Medicaid Services (CMS), CPCA recommends that DHCS consider including other high cost 
populations for whom patient management can make a huge difference in overall savings.  We are 
pleased to see that chronic liver disease, chronic renal disease, HIV/AIDs, and traumatic brain injury 
have all been included on DHCS’ list of potential eligible criteria, but would like to suggest that Hepatitis 
and BMI > 30 be added to the list.  Currently, the draft concept paper states that DHCS or the health 
plans will determine individual patient eligibility, with health home providers able to refer patients into 
the eligibility determination process.  CPCA recommends that managed care plans work directly with 
participating 2703 sites to identify high-risk patients using claims data to generate a list of potential 
patients, then work with the health home provider to conduct a clinical review to make a determination 
of 2703 demonstration eligibility. 
 



 
 
 
 

Geographic Phasing Considerations  

Special consideration should be given to the design of the program in rural areas, as the Coordinate Care 
Initiative (CCI) counties are largely urban areas.  While in-person consultations are preferred, 
consideration should be given to addressing the barrier that distance between the community based 
care management entity and the patient can create.  The program should include elements that help 
care management entities to meet the patient where they are, whether through in-home services, 
telehealth, or other methods. 

We encourage DHCS to also consider including participants in the Intensive Outpatient Care Program 
(IOCP) with significant portion of Medi-Cal and dual eligible beneficiaries in the first wave of HHPCN roll 
out, as these sites have also demonstrated readiness for implementing the care coordination services 
required for HHPCN.  Partnership Health Plan of California and the Community Health Center Network 
are among CPCA members included in this program.   

Health Home Infrastructure  

The draft concept paper includes the managed care plans as the lead entities, with community based 
care management entities as the hub for providing the core health home services to the patient.  
Though payment will flow through the managed care plan, CPCA recommends that a limit be placed on 
the percentage of payment allowed to be withheld by the managed care plans for administrative 
purposes (for example, New York allocated 3% to health plans for this purpose) so that the bulk of the 
payment goes towards directly towards benefiting the patient.i   

We are pleased to see that the care manager is to be located within the community-based management 
entity, as this will help ensure that the patient is truly engaged in the health home model.  We 
recommend that flexibility in defining the care manager be considered so that the community-based 
management entity can designate a care manager that reflects the needs of their respective patient 
populations.   

Payment Methodology and Rates 

CPCA agrees with DHCS’ use of acuity in determining a tiered payment methodology depending upon 
patient risk.  However, we would also like to emphasize the importance of adjusting per member per 
month (PMPM) rates by social acuity in addition to medical acuity. Building on the Minnesota health 
home model, recommended social determinants of health measures should include adjustments for 
behavioral health co-morbidity, homelessness, and for monolingual non-English speakers.1 We also 
encourage DHCS to develop a PMPM rate that reflects the staff and administrative resources necessary 
to render health home services to the target patient population and account for building more robust 
electronic health record (EHR) and health information technology (HIT) capabilities where needed.   

 
Payment for outreach has also been proven to significantly impact patient engagement in the 
demonstration.2  New York’s 2703 demonstration, for example, included a two-phased PMPM 
payment – firstly, for outreach to find and engage challenging patients and secondly, for active 
management. The outreach PMPM payment could potentially be available for up to six months or 
until a patient is actively engaged in health home services, then transition to an active payment in 
the month following the first instance of documented provision of care coordination services. As a 
concrete example of the importance of outreach, the safety net IOCP providers have found it takes 

                                                           
1 http://www.health.state.mn.us/healthreform/homes/payment/PaymentMethodology_March2010.pdf  
2 http://nyshealthfoundation.org/uploads/resources/chcs-health-homes-outreach-report-april-2014-1.pdf  

http://www.health.state.mn.us/healthreform/homes/payment/PaymentMethodology_March2010.pdf
http://nyshealthfoundation.org/uploads/resources/chcs-health-homes-outreach-report-april-2014-1.pdf


 
 
 
 

on average 5-6 conversations to enroll a patient into the program, with several of those contacts 
taking place outside the provider setting. This is compared with an average of 3-4 conversations for 
Medicare IOCP providers, with the majority of conversations taking place in the provider setting and 
by phone.  

Provider Education and Technical Assistance (TA) 

CPCA applauds DHCS for recognizing the importance of training and technical assistance for providers in 
preparing for the 2703 demonstration. Per CPCA’s experience with our Patient-Centered Health Home 
Initiative, we agree with the multiple modalities of web-based and in-person training, along with select 
direct practice coaching, as this approach of multiple learning modalities has proven successful in a 
variety of transformation initiatives. As CalSIM is multi-payer, we urge DHCS to consider the importance 
of tailoring TA to specific patient populations, as the training required for Medi-Cal providers will be 
distinct from those required for other settings.  

Service Definitions  

We recognize that a major priority for DHCS in developing the HHPCN involves ensuring that there is 
no duplication of payment for services, per federal guidelines.  To assist DHCS staff design the 
HHPCN benefit in a way that avoids duplication of payment while expanding service options for 
patients with complex needs, CPCA has developed “Examples of Enhanced Services Eligible for 
Section 2703 Funding” (Addendum A, below), which highlights examples of core health home 
services that go beyond what are currently covered under prospective payment system (PPS) rates.  
We encourage DHCS to consider these examples as it develops its core health home service 
definitions.   

CPCA will continue to work closely with DHCS and other stakeholders in the health home network to 
ensure that the HHPCN is successfully implemented, has a high return on investment, and does not 
duplicate payments from other Medi-Cal programs and innovations.  We look forward to continuing to 
partner with the managed care plans and with DHCS as the implementation of this program progresses.  
For questions or clarifications relating to the comments above, please contact Erynne Jones, Associate 
Director of Policy at CPCA (ejones@cpca.org), and she’d be happy to assist you. 

 

Thank you, 

 
Carmela Castellano-Garcia 
President and CEO 
California Primary Care Association 
1231 I Street, Suite 400 
Sacramento, CA  95814 
Phone: (916) 440-8170 
Fax: (916) 440-8172 
ccastellano@cpca.org 
www.cpca.org 

mailto:ejones@cpca.org
mailto:hwright@cpca.org
http://www.cpca.org/
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Addendum A – “Examples of Enhanced Services Eligible for Section 2703 Funding” 

CMS Health Home 
Services 

Examples of Enhanced Services Eligible for Section 2703 Funding 

Comprehensive care 
management 

 Identification of high-risk individuals through a combination of a managed care plan reports of eligible patients based on 
cost and utilization data, coupled with in-house clinical review by a health home provider to determine level of patient 
risk stratification, eligibility for health home services, and potential to benefit from care management services. 

 Visits with health team members who cannot bill for visits today under current FQHC and Medi-Cal restrictions (ex. 
nurse care managers, select mental health professionals, community health workers)  

 Non-face-to-face management of patients (via phone, email, text) 
 Use of progress reports that longitudinally track health status, client satisfaction, service delivery, costs, and outcomes. 
 Use of social determinants of health screening tools and population health management tools to determine progress 

and next steps. 
 Ongoing training to elevate abilities of existing staff and to review complex care strategies with care team. 
 Home visits and additional outreach services to keep patients engaged and active in care management throughout the 

demonstration. 
Care coordination  Follow-up and monitoring of referrals by a designated patient navigator or care manager. 

 Personalized assistance to patients navigating across health, behavioral health and social services systems. 
 Implementation and ongoing practice of standardized protocols for the hospital discharge process and timely 

communication between the hospital and inpatient and health home outpatient settings. 
 Medication management/reconciliation by pharmacists serving on the care team. 
 Huddles composed both of members of the primary care team, but also with organizations functioning as part of the 

health home network (housing support, social services, etc). 
Health promotion   Intensive health promotion using evidenced based practices for motivational interviewing and trauma-based care. 

 Expand beyond individual health promotion models to population health models, including stakeholder meetings with 
relevant public organizations and partners (law enforcement, county services, etc) on linking patient needs and trends 
to community based initiatives. 



 
 
 
 

 Support for improving whole person health, including developing strong networks of social supports, lifestyle 
improvements and interventions, and linkages to enabling services. 

 Implementing action plans based on social determinants screening, which would include linking patients with services to 
promote health  outside of the clinical setting (ex. housing coordinator, medical-legal professional to help mitigate 
environmental health hazards) 

 Educating patients on how to appropriately use insurance coverage 
Comprehensive 
transitional care & 
follow-up 

 Establishing relationships with hospitals, SNFs, LTC facilities, and jails/prisons from which CHC patients might transition. 
 Implementing and data transfer protocols between hospitals and CCHCs. 
 Implementing and practicing communication protocols for health home patients being discharged from local hospitals. 
 Establishing relationships and standardized protocols for transition of patient across networks on an ongoing basis.  May 

include hospitals, skilled nursing facilities, long term care facilities, corrections, etc. 
 Implementing data transfer protocols between hospitals and CCHCs. 
 Educating providers on HIPAA requirements and regulations for data exchange and patient information sharing between 

systems. 
 Care coordinator leading care transition team meetings of patient, family support, and appropriate clinicians. 

Patient and family 
support  

 Engaging family members or other social supports in care treatment planning, patient education activities, and other 
components. 

 Linking patients and their families to outside resources and following up on referrals. 
 Increasing health literacy by educating patients on tools and resources to manage their health outside of the health 

setting. 
 Assisting family members with medication management and treatment plans. 
 Establishing communication lines and following communication procedures with patient support networks (friends and 

family) identified by the patient. 
Referral to community 
and social support 
services 

 Continuously updating resource guides to additional community services and resources. 
 Conducting follow-up calls to ensure patients followed through on referrals. 
 Connections for patients to relevant peer advocacy groups related to their conditions (addiction recovery services, 

etc), housing support, community-based wellness programs, cultural centers, employment services, etc. 
 Implementing and data transfer protocols between specialists (hospitals) and CCHCs. 
 Implementing and practicing communication protocols for health home patients referred to a specialists (being 

discharged from local hospitals). 
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December l, 2014 

Brian Hansen, Health Program Specialist 
Ilob Baxter, Acting Division Chief 
Medi-Cal Managed Care Division 
Department of Health Care Services 
P.O. Hox 997413, MS4400 
Sacramento, CA 9589-741:39 

Re: Health Homes for Patients with Complex Medical Needs 
(HHPCN) California Concepl Paper (11/17/14 drarL) 

Dear I3rian and I3oh, 

Children Now has been developing policy recornrnendalions on how 
health homes might best serve California's children and families in a 
number of conlexls, including Lhe release of Child-Centered Health 
Homes in California: An Opportunity to Better Coordinate Care and 
Improve Outcomes for the State'.~ Most Vulnerable Kids, co-leading the 
Let's Get Healthy California Healthy Beginnings Work Group, and 
contributing Lo irnplernenlation or AB 361 (Chapter 642, SLatues or 
201:3). We recently participated in the DHCS HealLh Homes Webinar 
that presented a draft "Health Homes for Patients with Complex 
Medical Needs (HHPCN) California Concept Paper" ("concept 
paper"). We ·would like to take the oppmtunity to comment on this 
concept paper and the importance of serving California's children 
through the slate's healLh hon1es program. 

Section 2703 of the Affordable Care Act provides states with 
tremendous opp011unities to provide more holistic, coordinated care to 
patients with complex care needs. Children Now appreciates the 
department's focus on serving persons with high costs, high risks, and 
high utilization. Given thaL a signiricanl part or the aim of heal Lh 
homes as determined by Section 2703 of the Affordable Care Act is to 
expand beyond the medical model to address social determinants of 
health, we believe that health homes would be paiiicularly valuable 
for eligible children and youth with the most social instability as well 
as those with the most complex health needs, including those who are 
homeless, in or al risk of enlering the child welfare syslem, and youlh 
on juvenile probation. We recommend that DHCS use the definition 
of homelessness from the McKinney-Vento Homeless Assistance Act 
in order to capture all eligible individuals whose housing instability is 
likely to be a barrier to achieving health stability instead of a more 
reslricti ve definiLion. 

Children Now appreciates that DHCS is conducting feasibility studies 
to select the chronic conditions upon which health homes eligibility 
will Le based. The list of physical and behavioral health conditions 
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being considered (p.2) includes asthma, diabetes, and depression, which we believe are critical for 
targeting pediatric populations who could benefit the most from the benefits provided by health 
homes. "W' e paiticularly appreciate the inclusion of Post-Traumatic Stress Disorder and Anxiety 
Disorder, given the myriad of long-term, costly health effects of toxic stress caused by trauma and 
other adverse childhood experiences. N e1•1r York is currently negotiating with the Centers for 
Medicare and Medicaid Services Lo heller serve children by including Lrauma as a chronic 
condiLion in ils healLh home plan, and we urge DHCS Lo pursue a similar approach. We believe Lhal 
Lhe lisl of chronic condiLions under analysis for consideralion should also include developmenlal 
disabiliLies and aulism speclrum disorders (e.g., see Maine and Missouri's approved healLh home 
State Plan Amendments (SP As)), fetal alcohol syndrome. and neonatal withdrawal symptoms from 
maternal use of drngs. so as to capture individuals with severe and costly chronic conditions that 
benefit from early coordination and interventions that health homes could enable. 

DHCS should additionally consider including; California Children's Services (CCS) eligible 
conditions, as was recommended as the first priority option (slide 113) in the "Assessment of 
.PoLenlial HealLh Home SLale .Plan Oplions for California" presenled Lo DHCS by HealLh 
Managemenl AssociaLes on February 3, 2012. Whelher and how CCS-eligible condiLions should be 
included in California's healLh home S.P A (p. 4) is a maLLer LhaL should he broughL for consideralion 
Lo CCS slakeholders who are in Lhe process of deliberaling CCS redesign consideraLions in Lhe 
context of the renewal of California's section I I 15 Waiver. Consideration should be given to how 
children eligible for inclusion in both health homes and the CCS Program would be best served. 
One possibility would be for county CCS programs to take on additional duties to serve children 
eligible for both CCS and health homes so that their existing; care coordination and case 
management services would expand to encompass the '"'·hole child, i.e., all health conditions rather 
than just the CCS-eligible conditions. 

Serious consideraLion needs Lo he given Lo how eligible currenl and former fosler youlh, who Lend Lo 
be served by complex and fragmenled sysLems, may be included in healLh homes. This populaLion, 
which tends to be very mobile and is served by complex systems of care, stands to benefit greatly 
from health homes services. For their global access to care, however, it is critical that foster youth 
remain eligible for fee-for-service Medi-Cal. If health homes are ultimately administered by 
Managed Care Organizations, we urge the Department to identify how foster youth can benefit from 
healLh homes services wilhin Lhe conLexl of a fee-for-service model. 

The concepl paper specifies Lhal a healLh home nelwork include one or more CommuniLy-Based 
Care Management Entities (CBCME), which will contract with a qualifying Medi-Cal Managed Care 
plan serving as a Lead F:ntity to provide core health homes services, provide dedicated care 
managers, and make referrals to Community and Social Support Service partners ("community 
pmtners"). The entities eligible for CBC ME status should include not only FQHCs. hospitals, 
clinics, IP As, and behavioral health entities, but also county public health departments and child 
welfare agencies that provide nursing services for youth in their care. CilCMEs are tasked with 
supp011ing enrollees and families during discharge from hospital and institutional settings, 
including Lhe provision of evidence-based Lransilion planning (p. 5). CBCMEs should also provide 
supporl during oLher Lransilions LhaL eligible individuals may encounler, including Lhe Lransilion Lo 
and from Lransilional or group housing and from pediaLric Lo adulL providers. Furlhermore, 
CBCMEs should be required to not simply "utilize community and social support services to 
facilitate referrals" but to actively maintain a directory of community partners for referrals that 
specifically includes but is not limited to supportive housing providers. food banks, child care 
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Re: Comments to Draft Concept Paper on Health Homes for Patients with Complex Needs 

Dear Mr. Baxter and Mr. Hansen: 

On behalf of Community Housing Partnership, I am writing to comment on the draft concept paper on 

Health Homes for Patients with Complex Needs. Founded in 1990, Community Housing Partnership is the 

only San Francisco nonprofit organization exclusively dedicated to providing permanent, supportive housing 

to formerly homeless individuals and families. Community Housing Partnership pairs affordable housing 

with support services, employment preparation, job training, a transitional employment social enterprise, 

and community organizing activities. 

BACKGH.OUND 

One significant innovation in health care delivery has been the concept of a medical home. The medical 

home model offers a team-based approach to provide coordinated care and to organize care around the 

patient. 1 But conventional physician-led medical homes typically fail chronically homeless and frequent 

hospital user beneficiaries2 because they concentrate on medical stability, while beneficiaries focus on day

to-day survival. People experiencing homelessness have significant barriers to treatment compliance: they 

cannot rest to recover from illness,·have no place to store medication, are exposed to the elements, cannot 

eat a healthy diet, often have distrustful relationships with the health care system, and cannot access reliable 

transportation to attend appointments. They simply cannot improve health outcomes with services 

administered over a telephone or in an office. For this reason, homeless and frequent hospital users incur 

disproportionate Medicaid costs, even when connected to medical homes. 3 

In housing and mental health systems, successful case management programs serving homeless and frequent 

user populations offer key features, such as in-person, individualized, frequent and flexible services, offered 

where the person lives, with beneficiary to staff ratios of 1: 15 to 1:20. These teams find homeless 

beneficiaries on streets or in shelters, build trusting relationships, help beneficiaries work with landlords 

and pay rent, transport beneficiaries to appointments, advocate with care providers, and coordinate 

1Four physician societies developed underlying principles of a physician-led medical home: the American Academy of Family 


Physicians, American Academy of Pediatrics, the American College of Physicians, and the American Osteopathic Association. See 


http://www.aafp.org/dam/AAFP/documents/practice management/pcmh/initiatives/GuidelinesPCMHRecAccredit.pdf. 

2 About 1,000 categorically eligible beneficiaries who frequently use hospitals for reasons that could have been avoided through 


better access to care ("frequent users") accumulate Medi-Cal costs of over $100,000 per person per year. Based on 2007 Medi


Cal claims data provided to Senator Darrell Steinberg by the Department of Health Care Services. 

3 Massachusetts reported homeless beneficiaries incurred over $26,000 per year in Medicaid costs in 2010. Home & Healthy for 


Good. Permanent Supportive Housing: A Solution that Works. Dec. 2011. 
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behavioral and primary care, all while sustaining enrollment during relapse. Study after study shows this 

package of services dramatically improves health outcomes, while dramatically reducing Medicaid costs. 4 

These types of services, however, are largely unreimbursed by Medi-Cal, and rely on patchwork funding
1

difficult to sustain or replicate. Existing resources that pay for similar services are often inflexible and 

fragmented. For this reason, we are in strong support of DHCS' decision to proceed with a health home 

option, and to seek this option for the overlapping populations of homeless beneficiaries and frequent 

hospital users, per Assembly Bill 361 (Mitchell). 

EUGIBfl.ITY & ENROLLMl:NT 

Basing eligibility on current claims data alone is problematic. While inpatient costs continue to 

rise for populations identified in AB 361,5 other high-cost beneficiaries can "regress to the mean." Newly

eligible populations will incur costs claims data does not yet capture. Los Angeles County indigent health 

care costs for homeless General Relief recipients in 2009 averaged over $1,900 per month, 6 costs Medi-Cal 

now will absorb in expanding the program to childless adults. Moreover, claims data cannot depict factors 

recognized as "social determinants," for which health homes could have greatest impact. 

Eli9ibility Based on Acuity: We support the list of conditions reflected in the HHPN concept paper, and 

recommend California base eligibility for AB 361-defined services on a combination of conditions, 
with eligibility limited by severity (consistent with AB 361). DHCS could develop a tool, with a list 

of documentation required, to help MCOs and providers determine eligibility. 

Initial Eligibility Based on Both of the Following: 

~~I-~'•·-
At least one of the listed mental illnesses and a 
substance use disorder 0 R 

At least one of the listed mental illnesses and one of the 
listed medical conditions OR 

Chronic homelessness 7 0 R 

Homelessness and five or more emergency department visits 
over the previous 12 months or eight emergency department 
visits over 24 months8 OR 

4 Multiple studies demonstrate improved patterns of service utilization and decreased costs: M. Larimer, D. Malone. "Health 

Care and Public Service Use and Costs Before and After Provision of Housing for Chronically Homeless Persons with Severe 

Alcohol Problems." journal Am. Medical Assoc. 2009; 301(13):1349-1357 (2009). D. Buchanon, R. Kee. "The Health Impact of 

Supportive Housing for HIV-Positive Homeless Patients: A Randomized Controlled Trial." journal Am. Medical Assoc. (June. 2009) 
99;6; D. Buchanan, R. Kee, L. Sadowski, et. al. "Effect of a Housing & Case Management Program on Emergency Department 
Visits and Hospitalizations Among Chronically Ill Homeless Adults: A Randomized Controlled Trial." Am. Journal Public Health. 

(May 2009) 301; 17. 
5 Medicaid beneficiaries identified as frequent hospital users, particularly those experiencing housing 

instability, are prone not only to continue to use hospitals and emergency departments as their source of 

care, but to acquire higher inpatient costs over time. M. Raven, J. Billings, M. Gourevitch. "Medicaid Patients at High 

Risk for Frequent Hospital Admission: Real-Time Identification & Remediable Risks."]. Urban Health. Mar. 2009. 86(2); 230
241. 

6 D. Flaming, P. Burns & M. Matsunaga. "Where We Sleep: Costs When Homeless & Housed in Los Angeles." Economic 


Roundtable. 2009. 

7 About 35,400 Californians experience chronic homelessness on any given night. Many are frequent hospital users. National 

Alliance to End Homelessness, State <ifHomelessness in America. May 2014. http·! lb 3cdn net/naeh/dlb106237807ab260f qam6ydz02 pdf. 

8 Evidence shows two-year data are more accurate in predieting frequent hospital readmissions. M. Raven, J. Billings, M. 

Gourevitch. "Medicaid Patients at High Risk for Frequent Hospital Admission: Real-Time Identification & Remediable Risks."]. 


Urban Health. Mar. 2009. 86(2); 230-241. 
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A substance· use disorder and at least one of the listed 
medical conditions 0 R 

At least two of the listed medical conditions. 

At least three inpatient admissions within 12 months, at least 45 
days inpatient (cumulative or single )9 in a single year, or at least 
five inpatient admissions within 24 months OR 

Periods of homelessness over 24 months with 
institutionalization 10 of at least 30 days OR 

No longer chronically homeless, but were chronically homeless 
before moving into housing. 

Enrollment: We recommend establishing a "bi-directional approach" in establishing eligibility for 
health home services, similar to what is proposed in the concept paper, but with a stronger emphasis on 

provider referral of potentially eligible beneficiaries to a health home. MCOs could use claims data to 

identify enrollees who meet inpatient admission criteria. Similar to other state practices, a SP A should 

require health homes to work with hospitals, clinics, behavioral care providers, county agencies, 

coordinated homeless assessme~t and intake systems, and social service agencies (housing and homeless 

service) to establish referral processes for potentially-eligible health home beneficiaries. Health home 

outreach workers could be deployed to hospitals, recuperative care, and homeless service and housing 

partners to administer the eligibility tool. 

In addition to offering beneficiaries an option to "opt out," we recommend also offering beneficiaries an 

opportunity to opt into a different health home than one assigned to them. 

Continuity efCare: Though many health home participants will not meet initial eligibility criteria after a 

period of participation in a health home program, evidence shows participants would continue to use acute 

care services (and are likely, in fact, have escalating hospital costs) without health home services. For this 

reason, beneficiaries who are initially eligible should remain eligible to receive the same 
benefit until stable for at least one year (or for a total of 10 quarters, whichever occurs 
later). After the beneficiary no longer requires the same frequency of contact, the beneficiary should be 

able to continue to access services from the same health home provider at a "maintenance rate" identified in 

the SPA. Considering relapse is part of recovery, and health homes should be allowed flexibility to return 

the beneficiary to a higher level of services when needed. 

GEOGRAPHlC PHASING 

While we understand the· desire to phase in statewide implementation of the Health Home option, we 

recommend clarifying what "readiness" means for non-CCI counties, and how CCI programs could build 

capacity for providing health home services to eligible populations. 

ADDRESSING MULTIPLE POPULATIONS 

We recognize many populations could benefit from health home services. To craft a health home SPA that 

offers a range of health home services to different populations, we support the DHCS decision to tier 

payment based on population needs. We further recommend DHCS tier eligibility, outcome 
standards, and service descriptions, as well as payment. We also recommend DHCS take into 

consideration that adding a minimal per member per month fee for the populations we are addressing in our 

comments will not be effective in curbing costs of a beneficiary incurring thousands of dollars in costs per 

month. Tiering ofpayment should reflect the significant differences in services needs among 
populations identified. 

9 Inpatient stays or admissions should include behavioral health admissions. 

10 "Institutionalization" should include psychiatric hospitalization, skilled nursing care admission, or incarceration. 




New York State's Section 2703 health homes are one example of a tiered system. Prior to implementing a 

health home SPA, New York ran a Chronic Illness Demonstration Program (CIPD), designed to coordinate 

care for beneficiaries with complex conditions. Among barriers to successful implementation of the CIPD 

program, staff reported difficulties locating homeless beneficiaries without funding for in-person outreach 

and engagement, and an overall rate inadequate to create trusting relationships with difficult-to-engage 

populations. Using lessons learned from CIPD in their Section 2703 Health Home SPA, New York 

Medicaid staff tiered services and rates by population, explicitly incorporated housing providers into health 

home networks, and created an "outreach/engagement rate."11 CIPD and other programs· demonstrate 

programs will choose to serve the least difficult populations, unless offered incentive to target otherwise. 

In fact, the needs ofAB 361 populations are unique from other high-cost Medicaid 
populations. A housed beneficiary with AIDS, for instance, may not need frequent interaction with a case 

manager; yet, a chronically homeless Medi-Cal beneficiary with AIDS is more likely to die unless receiving 

support to connect him to housing, and then receiving ongoing flexible, face-to-face, and frequent services 

that allow him to remain stable. 12 Both populations risk high costs; however, while physician-led medical 

homes can help an AIDS patient manage the disease, homeless or unstably housed beneficiaries cannot 

manage AIDS while homeless. 13 Achieving health stability for this population must begin with housing, and 

services must promote health and housing stability to improve health utilization outcomes. 

ROLE or MANAGED CARE OHGANIZATIONS 

Given the importance of managed care in California, we agree that MCOs should play a critical role in 

administering the health home benefit. We agree with the concept of using MCOs to administer the 
health home benefit through a network of community-based organizations designated to 

provide health home services to the AB 361-identified populations. We also recommend allowing MCOs 

flexibility in establishing a network of health home providers. MCO care coordinators should work 

collaboratively with health homes to track and share data and connect to providers. 

Because MCOs have developed health data exchanges, MCOs should operate as the health information 

technology provider. MCOs could require providers either to send batch files to MCOs to track services 

rendered, or to enter data directly into a module within the MCOs HIT system, and work with health 

homes to create systems that track social service interactions. 

We further recommend establishing consistency among MCOs in how much of the funds they retain as a 

lead entity. MCOs should retain a portion of health home benefit. Other states have established MCO rates 

of 3-5%. 14 This rate would allow MCOs to perform their critical functions, while ensuring all MCOs are 

retaining and funding health home services at consistent, specified rates. 

11 Center for Health Care Strategies. "New York's Chronic Illness Demonstration Project: Lessons for Medicaid Health Homes." 


Dec. 2012.http://wwwchcs.org/media/NY RCP CIDP Profile 122112.pdf. 

12 A randomized, control-group study found homeless people with HIV I AIDS were half as likely to have undetectable levels of 


HIV, and had viral loads 87% higher than people with HIV I AIDS receiving the same care who were housed. D. Buchanan,R. Kee, 


L. Sadowski, & D. Garcia. The Health Impact of Supportive Housing for HIV-Positive Homeless Patients: A Randomized 


Controlled Trial." American journal efPublic Health. June 2009, 99:6. 

13 K. Linkins, L. Brya. Final Evaluation ef the Frequent Users efHealth Services Initiative. 2008. Frequent users receiving frequent face


to-face case management who remained homeless increased inpatient days, while formerly homeless frequent users connected to 


housing significantly decreased their inpatient days. 

14 New York's State Plan Amendment includes a 3% fee for managed care plans. 




HEALTH HOME PRO\'JDERS 

We recommend California allow a health home to broker partnerships between multiple entities, 

representing multiple sectors, to offer the full package of services. 15 While we agree with the DHCS 

concept of allocating funding to MCOs, we recommend allowing greater flexibility than indicated in the 

concept paper in contracting and subcontracting with health home providers. MCOs should be able to 

contract with other entities not listed in the paper. For example, a Federally-Qualified Health Center 

(FQHC) should be able to partner with a homeless service provider for outreach, engagement, and case 

management, and partner with local hospitals for transitional care. In many communities, sodal service 

providers have the greatest expertise and most experience building trusting relationships with beneficiaries 

who tend to lack trust in health care professionals. Even more crucial, providers should be able to offer 

services where the beneficiary lives, even if under a bridge, and be able to use mobile teams to outreach and 

provide services to beneficiaries. 

While physicians typically lead medical homes and focus on coordinated care, Section 2703 health homes 

encompass the coordination of health care services in combination with community and social supports for a 

true "team-based structure." We strongly recommend DHCS ensure it promotes a "team-based structure" 

in the structure it includes in a health home SPA. 

ACA Section 2703/AB 361 Health Homes M_edicalor NQQA~CertifiedHealth Homes 

~ 	 "Whole-person orientation" that assesses; iri person, all ·····~er~ori-~el1t~f~d··(>rientati()n~' th~ittypically assesses · 
factors impacting a beneficiary's health and connects the tel'eph?~k(\lly ~nd~~nn~cts .beneficiariesto·Il1edical, 
beneficiary to social services and comm unit)' supports. ~pecialty; a114, ~c>niepmes,·.behaviora.l health. care. 

"Home" is operated throughtraditional and non-traditional "H~l11e''..istyBiT~llyqperated.throl1~. prirnary ·care 
providers, including clinics, community~based social provWer <;>r.pe.rsoµal.phys1cian. 
services providers, or behavioral health care providers. .  - ... ·.·· ,: ·:· .· . ..;.·

Services typically offered face-to-face, outside· of the .~ Se!'yiyes.~~pically.offer,ed. telephdnically .._.•When .face
confines ofa physician's, clinic's, or behavioral health •·· '.t~.~faq~; servi9~~-aretypi~llyoffen'.)d in. an office.~. 
center's walls, even at a beneficiary's home. ~.. -.--,'- .... ·~ ->~~.·:_,'.:'..- ~ ::<.".-·.-_:·>· ~_:/:_\-Y,:... - . , :- :>_.. ' . 

Emphasis on greater access to care through addressing the :grnpfa sis ()~ acSF~sto ..medicalcare through .qti~lity 
whole needs of the beneficiary. ;~rppro:ye~e11t, eip:inded hgurs, cqtµrriunication 

.· Wrn?H~; 
Payment fonds comprehensive care coordination/ case ·;~·.··· ~ay~~l1ttrpic~li~:f~lldscare co~rdi11atorswho.serve 
management and connection to services riecessary to h~ggr~ds..;\th~~~~u1ds .ofb)n,efidades.(payment is 
improve· the beneficiary's health. Case. managers typically ···us~ally i~r~nge(>f $2;00~$50:QO Plv{J>M). 
serve 20 beneficiaries (payment ranges $55-$570 PMPM). 

Targets beneficiaries with.complex conditions, .. includirig 
SMI or SUD, and ne ative socialdeterminants, -~· targ~~·beBefi~i(l~ies .. .with chroriic rnedi.ca1 conditions. 

Provider Structure: We recommend adhering to AB 361, which identifies specific provider requirements, such

as experience addressing needs of homeless and frequent hospital user beneficiaries, and viable plans to 

connect homeless beneficiaries to housing, outreach and engagement services. Networks should include 

established partnerships with housing providers committed to house homeless participants. 

Types q,fProviders: Community-based organizations with expertise in., working with populations 
identified in AB 361 are uniquely qualified to offer services, and, in many cases, are working 

15 Centers for Medicare & Medicaid Services. "Health Homes (Section 2703) Frequently Asked Questions." May 2012. 
http://www.medicaid.gov/State-Resource-Center/Medicaid-State-Technical-Assistance/Health-Homes-Technical
Assistance/Downloads/Health-Homes-FAQ-5-3-12 2.pdf. 

 

http://www.medicaid.gov/State-Resource-Center/Medicaid-State-Technical-Assistance/Health-Homes-Technical


collaboratively with housing and behavioral health providers to integrate care and engage beneficiaries. 

These organizations include many of the entities identified in the concept paper, such as clinics and FQHCs, 

hospitals, and behavioral health providers. Other providers, such as county, homeless health care, and 

homeless service providers, are primary providers of the types of services identified in the health home 

option. Providers should be allowed to contract with service providers who are not Medi-Cal billers, as long 

as the team meets standards identified in the SPA and is able to achieve outcome goals within the first 18-24 

months. 

Team Structure: We recommend flexibility, with the following functions identified: 

1. 	 A director who has a strong background in managing multidisciplinary teams. 

2. 	 Case or care managers, who may be a paraprofessional or licensed case manager, community health 

worker, or nurse, and who would

• 	 Use tools like motivational interviewing16 to complete a single integrated care plan in 

collaboration with the beneficiary, over which (s)he would be responsible. 

• 	 Work with hospital staff to plan for discharge, connect beneficiaries to services the beneficiary 

may need, transport and accompany beneficiaries to appointments, help the beneficiary manage 

medications (if a nurse or nurse practitioner), advocate on behalf of beneficiaries with health 

care professionals, and provide services promoting housing stability to formerly homeless 

ber:ieficiaries (such as training in life skills, financial management, and community integration). 

• 	 Offer services where the beneficiary lives. 

3. 	 Outreach workers, who may be a paraprofessional or peer advocate, and who would

• 	 Locate potentially eligible beneficiaries, outreach to and engage beneficiaries. 

• 	 Assess a beneficiary's eligibility for health home services, in collaboration with health care 

professionals who render diagnoses. 

4. Health or housing navigators, who may be a paraprofessional service provider, and who would

• 	 Form and foster relationships with and communication between team members, housing 

providers, and benefits advocates. 

• 	 Connect homeless beneficiaries to recuperative care or bridge housing. 

• 	 Connect homeless beneficiaries to permanent housing (housing without limit on length of stay). 

5. 	 Clinician consultant(s), who may be primary care physician, psychiatrist, psychologist, registered 

nurse, advanced practice nurse, licensed clinical social worker, social worker licensed to provide 

treatment, or other behavioral health care professional, and who would

• 	 Confirm eligibility for health home services and review and inform the integrated care plan. 

• 	 Facilitate enhanced access to primary care and behavioral health providers. 

6. 	 Administrative support, including support to collect and report data to an evaluator. 

DITINITIONS OF HEALTH HOME SERVICES 

The State may define each of the core services a health home must provide, and could define services 

differently for specific population. Services should be, to the extent possible, provided outside of the 

16 Motivational interviewing is an evidence-based, "collaborative, person-centered form of guiding to elicit and strengthen 

motivation for change," originating substance use treatment. It W.R. Miller & S. Rollnick. "Ten Things That Is Not Motivational 

Interviewing." Behavioral and Cognitive Psychotherapy. 87, 129-140 (2009). 



clinic setting and easily accessible to the beneficiary. Palliative care, however, is not an identified 

service within the Health Home option and should not be included as a health home benefit. Though a 

valuable service, palliative care is not a service included within the option. 

Definitions: With evidence-based models of multidisciplinary services in mind-Assertive Community 

Treatment, 17 harm reduction, 18 and Critical Time Intervention19-we recommend the following: 

Comprehensive Care Management: Client-centered wrap-around services to outreach to beneficiaries where 

they are, engage beneficiaries to participate in services, use motivational interviewing to create an 

integrated care plan in collaboration with the beneficiary that incorporates a "whole-person" approach, 

update the care plan regularly and communicate changes with other health home members, and help 

beneficiaries achieve and maintain housing and health stability. Services promoting housing stability 

include assisting the beneficiary access existing housing resources (with choice), learning to manage 

finances, pay rent, shop for or gain access to healthy food, maintain eligibility for benefits, 

communicate with property managers, and participate in the community. 

Care Coordination & Health Promotion: In a culturally-competent manner, connecting the beneficiary to 

primary, behavioral, and specialty care in accordance with an integrated care plan, advocating with 

health providers on behalf of beneficiaries, collaborating with a beneficiary and health providers to 

foster treatment compliance using harm reduction, and promoting evidence-based recovery strategies. 

Activities should include developing relationships with housing providers, hospitals, MCOs, and 

primary and behavioral health providers, scheduling appointments, transporting beneficiaries to 

appointments, managing medication, and warm hand-offs to partners and members of the health home 

team. 

Comprehensive Transitional Care: In coordination with hospital and health providers, outreaching to and 

engaging beneficiaries to plan for transitions, to achieve collective goals, to build relationships with 

social service and health care professionals, and to empower and educate beneficiaries to improve health 

outcomes. Transitional care also includes keeping track of readmissions to hospitals and other acute

care or skilled nursing facilities, and admission into other institutions (i.e., jail/prison, detox facilities), 

as well as assisting beneficiaries transition back to the community. 

Individual & Famiif Support Services: Services that identify and connect beneficiaries to potential family 

and support networks, including disease groups, as well as peer engagement, community integration 

and engagement. 

17Assertive Community Treatment (ACT) is a SAMHSA-recognized model of care for people with serious mental illness that 

offers services where problems arise and support skills/treatment as needed. ACT is based on a collaborative approach to 

integrate interventions and adjust interventions based on the individu~l's changing needs. U.S. Dept. of Health & Human Servs., 

Substance Abuse & Mental Health Servs. Admin. "Assertive Community Treatment: the Evidence." Evidence-Based Practices 

Knowledge Iriformation Traniformation. 2008. www .samhsa.gov. 
18 Harm reduction recognizes abstinence may be neither a realistic nor a desirable goal for some with substance use disorders. It 
works to reduce harm while use continues. Homeless Resource Center, Substance Abuse & Mental Health Servs. Admin. 

"Substance Use & Addiction: Harm Reduction." http:/ /homeless.samhsa.gov/ channel/harm-reduction-273.aspx. 
19 Critical Time Intervention involves intensive 9-month interventions to stabilize people following discharge. It offers two 

components: (1) strengthening the individual's long-term ties to services, family, and friends; and (2) providing emotional and 

practical support during the transition. Post discharge services are delivered by workers who have established relationships with 

patients during their institutional stay. SAMHSA's National Registry of Evidence-Based Programs & Practices. "Critical Time 

Intervention." http:I/www.nrepp.samhsa.gov/Viewlntervention.aspx?id=l 25. 2006. 

http:I/www.nrepp.samhsa.gov/Viewlntervention.aspx?id=l
http:homeless.samhsa.gov
http:samhsa.gov


Referral to Community & Social Support Services: In collaboration with the beneficiary, identifies potential 

resources to meet beneficiary needs in the community (including food security needs), assist 

beneficiaries with applications and obtains documents to promote access to social supports (including 

housing), connects beneficiaries to decent, affordable permanent housing, and links beneficiaries to 

appropriate recuperative care or bridge housing until permanent housing becomes available. Includes 

ongoing follow-up to ensure beneficiaries continue to access appropriate services in the community. 

Use qfHealth leformation Technolo[JJ' to Link Services: Using managed care organization data systems, 

accessing data on a beneficiary's acute care use, tracking outcomes between health home partners, and 

communicating these data to the health home team, including case conferencing among team members 

and exchange of data on as frequent basis as possible. Linking services includes using best practices for 

facilitating active data sharing across systems of care, including memoranda of understanding, business 

associates agreements, and common consent waivers. 

En9a9ement Services: Critical to making these services meaningful, the benefit must include engagement 

services to allow case or care managers to connect with eligible beneficiaries where the beneficiary lives. 

Engagement builds trusting relationships between a beneficiary and care manager or outreach worker, 

relationships that will eventually lead to a beneficiary's decision to participate more. fully in health home 

services and become compliant with treatment protocol. CMS guidance indicates engagement services may 

be funded, as the lynchpin in making the other health home services successful. 

Services Funded by Other Pro9rams I Benefits: For people with serious mental illness, counties have used the 

Mental Health Services Act (MHSA) and the Medi-Cal Rehabilitation Option to offer services included in 

these definitions, and have demonstrated success in improving health outcomes. However, many of the 

services that populations identified in AB 361 need fall outside what is reimbursable. The Rehab Option, for 

example, does not fund outreach and engagement or habilitation services. MHSA and the Rehab Option are 

limited to people with specific mental illnesses, excluding others with diagnoses such as personality 

disorders. These resources should complement health home benefits, rather than supplant them. 

PAYMENT METHODOLOGY & RATES 

Stratified Per Member. Per Month Rates: Payments to health homes should be per member, per month (PMPM) 

and stratified to fit the needs of the population served. As an example, a health home benefit for 

beneficiaries who need chronic illness management could be $65 PMPM, while payments to health homes 

serving populations with high acuity and complexity of care needs would range from $300-532. 
Complementing other federally-funded benefits providing similar services, health home services for 

beneficiarks eligible for other federally-funded services would be paid at lower rates. 

Potential Rates: For populations identified in AB 361, a rate should take into consideration some beneficiaries 

would graduate to less frequent face-to-face contact after 18-24 months, and some may be eligible for some 

services under a different benefit. Higher rates should also require a minimum number of in-person face-to

face contacts, and be based on expectations to achieve specific outcomes (i.e., decreased inpatient 

admissions). 



High rate 

Two Chronic Conditions (with or Med rate 
without SMI) OR One SMI 

Low rate 
Housed Frequent Users 

Homeless AB 361 Pops. 

Outreach/Engagement Rate: To achieve Section 2703 goals for homeless beneficiaries, a health home must 
first locate a beneficiary, then engage that beneficiary, who is likely to be distrustful of the health 

care system, to participate in services. We recommend following New York's example in including 
outreach staff in AB 361 health home teams, and offering 80% of the PMPM as an "outreach/engagement" 

rate for the first 90 days until the beneficiary begins fully engaging in services. 20 If the beneficiary begins 
engagement in services prior to the end of 90 days, the health home should be paid the full PMPM rate. 

Other States: 


Per Member, Per Month Rates for Health Home 


Services21 

Outreach L 
ow-

Frequent 
State I Engage- Level FaFce-to-

S . ace 
ment ervices Contact 

Iowa, 
NIA $12.80 $76.81 

*See NYS rate schedule to right. 

*NY Health Home Rate Schedule 

Yes Low $125-156
Single 

SMI 

Mid $169-218 

20 A. Hamblin, R. Davis, K. Hunt. "Outreach to High-Cost, High-Need Individuals: Best Practices for New York Health Homes. 
NYS Health Foundation I Center for Health Care Strategies. April 2014. http· I /n:yshealthfoundation org/uploads/resources/chcs-health-homes

outreach-report-april-2014-1 pelf. 

21 Centers for Medicare & Medicaid Services, State Plan Amendments. 




Triples No Low $101-115 


Chronic Mid $155-184 


Average Total $209 


Range $68-593 


Case Management Services: Per Minute 
Encounters $451 

Per Staff Hour Encounters $1,333 

$200 (Low) 


• 	 Low Intensity After Stabilization $400 (Standard) 

• 	 Standard for Clients in Recovery 

• 	 High Intensity During Initial Period of $900 (High) 

Contact 

22 One provider's typical reimbursement. 



- - -

Sample High Face-to-Face Contact PMPM 
- - - - - --- - - --~ 

Roles FTE FTE per Annualized Reimbursement 

200 Salary PMPM Rate 


Health Home Director 1 FTE per 200 enrollees 1 $100,800 $42 
PCP/BH Consultants 3 hours per enrollee per yr n/a $122,880 $16 
Car-e Manager 1 FTE per 25 enrollees 8 $70,200 $234 
Care Coordinators 1 HE per 50 enrollees 4 $60,000 $100 
Outreach Worker 1 FTE per 50 enrollees 4 $60,000 $100 
Admin. Support 1 HE per 200 enrollees 1 $60,000 $25 
MCO Support 1 FTE per 400 enrollees {3%) n/a $15 

Sustainabilitv .. Once

Enhanced Federal Match 

Evidence shows Ends: 

providing individualized 

health home services to 

high-cost homeless 

Medicaid beneficiaries 

pays off. To capitalize 

on projected savings, we recommend DHCS create a "risk-savings pool," allowed under Federal 

guidance, to bank savings that could be used to offset State costs after enhanced federal funding ends. DHCS 

could calculate Medi-Cal costs avoided by evaluating pre and post medical costs among AB 361 beneficiaries 

participating in health home programs, or through a more rigorous control group evaluation that compares 

costs in the first two years among beneficiaries receiving health home services with costs among 

beneficiaries with comparable barriers to care, who are eligible but not participating. 

Additionally, some State- and county-funded programs could contribute to a State match, such 

as MHSA funds. Other existing county programs, such as Los Angeles County's Housing for Health 

program or San Francisco's Direct Access to Housing program, offer a similar source of matching funds. 

We strongly encourage DHCS not to consider this program a pilot, but to work to identify 
sources of funds that could pay for the State's share of costs beyond the first eight quarters. 

TIMELINE & STAKEHOLDER PROCESS 

While we appreciate the DHCS effort to begin a Health Home program as quickly as 
possible, we also advise DHCS to seek stakeholder input on the implementation ofAB 361. 
The concept paper leaves open many of the details to further assessment. Obtaining the input of 

stakeholders with understanding and knowledge of MCO operations, as well as stakeholders who have 

direct experience and stakeholders who have expert understanding of the needs of the populations identified 

is critical to the success of this program. In fact, it is a requirement of AB 361. For these reasons, we urge 

DHCS staff to create a process for obtaining stakeholder input on the details of implementation of this 

concept paper, rather than focusing all stakeholder feedback on alignment with CalSIM. 

Thank you for the opportunity to comment on this concept paper. We look forward to ongoing discussions 

on this critical benefit. 

Gail Gilman 

Executive Director 
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Bob Baxter 
Brian Hansen 
California Department of Health Care Services 
hhp@dhcs.ca.gov 

 Re: Comments to Draft Concept Paper on Health Homes for Patients with Complex Needs 

Dear Mr. Baxter and Mr. Hansen: 

On behalf of CSH Los Angeles, I am writing to comment on the draft concept paper on Health Homes for 
Patients with Complex Needs. CSH uses housing solutions to improve the lives of the most vulnerable 
people in communities across the country, including frequent users of hospitals. In 2011, CSH LA created 
the 10th Decile Project, which has grown into a county-wide, multi-sector network to improve health 
outcomes and decrease health care costs for chronically homeless, frequent hospital users in eight 
communities of LA County. The 10th Decile Project represents the best of what we have learned over the 
past decade: data-driven techniques for identifying and targeting the highest-cost, highest-need individuals; 
integrated care management and supportive housing; community-based “navigators” to coordinate housing 
and social services (including primary and behavioral care); and teams of hospitals, FQHCs, mental health 
providers, and homeless services providers. The program targets individuals in the “10th Decile,” i.e., those 
individuals who fall in the highest-need, highest-cost 10% of the Los Angeles County homeless population. 
Navigators provide critical housing and care coordination support to move clients into housing, as well as 
link clients to their medical homes, working with hospitals, primary care and mental health providers, and 
housing navigators to develop and implement a coordinated system of care. The 10th Decile Project has 
enrolled 165 participants to date, and we are seeing strong results: hospital utilization data on 77 
participants show that within just one year, the 10th Decile Project has achieved a 79% decrease in hospital 
costs. The project is generating total cost savings of $9 MM, with average cost reductions of $54,106 per 
participant per year.  

CSH’s LA County Health Homes Charrette process, which involved a 25-member steering committee and 
multiple community meetings between May-September 2014, to educate and engaged 200 stakeholders 
across multiple sectors (MCOs, hospitals, FQHCs, homeless services, mental health, supportive housing) in 
providing recommendations for AB 361 implementation. Homeless services providers, FQHCs, and 
hospital partners from the 10th Decile Project network participated actively to incorporate best practices 
and lessons learned on the ground from the 10th Decile Project into the AB 361 health home 
recommendations, which follow.  

A key theme throughout is that the health home services, supports, providers, and staff experience (with 
chronic homelessness) required for chronically homeless frequent users will differ from the health home 
components required for housed frequent users. Accordingly, I would strongly recommend that health 
homes that serve chronically homeless frequent users would have the evidenced-based practices for working 
with chronically homeless beneficiaries with complex conditions and intensive case management expertise 
that currently exist in in a number homeless services providers across the state.   

BACKGROUND 

One significant innovation in health care delivery has been the concept of a medical home.  The medical 
home model offers a team-based approach to provide coordinated care and to organize care around the 

mailto:hhp@dhcs.ca.gov
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patient.1 But conventional physician-led medical homes typically fail chronically homeless and frequent 
hospital user beneficiaries2 because they concentrate on medical stability, while beneficiaries focus on day-
to-day survival. People experiencing homelessness have significant barriers to treatment compliance: they 
cannot rest to recover from illness, have no place to store medication, are exposed to the elements, cannot 
eat a healthy diet, often have distrustful relationships with the health care system, and cannot access reliable 
transportation to attend appointments. They simply cannot improve health outcomes with services 
administered over a telephone or in an office. For this reason, homeless and frequent hospital users incur 
disproportionate Medicaid costs, even when connected to medical homes.3  

In housing and mental health systems, successful case management programs serving homeless and frequent 
user populations offer key features, such as in-person, individualized, frequent and flexible services, offered 
where the person lives, with beneficiary to staff ratios of 1:15 to 1:20. These teams find homeless 
beneficiaries on streets or in shelters, build trusting relationships, help beneficiaries work with landlords 
and pay rent, transport beneficiaries to appointments, advocate with care providers, and coordinate 
behavioral and primary care, all while sustaining enrollment during relapse. Study after study shows this 
package of services dramatically improves health outcomes, while dramatically reducing Medicaid costs.4   

These types of services, however, are largely unreimbursed by Medi-Cal, and rely on patchwork funding 
difficult to sustain or replicate. Existing resources that pay for similar services are often inflexible and 
fragmented. For this reason, we are in strong support of DHCS’ decision to proceed with a health home 
option, and to seek this option for the overlapping populations of homeless beneficiaries and frequent 
hospital users, per Assembly Bill 361 (Mitchell). 

ELIGIBILITY & ENROLLMENT  

Basing eligibility on current claims data alone is problematic. While inpatient costs continue to 
rise for populations identified in AB 361,5 other high-cost beneficiaries can “regress to the mean.” Newly-
eligible populations will incur costs claims data does not yet capture. Los Angeles County indigent health 
care costs for homeless General Relief recipients in 2009 averaged over $1,900 per month,6 costs Medi-Cal 

                                                           
1Four physician societies developed underlying principles of a physician-led medical home: the American Academy of Family 
Physicians, American Academy of Pediatrics, the American College of Physicians, and the American Osteopathic Association.  See 
http://www.aafp.org/dam/AAFP/documents/practice_management/pcmh/initiatives/GuidelinesPCMHRecAccredit.pdf.  
2 About 1,000 categorically eligible beneficiaries who frequently use hospitals for reasons that could have been avoided through 
better access to care (“frequent users”) accumulate Medi-Cal costs of over $100,000 per person per year. Based on 2007 Medi-
Cal claims data provided to Senator Darrell Steinberg by the Department of Health Care Services. 
3 Massachusetts reported homeless beneficiaries incurred over $26,000 per year in Medicaid costs in 2010. Home & Healthy for 
Good. Permanent Supportive Housing: A Solution that Works. Dec. 2011. 
4 Multiple studies demonstrate improved patterns of service utilization and decreased costs: M. Larimer, D. Malone. “Health 
Care and Public Service Use and Costs Before and After Provision of Housing for Chronically Homeless Persons with Severe 
Alcohol Problems.” Journal Am. Medical Assoc. 2009; 301(13):1349-1357 (2009). D. Buchanon, R. Kee. “The Health Impact of 
Supportive Housing for HIV-Positive Homeless Patients: A Randomized Controlled Trial.” Journal Am. Medical Assoc. (June. 2009) 
99;6; D. Buchanan, R. Kee, L. Sadowski, et. al. “Effect of a Housing & Case Management Program on Emergency Department 
Visits and Hospitalizations Among Chronically Ill Homeless Adults: A Randomized Controlled Trial.” Am. Journal Public Health. 
(May 2009) 301;17. 
5 Medicaid beneficiaries identified as frequent hospital users, particularly those experiencing housing 
instability, are prone not only to continue to use hospitals and emergency departments as their source of 
care, but to acquire higher inpatient costs over time. M. Raven, J. Billings, M. Gourevitch. “Medicaid Patients at High 
Risk for Frequent Hospital Admission: Real-Time Identification & Remediable Risks.” J. Urban Health. Mar. 2009. 86(2); 230-
241. 
6 D. Flaming, P. Burns & M. Matsunaga. “Where We Sleep: Costs When Homeless & Housed in Los Angeles.”  Economic 
Roundtable. 2009. 

http://www.aafp.org/dam/AAFP/documents/practice_management/pcmh/initiatives/GuidelinesPCMHRecAccredit.pdf
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now will absorb in expanding the program to childless adults. Moreover, claims data cannot depict factors 
recognized as “social determinants,” for which health homes could have greatest impact. 

Eligibility Based on Acuity: We support the list of conditions reflected in the HHPN concept paper, and 
recommend California base eligibility for AB 361-defined services on a combination of conditions, 
with eligibility limited by severity (consistent with AB 361). DHCS could develop a tool, with a list 
of documentation required, to help MCOs and providers determine eligibility. 

Initial Eligibility Based on Both of the Following: 

One of the following combinations of conditions: 

At least one of the listed mental illnesses and a 
substance use disorder OR 

At least one of the listed mental illnesses and one of the 
listed medical conditions OR 

A substance use disorder and at least one of the listed 
medical conditions OR 

At least two of the listed medical conditions. 

A level of severity indicated by the one of the following: 

Chronic homelessness7 OR 

Homelessness and five or more emergency department visits 
over the previous 12 months or eight emergency department 
visits over 24 months8 OR 

At least three inpatient admissions within 12 months, at least 45 
days inpatient (cumulative or single)9 in a single year, or at least 
five inpatient admissions within 24 months OR 

Periods of homelessness over 24 months with 
institutionalization10 of at least 30 days OR 

No longer chronically homeless, but were chronically homeless 
before moving into housing. 

Enrollment: We recommend establishing a “bi-directional approach” in establishing eligibility for 
health home services, similar to what is proposed in the concept paper, but with a stronger emphasis on 
provider referral of potentially eligible beneficiaries to a health home. MCOs could use claims data to 
identify enrollees who meet inpatient admission criteria. Similar to other state practices, a SPA should 
require health homes to work with hospitals, clinics, behavioral care providers, county agencies, 
coordinated homeless assessment and intake systems, and social service agencies (housing and homeless 
service) to establish referral processes for potentially-eligible health home beneficiaries. Health home 
outreach workers could be deployed to hospitals, recuperative care, and homeless service and housing 
partners to administer the eligibility tool.  

In addition to offering beneficiaries an option to “opt out,” we recommend also offering beneficiaries an 
opportunity to opt into a different health home than one assigned to them.  

Continuity of Care: Though many health home participants will not meet initial eligibility criteria after a 
period of participation in a health home program, evidence shows participants would continue to use acute 
care services (and are likely, in fact, have escalating hospital costs) without health home services. For this 
reason, beneficiaries who are initially eligible should remain eligible to receive the same 
benefit until stable for at least one year (or for a total of 10 quarters, whichever occurs 
later). After the beneficiary no longer requires the same frequency of contact, the beneficiary should be 

7 About 35,400 Californians experience chronic homelessness on any given night. Many are frequent hospital users. National 
Alliance to End Homelessness, State of Homelessness in America. May 2014. http://b.3cdn.net/naeh/d1b106237807ab260f_qam6ydz02.pdf. 
8 Evidence shows two-year data are more accurate in predicting frequent hospital readmissions. M. Raven, J. Billings, M. 
Gourevitch. “Medicaid Patients at High Risk for Frequent Hospital Admission: Real-Time Identification & Remediable Risks.” J. 
Urban Health. Mar. 2009. 86(2); 230-241. 
9 Inpatient stays or admissions should include behavioral health admissions. 
10 “Institutionalization” should include psychiatric hospitalization, skilled nursing care admission, or incarceration. 

http://b.3cdn.net/naeh/d1b106237807ab260f_qam6ydz02.pdf
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able to continue to access services from the same health home provider at a “maintenance rate” identified in 
the SPA. Considering relapse is part of recovery, and health homes should be allowed flexibility to return 
the beneficiary to a higher level of services when needed. 

GEOGRAPHIC PHASING 

While we understand the desire to phase in statewide implementation of the Health Home option, we 
recommend clarifying what “readiness” means for non-CCI counties, and how CCI programs could build 
capacity for providing health home services to eligible populations. 

ADDRESSING MULTIPLE POPULATIONS  

We recognize many populations could benefit from health home services. To craft a health home SPA that 
offers a range of health home services to different populations, we support the DHCS decision to tier 
payment based on population needs. We further recommend DHCS tier eligibility, outcome 
standards, and service descriptions, as well as payment. We also recommend DHCS take into 
consideration that adding a minimal per member per month fee for the populations we are addressing in our 
comments will not be effective in curbing costs of a beneficiary incurring thousands of dollars in costs per 
month. Tiering of payment should reflect the significant differences in services needs among 
populations identified. 

New York State’s Section 2703 health homes are one example of a tiered system.  Prior to implementing a 
health home SPA, New York ran a Chronic Illness Demonstration Program (CIPD), designed to coordinate 
care for beneficiaries with complex conditions. Among barriers to successful implementation of the CIPD 
program, staff reported difficulties locating homeless beneficiaries without funding for in-person outreach 
and engagement, and an overall rate inadequate to create trusting relationships with difficult-to-engage 
populations. Using lessons learned from CIPD in their Section 2703 Health Home SPA, New York 
Medicaid staff tiered services and rates by population, explicitly incorporated housing providers into health 
home networks, and created an “outreach/engagement rate.”11 CIPD and other programs demonstrate 
programs will choose to serve the least difficult populations, unless offered incentive to target otherwise. 

In fact, the needs of AB 361 populations are unique from other high-cost Medicaid 
populations. A housed beneficiary with AIDS, for instance, may not need frequent interaction with a case 
manager; yet, a chronically homeless Medi-Cal beneficiary with AIDS is more likely to die unless receiving 
support to connect him to housing, and then receiving ongoing flexible, face-to-face, and frequent services 
that allow him to remain stable.12 Both populations risk high costs; however, while physician-led medical 
homes can help an AIDS patient manage the disease, homeless or unstably housed beneficiaries cannot 
manage AIDS while homeless.13 Achieving health stability for this population must begin with housing, and 
services must promote health and housing stability to improve health utilization outcomes.  

ROLE OF MANAGED CARE ORGANIZATIONS 

                                                           
11 Center for Health Care Strategies. “New York’s Chronic Illness Demonstration Project: Lessons for Medicaid Health Homes.” 
Dec. 2012. http://www.chcs.org/media/NY_RCP_CIDP_Profile_122112.pdf.  
12 A randomized, control-group study found homeless people with HIV/AIDS were half as likely to have undetectable levels of 
HIV, and had viral loads 87% higher than people with HIV/AIDS receiving the same care who were housed. D. Buchanan,R. 
Kee, L. Sadowski, & D. Garcia. The Health Impact of Supportive Housing for HIV-Positive Homeless Patients: A Randomized 
Controlled Trial.” American Journal of Public Health. June 2009, 99:6.   
13 K. Linkins, L. Brya. Final Evaluation of the Frequent Users of Health Services Initiative. 2008. Frequent users receiving frequent face-
to-face case management who remained homeless increased inpatient days, while formerly homeless frequent users connected to 
housing significantly decreased their inpatient days. 

http://www.chcs.org/media/NY_RCP_CIDP_Profile_122112.pdf
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Given the importance of managed care in California, we agree that MCOs should play a critical role in 
administering the health home benefit. We agree with the concept of using MCOs to administer the 
health home benefit through a network of community-based organizations designated to 
provide health home services to the AB 361-identified populations. We also recommend allowing MCOs 
flexibility in establishing a network of health home providers. MCO care coordinators should work 
collaboratively with health homes to track and share data and connect to providers.  

Because MCOs have developed health data exchanges, MCOs should operate as the health information 
technology provider. MCOs could require providers either to send batch files to MCOs to track services 
rendered, or to enter data directly into a module within the MCOs HIT system, and work with health 
homes to create systems that track social service interactions. 

We further recommend establishing consistency among MCOs in how much of the funds they retain as a 
lead entity. MCOs should retain a portion of health home benefit. Other states have established MCO rates 
of 3-5%.14 This rate would allow MCOs to perform their critical functions, while ensuring all MCOs are 
retaining and funding health home services at consistent, specified rates. 

HEALTH HOME PROVIDERS 

We recommend California allow a health home to broker partnerships between multiple entities, 
representing multiple sectors, to offer the full package of services.15 While we agree with the DHCS 
concept of allocating funding to MCOs, we recommend allowing greater flexibility than indicated in the 
concept paper in contracting and subcontracting with health home providers. MCOs should be able to 
contract with other entities not listed in the paper. For example, a Federally-Qualified Health Center 
(FQHC) should be able to partner with a homeless service provider for outreach, engagement, and case 
management, and partner with local hospitals for transitional care. In many communities, social service 
providers have the greatest expertise and most experience building trusting relationships with beneficiaries 
who tend to lack trust in health care professionals. Even more crucial, providers should be able to offer 
services where the beneficiary lives, even if under a bridge, and be able to use mobile teams to outreach and 
provide services to beneficiaries. 

While physicians typically lead medical homes and focus on coordinated care, Section 2703 health homes 
encompass the coordination of health care services in combination with community and social supports for a 
true “team-based structure.”  We strongly recommend DHCS ensure it promotes a “team-based structure” 
in the structure it includes in a health home SPA.  

ACA Section 2703/AB 361 Health Homes Medical or NCQA-Certified Health Homes 

 “Whole-person orientation” that assesses, in person, all
factors impacting a beneficiary’s health and connects the
beneficiary to social services and community supports.

 “Home” is operated through traditional and non-traditional
providers, including clinics, community-based social
services providers, or behavioral health care providers.

 Services typically offered face-to-face, outside of the
confines of a physician’s, clinic’s, or behavioral health
center’s walls, even at a beneficiary’s home.

 “Person-centered orientation” that typically assesses
telephonically and connects beneficiaries to medical,
specialty, and, sometimes, behavioral health care.

 “Home” is typically operated through primary care
provider or personal physician.

 Services typically offered telephonically. When face-to-
face, services are typically offered in an office.

14 New York’s State Plan Amendment includes a 3% fee for managed care plans. 
15 Centers for Medicare & Medicaid Services. “Health Homes (Section 2703) Frequently Asked Questions.” May 2012. 
http://www.medicaid.gov/State-Resource-Center/Medicaid-State-Technical-Assistance/Health-Homes-Technical-
Assistance/Downloads/Health-Homes-FAQ-5-3-12_2.pdf.  

http://www.medicaid.gov/State-Resource-Center/Medicaid-State-Technical-Assistance/Health-Homes-Technical-Assistance/Downloads/Health-Homes-FAQ-5-3-12_2.pdf
http://www.medicaid.gov/State-Resource-Center/Medicaid-State-Technical-Assistance/Health-Homes-Technical-Assistance/Downloads/Health-Homes-FAQ-5-3-12_2.pdf
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 Emphasis on greater access to care through addressing the
whole needs of the beneficiary.

 Payment funds comprehensive care coordination/ca se
management and connection to services necessary t o
improve the beneficiary’s health. Case managers typicall y
serve 20 beneficiaries (payment ranges $55-$570 PMPM).

 Targets beneficiaries with complex conditions, including
SMI or SUD, and negative social determinants.

Provider Structure: We recommend adhering to AB 361, which identifies specific provider requirements, such 
as experience addressing needs of homeless and frequent hospital user beneficiaries, and viable plans to 
connect homeless beneficiaries to housing, outreach and engagement services. Networks should include 
established partnerships with housing providers committed to house homeless participants. 

Types of Providers: Community-based organizations with expertise in working with populations 
identified in AB 361 are uniquely qualified to offer services, and, in many cases, are working 
collaboratively with housing and behavioral health providers to integrate care and engage beneficiaries. 
These organizations include many of the entities identified in the concept paper, such as clinics and FQHCs, 
hospitals, and behavioral health providers. Other providers, such as county, homeless health care, and 
homeless service providers, are primary providers of the types of services identified in the health home 
option. Providers should be allowed to contract with service providers who are not Medi-Cal billers, as long 
as the team meets standards identified in the SPA and is able to achieve outcome goals within the first 18-24 
months.  

Team Structure: We recommend flexibility, with the following functions identified: 

 Emphasis on access to medical care through quality
improvement, expanded hours, communication options.

 Payment typically funds care coordinators who serve
hundreds to thousands of beneficiaries (payment is
usually in range of $2.00-$50.00 PMPM).



1. A director who has a strong background in managing multidisciplinary teams.
2. Case or care managers, who may be a paraprofessional or licensed case manager, community health

worker, or nurse, and who would—
• Use tools like motivational interviewing16 to complete a single integrated care plan in

collaboration with the beneficiary, over which (s)he would be responsible.
• Work with hospital staff to plan for discharge, connect beneficiaries to services the beneficiary

may need, transport and accompany beneficiaries to appointments, help the beneficiary manage
medications (if a nurse or nurse practitioner), advocate on behalf of beneficiaries with health
care professionals, and provide services promoting housing stability to formerly homeless
beneficiaries (such as training in life skills, financial management, and community integration).

• Offer services where the beneficiary lives.
3. Outreach workers, who may be a paraprofessional or peer advocate, and who would—

• Locate potentially eligible beneficiaries, outreach to and engage beneficiaries.
• Assess a beneficiary’s eligibility for health home services, in collaboration with health care

professionals who render diagnoses.
4. Health or housing navigators, who may be a paraprofessional service provider, and who would—

• Form and foster relationships with and communication between team members, housing
providers, and benefits advocates.

16 Motivational interviewing is an evidence-based, “collaborative, person-centered form of guiding to elicit and strengthen 
motivation for change,” originating substance use treatment. It W.R. Miller  & S. Rollnick. “Ten Things That Is Not Motivational 
Interviewing.” Behavioral and Cognitive Psychotherapy. 87, 129-140 (2009). 

Targets beneficiaries with chronic medical conditions.
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• Connect homeless beneficiaries to recuperative care or bridge housing. 
• Connect homeless beneficiaries to permanent housing (housing without limit on length of stay). 

5. Clinician consultant(s), who may be primary care physician, psychiatrist, psychologist, registered 
nurse, advanced practice nurse, licensed clinical social worker, social worker licensed to provide 
treatment, or other behavioral health care professional, and who would— 
• Confirm eligibility for health home services and review and inform the integrated care plan. 
• Facilitate enhanced access to primary care and behavioral health providers. 

6. Administrative support, including support to collect and report data to an evaluator.  
 

DEFINITIONS OF HEALTH HOME SERVICES  

The State may define each of the core services a health home must provide, and could define services 
differently for specific population. Services should be, to the extent possible, provided outside of the 
clinic setting and easily accessible to the beneficiary. Palliative care, however, is not an identified 
service within the Health Home option and should not be included as a health home benefit. Though a 
valuable service, palliative care is not a service included within the option. 

Definitions: With evidence-based models of multidisciplinary services in mind—Assertive Community 
Treatment,17 harm reduction,18 and Critical Time Intervention19—we recommend the following: 

Comprehensive Care Management: Client-centered wrap-around services to outreach to beneficiaries where 
they are, engage beneficiaries to participate in services, use motivational interviewing to create an 
integrated care plan in collaboration with the beneficiary that incorporates a “whole-person” approach, 
update the care plan regularly and communicate changes with other health home members, and help 
beneficiaries achieve and maintain housing and health stability. Services promoting housing stability 
include assisting the beneficiary access existing housing resources (with choice), learning to manage 
finances, pay rent, shop for or gain access to healthy food, maintain eligibility for benefits, 
communicate with property managers, and participate in the community. 

Care Coordination & Health Promotion: In a culturally-competent manner, connecting the beneficiary to 
primary, behavioral, and specialty care in accordance with an integrated care plan, advocating with 
health providers on behalf of beneficiaries, collaborating with a beneficiary and health providers to 
foster treatment compliance using harm reduction, and promoting evidence-based recovery strategies. 
Activities should include developing relationships with housing providers, hospitals, MCOs, and 
primary and behavioral health providers, scheduling appointments, transporting beneficiaries to 
appointments, managing medication, and warm hand-offs to partners and members of the health home 
team. 

                                                           
17Assertive Community Treatment (ACT) is a SAMHSA-recognized model of care for people with serious mental illness that 
offers services where problems arise and support skills/treatment as needed. ACT is based on a collaborative approach to 
integrate interventions and adjust interventions based on the individual’s changing needs. U.S. Dept. of Health & Human Servs., 
Substance Abuse & Mental Health Servs. Admin. “Assertive Community Treatment: the Evidence.” Evidence-Based Practices 
Knowledge Information Transformation.  2008. www.samhsa.gov.  
18 Harm reduction recognizes abstinence may be neither a realistic nor a desirable goal for some with substance use disorders. It 
works to reduce harm while use continues. Homeless Resource Center, Substance Abuse & Mental Health Servs. Admin. 
“Substance Use & Addiction: Harm Reduction.” http://homeless.samhsa.gov/channel/harm-reduction-273.aspx.  
19 Critical Time Intervention involves intensive 9-month interventions to stabilize people following discharge. It offers two 
components: (1) strengthening the individual's long-term ties to services, family, and friends; and (2) providing emotional and 
practical support during the transition. Post discharge services are delivered by workers who have established relationships with 
patients during their institutional stay.  SAMHSA’s National Registry of Evidence-Based Programs & Practices. “Critical Time 
Intervention.” http://www.nrepp.samhsa.gov/ViewIntervention.aspx?id=125. 2006. 

http://www.samhsa.gov/
http://homeless.samhsa.gov/channel/harm-reduction-273.aspx
http://www.nrepp.samhsa.gov/ViewIntervention.aspx?id=125


  800 South Figueroa, Suite 810    |    Los Angeles, CA 90017    |   213-623-4342   |   csh.org 

Comprehensive Transitional Care: In coordination with hospital and health providers, outreaching to and 
engaging beneficiaries to plan for transitions, to achieve collective goals, to build relationships with 
social service and health care professionals, and to empower and educate beneficiaries to improve health 
outcomes. Transitional care also includes keeping track of readmissions to hospitals and other acute-
care or skilled nursing facilities, and admission into other institutions (i.e., jail/prison, detox facilities), 
as well as assisting beneficiaries transition back to the community. 

Individual & Family Support Services: Services that identify and connect beneficiaries to potential family 
and support networks, including disease groups, as well as peer engagement, community integration 
and engagement. 

Referral to Community & Social Support Services: In collaboration with the beneficiary, identifies potential 
resources to meet beneficiary needs in the community (including food security needs), assist 
beneficiaries with applications and obtains documents to promote access to social supports (including 
housing), connects beneficiaries to decent, affordable permanent housing, and links beneficiaries to 
appropriate recuperative care or bridge housing until permanent housing becomes available. Includes 
ongoing follow-up to ensure beneficiaries continue to access appropriate services in the community. 

Use of Health Information Technology to Link Services: Using managed care organization data systems, 
accessing data on a beneficiary’s acute care use, tracking outcomes between health home partners, and 
communicating these data to the health home team, including case conferencing among team members 
and exchange of data on as frequent basis as possible. Linking services includes using best practices for 
facilitating active data sharing across systems of care, including memoranda of understanding, business 
associates agreements, and common consent waivers. 

Engagement Services: Critical to making these services meaningful, the benefit must include engagement 
services to allow case or care managers to connect with eligible beneficiaries where the beneficiary lives. 
Engagement builds trusting relationships between a beneficiary and care manager or outreach worker, 
relationships that will eventually lead to a beneficiary’s decision to participate more fully in health home 
services and become compliant with treatment protocol. CMS guidance indicates engagement services may 
be funded, as the lynchpin in making the other health home services successful. 

Services Funded by Other Programs/Benefits: For people with serious mental illness, counties have used the 
Mental Health Services Act (MHSA) and the Medi-Cal Rehabilitation Option to offer services included in 
these definitions, and have demonstrated success in improving health outcomes. However, many of the 
services that populations identified in AB 361 need fall outside what is reimbursable. The Rehab Option, for 
example, does not fund outreach and engagement or habilitation services. MHSA and the Rehab Option are 
limited to people with specific mental illnesses, excluding others with diagnoses such as personality 
disorders. These resources should complement health home benefits, rather than supplant them. 

PAYMENT METHODOLOGY & RATES 

Stratified Per Member, Per Month Rates: Payments to health homes should be per member, per month (PMPM) 
and stratified to fit the needs of the population served. As an example, a health home benefit for 
beneficiaries who need chronic illness management could be $65 PMPM, while payments to health homes 
serving populations with high acuity and complexity of care needs would range from $300-532. 
Complementing other federally-funded benefits providing similar services, health home services for 
beneficiaries eligible for other federally-funded services would be paid at lower rates. 
 
Potential Rates: For populations identified in AB 361, a rate should take into consideration some beneficiaries 
would graduate to less frequent face-to-face contact after 18-24 months, and some may be eligible for some 
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services under a different benefit. Higher rates should also require a minimum number of in-person face-to-
face contacts, and be based on expectations to achieve specific outcomes (i.e., decreased inpatient 
admissions). 

High rate 

Med rate 

Low rate 

Example of Potential Payment Structure 

 

  

Complexity of Condition 
Frequency of Contact, Need 

for Face-to-Face Contact 
Reimbursement 
rate (PMPM*) 

Two Chronic Conditions  (with or 
without SMI) OR One SMI 

$350 High (Conditions w/SMI or SUD) 
Low (w/o SMI or SUD) $65 

 Housed Frequent Users High $350 
Low $260 

Homeless AB 361 Pops. High $532 
Low $300 

Outreach/Engagement Rate: To achieve Section 2703 goals for homeless beneficiaries, a health home must 
first locate a beneficiary, then engage that beneficiary, who is likely to be distrustful of the health 
care system, to participate in services. We recommend following New York’s example in including 
outreach staff in AB 361 health home teams, and offering 80% of the PMPM as an “outreach/engagement” 
rate for the first 90 days until the beneficiary begins fully engaging in services.20 If the beneficiary begins 
engagement in services prior to the end of 90 days, the health home should be paid the full PMPM rate.  

Other States: 
Per Member, Per Month Rates for Health Home 

21Services  
*NY Health Home Rate Schedule

State Outreach/ 
Engagement 

Low-
Level 

Services 

Frequent 
Face-to-

Face 
Contact 

Iowa N/A $12.80 $76.81 
Maine (SMI 
SPA) N/A $15.00 $330 (adults) 

Missouri N/A $58.87 $78.74 
New York 
(Avg)* $160 $100 $200-593 

Washington $252.93 $67.50 $172.61 

Health 
Status SMI Severity 

of Illness 

Average 
PMPM 

Payment 

Single 
SMI 

Yes Low $125-156 

Mid $169-218 

High $411-516 

Pairs No Low $68-72 

Chronic Mid $144-169 
High $261-322 

Yes Low $198-248 
Mid $288-368 
High $454-593 

Triples No Low $101-115 
Chronic Mid $155-184 

High $269-321 
Yes Low $232-291 

Mid $326-405 
$469-587 

HIV No Low $102-128 
Mid $178-245 
High $331-442 

Yes Low $103-129 
Mid $181-244 
High $362-468 

High 

*See NYS rate schedule to right.

20 A. Hamblin, R. Davis, K. Hunt. “Outreach to High-Cost, High-Need Individuals: Best Practices for New York Health Homes. 
NYS Health Foundation/Center for Health Care Strategies. April 2014. http://nyshealthfoundation.org/uploads/resources/chcs-health-homes-
outreach-report-april-2014-1.pdf.  
21 Centers for Medicare & Medicaid Services, State Plan Amendments. 

http://nyshealthfoundation.org/uploads/resources/chcs-health-homes-outreach-report-april-2014-1.pdf
http://nyshealthfoundation.org/uploads/resources/chcs-health-homes-outreach-report-april-2014-1.pdf
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Average Total $209 
Range $68-593 

Comparison to Other Programs 

Other Programs Funding Services Rate Per Service, Average PMPM Rate 

Rehabilitation Option in Los Angeles 
County22 $451 

Mental Health Services Act Per Staff Hour Encounters $1,333 

Veterans Affairs Supportive Housing 
Services Stratified:   

• Low Intensity After Stabilization
• Standard for Clients in Recovery
• High Intensity During Initial Period of

Contact

$200 (Low) 

$400 (Standard) 

$900 (High) 

Based on 

Case Management Services: Per Minute 
Encounters 

Sustainability Once 
Enhanced Federal Match 
Ends: Evidence shows 
providing individualized 
health home services to 
high-cost homeless 
Medicaid beneficiaries 
pays off. To capitalize 

Sample High Face-to-Face Contact PMPM 

Roles Annualized 
Salary 

Reimbursement 
PMPM Rate 

Health Home Director 1 FTE per 200 enrollees 1 $100,800 $42 

8 $70,200 $234 
Care Coordinators 1 FTE per 50 enrollees 4 $60,000 $100 
Outreach Worker 1 FTE per 50 enrollees 4 $60,000 $100 

Care Manager 1 FTE per 25 enrollees
PCP/BH Consultants 3 hours per enrollee per yr n/a $122,880 $16

FTE FTE p
 
er

200

1 $60,000 $25 
MCO Support 1 FTE per 400 enrollees  (3%) n/a  $15 
Admin. Support 1 FTE per 200 enrollees

Additionally, some State- and county-funded programs could contribute to a State match, such 
as MHSA funds. Other existing county programs, such as Los Angeles County’s Housing for Health 
program or San Francisco’s Direct Access to Housing program, offer a similar source of matching funds. 

We strongly encourage DHCS not to consider this program a pilot, but to work to identify 
sources of funds that could pay for the State’s share of costs beyond the first eight quarters. 

TIMELINE & STAKEHOLDER PROCESS 

While we appreciate the DHCS effort to begin a Health Home program as quickly as 
possible, we also advise DHCS to seek stakeholder input on the implementation of AB 361. 
The concept paper leaves open many of the details to further assessment. Obtaining the input of 

on projected savings, we recommend DHCS create a “risk-savings pool,” allowed under Federal 
guidance, to bank savings that could be used to offset State costs after enhanced federal funding ends. DHCS 
could calculate Medi-Cal costs avoided by evaluating pre and post medical costs among AB 361 beneficiaries 
participating in health home programs, or through a more rigorous control group evaluation that compares 
costs in the first two years among beneficiaries receiving health home services with costs among 
beneficiaries with comparable barriers to care, who are eligible but not participating. 

22 One provider’s typical reimbursement. 
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stakeholders with understanding and knowledge of MCO operations, as well as stakeholders who have 
direct experience and stakeholders who have expert understanding of the needs of the populations identified 
is critical to the success of this program. In fact, it is a requirement of AB 361. For these reasons, we urge 
DHCS staff to create a process for obtaining stakeholder input on the details of implementation of this 
concept paper, rather than focusing all stakeholder feedback on alignment with CalSIM. 

Thank you for the opportunity to comment on this concept paper. We look forward to ongoing discussions 
on this critical benefit. 

 

Sincerely, 

 
Susan S. Lee 
CSH 

Susan.lee@csh.org  

mailto:Susan.lee@csh.org


 

 

 
January 28, 2015 
 
 
Brian Hansen, Health Reform Advis

  

or 
Department of Health Care Services 
1501 Capitol Avenue 
Sacramento, California 95899 
 
 
SUBJECT: CBHDA Comments on the Draft California Concept Paper – Health Homes 

for Patients with Complex Needs (Dated 11-17-14) 
 
Dear Mr. Hansen, 
 
On behalf of the County Behavioral Health Directors Association of California (CBHDA), which 
represents the public mental health and substance use disorder programs in counties 
throughout California, I offer its perspective on the Draft California Concept Paper – Health 
Homes for Patients with Complex Needs – that was circulated for stakeholder review in 
November 2014.  
 
CBHDA strongly supports California’s inclusion of individuals with serious and persistent mental 
illness as eligible for health home services under the proposed Health Home for Patients with 
Complex Needs (HHPCN) concept. CBHDA also strongly supports the inclusion of a substance 
use disorder in the definition of eligible chronic conditions. CBHDA further supports the 
emphasis on persons with high-costs and high utilization who can benefit from increased care 
coordination between physical health, behavioral health (mental health and substance use 
treatment), community-based long term care and social supports, resulting in reduced 
hospitalizations and emergency department visits, improved patient engagement and decreased 
costs.  
 
Research has well established that the high healthcare costs and poor health outcomes 
associated with individuals with serious mental health and substance use conditions are 
primarily due to significantly higher rates of chronic health conditions in this population, such as 
diabetes, heart disease, and chronic respiratory diseases. According to the recent report 
commissioned by the Reforming States Group and released by the Milbank Memorial Fund in 
December 2014: 
 

“Individuals with serious mental illness or substance use disorders have higher rates of 
acute and chronic medical conditions, shorter life expectancies (by an average of 25 
years), and worse quality of life than the general medical population. They also have 
higher utilization of emergency and inpatient resources, resulting in higher costs. For 
example, 12 million visits (78/10,000 visits) annually to emergency departments are by 
people with serious mental illness and chemical dependency. For schizophrenia alone, 
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the estimated annual cost in the United States is $62.7 billion dollars. Many of these 
expenditures could be reduced through routine health promotion activities; early 
identification and intervention; primary care screening, monitoring, and treatment; care 
coordination strategies; and other outreach programs. However, people with serious 
mental illness and substance use disorders have limited access to primary care due to 
environmental factors and stigma and are often underdiagnosed and undertreated.”1 

 
There are many factors that contribute to the poor physical health of people with severe mental 
illness, including the more obvious such as lifestyle factors and medication side effects. 
However, there is increasing evidence that disparities in healthcare provision contribute to poor 
physical health outcomes.2 These inequalities have been attributed to a combination of factors 
including systemic issues, such as the separation of mental health services from other medical 
services, healthcare provider issues including the pervasive stigma associated with mental 
illness, and consequences of mental illness and side effects of its treatment.  
 
The HHPCN concept promises to address the whole health needs of complex populations 
through the direct provision of services and development of formal partnerships with other 
service providers including primary care, social service agencies and housing providers. 
However, in recognition of the disparities in healthcare provision for individuals with serious 
mental health and substance use conditions, the model must allow for alternative structures 
designed to be meet the unique needs of this target population. Please find summarized below 
CBHDA’s recommendations for assuring that California’s implementation of the Section 2703 
health home option adequately meets the needs of beneficiaries with serious mental health and 
substance use conditions.  
 
CBHDA Recommendations  
 

1) Allow counties the opportunity to serve as the lead entity for target populations with 
serious mental health and substance use conditions. This includes individuals meeting 
eligibility criteria via the following categories: 
 

 Individuals with serious and persistent mental illness (must meet the medical 
necessity criteria for specialty mental health services as defined in Title 9 
CCR § 1820.205, 1830.205, 1830.210) 

 Individuals with a substance use disorder and / or at risk of one or more 
chronic condition  

 
This includes maintaining overall responsibility for the health home network for 
beneficiaries in the target population, including administration, network management, 
health information technology and exchange. Eligible county entities are county mental 
health plans and Drug Medi-Cal Organized Delivery System demonstration participants. 
The county receives the established health home payment from the state and would be 
responsible for providing payment to providers for health home services, as defined, via 
contractual arrangements. The county is responsible for negotiating contracts and 
setting rates with qualified care management entities. During the first two years, the non-
federal share of cost for health home services is covered by the California Endowment.  

                                                 
1 Gerrity, Martha. (2014). Integrating Primary Care into Behavioral Health Settings: What Works for Individuals with 
Serious Mental Illness. 
2 Lawrence, D. & Kisely, S. (2010). Inequalities in healthcare provision for people with severe mental illness. Journal 
of Psychopharmacology. (Oxford, England), 24 (4-supplement), 61-68.  
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2) Participation as a lead entity for this target population would be voluntary on the part of 

the county. If the county declines, the lead entity role for this population would reside 
with the qualifying managed care plan. Qualifying managed care plans may, then, 
contract with counties and/or their provider network to serve as community-based care 
management entities for the target population of individuals with serious mental health 
and substance use conditions. The county or mental health / substance use provider 
would be responsible for providing the core health home services to the target 
population, including comprehensive care management, care coordination and health 
promotion, transitional care, individual and family support, referral to community and 
social support services, and use of health information technology and exchange. The 
county or provider would receive payment for health home services via a contract with 
the managed care plan.  

 
CBHDA Questions 
 

1) What is the state’s plan for sustaining the HHPCN after the initial two years of enhanced 
federal financial participation? 

2) CBHDA generally supports the proposed phased approach for roll out of health homes 
across the state, beginning with Coordinated Care Initiative counties. However, does this 
approach mean that counties implementing in later phases will not be able to take 
advantage of the enhanced federal match? 

3) To what extent can currently matched activities (i.e. targeted care management) be 
redesigned to fit the HHPCN framework and be eligible for the enhanced match? 

 
Thank you for your continued commitment to California’s community mental health and 
substance use systems. We welcome the opportunity to discuss our comments and work 
collaboratively with DHCS to ensure a successful rollout of the HHPCN concept. If you have any 
additional questions, please do not hesitate to contact Molly Brassil, Director of Public Policy, at 
mbrassil@cbhda.org. 
 
 
Sincerely, 
 

 
 
Robert E. Oakes 
Executive Director 
County Behavioral Health Directors Association of California  
 
 
cc:  Toby Douglas, Department of Health Care Services 
            Mari Cantwell, Department of Health Care Services 
            Karen Baylor, Department of Health Care Services 
            Claudia Crist, Department of Health Care Services 
            Marjorie McKisson, Department of Health Care Services 
            Bob Baxter, Department of Health Care Services 
            Efrat Eilat, Department of Health Care Services 

mailto:mbrassil@cbhda.org
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            Kiyomi Burchill, California Health & Human Services Agency 
            Katie Johnson, California Health & Human Services Agency 
            Farrah McDaid-Ting, California State Association of Counties                  
            Athena Chapman, California Association of Health Plans 
            Jennifer Kent, Local Health Plans of California 
            Sandra Naylor-Goodwin, California Institute for Behavioral Health Solutions 
            Rusty Selix, California Council of Community Mental Health Agencies 
            Al Senella, California Association of Alcohol and Drug Program Executives 
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Bob Baxter 
Brian Hansen 
California Department of Health Care Services 
hhp@dhcs.ca.gov 

Re: Comments to Draft Concept Paper on Health Homes for Patients with Complex Needs 

Dear Mr. Baxter and Mr. Hansen: 

On behalf of Downtown Women's Center (DWC), I am writing to comment on the draft concept paper on Health Homes 
for Patients with Complex Needs. Founded in 1978, DWC's mission is to end homelessness for women in Los Angeles. To 
achieve this, we provide gender-responsive services including access to basic needs and resources, health and well-being 
services, education and job readiness programs, and permanent supportive housing. 

DWC strongly supports plans, discussed in the DHCS-hosted Webinar on November 17, within the implementation of AB 
361 to include people experiencing homelessness and frequent hospital users as target populations. DWC also supports 
the tiered payment model, according to complexity and acuity of conditions experienced by the target populations. 
Additionally, DWC supports the chronic conditions that were adopted, and the intent to connect homeless beneficiaries 
to supportive housing also fully meets the experiences and needs of our vulnerable population. 

DWC would, though, like to see the following included in the implementation of AB 361: 

• 	 a statement that services will be delivered outside a clinical setting, as required under the health home bill, 
Assembly Bill 361; 

• 	 the inclusion of funding for engagement services, including case management services provided by supportive 
housing providers; and, 

• 	 the inclusion of the specific amount or percentage health plans would be able to use for their own 

administrative responsibilities. 


Additionally, DWC is concerned that DHCS does not plan to hold a stakeholder process to determine the details of AB 
361 implementation. Given the opportunities to implement AB 361 in a fashion that will serve vulnerable individuals 
with multiple complex needs, we would welcome and encourage the opportunity for more community engagement in 
this process. 

Thank you for your work on AB 361 implementation and your consideration of the above recommendations. 

st/~~:. 
~~:nberger 
Chief Executive Officer 
Downtown Women's Center 	 www.DWCweb.org 

325 Soulh Los Ang eles Slree t • Los Angeles, CA 90013 
1: 213 680 0600. f: 213 680 0844 

http:www.DWCweb.org
mailto:hhp@dhcs.ca.gov


Comment received via email during comment period. 

 

Good morning, 

I think there needs to be more research done in terms of having the homeless agencies be compensated 
for case management services, even thought the health plans have this service ( There was a mention 
about duplication of services, etc). The homeless agencies serve this population and connect to this 
population in a way that the health plans nor the medical groups can.  Also, an idea to consider  is that 
some homeless agencies provide medical services for this population, perhaps they should be listed as a 
'provider' of services being paid via the health plan? 

Additionally, I noticed there was not much mentioned regarding housing/shelter solutions for the 
homeless, will this be addressed? 

There is a lot more to write up, but I'll leave it at this for now. 

 

Thank you for your time 

   Jason Moore, MPH                                                                                     
   Public Programs Administrator, Sr.                                                                   
   State Health Programs-Dual Eligible                                                                  
   Health Net of California 
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November 26, 2014 
 
Bob Baxter 
Brian Hansen 
California Department of Health Care Services 
hhp@dhcs.ca.gov 

Re: Comments to Draft Concept Paper on Health Homes for Patients with Complex Needs 

Dear Mr. Baxter and Mr. Hansen: 

On behalf of Housing Works, I am writing to comment on the draft concept paper on Health Homes for Patients with 
Complex Needs. Housing Works is a service agency utilizing scattered site permanent supportive housing- providing 
outreach, engagement, housing navigation, and on-site supportive services to chronically homeless individuals and families. . 

BACKGROUND 

One significant innovation in health care delivery has been the concept of a medical home.  The medical home model offers a 
team-based approach to provide coordinated care and to organize care around the patient.1 But conventional physician-led 
medical homes typically fail chronically homeless and frequent hospital user beneficiaries2 because they concentrate on 
medical stability, while beneficiaries focus on day-to-day survival. People experiencing homelessness have significant barriers 
to treatment compliance: they cannot rest to recover from illness, have no place to store medication, are exposed to the 
elements, cannot eat a healthy diet, often have distrustful relationships with the health care system, and cannot access 
reliable transportation to attend appointments. They simply cannot improve health outcomes with services administered 
over a telephone or in an office. For this reason, homeless and frequent hospital users incur disproportionate Medicaid costs, 
even when connected to medical homes.3  

In housing and mental health systems, successful case management programs serving homeless and frequent user populations 
offer key features, such as in-person, individualized, frequent and flexible services, offered where the person lives, with 
beneficiary to staff ratios of 1:15 to 1:20. These teams find homeless beneficiaries on streets or in shelters, build trusting 
relationships, help beneficiaries work with landlords and pay rent, transport beneficiaries to appointments, advocate with 
are providers, and coordinate behavioral and primary care, all while sustaining enrollment during relapse. Study after study 
shows this package of services dramatically improves health outcomes, while dramatically reducing Medicaid costs.4   

                                                           
1Four physician societies developed underlying principles of a physician-led medical home: the American Academy of Family Physicians, American 
Academy of Pediatrics, the American College of Physicians, and the American Osteopathic Association.  See 
http://www.aafp.org/dam/AAFP/documents/practice_management/pcmh/initiatives/GuidelinesPCMHRecAccredit.pdf.  
2 About 1,000 categorically eligible beneficiaries who frequently use hospitals for reasons that could have been avoided through better access to care 
(“frequent users”) accumulate Medi-Cal costs of over $100,000 per person per year. Based on 2007 Medi-Cal claims data provided to Senator Darrell 
Steinberg by the Department of Health Care Services. 
3 Massachusetts reported homeless beneficiaries incurred over $26,000 per year in Medicaid costs in 2010. Home & Healthy for Good. Permanent 
Supportive Housing: A Solution that Works. Dec. 2011. 
4 Multiple studies demonstrate improved patterns of service utilization and decreased costs: M. Larimer, D. Malone. “Health Care and Public Service 
Use and Costs Before and After Provision of Housing for Chronically Homeless Persons with Severe Alcohol Problems.” Journal Am. Medical Assoc. 

mailto:hhp@dhcs.ca.gov
http://www.aafp.org/dam/AAFP/documents/practice_management/pcmh/initiatives/GuidelinesPCMHRecAccredit.pdf
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2009; 301(13):1349-1357 (2009). D. Buchanon, R. Kee. “The Health Impact of Supportive Housing for HIV-Positive Homeless Patients: A 
Randomized Controlled Trial.” Journal Am. Medical Assoc. (June. 2009) 99;6; D. Buchanan, R. Kee, L. Sadowski, et. al. “Effect of a Housing & Case 
Management Program on Emergency Department Visits and Hospitalizations Among Chronically Ill Homeless Adults: A Randomized Controlled 
Trial.” Am. Journal Public Health. (May 2009) 301;17. 



These types of services, however, are largely unreimbursed by Medi-Cal, and rely on patchwork funding difficult to sustain 
or replicate. Existing resources that pay for similar services are often inflexible and fragmented. For this reason, we are in 
strong support of DHCS’ decision to proceed with a health home option, and to seek this option for the overlapping 
populations of homeless beneficiaries and frequent hospital users, per Assembly Bill 361 (Mitchell). 

ELIGIBILITY & ENROLLMENT

Basing eligibility on current claims data alone is problematic. While inpatient costs continue to rise for 
populations identified in AB 361,1 other high-cost beneficiaries can “regress to the mean.” Newly-eligible populations will 
incur costs claims data does not yet capture. Los Angeles County indigent health care costs for homeless General Relief 
recipients in 2009 averaged over $1,900 per month,2 costs Medi-Cal now will absorb in expanding the program to childless 
adults. Moreover, claims data cannot depict factors recognized as “social determinants,” for which health homes could have 
greatest impact. 

Eligibility Based on Acuity: We support the list of conditions reflected in the HHPN concept paper, and recommend California 
base eligibility for AB 361-defined services on a combination of conditions, with eligibility limited by severity 
(consistent with AB 361). DHCS could develop a tool, with a list of documentation required, to help MCOs and providers 
determine eligibility. 

Initial Eligibility Based on Both of the Following: 

Enrollment: We recommend establishing a “bi-directional approach” in establishing eligibility for health home 
services, similar to what is proposed in the concept paper, but with a stronger emphasis on provider referral of potentially 
eligible beneficiaries to a health home. MCOs could use claims data to identify enrollees who meet inpatient admission 
criteria. Similar to other state practices, a SPA should require health homes to work with hospitals, clinics, behavioral care 
providers, county agencies, coordinated homeless assessment and intake systems, and social service agencies (housing and 
homeless service) to establish referral processes for potentially-eligible health home beneficiaries. Health home outreach 
workers could be deployed to hospitals, recuperative care, and homeless service and housing partners to administer the 
eligibility tool.  

In addition to offering beneficiaries an option to “opt out,” we recommend also offering beneficiaries an opportunity to opt 

1 Medicaid beneficiaries identified as frequent hospital users, particularly those experiencing housing instability, are prone 
not only to continue to use hospitals and emergency departments as their source of care, but to acquire higher inpatient 
costs over time. M. Raven, J. Billings, M. Gourevitch. “Medicaid Patients at High Risk for Frequent Hospital Admission: Real-Time Identification 
& Remediable Risks.” J. Urban Health. Mar. 2009. 86(2); 230-241. 
2 D. Flaming, P. Burns & M. Matsunaga. “Where We Sleep: Costs When Homeless & Housed in Los Angeles.”  Economic Roundtable. 2009. 
3 About 35,400 Californians experience chronic homelessness on any given night. Many are frequent hospital users. National Alliance to End 
Homelessness, State of Homelessness in America. May 2014. http://b.3cdn.net/naeh/d1b106237807ab260f_qam6ydz02.pdf. 
4 Evidence shows two-year data are more accurate in predicting frequent hospital readmissions. M. Raven, J. Billings, M. Gourevitch. “Medicaid 
Patients at High Risk for Frequent Hospital Admission: Real-Time Identification & Remediable Risks.” J. Urban Health. Mar. 2009. 86(2); 230-241. 
5 Inpatient stays or admissions should include behavioral health admissions. 
6 “Institutionalization” should include psychiatric hospitalization, skilled nursing care admission, or incarceration. 

One of the following combinations of conditions: A level of severity indicated by the one of the following: 

At least one of the listed mental illnesses and a 
substance use disorder OR 

At least one of the listed mental illnesses and one of the 
listed medical conditions OR 

A substance use disorder and at least one of the listed 
medical conditions OR 

At least two of the listed medical conditions. 

Chronic homelessness3 OR 

Homelessness and five or more emergency department visits 
over the previous 12 months or eight emergency department 
visits over 24 months4 OR 

At least three inpatient admissions within 12 months, at least 45 
days inpatient (cumulative or single)5 in a single year, or at least 
five inpatient admissions within 24 months OR 

Periods of homelessness over 24 months with institutionalization6 
of at least 30 days OR 

No longer chronically homeless, but were chronically homeless 
before moving into housing. 

http://b.3cdn.net/naeh/d1b106237807ab260f_qam6ydz02.pdf


into a different health home than one assigned to them.  

Continuity of Care: Though many health home participants will not meet initial eligibility criteria after a period of 
participation in a health home program, evidence shows participants would continue to use acute care services (and are 
likely, in fact, have escalating hospital costs) without health home services. For this reason, beneficiaries who are 
initially eligible should remain eligible to receive the same benefit until stable for at least one year (or for 
a total of 10 quarters, whichever occurs later). After the beneficiary no longer requires the same frequency of 
contact, the beneficiary should be able to continue to access services from the same health home provider at a “maintenance 
rate” identified in the SPA. Considering relapse is part of recovery, and health homes should be allowed flexibility to return 
the beneficiary to a higher level of services when needed. 

GEOGRAPHIC PHASING 

While we understand the desire to phase in statewide implementation of the Health Home option, we recommend clarifying 
what “readiness” means for non-CCI counties, and how CCI programs could build capacity for providing health home 
services to eligible populations. 

ADDRESSING MULTIPLE POPULATIONS  

We recognize many populations could benefit from health home services. To craft a health home SPA that offers a range of 
health home services to different populations, we support the DHCS decision to tier payment based on population needs. 
We further recommend DHCS tier eligibility, outcome standards, and service descriptions, as well as 
payment. We also recommend DHCS take into consideration that adding a minimal per member per month fee for the 
populations we are addressing in our comments will not be effective in curbing costs of a beneficiary incurring thousands of 
dollars in costs per month. Tiering of payment should reflect the significant differences in services needs 
among populations identified. 

New York State’s Section 2703 health homes are one example of a tiered system.  Prior to implementing a health home 
SPA, New York ran a Chronic Illness Demonstration Program (CIPD), designed to coordinate care for beneficiaries with 
complex conditions. Among barriers to successful implementation of the CIPD program, staff reported difficulties locating 
homeless beneficiaries without funding for in-person outreach and engagement, and an overall rate inadequate to create 
trusting relationships with difficult-to-engage populations. Using lessons learned from CIPD in their Section 2703 Health 
Home SPA, New York Medicaid staff tiered services and rates by population, explicitly incorporated housing providers into 
health home networks, and created an “outreach/engagement rate.”7 CIPD and other programs demonstrate programs will 
choose to serve the least difficult populations, unless offered incentive to target otherwise. 

In fact, the needs of AB 361 populations are unique from other high-cost Medicaid populations. A housed 
beneficiary with AIDS, for instance, may not need frequent interaction with a case manager; yet, a chronically homeless 
Medi-Cal beneficiary with AIDS is more likely to die unless receiving support to connect him to housing, and then receiving 
ongoing flexible, face-to-face, and frequent services that allow him to remain stable.8 Both populations risk high costs; 
however, while physician-led medical homes can help an AIDS patient manage the disease, homeless or unstably housed 
beneficiaries cannot manage AIDS while homeless.9 Achieving health stability for this population must begin with housing, 
and services must promote health and housing stability to improve health utilization outcomes.  

ROLE OF MANAGED CARE ORGANIZATIONS 

Given the importance of managed care in California, we agree that MCOs should play a critical role in administering the 
health home benefit. We agree with the concept of using MCOs to administer the health home benefit through a 

                                                           
7 Center for Health Care Strategies. “New York’s Chronic Illness Demonstration Project: Lessons for Medicaid Health Homes.” Dec. 2012. 
http://www.chcs.org/media/NY_RCP_CIDP_Profile_122112.pdf.  
8 A randomized, control-group study found homeless people with HIV/AIDS were half as likely to have undetectable levels of HIV, and had viral 
loads 87% higher than people with HIV/AIDS receiving the same care who were housed. D. Buchanan,R. Kee, L. Sadowski, & D. Garcia. The 
Health Impact of Supportive Housing for HIV-Positive Homeless Patients: A Randomized Controlled Trial.” American Journal of Public Health. June 
2009, 99:6.   
9 K. Linkins, L. Brya. Final Evaluation of the Frequent Users of Health Services Initiative. 2008. Frequent users receiving frequent face-to-face case 
management who remained homeless increased inpatient days, while formerly homeless frequent users connected to housing significantly decreased 
their inpatient days. 

http://www.chcs.org/media/NY_RCP_CIDP_Profile_122112.pdf


network of community-based organizations designated to provide health home services to the AB 361-identified 
populations. We also recommend allowing MCOs flexibility in establishing a network of health home providers. MCO care 
coordinators should work collaboratively with health homes to track and share data and connect to providers.  

Because MCOs have developed health data exchanges, MCOs should operate as the health information technology provider. 
MCOs could require providers either to send batch files to MCOs to track services rendered, or to enter data directly into a 
module within the MCOs HIT system, and work with health homes to create systems that track social service interactions. 

We further recommend establishing consistency among MCOs in how much of the funds they retain as a lead entity. MCOs 
should retain a portion of health home benefit. Other states have established MCO rates of 3-5%.10 This rate would allow 
MCOs to perform their critical functions, while ensuring all MCOs are retaining and funding health home services at 
consistent, specified rates. 

HEALTH HOME PROVIDERS 

We recommend California allow a health home to broker partnerships between multiple entities, representing multiple 
sectors, to offer the full package of services.11 While we agree with the DHCS concept of allocating funding to MCOs, we 
recommend allowing greater flexibility than indicated in the concept paper in contracting and subcontracting with health 
home providers. MCOs should be able to contract with other entities not listed in the paper. For example, a Federally-
Qualified Health Center (FQHC) should be able to partner with a homeless service provider for outreach, engagement, and 
case management, and partner with local hospitals for transitional care. In many communities, social service providers have 
the greatest expertise and most experience building trusting relationships with beneficiaries who tend to lack trust in health 
care professionals. Even more crucial, providers should be able to offer services where the beneficiary lives, even if under a 
bridge, and be able to use mobile teams to outreach and provide services to beneficiaries. 

While physicians typically lead medical homes and focus on coordinated care, Section 2703 health homes encompass the 
coordination of health care services in combination with community and social supports for a true “team-based structure.”  
We strongly recommend DHCS ensure it promotes a “team-based structure” in the structure it includes in a health home 
SPA.  

ACA Section 2703/AB 361 Health Homes Medical or NCQA-Certified Health Homes 

 “Whole-person orientation” that assesses, in person, all factors 
impacting a beneficiary’s health and connects the beneficiary to social 
services and community supports. 

 “Person-centered orientation” that typically assesses telephonically 
and connects beneficiaries to medical, specialty, and, sometimes, 
behavioral health care. 

 “Home” is operated through traditional and non-traditional providers, 
including clinics, community-based social services providers, or 
behavioral health care providers. 

 “Home” is typically operated through primary care provider or 
personal physician. 

 Services typically offered face-to-face, outside of the confines of a 
physician’s, clinic’s, or behavioral health center’s walls, even at a 
beneficiary’s home. 

 Services typically offered telephonically. When face-to-face, 
services are typically offered in an office. 

 Emphasis on greater access to care through addressing the whole needs 
of the beneficiary. 

 Emphasis on access to medical care through quality improvement, 
expanded hours, communication options. 

 Payment funds comprehensive care coordination/case management 
and connection to services necessary to improve the beneficiary’s 
health. Case managers typically serve 20 beneficiaries (payment ranges 
$55-$570 PMPM). 

 Payment typically funds care coordinators who serve hundreds to 
thousands of beneficiaries (payment is usually in range of $2.00-
$50.00 PMPM). 

 Targets beneficiaries with complex conditions, including SMI or SUD, 
and negative social determinants.  Targets beneficiaries with chronic medical conditions. 

Provider Structure: We recommend adhering to AB 361, which identifies specific provider requirements, such as experience 
addressing needs of homeless and frequent hospital user beneficiaries, and viable plans to connect homeless beneficiaries to 

                                                           
10 New York’s State Plan Amendment includes a 3% fee for managed care plans. 
11 Centers for Medicare & Medicaid Services. “Health Homes (Section 2703) Frequently Asked Questions.” May 2012. 
http://www.medicaid.gov/State-Resource-Center/Medicaid-State-Technical-Assistance/Health-Homes-Technical-Assistance/Downloads/Health-
Homes-FAQ-5-3-12_2.pdf.  

http://www.medicaid.gov/State-Resource-Center/Medicaid-State-Technical-Assistance/Health-Homes-Technical-Assistance/Downloads/Health-Homes-FAQ-5-3-12_2.pdf
http://www.medicaid.gov/State-Resource-Center/Medicaid-State-Technical-Assistance/Health-Homes-Technical-Assistance/Downloads/Health-Homes-FAQ-5-3-12_2.pdf


housing, outreach and engagement services. Networks should include established partnerships with housing providers 
committed to house homeless participants. 

Types of Providers: Community-based organizations with expertise in working with populations identified in 
AB 361 are uniquely qualified to offer services, and, in many cases, are working collaboratively with housing and behavioral 
health providers to integrate care and engage beneficiaries. These organizations include many of the entities identified in the 
concept paper, such as clinics and FQHCs, hospitals, and behavioral health providers. Other providers, such as county, 
homeless health care, and homeless service providers, are primary providers of the types of services identified in the health 
home option. Providers should be allowed to contract with service providers who are not Medi-Cal billers, as long as the 
team meets standards identified in the SPA and is able to achieve outcome goals within the first 18-24 months.  

Team Structure: We recommend flexibility, with the following functions identified: 

1. A director who has a strong background in managing multidisciplinary teams. 
2. Case or care managers, who may be a paraprofessional or licensed case manager, community health worker, or 

nurse, and who would— 
• Use tools like motivational interviewing12 to complete a single integrated care plan in collaboration with the 

beneficiary, over which (s)he would be responsible. 
• Work with hospital staff to plan for discharge, connect beneficiaries to services the beneficiary may need, 

transport and accompany beneficiaries to appointments, help the beneficiary manage medications (if a nurse or 
nurse practitioner), advocate on behalf of beneficiaries with health care professionals, and provide services 
promoting housing stability to formerly homeless beneficiaries (such as training in life skills, financial 
management, and community integration). 

• Offer services where the beneficiary lives.  
3. Outreach workers, who may be a paraprofessional or peer advocate, and who would— 

• Locate potentially eligible beneficiaries, outreach to and engage beneficiaries. 
• Assess a beneficiary’s eligibility for health home services, in collaboration with health care professionals who 

render diagnoses. 
4. Health or housing navigators, who may be a paraprofessional service provider, and who would— 

• Form and foster relationships with and communication between team members, housing providers, and benefits 
advocates. 

• Connect homeless beneficiaries to recuperative care or bridge housing. 
• Connect homeless beneficiaries to permanent housing (housing without limit on length of stay). 

5. Clinician consultant(s), who may be primary care physician, psychiatrist, psychologist, registered nurse, advanced 
practice nurse, licensed clinical social worker, social worker licensed to provide treatment, or other behavioral 
health care professional, and who would— 
• Confirm eligibility for health home services and review and inform the integrated care plan. 
• Facilitate enhanced access to primary care and behavioral health providers. 

6. Administrative support, including support to collect and report data to an evaluator.  
 

DEFINITIONS OF HEALTH HOME SERVICES  

The State may define each of the core services a health home must provide, and could define services differently for specific 
population. Services should be, to the extent possible, provided outside of the clinic setting and easily accessible 
to the beneficiary. Palliative care, however, is not an identified service within the Health Home option and should not be 
included as a health home benefit. Though a valuable service, palliative care is not a service included within the option. 

Definitions: With evidence-based models of multidisciplinary services in mind—Assertive Community Treatment,13 
harm reduction,14 and Critical Time Intervention15—we recommend the following: 

                                                           
12 Motivational interviewing is an evidence-based, “collaborative, person-centered form of guiding to elicit and strengthen motivation for change,” 
originating substance use treatment. It W.R. Miller  & S. Rollnick. “Ten Things That Is Not Motivational Interviewing.” Behavioral and Cognitive 
Psychotherapy. 87, 129-140 (2009). 



Comprehensive Care Management: Client-centered wrap-around services to outreach to beneficiaries where they are, 
engage beneficiaries to participate in services, use motivational interviewing to create an integrated care plan in 
collaboration with the beneficiary that incorporates a “whole-person” approach, update the care plan regularly and 
communicate changes with other health home members, and help beneficiaries achieve and maintain housing and health 
stability. Services promoting housing stability include assisting the beneficiary access existing housing resources (with 
choice), learning to manage finances, pay rent, shop for or gain access to healthy food, maintain eligibility for benefits, 
communicate with property managers, and participate in the community. 

Care Coordination & Health Promotion: In a culturally-competent manner, connecting the beneficiary to primary, 
behavioral, and specialty care in accordance with an integrated care plan, advocating with health providers on behalf of 
beneficiaries, collaborating with a beneficiary and health providers to foster treatment compliance using harm reduction, 
and promoting evidence-based recovery strategies. Activities should include developing relationships with housing 
providers, hospitals, MCOs, and primary and behavioral health providers, scheduling appointments, transporting 
beneficiaries to appointments, managing medication, and warm hand-offs to partners and members of the health home 
team. 

Comprehensive Transitional Care: In coordination with hospital and health providers, outreaching to and engaging 
beneficiaries to plan for transitions, to achieve collective goals, to build relationships with social service and health care 
professionals, and to empower and educate beneficiaries to improve health outcomes. Transitional care also includes 
keeping track of readmissions to hospitals and other acute-care or skilled nursing facilities, and admission into other 
institutions (i.e., jail/prison, detox facilities), as well as assisting beneficiaries transition back to the community. 

Individual & Family Support Services: Services that identify and connect beneficiaries to potential family and support 
networks, including disease groups, as well as peer engagement, community integration and engagement. 

Referral to Community & Social Support Services: In collaboration with the beneficiary, identifies potential resources to meet 
beneficiary needs in the community (including food security needs), assist beneficiaries with applications and obtains 
documents to promote access to social supports (including housing), connects beneficiaries to decent, affordable 
permanent housing, and links beneficiaries to appropriate recuperative care or bridge housing until permanent housing 
becomes available. Includes ongoing follow-up to ensure beneficiaries continue to access appropriate services in the 
community. 

Use of Health Information Technology to Link Services: Using managed care organization data systems, accessing data on a 
beneficiary’s acute care use, tracking outcomes between health home partners, and communicating these data to the 
health home team, including case conferencing among team members and exchange of data on as frequent basis as 
possible. Linking services includes using best practices for facilitating active data sharing across systems of care, including 
memoranda of understanding, business associates agreements, and common consent waivers. 

Engagement Services: Critical to making these services meaningful, the benefit must include engagement services to allow case 
or care managers to connect with eligible beneficiaries where the beneficiary lives. Engagement builds trusting relationships 
between a beneficiary and care manager or outreach worker, relationships that will eventually lead to a beneficiary’s 
decision to participate more fully in health home services and become compliant with treatment protocol. CMS guidance 
indicates engagement services may be funded, as the lynchpin in making the other health home services successful. 

13Assertive Community Treatment (ACT) is a SAMHSA-recognized model of care for people with serious mental illness that offers services where 
problems arise and support skills/treatment as needed. ACT is based on a collaborative approach to integrate interventions and adjust interventions 
based on the individual’s changing needs. U.S. Dept. of Health & Human Servs., Substance Abuse & Mental Health Servs. Admin. “Assertive 
Community Treatment: the Evidence.” Evidence-Based Practices Knowledge Information Transformation.  2008. www.samhsa.gov.  
14 Harm reduction recognizes abstinence may be neither a realistic nor a desirable goal for some with substance use disorders. It works to reduce 
harm while use continues. Homeless Resource Center, Substance Abuse & Mental Health Servs. Admin. “Substance Use & Addiction: Harm 
Reduction.” http://homeless.samhsa.gov/channel/harm-reduction-273.aspx.  
15 Critical Time Intervention involves intensive 9-month interventions to stabilize people following discharge. It offers two components: (1) 
strengthening the individual's long-term ties to services, family, and friends; and (2) providing emotional and practical support during the transition. 
Post discharge services are delivered by workers who have established relationships with patients during their institutional stay.  SAMHSA’s National 
Registry of Evidence-Based Programs & Practices. “Critical Time Intervention.” http://www.nrepp.samhsa.gov/ViewIntervention.aspx?id=125. 
2006. 

http://www.samhsa.gov/
http://homeless.samhsa.gov/channel/harm-reduction-273.aspx
http://www.nrepp.samhsa.gov/ViewIntervention.aspx?id=125


Services Funded by Other Programs/Benefits: For people with serious mental illness, counties have used the Mental Health 
Services Act (MHSA) and the Medi-Cal Rehabilitation Option to offer services included in these definitions, and have 
demonstrated success in improving health outcomes. However, many of the services that populations identified in AB 361 
need fall outside what is reimbursable. The Rehab Option, for example, does not fund outreach and engagement or 
habilitation services. MHSA and the Rehab Option are limited to people with specific mental illnesses, excluding others with 
diagnoses such as personality disorders. These resources should complement health home benefits, rather than supplant 
them. 

PAYMENT METHODOLOGY & RATES 

Stratified Per Member, Per Month Rates: Payments to health homes should be per member, per month (PMPM) and stratified 
to fit the needs of the population served. As an example, a health home benefit for beneficiaries who need chronic 
illness management could be $65 PMPM, while payments to health homes serving populations with high acuity and 
complexity of care needs would range from $300-532. Complementing other federally-funded benefits providing 
similar services, health home services for beneficiaries eligible for other federally-funded services would be paid at lower 
rates. 
 
Potential Rates: For populations identified in AB 361, a rate should take into consideration some beneficiaries would graduate 
to less frequent face-to-face contact after 18-24 months, and some may be eligible for some services under a different 
benefit. Higher rates should also require a minimum number of in-person face-to-face contacts, and be based on 
expectations to achieve specific outcomes (i.e., decreased inpatient admissions). 

 

 

 

 

Outreach/Engage
ment Rate: To 
achieve Section 2703 goals for 
homeless beneficiaries, a health 

home must first locate a beneficiary, then engage that beneficiary, who is likely to be distrustful of the health 
care system, to participate in services. We recommend following New York’s example in including outreach staff in AB 361 
health home teams, and offering 80% of the PMPM as an “outreach/engagement” rate for the first 90 days until the 
beneficiary begins fully engaging in services.16 If the beneficiary begins engagement in services prior to the end of 90 days, 
the health home should be paid the full PMPM rate.  

Other States: 

Per Member, Per Month Rates for Health Home 
Services17 

 

*NY Health Home Rate Schedule 

State 

Outreach
/ Engage- 

ment 

Low-
Level 

Services 

Frequent 
Face-to-

Face 
Contact 

 
Health 
Status SMI Severity 

of Illness 

Average 
PMPM 

Payment 

Iowa 
N/A $12.80 $76.81 

 Single 
SMI 

Yes Low $125-156 

Maine (SMI SPA) N/A $15.00 $330 (adults)     Mid $169-218 

                                                           
16 A. Hamblin, R. Davis, K. Hunt. “Outreach to High-Cost, High-Need Individuals: Best Practices for New York Health Homes. NYS Health 
Foundation/Center for Health Care Strategies. April 2014. http://nyshealthfoundation.org/uploads/resources/chcs-health-homes-outreach-report-april-2014-1.pdf.  
17 Centers for Medicare & Medicaid Services, State Plan Amendments. 

Example of Potential Payment Structure 
 

Complexity of Condition 
Frequency of Contact, Need 

for Face-to-Face Contact 
Reimbursement 
rate (PMPM*) 

Two Chronic Conditions  (with or 
without SMI) OR One SMI 

High (Conditions w/SMI or SUD) $350 
Low (w/o SMI or SUD) $65 

  Housed Frequent Users  High $350 
Low $260 

  Homeless AB 361 Pops. High $532 
 Low $300 

  High rate 

  Med rate 

  Low rate 

http://nyshealthfoundation.org/uploads/resources/chcs-health-homes-outreach-report-april-2014-1.pdf


Missouri N/A $58.87 $78.74 High $411-516 

New York (Avg)* $160 $100 $200-593 Pairs No Low $68-72 

Washington $252.93 $67.50 $172.61  Chronic Mid $144-169 

High $261-322 

*See NYS rate schedule to right. Yes Low $198-248 

Mid $288-368 

High $454-593 

Triples No Low $101-115 

 Chronic Mid $155-184 

High $269-321 

Yes Low $232-291 

Mid $326-405 

High $469-587 

HIV No Low $102-128 

Mid $178-245 

High $331-442 

Yes Low $103-129 

Mid $181-244 

High $362-468 

Average Total $209 

Range $68-593 

18 One provider’s typical reimbursement. 

Comparison to Other Programs 

Other Programs Funding Services Rate Per Service, Average PMPM Rate 

Based on 

Rehabilitation Option in Los Angeles 
County18

Mental Health Services Act 

Veterans Affairs Supportive Housing 
Services 

Case Management Services: Per Minute 
Encounters 

Per Staff Hour Encounters 

Stratified:   

• Low Intensity After Stabilization
• Standard for Clients in Recovery
• High Intensity During Initial Period of

Contact

$451 

$1,333 

$200 (Low) 

$400 (Standard) 

$900 (High) 



Sustainability Once Enhanced Federal Match 
Ends: Evidence shows providing 
individualized health home services to 
high-cost homeless Medicaid 
beneficiaries pays off. To capitalize on 
projected savings, we recommend DHCS 
create a “risk-savings pool,” 
allowed under Federal guidance, to bank 
savings that could be used to offset State costs after enhanced federal funding ends. DHCS could calculate Medi-Cal costs 
avoided by evaluating pre and post medical costs among AB 361 beneficiaries participating in health home programs, or 
through a more rigorous control group evaluation that compares costs in the first two years among beneficiaries receiving 
health home services with costs among beneficiaries with comparable barriers to care, who are eligible but not participating. 

Additionally, some State- and county-funded programs could contribute to a State match, such as MHSA funds. 
Other existing county programs, such as Los Angeles County’s Housing for Health program or San Francisco’s Direct 
Access to Housing program, offer a similar source of matching funds. 

We strongly encourage DHCS not to consider this program a pilot, but to work to identify sources of 
funds that could pay for the State’s share of costs beyond the first eight quarters. 

TIMELINE & STAKEHOLDER PROCESS 

While we appreciate the DHCS effort to begin a Health Home program as quickly as possible, we also 
advise DHCS to seek stakeholder input on the implementation of AB 361. The concept paper leaves open many 
of the details to further assessment. Obtaining the input of stakeholders with understanding and knowledge of MCO 
operations, as well as stakeholders who have direct experience and stakeholders who have expert understanding of the needs 
of the populations identified is critical to the success of this program. In fact, it is a requirement of AB 361. For these 
reasons, we urge DHCS staff to create a process for obtaining stakeholder input on the details of implementation of this 
concept paper, rather than focusing all stakeholder feedback on alignment with CalSIM. 

Thank you for the opportunity to comment on this concept paper. We look forward to ongoing discussions on this critical 
benefit. 

 

Sincerely, 

 

Mollie Lowery 
Executive Director 

 

 

 

Sample High Face-to-Face Contact PMPM 

Roles FTE FTE per 
200 

Annualized 
Salary 

Reimbursement 
PMPM Rate 

Health Home Director 1 FTE per 200 enrollees 1 $100,800 $42 
PCP/BH Consultants 3 hours per enrollee per yr n/a $122,880 $16 
Care Manager 1 FTE per 25 enrollees 8 $70,200 $234 
Care Coordinators 1 FTE per 50 enrollees 4 $60,000 $100 
Outreach Worker 1 FTE per 50 enrollees 4 $60,000 $100 
Admin. Support 1 FTE per 200 enrollees 1 $60,000 $25 
MCO Support 1 FTE per 400 enrollees  (3%) n/a $15 
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December 1, 2014 

Toby Douglas, Director 
California Department of Health Care Services 
1501 Capitol Avenue 
Sacramento, CA 95814 
 

RE: Draft Medi-Cal Health Homes Concept Paper 

Dear Toby: 

On behalf of the Local Health Plans of California (LHPC), we are writing to offer 
comments on the draft concept paper, “Health Homes for Patients with Complex 
Needs,” which would implement Section 2703 of the Affordable Care Act. We 
recognize that the Medi-Cal initiative is one component of the larger California State 
Innovation Model (CalSIM) multi-payer initiative, and we appreciate the ability to 
comment on the Medi-Cal component. 

LHPC represents all sixteen (16) of the public, not-for-profit health plans in California 
that predominantly serve low-income communities through the state’s Medi-Cal 
program. As of August 2014, LHPC health plans are providing health care services to 
7.3 million of the 8.1 million Medi-Cal members enrolled in managed care across 36 
California counties. 

Our comments and suggestions are noted below. 

Health Homes Roll-Out & Implementation 

Rather than stage the health homes implementation with the initial phase focused on 
the counties participating in the Coordinated Care Initiative (CCI), we would suggest 
that all plans, regardless of CCI participation, should be allowed to participate in the 
health homes initiative at the point they can demonstrate readiness. With the 
addition of the Seniors and Persons with Disabilities (SPDs) as mandatory Medi-Cal 
managed care enrollees, all plans have experience providing care management to 
complex populations, and the health homes initiative would complement their 
existing activities. While the plans are supportive of the health homes initiative, we 
would note the potential challenges with layering this specific program on top of 
plans’ already-established care management activities because it will require new 
contractual requirements with the “care management entities” (e.g., FQHCs, IPAs, 
etc.), separate reporting, and rely on a separate funding stream (depending on how 
payment works and needs to be tracked).  To ensure a successful implementation, 
plans will need sufficient lead time to operationalize this initiative. 



 

 

Long-Term Sustainability 

While the LHPC plans are supportive of the health homes initiative, we are concerned about the long-term 
sustainability and financing of this project.  ACA Section 2703 only provides enhanced match for eight fiscal 
quarters, and, at the end of this period, the matching rate will revert back to California’s normal rate of 50% 
federal/50% General Fund. While the California Endowment has pledged to provide the non-federal share 
(10%) to draw down the Section 2703 funding, up to a maximum of $25 million per year, it is not clear how 
California would fund the necessary matching payments over time. As a result, plans are reluctant to build the 
infrastructure and capacity necessary to implement health homes if the state is not necessarily willing to 
invest beyond the initial eight quarters included in the ACA. 

Health Homes & Homeless Medi-Cal Enrollees 

With the addition of the Medi-Cal expansion (MCE) population at the beginning of 2014, Medi-Cal has seen an 
increase in the number of beneficiaries who are homeless, and many health plans are working collaboratively 
with local agencies and advocates to serve this population. In the context of a Medi-Cal health homes 
initiative, it will be important for DHCS to recognize that not all qualifying beneficiaries will have a traditional 
“health home,” and it will be necessary to allow for local flexibility to reflect how best to reach these 
individuals. Further, while significant discussion has occurred around pent-up demand for services as well as 
higher acuity levels among more complex patient populations, treatment of the homeless also involves higher 
delivery costs because they involve treatment in locations outside of the traditional clinic setting (e.g., in 
homeless shelters, under bridges, etc.). We suggest that DHCS should analyze the costs and specific challenges 
related to caring for homeless Medi-Cal populations in setting the parameters for the health homes initiative.  

Thank you for providing the opportunity to submit comments on the draft health homes concept paper. We 
appreciate the ability to provide input and feedback as DHCS works to implement the Medi-Cal component of 
the CalSIM grant. As always, we are committed to working with you and other stakeholders in a collaborative 
manner.  

We would be happy to discuss our comments with you and your staff as you revise the concept paper and 
develop the health homes stakeholder engagement process.  I can be reached at (916) 448-8292 or 
jkent@lhpc.org. 

Thank you, 

 

Jennifer Kent, Executive Director 

cc: LHPC Board 

 



Comment received via email during comment period. 

 

Thank you for the opportunity to comment on the DHCS plan for Implementation of Health Homes as 
outlined in your recent webinar.  While the outline as provided and discussed in the webinar is a starting 
point, we found that it left many important questions unanswered.  We would therefore ask that you 
widely publicize your stakeholder process and include the county managed care plans for behavioral 
health as well as community based providers in this process.  There must be a robust stakeholder 
process to make the implementation of the health homes as success.   

We would like to offer the following comments for consideration and for discussion before any plan is 
finalized: 

1)  The organizational chart shows the health plan/lead agency as the organizing body for the flow 
through of funds to the community based care management entities.  Will the acuity levels be 
assigned by the lead agency and then services monitored by the lead agency?  What type of 
administrative funding will be available for the lead agency to organize and administer this 
network? 

2) What is the benefit rate for engagement services that would have to be provided for the health 
homes? 

3) It is unclear whether or not this funding may be used for critical social services such as housing 
or food banks.  The current network of these social services is overtaxed and cannot handle the 
burden of new consumers without funding.  This must be addressed in order for the Health 
Homes to be successful.   

SUSAN VON CANNON RAJLAL 
County of Los Angeles – DMH 
Office of the Director - Community & Government Relations 



 

 

 

Mr. Bob Baxter 
Mr. Brian Hansen 
California Department of Health Care Services 
hhp@dhcs.ca.gov 

Re: Comments to Draft Concept Paper on Health Homes for Patients with Complex Needs 

Dear Mr. Baxter and Mr. Hansen: 

On behalf of the Non-Profit Housing Association of Northern California and our over 750 
members, I write to comment on the draft concept paper on Health Homes for Patients with 
Complex Needs. 
 
The Non-Profit Housing Association of Northern California (NPH) is the collective voice of those 
who support, build, and finance affordable housing. We promote the proven methods of the 
nonprofit sector and focus government policy on housing solutions for lower income people who 
suffer disproportionately from the housing crisis. 

BACKGROUND 

One significant innovation in health care delivery has been the concept of a medical home.  The 
medical home model offers a team-based approach to provide coordinated care and to organize 
care around the patient.1 But conventional physician-led medical homes typically fail chronically 
homeless and frequent hospital user beneficiaries2 because they concentrate on medical stability, 
while beneficiaries focus on day-to-day survival. People experiencing homelessness have 
significant barriers to treatment compliance: they cannot rest to recover from illness, have no 
place to store medication, are exposed to the elements, cannot eat a healthy diet, often have 
distrustful relationships with the health care system, and cannot access reliable transportation to 
attend appointments. They simply cannot improve health outcomes with services administered 

   
1Four physician societies developed underlying principles of a physician-led medical home: the American Academy of 
Family Physicians, American Academy of Pediatrics, the American College of Physicians, and the American 
Osteopathic Association.  See 
http://www.aafp.org/dam/AAFP/documents/practice_management/pcmh/initiatives/GuidelinesPCMHRecAccr 
edit.pdf.  
2 About 1,000 categorically eligible beneficiaries who frequently use hospitals for reasons that could have been 
avoided through better access to care (“frequent users”) accumulate Medi-Cal costs of over $100,000 per person per 
year. Based on 2007 Medi-Cal claims data provided to Senator Darrell Steinberg by the Department of Health Care 
Services. 

http://www.aafp.org/dam/AAFP/documents/practice_management/pcmh/initiatives/GuidelinesPCMHRecAccr
mailto:hhp@dhcs.ca.gov


       
    

   
  

     
  

 
     

   
    

   
    

      
     

    

    

      
      

     
    

        
  

   

                                                
          

           
               

               
             

               
                 

      
           

  
    

           
             
    

                    
   

over a telephone or in an office. For this reason, homeless and frequent hospital users incur 
disproportionate Medicaid costs, even when connected to medical homes.3 

In housing and mental health systems, successful case management programs serving homeless and 
frequent user populations offer key features, such as in-person, individualized, frequent and 
flexible services, offered where the person lives, with beneficiary to staff ratios of 1:15 to 1:20. 
These teams find homeless beneficiaries on streets or in shelters, build trusting relationships, help 
beneficiaries work with landlords and pay rent, transport beneficiaries to appointments, advocate 
with care providers, and coordinate behavioral and primary care, all while sustaining enrollment 
during relapse. Study after study shows this package of services dramatically improves health 
outcomes, while dramatically reducing Medicaid costs.4 

These types of services, however, are largely unreimbursed by Medi-Cal, and rely on patchwork 
funding difficult to sustain or replicate. Existing resources that pay for similar services are often 
inflexible and fragmented. For this reason, we are in strong support of DHCS’ decision to 
proceed with a health home option, and to seek this option for the overlapping populations of 
homeless beneficiaries and frequent hospital users, per Assembly Bill 361 (Mitchell). 

ELIGIBILITY & ENROLLMENT 

Basing eligibility on current claims data alone is problematic. While inpatient costs 
continue to rise for populations identified in AB 361,5 other high-cost beneficiaries can “regress to 
the mean.” Newly-eligible populations will incur costs claims data does not yet capture. Los 
Angeles County indigent health care costs for homeless General Relief recipients in 2009 
averaged over $1,900 per month, 6 costs Medi-Cal now will absorb in expanding the program to 
childless adults. Moreover, claims data cannot depict factors recognized as “social determinants,” 
for which health homes could have greatest impact. 

3 Massachusetts reported homeless beneficiaries incurred over $26,000 per year in Medicaid costs in 2010. Home &
 
Healthy for Good. Permanent Supportive Housing: A Solution that Works. Dec. 2011.
 
4 Multiple studies demonstrate improved patterns of service utilization and decreased costs: M. Larimer, D. Malone.
 
“Health Care and Public Service Use and Costs Before and After Provision of Housing for Chronically Homeless 

Persons with Severe Alcohol Problems.” Journal Am. Medical Assoc. 2009; 301(13):1349-1357 (2009). D. Buchanon,
 
R. Kee. “The Health Impact of Supportive Housing for HIV-Positive Homeless Patients: A Randomized Controlled 
Trial.” Journal Am. Medical Assoc. (June. 2009) 99;6; D. Buchanan, R. Kee, L. Sadowski, et. al. “Effect of a Housing & 
Case Management Program on Emergency Department Visits and Hospitalizations Among Chronically Ill Homeless 
Adults: A Randomized Controlled Trial.” Am. Journal Public Health. (May 2009) 301;17. 
5 Medicaid beneficiaries identified as frequent hospital users, particularly those experiencing 
housing instability, are prone not only to continue to use hospitals and emergency departments as 
their source of care, but to acquire higher inpatient costs over time. M. Raven, J. Billings, M. 
Gourevitch. “Medicaid Patients at High Risk for Frequent Hospital Admission: Real-Time Identification &
 
Remediable Risks.” J. Urban Health. Mar. 2009. 86(2); 230-241. 
6 D. Flaming, P. Burns & M. Matsunaga. “Where We Sleep: Costs When Homeless & Housed in Los Angeles.”
 
Economic Roundtable. 2009.
 



     
     

    
    
 

 

 

     

               

          
    

            
  

          
   

        

   

        
        
     

           
      

 

      
      

        
   

    
      

      
   

     
   
    

    
    

  

                                                
             

         

             
             

     
  
     

Eligibility Based on Acuity: We support the list of conditions reflected in the HHPN concept paper, 
and recommend California base eligibility for AB 361-defined services on a combination of 
conditions, with eligibility limited by severity (consistent with AB 361). DHCS could 
develop a tool, with a list of documentation required, to help MCOs and providers determine 
eligibility. 

Initial Eligibility Based on Both of the Following: 

One of the following combinations of conditions: A level of severity indicated by the one of the following: 

At least one of the listed mental illnesses and a 
substance use disorder OR 

At least one of the listed mental illnesses and one of the 
listed medical conditions OR 

A substance use disorder and at least one of the listed 
medical conditions OR 

At least two of the listed medical conditions. 

Chronic homelessness7 OR 

Homelessness and five or more emergency department visits 
over the previous 12 months or eight emergency department 
visits over 24 months8 OR 

At least three inpatient admissions within 12 months, at least 45 
days inpatient (cumulative or single)9 in a single year, or at least 
five inpatient admissions within 24 months OR 

Periods of homelessness over 24 months with 
institutionalization10 of at least 30 days OR 

No longer chronically homeless, but were chronically homeless 
before moving into housing. 

Enrollment: We recommend establishing a “bi-directional approach” in establishing 
eligibility for health home services, similar to what is proposed in the concept paper, but with a 
stronger emphasis on provider referral of potentially eligible beneficiaries to a health home. 
MCOs could use claims data to identify enrollees who meet inpatient admission criteria. Similar 
to other state practices, a SPA should require health homes to work with hospitals, clinics, 
behavioral care providers, county agencies, coordinated homeless assessment and intake systems, 
and social service agencies (housing and homeless service) to establish referral processes for 
potentially-eligible health home beneficiaries. Health home outreach workers could be deployed 
to hospitals, recuperative care, and homeless service and housing partners to administer the 
eligibility tool. 

7 About 35,400 Californians experience chronic homelessness on any given night. Many are frequent hospital users. 
National Alliance to End Homelessness, State of Homelessness in America. May 2014. 

http://b.3cdn.net/naeh/d1b106237807ab260f_qam6ydz02.pdf.
8 Evidence shows two-year data are more accurate in predicting frequent hospital readmissions. M. Raven, J. Billings,
 
M. Gourevitch. “Medicaid Patients at High Risk for Frequent Hospital Admission: Real-Time Identification &
 
Remediable Risks.” J. Urban Health. Mar. 2009. 86(2); 230-241.
 
9 Inpatient stays or admissions should include behavioral health admissions.
 
10 “Institutionalization” should include psychiatric hospitalization, skilled nursing care admission, or incarceration.
 

http://b.3cdn.net/naeh/d1b106237807ab260f_qam6ydz02.pdf


 
     

       
      

       
      

             
        

        
       

    
    

  

         
    

     

    

      
       

    
          

       
          

      
         

       
     

   
    

   
   

    

   
     

 

                                                
               

     

In addition to offering beneficiaries an option to “opt out,” we recommend also offering 
beneficiaries an opportunity to opt into a different health home than one assigned to them. 

Continuity of Care: Though many health home participants will not meet initial eligibility criteria 
after a period of participation in a health home program, evidence shows participants would 
continue to use acute care services (and are likely, in fact, have escalating hospital costs) without 
health home services. For this reason, beneficiaries who are initially eligible should 
remain eligible to receive the same benefit until stable for at least one year (or for a 
total of 10 quarters, whichever occurs later). After the beneficiary no longer requires the 
same frequency of contact, the beneficiary should be able to continue to access services from the 
same health home provider at a “maintenance rate” identified in the SPA. Considering relapse is 
part of recovery, and health homes should be allowed flexibility to return the beneficiary to a 
higher level of services when needed. 

GEOGRAPHIC PHASING 

While we understand the desire to phase in statewide implementation of the Health Home 
option, we recommend clarifying what “readiness” means for non-CCI counties, and how CCI 
programs could build capacity for providing health home services to eligible populations. 

ADDRESSING MULTIPLE POPULATIONS 

We recognize many populations could benefit from health home services. To craft a health home 
SPA that offers a range of health home services to different populations, we support the DHCS 
decision to tier payment based on population needs. We further recommend DHCS tier 
eligibility, outcome standards, and service descriptions, as well as payment. We 
also recommend DHCS take into consideration that adding a minimal per member per month 
fee for the populations we are addressing in our comments will not be effective in curbing costs of 
a beneficiary incurring thousands of dollars in costs per month. Tiering of payment should 
reflect the significant differences in services needs among populations identified. 

New York State’s Section 2703 health homes are one example of a tiered system. Prior to 
implementing a health home SPA, New York ran a Chronic Illness Demonstration Program 
(CIPD), designed to coordinate care for beneficiaries with complex conditions. Among barriers 
to successful implementation of the CIPD program, staff reported difficulties locating homeless 
beneficiaries without funding for in-person outreach and engagement, and an overall rate 
inadequate to create trusting relationships with difficult-to-engage populations. Using lessons 
learned from CIPD in their Section 2703 Health Home SPA, New York Medicaid staff tiered 
services and rates by population, explicitly incorporated housing providers into health home 
networks, and created an “outreach/engagement rate.”11 CIPD and other programs demonstrate 
programs will choose to serve the least difficult populations, unless offered incentive to target 
otherwise. 

11 Center for Health Care Strategies. “New York’s Chronic Illness Demonstration Project: Lessons for Medicaid 
Health Homes.” Dec. 2012. http://www.chcs.org/media/NY_RCP_CIDP_Profile_122112.pdf. 

http://www.chcs.org/media/NY_RCP_CIDP_Profile_122112.pdf


           
   

     
  

  
    

    
  

  

    

        
         

     
     

    
   

    

     
  

      
    

    
      

      
     

 

   

      

                                                
        

                  
                

                
           

          
    

             

In fact, the needs of AB 361 populations are unique from other high-cost Medicaid 
populations. A housed beneficiary with AIDS, for instance, may not need frequent interaction 
with a case manager; yet, a chronically homeless Medi-Cal beneficiary with AIDS is more likely to 
die unless receiving support to connect him to housing, and then receiving ongoing flexible, face-
to-face, and frequent services that allow him to remain stable.12 Both populations risk high costs; 
however, while physician-led medical homes can help an AIDS patient manage the disease, 
homeless or unstably housed beneficiaries cannot manage AIDS while homeless.13 Achieving 
health stability for this population must begin with housing, and services must promote health and 
housing stability to improve health utilization outcomes. 

ROLE OF MANAGED CARE ORGANIZATIONS 

Given the importance of managed care in California, we agree that MCOs should play a critical 
role in administering the health home benefit. We agree with the concept of using MCOs to 
administer the health home benefit through a network of community-based 
organizations designated to provide health home services to the AB 361-identified populations. 
We also recommend allowing MCOs flexibility in establishing a network of health home 
providers. MCO care coordinators should work collaboratively with health homes to track and 
share data and connect to providers. 

Because MCOs have developed health data exchanges, MCOs should operate as the health 
information technology provider. MCOs could require providers either to send batch files to 
MCOs to track services rendered, or to enter data directly into a module within the MCOs HIT 
system, and work with health homes to create systems that track social service interactions. 

We further recommend establishing consistency among MCOs in how much of the funds they 
retain as a lead entity. MCOs should retain a portion of health home benefit. Other states have 
established MCO rates of 3-5%.14 This rate would allow MCOs to perform their critical 
functions, while ensuring all MCOs are retaining and funding health home services at consistent, 
specified rates. 

HEALTH HOME PROVIDERS 

We recommend California allow a health home to broker partnerships between multiple entities, 

12 A randomized, control-group study found homeless people with HIV/AIDS were half as likely to have undetectable 
levels of HIV, and had viral loads 87% higher than people with HIV/AIDS receiving the same care who were housed. 
D. Buchanan,R. Kee, L. Sadowski, & D. Garcia. The Health Impact of Supportive Housing for HIV-Positive
 
Homeless Patients: A Randomized Controlled Trial.” American Journal of Public Health. June 2009, 99:6.
 
13 K. Linkins, L. Brya. Final Evaluation of the Frequent Users of Health Services Initiative. 2008. Frequent users receiving
 
frequent face-to-face case management who remained homeless increased inpatient days, while formerly homeless
 
frequent users connected to housing significantly decreased their inpatient days.
 
14 New York’s State Plan Amendment includes a 3% fee for managed care plans.
 

http:homeless.13
http:stable.12


          
   

   
       

      
      

      
 

       
        
 

  
   

         
      

        

     
      

      
  

     
  

  
 

     
  

      
 

      
    

    
      
      

     
 

 

         
      

         
 

 

      
       

 
   

 

       
   

    
 

            
 

                                                
             

 
 

representing multiple sectors, to offer the full package of services.15 While we agree with the 
DHCS concept of allocating funding to MCOs, we recommend allowing greater flexibility than 
indicated in the concept paper in contracting and subcontracting with health home providers. 
MCOs should be able to contract with other entities not listed in the paper. For example, a 
Federally-Qualified Health Center (FQHC) should be able to partner with a homeless service 
provider for outreach, engagement, and case management, and partner with local hospitals for 
transitional care. In many communities, social service providers have the greatest expertise and 
most experience building trusting relationships with beneficiaries who tend to lack trust in health 
care professionals. Even more crucial, providers should be able to offer services where the 
beneficiary lives, even if under a bridge, and be able to use mobile teams to outreach and provide 
services to beneficiaries. 

While physicians typically lead medical homes and focus on coordinated care, Section 2703 health 
homes encompass the coordination of health care services in combination with community and 
social supports for a true “team-based structure.” We strongly recommend DHCS ensure it 
promotes a “team-based structure” in the structure it includes in a health home SPA. 

ACA Section 2703/AB 361 Health Homes Medical or NCQA-Certified Health Homes 

 “Whole-person orientation” that assesses, in person, 
all factors impacting a beneficiary’s health and 
connects the beneficiary to social services and 
community supports. 

 “Person-centered orientation” that typically 
assesses telephonically and connects beneficiaries 
to medical, specialty, and, sometimes, behavioral 
health care. 

 “Home” is operated through traditional and non-
traditional providers, including clinics, community-
based social services providers, or behavioral health 
care providers. 

 “Home” is typically operated through primary care 
provider or personal physician. 

 Services typically offered face-to-face, outside of the 
confines of a physician’s, clinic’s, or behavioral health 
center’s walls, even at a beneficiary’s home. 

 Services typically offered telephonically. When 
face-to-face, services are typically offered in an 
office. 

 Emphasis on greater access to care through addressing 
the whole needs of the beneficiary. 

 Emphasis on access to medical care through quality 
improvement, expanded hours, communication 
options. 

 Payment funds comprehensive care coordination/case 
management and connection to services necessary to 
improve the beneficiary’s health. Case managers 
typically serve 20 beneficiaries (payment ranges $55-
$570 PMPM). 

 Payment typically funds care coordinators who 
serve hundreds to thousands of beneficiaries 
(payment is usually in range of $2.00-$50.00 
PMPM). 

 Targets beneficiaries with complex conditions, 
including SMI or SUD, and negative social 

 Targets beneficiaries with chronic medical 
conditions. 

15 Centers for Medicare & Medicaid Services. “Health Homes (Section 2703) Frequently Asked Questions.” May 
2012. http://www.medicaid.gov/State-Resource-Center/Medicaid-State-Technical-Assistance/Health-Homes-
Technical-Assistance/Downloads/Health-Homes-FAQ-5-3-12_2.pdf. 

http://www.medicaid.gov/State-Resource-Center/Medicaid-State-Technical-Assistance/Health-Homes
http:services.15


 

      
    

 
 

  

     
      

    
      

    
   

     
      

       

     

     
         

  
         

     
     

        
    

 
  

     
       

     
    

   
      

 

                                                
              

             
          

determinants. 

Provider Structure: We recommend adhering to AB 361, which identifies specific provider 
requirements, such as experience addressing needs of homeless and frequent hospital user 
beneficiaries, and viable plans to connect homeless beneficiaries to housing, outreach and 
engagement services. Networks should include established partnerships with housing providers 
committed to house homeless participants. 

Types of Providers: Community-based organizations with expertise in working with 
populations identified in AB 361 are uniquely qualified to offer services, and, in many cases, 
are working collaboratively with housing and behavioral health providers to integrate care and 
engage beneficiaries. These organizations include many of the entities identified in the concept 
paper, such as clinics and FQHCs, hospitals, and behavioral health providers. Other providers, 
such as county, homeless health care, and homeless service providers, are primary providers of 
the types of services identified in the health home option. Providers should be allowed to contract 
with service providers who are not Medi-Cal billers, as long as the team meets standards identified 
in the SPA and is able to achieve outcome goals within the first 18-24 months. 

Team Structure: We recommend flexibility, with the following functions identified: 

1.	 A director who has a strong background in managing multidisciplinary teams. 
2.	 Case or care managers, who may be a paraprofessional or licensed case manager, 


community health worker, or nurse, and who would—
 
•	 Use tools like motivational interviewing16 to complete a single integrated care plan in 

collaboration with the beneficiary, over which (s)he would be responsible. 
•	 Work with hospital staff to plan for discharge, connect beneficiaries to services the 

beneficiary may need, transport and accompany beneficiaries to appointments, help 
the beneficiary manage medications (if a nurse or nurse practitioner), advocate on 
behalf of beneficiaries with health care professionals, and provide services promoting 
housing stability to formerly homeless beneficiaries (such as training in life skills, 
financial management, and community integration). 

•	 Offer services where the beneficiary lives. 
3. Outreach workers, who may be a paraprofessional or peer advocate, and who would— 

•	 Locate potentially eligible beneficiaries, outreach to and engage beneficiaries. 
•	 Assess a beneficiary’s eligibility for health home services, in collaboration with health 

care professionals who render diagnoses. 
4.	 Health or housing navigators, who may be a paraprofessional service provider, and who 

would— 

16 Motivational interviewing is an evidence-based, “collaborative, person-centered form of guiding to elicit and 
strengthen motivation for change,” originating substance use treatment. It W.R. Miller & S. Rollnick. “Ten Things 
That Is Not Motivational Interviewing.” Behavioral and Cognitive Psychotherapy. 87, 129-140 (2009). 



    
 

      
 

  
   

     
     

 
      

  
     

    
 

     

         
    

         
    

        
  

    
      

  
 

     

                                                
           

         
           

                
           

           
              

         
 

            
          

             
          
       

 

•	 Form and foster relationships with and communication between team members, 
housing providers, and benefits advocates. 

•	 Connect homeless beneficiaries to recuperative care or bridge housing. 
•	 Connect homeless beneficiaries to permanent housing (housing without limit on 

length of stay). 
5.	 Clinician consultant(s), who may be primary care physician, psychiatrist, psychologist, 

registered nurse, advanced practice nurse, licensed clinical social worker, social worker 
licensed to provide treatment, or other behavioral health care professional, and who 
would— 
•	 Confirm eligibility for health home services and review and inform the integrated 

care plan. 
•	 Facilitate enhanced access to primary care and behavioral health providers. 

6. Administrative support, including support to collect and report data to an evaluator. 

DEFINITIONS OF HEALTH HOME SERVICES 

The State may define each of the core services a health home must provide, and could define 
services differently for specific population. Services should be, to the extent possible, provided 
outside of the clinic setting and easily accessible to the beneficiary. Palliative care, 
however, is not an identified service within the Health Home option and should not be included 
as a health home benefit. Though a valuable service, palliative care is not a service included within 
the option. 

Definitions: With evidence-based models of multidisciplinary services in mind—Assertive 
Community Treatment,17 harm reduction,18 and Critical Time Intervention19—we recommend 
the following: 

Comprehensive Care Management: Client-centered wrap-around services to outreach to 
beneficiaries where they are, engage beneficiaries to participate in services, use motivational 

17Assertive Community Treatment (ACT) is a SAMHSA-recognized model of care for people with serious mental 
illness that offers services where problems arise and support skills/treatment as needed. ACT is based on a 
collaborative approach to integrate interventions and adjust interventions based on the individual’s changing needs. 
U.S. Dept. of Health & Human Servs., Substance Abuse & Mental Health Servs. Admin. “Assertive Community 
Treatment: the Evidence.” Evidence-Based Practices Knowledge Information Transformation. 2008. www.samhsa.gov. 
18 Harm reduction recognizes abstinence may be neither a realistic nor a desirable goal for some with substance use 
disorders. It works to reduce harm while use continues. Homeless Resource Center, Substance Abuse & Mental 
Health Servs. Admin. “Substance Use & Addiction: Harm Reduction.” http://homeless.samhsa.gov/channel/harm-
reduction-273.aspx. 
19 Critical Time Intervention involves intensive 9-month interventions to stabilize people following discharge. It 
offers two components: (1) strengthening the individual's long-term ties to services, family, and friends; and (2) 
providing emotional and practical support during the transition. Post discharge services are delivered by workers who 
have established relationships with patients during their institutional stay. SAMHSA’s National Registry of Evidence-
Based Programs & Practices. “Critical Time Intervention.” 
http://www.nrepp.samhsa.gov/ViewIntervention.aspx?id=125. 2006. 

http://www.nrepp.samhsa.gov/ViewIntervention.aspx?id=125
http://homeless.samhsa.gov/channel/harm
http:www.samhsa.gov


   
     

   
  

 
    

   

    
   

   
   

 
 

      

  
   

     
    

   
  

  

      
   

 

       
  

 
  

      
 

    

      
    

      
    

   
   

 

interviewing to create an integrated care plan in collaboration with the beneficiary that 
incorporates a “whole-person” approach, update the care plan regularly and communicate 
changes with other health home members, and help beneficiaries achieve and maintain 
housing and health stability. Services promoting housing stability include assisting the 
beneficiary access existing housing resources (with choice), learning to manage finances, pay 
rent, shop for or gain access to healthy food, maintain eligibility for benefits, communicate 
with property managers, and participate in the community. 

Care Coordination & Health Promotion: In a culturally-competent manner, connecting the 
beneficiary to primary, behavioral, and specialty care in accordance with an integrated care 
plan, advocating with health providers on behalf of beneficiaries, collaborating with a 
beneficiary and health providers to foster treatment compliance using harm reduction, and 
promoting evidence-based recovery strategies. Activities should include developing 
relationships with housing providers, hospitals, MCOs, and primary and behavioral health 
providers, scheduling appointments, transporting beneficiaries to appointments, managing 
medication, and warm hand-offs to partners and members of the health home team. 

Comprehensive Transitional Care: In coordination with hospital and health providers, outreaching 
to and engaging beneficiaries to plan for transitions, to achieve collective goals, to build 
relationships with social service and health care professionals, and to empower and educate 
beneficiaries to improve health outcomes. Transitional care also includes keeping track of 
readmissions to hospitals and other acute-care or skilled nursing facilities, and admission into 
other institutions (i.e., jail/prison, detox facilities), as well as assisting beneficiaries transition 
back to the community. 

Individual & Family Support Services: Services that identify and connect beneficiaries to potential 
family and support networks, including disease groups, as well as peer engagement, 
community integration and engagement. 

Referral to Community & Social Support Services: In collaboration with the beneficiary, identifies 
potential resources to meet beneficiary needs in the community (including food security 
needs), assist beneficiaries with applications and obtains documents to promote access to 
social supports (including housing), connects beneficiaries to decent, affordable permanent 
housing, and links beneficiaries to appropriate recuperative care or bridge housing until 
permanent housing becomes available. Includes ongoing follow-up to ensure beneficiaries 
continue to access appropriate services in the community. 

Use of Health Information Technology to Link Services: Using managed care organization data 
systems, accessing data on a beneficiary’s acute care use, tracking outcomes between health 
home partners, and communicating these data to the health home team, including case 
conferencing among team members and exchange of data on as frequent basis as possible. 
Linking services includes using best practices for facilitating active data sharing across systems 
of care, including memoranda of understanding, business associates agreements, and common 
consent waivers. 



      
     

   
    

    
     

  

       
     

  
     

   
        

 
   

    

      
      

     
  

     
      

   
 

        
    

          
      

  
 

 

 

 

    

    
 

      
 - -  

 
 *  

      
     

      
      

        
  

        
   

    

    

    

Engagement Services: Critical to making these services meaningful, the benefit must include 
engagement services to allow case or care managers to connect with eligible beneficiaries where 
the beneficiary lives. Engagement builds trusting relationships between a beneficiary and care 
manager or outreach worker, relationships that will eventually lead to a beneficiary’s decision to 
participate more fully in health home services and become compliant with treatment protocol. 
CMS guidance indicates engagement services may be funded, as the lynchpin in making the other 
health home services successful. 

Services Funded by Other Programs/Benefits: For people with serious mental illness, counties have 
used the Mental Health Services Act (MHSA) and the Medi-Cal Rehabilitation Option to offer 
services included in these definitions, and have demonstrated success in improving health 
outcomes. However, many of the services that populations identified in AB 361 need fall outside 
what is reimbursable. The Rehab Option, for example, does not fund outreach and engagement 
or habilitation services. MHSA and the Rehab Option are limited to people with specific mental 
illnesses, excluding others with diagnoses such as personality disorders. These resources should 
complement health home benefits, rather than supplant them. 

PAYMENT METHODOLOGY & RATES 

Stratified Per Member, Per Month Rates: Payments to health homes should be per member, per month 
(PMPM) and stratified to fit the needs of the population served. As an example, a health 
home benefit for beneficiaries who need chronic illness management could be $65 PMPM, while 
payments to health homes serving populations with high acuity and complexity of care 
needs would range from $300-532. Complementing other federally-funded benefits 
providing similar services, health home services for beneficiaries eligible for other federally-
funded services would be paid at lower rates. 

Potential Rates: For populations identified in AB 361, a rate should take into consideration some 
beneficiaries would graduate to less frequent face-to-face contact after 18-24 months, and some 
may be eligible for some services under a different benefit. Higher rates should also require a 
minimum number of in-person face-to-face contacts, and be based on expectations to achieve 
specific outcomes (i.e., decreased inpatient admissions). 

Example of Potential Payment Structure 

Complexity of Condition Frequency of Contact, Need 
for Face to Face Contact 

Reimbursement 
rate (PMPM ) 

Two Chronic Conditions (with or 
without SMI) OR One SMI 

High (Conditions w/SMI or SUD) $350 
Low (w/o SMI or SUD) $65 

Housed Frequent Users High $350 
Low $260 

Homeless AB 361 Pops. High $532 
Low $300 

High rate 

Med rate 

Low rate 

Outreach/Engagement Rate: To achieve Section 2703 goals for homeless beneficiaries, a health 
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home must first locate a beneficiary, then engage that beneficiary       , who is likely to be  
distrustful of the health care system, to participate in services. We recommend following New       
York’s example in including outreach staff in AB 361 health home teams, and offering 80% of the       
PMPM as an “outreach/engagement” rate for the first 90 days until the beneficiary begins fully      
engaging in services.20  If the beneficiary begins engagement in services prior to the end of 90 days,      
the health home should be paid the full PMPM rate.       

Other  States:  
Per  Member,  Per  Month Rates  for  Health Home  

21 

Outreach Low - - -/ Engage - Level  
ment  Services   

N/A  $12.80  $76.81  

N/A  $15.00  $330 (adults)  
N/A  $58.87  $78.74  
$160  $100  $200-593  

$252.93  $67.50  $172.61  

Face to State  

Iowa  

Maine  (SMI  SPA)  
Missouri  
New  York  (Avg)*  
Washington  

Face 
Contact 

*See  NYS  rate  schedule  to right. 

*NY  Health  Home Rate Schedule 

Average  Health  Severit y SMI  PMPM  Status  of  Illness  Payment  

Single Yes  Low  $125-156  SMI  
   Mid  $169-218  
   High  $411-516  
Pairs   No  Low  $68-72  
 Chronic   Mid  $144-169  
   High  $261-322  
  Yes  Low  $198-248  
   Mid  $288-368  
   High  $454-593  
Triples   No  Low  $101-115  
 Chronic   Mid  $155-184  
   High  $269-321  
  Yes  Low  $232-291  
   Mid  $326-405  
   High  $469-587  
HIV  No  Low  $102-128  
   Mid  $178-245  
   High  $331-442  
  Yes  Low  $103-129  
   Mid  $181-244  
   High  $362-468  
Average  Total     $209  
Range   $68-593  

Services

Comparison  to  Other  Programs  

Other  Programs  Funding  Services  Rate  Per  Service,   Average  PMPM  Rate  
Based  on  

20 A. Hamblin, R. Davis, K. Hunt. “Outreach to High-Cost, High-Need Individuals: Best Practices for New York 
Health Homes. NYS Health Foundation/Center for Health Care Strategies. April 2014. 
http://nyshealthfoundation.org/uploads/resources/chcs-health-homes-outreach-report-april-2014-1.pdf. 
21 Centers for Medicare & Medicaid Services, State Plan Amendments. 

http://nyshealthfoundation.org/uploads/resources/chcs-health-homes-outreach-report-april-2014-1.pdf
http:services.20
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Rehabilitation Option in Los Angeles 
County22 

Case Management Services: Per Minute 
Encounters $451 

Mental Health Services Act Per Staff Hour Encounters $1,333 

Veterans Affairs Supportive Housing 
Services 

Stratified: 
• Low Intensity After Stabilization 

• Standard for Clients in Recovery 

• High Intensity During Initial Period of 
Contact 

$200 (Low) 

$400 (Standard) 

$900 (High) 

Sustainability 
Once Enhanced 
Federal Match 
Ends: Evidence 
shows 
providing 
individualized 

Sample High Face to Face Contact PMPM 

Roles FTE FTE per
200 

Annualized 
Salary 

Reimbursement 
PMPM Rate 

Health Home Director 1 FTE per 200 enrollees 1 $100,800 $42 
PCP/BH Consultants 3 hours per enrollee per yr n/a $122,880 $16 
Care Manager 1 FTE per 25 enrollees 8 $70,200 $234 
Care Coordinators 1 FTE per 50 enrollees 4 $60,000 $100 
Outreach Worker 1 FTE per 50 enrollees 4 $60,000 $100 
Admin. Support 1 FTE per 200 enrollees 1 $60,000 $25 
MCO Support 1 FTE per 400 enrollees (3%) n/a $15 

health home 
services to high-cost homeless Medicaid beneficiaries pays off. To capitalize on projected savings, 
we recommend DHCS create a “risk-savings pool,” allowed under Federal guidance, to bank 
savings that could be used to offset State costs after enhanced federal funding ends. DHCS could 
calculate Medi-Cal costs avoided by evaluating pre and post medical costs among AB 361 
beneficiaries participating in health home programs, or through a more rigorous control group 
evaluation that compares costs in the first two years among beneficiaries receiving health home 
services with costs among beneficiaries with comparable barriers to care, who are eligible but not 
participating. 

Additionally, some State- and county-funded programs could contribute to a State 
match, such as MHSA funds. Other existing county programs, such as Los Angeles County’s 
Housing for Health program or San Francisco’s Direct Access to Housing program, offer a similar 
source of matching funds. 

We strongly encourage DHCS not to consider this program a pilot, but to work to 
identify sources of funds that could pay for the State’s share of costs beyond the 
first eight quarters. 

TIMELINE & STAKEHOLDER PROCESS 

22 One provider’s typical reimbursement. 



        
       

       
     

     
      

          
      
  

 

   
  

 

 

  
  

 

While we appreciate the DHCS effort to begin a Health Home program as quickly 
as possible, we also advise DHCS to seek stakeholder input on the implementation 
of AB 361. The concept paper leaves open many of the details to further assessment. Obtaining 
the input of stakeholders with understanding and knowledge of MCO operations, as well as 
stakeholders who have direct experience and stakeholders who have expert understanding of the 
needs of the populations identified is critical to the success of this program. In fact, it is a 
requirement of AB 361. For these reasons, we urge DHCS staff to create a process for obtaining 
stakeholder input on the details of implementation of this concept paper, rather than focusing all 
stakeholder feedback on alignment with CalSIM. 

Thank you for the opportunity to comment on this concept paper. We look forward to ongoing 
discussions on this critical benefit. 

Sincerely, 

Michael Lane, Policy Director 
Non-Profit Housing Association of Northern California 
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340 North Madison Ave.  

Bob Baxter  
Brian Hansen  
California Department of Health Care Services  
hhp@dhcs.ca.gov  

Re: Comments to Draft Concept Paper on Health Homes for Patients with Complex Needs  

Dear Mr. Baxter and Mr. Hansen:  

On behalf of PATH (People Assisting The Homeless), I am writing to comment on the draft concept paper 
on Health Homes for Patients with Complex Needs. PATH has been working to end homelessness for  
individuals, families, and communities throughout Southern California for more than thirty years.  In the last 
eighteen months alone, PATH has helped more than 1200 families, 1300 veterans, and 1000 chronically 
homeless individuals move  into permanent homes.  

BACKGROUND  

One significant innovation in health care delivery has been the concept of a medical home.  The medical 
home model offers a team-based approach to provide coordinated care and to organize care around the 
patient.1  But conventional physician-led medical homes typically fail chronically homeless and frequent 
hospital user beneficiaries2  because they concentrate on medical stability, while beneficiaries focus on day-
to-day survival. People experiencing homelessness have significant barriers to treatment compliance: they 
cannot rest to recover from illness, have no place to store medication, are  exposed to the elements, cannot 
eat a healthy diet, often have distrustful relationships with the health care system, and cannot access reliable 
transportation to attend appointments. They simply cannot improve health outcomes with services 
administered over a telephone or in an office. For this reason, homeless and frequent hospital users incur 
disproportionate Medicaid costs, even when connected to medical homes.3   

In housing and mental health systems, successful case management programs serving homeless and frequent 
user populations offer key features, such as in-person, individualized, frequent and flexible services, offered 
where the person lives, with beneficiary to staff ratios of 1:15 to 1:20. These teams find homeless 
beneficiaries on streets or i n shelters, build trusting relationships, help beneficiaries work with landlords 
and pay rent, transport beneficiaries to appointments, advocate with care providers, and coordinate  
behavioral and primary care, all while sustaining enrollment during relapse. Study after study shows this 
package of services dramatically improves health outcomes, while dramatically reducing Medicaid costs.4    

                                                             
1Four physician societies developed underlying principles of a physician-led medical home: the American Academy of Family 
Physicians, American Academy of Pediatrics, the American College of Physicians, and the American Osteopathic Association.  See  
http://www.aafp.org/dam/AAFP/documents/practice_management/pcmh/initiatives/GuidelinesPCMHRecAccredit.pdf.  
2  About 1,000 categorically eligible beneficiaries who frequently use hospitals for  reasons that could have been avoided through 
better access to care (“frequent users”) accumulate Medi-Cal costs of over $100,000  per person per  year. Based on  2007 Medi-
Cal claims data  provided to Senator Darrell Steinberg by the Department of Health Care Services.  
3  Massachusetts reported  homeless beneficiaries incurred over $26,000 per year in Medicaid costs  in 2010. Home & Healthy for  
Good.  Permanent Supportive Housing: A Solution that Works.  Dec. 2011.  
4  Multiple studies demonstrate improved patterns of service utilization  and decreased  costs: M.  Larimer, D.  Malone. “Health  
Care and Public Service Use and Costs Before and After Provision of Housing for Chronically Homeless  Persons with Severe 
Alcohol Problems.”  Journal Am. Medical Assoc.  2009; 301(13):1349-1357 (2009).  D.  Buchanon, R.  Kee. “The Health Impact of 

http://www.aafp.org/dam/AAFP/documents/practice_management/pcmh/initiatives/GuidelinesPCMHRecAccredit.pdf
mailto:hhp@dhcs.ca.gov
http:www.epath.org


                                                                                                                                                                                                    

These types of services, however, are largely unreimbursed by Medi-Cal, and rely on patchwork funding 
difficult to  sustain or replicate. Existing resources that pay for similar services are often inflexible and 
fragmented.  For this reason, we are in strong support of DHCS’ decision to proceed with a health home 
option, and to seek this option for the overlapping populations of homeless beneficiaries and frequent 
hospital users, per Assembly Bill 361 (Mitchell).  

ELIGIBILITY &  ENROLLMENT   

Basing eligibility on current claims data alone is problematic. While inpatient costs continue to 
rise for populations identified in AB 361,5  other high-cost beneficiaries can “regress to the mean.” Newly-
eligible populations will incur costs claims data does not  yet capture. Los Angeles County indigent health 
care costs for homeless General Relief recipients in 2009 averaged over $1,900  per month, 6  costs Medi-Cal 
now will absorb  in expanding the program to childless adults.  Moreover, claims data cannot depict factors 
recognized as “social determinants,” for which health homes could have greatest impact.  

Eligibility Based on Acuity: We support the list of conditions reflected in the HHPN concept paper, and 
recommend California  base eligibility for AB 361-defined services on a  combination of conditions, 
with eligibility limited by severity  (consistent with AB 361). DHCS could develop a tool, with a list  
of documentation required, to  help MCOs and providers determine eligibility.  

Initial Eligibility Based on Both  of the Following:  

One of the following  combinations of conditions:  

At least one  of the listed mental illnesses and a  
substance use disorder OR  

At least one  of the listed mental illnesses and one of the 
listed medical conditions OR  

A substance use disorder and at least one of the listed 
medical conditions OR  

At least two of the listed medical conditions.  

A level of severity indicated by the one of the following:  

Chronic homelessness7  OR  

Homelessness and five or more emergency department visits 
over the previous 12 months or eight emergency department  
visits over 24 months8  OR  

At least three inpatient admissions within 12 months,  at  least 45 
days inpatient (cumulative or single)9  in a single year, or at least  
five inpatient admissions within 24 months OR  

Periods of homelessness over 24 months with 
institutionalization10  of at least 30 days OR  

Supportive Housing for HIV-Positive Homeless Patients: A Randomized Controlled Trial.”  Journal Am. Medical Assoc.  (June. 2009) 
99;6; D.  Buchanan, R.  Kee, L.  Sadowski, et. al. “Effect of a Housing & Case Management Program on Emergency Department  
Visits and Hospitalizations Among Chronically Ill Homeless Adults: A Randomized Controlled Trial.”  Am. Journal Public Health. 
(May  2009) 301;17.  
5  Medicaid beneficiaries identified as frequent hospital users, particularly those experiencing housing 
instability, are prone not only to continue to use hospitals and emergency departments as their source of 
care, but to acquire higher inpatient costs over  time. M. Raven, J. Billings, M. Gourevitch. “Medicaid Patients at High 
Risk for Frequent Hospital Admission: Real-Time Identification & Remediable Risks.” J. Urban Health. Mar. 2009. 86(2); 230-
241. 

6  D. Flaming, P. Burns & M. Matsunaga. “Where We Sleep: Costs When Homeless & Housed in Los Angeles.”  Economic 

Roundtable. 2009. 

7  About 35,400 Californians experience chronic homelessness on any given night. Many are frequent hospital users. National 

Alliance to End Homelessness, State of Homelessness in America. May 2014.  http://b.3cdn.net/naeh/d1b106237807ab260f_qam6ydz02.pdf.
 
8  Evidence shows two-year data are more accurate in predicting frequent hospital readmissions. M. Raven, J. Billings, M. 

Gourevitch. “Medicaid Patients at High Risk for Frequent Hospital Admission: Real-Time Identification & Remediable Risks.” J. 

Urban Health. Mar. 2009. 86(2); 230-241.
 
9  Inpatient stays or admissions should include behavioral health admissions. 

10  “Institutionalization” should  include psychiatric hospitalization, skilled nursing care admission, or incarceration.
 

http://b.3cdn.net/naeh/d1b106237807ab260f_qam6ydz02.pdf


 
No longer chronically homeless, but were chronically homeless 
before moving into housing. 

Enrollment:  We recommend establishing a “bi-directional approach” in establishing eligibility  for 
health home services, similar to what is proposed in the concept paper, but with a stronger emphasis on 
provider referral of  potentially eligible beneficiaries to a health home. MCOs could use claims data to 
identify enrollees who meet inpatient admission criteria. Similar to other state practices, a SPA should  
require health homes to work with hospitals, clinics, behavioral care providers, county agencies, 
coordinated homeless assessment and intake systems, and social service agencies (housing and homeless 
service) to establish referral processes for potentially-eligible health home beneficiaries. Health home 
outreach workers could be deployed to hospitals, recuperative care, and homeless service and housing 
partners to administer the eligibility tool.   

In addition to offering beneficiaries an option to “opt out,” we recommend also offering beneficiaries an  
opportunity to opt into a different health home than one assigned to them.   

Continuity of Care: Though many health home participants will not meet initial eligibility criteria after a  
period of participation in a health home program, evidence shows participants would continue to use acute 
care services (and are likely, in fact, have  escalating hospital costs) without health home services. For this 
reason,  beneficiaries who are initially eligible should remain eligible to receive the same 
benefit  until stable  for at least one year (or for a total of 10 quarters, whichever occurs  
later).  After the beneficiary no longer requires the same frequency of contact, the beneficiary should be  
able to continue to access services from the same health home provider at a “maintenance rate” identified in 
the SPA. Considering relapse is part of recovery, and health homes should be allowed flexibility to return 
the beneficiary to a higher level of services when needed.  

GEOGRAPHIC PHASING  

While we understand the desire to phase in statewide implementation of the Health Home option, we  
recommend clarifying what “readiness” means for non-CCI counties, and how CCI programs could build 
capacity for providing health home services to eligible populations.  

ADDRESSING MULTIPLE  POPULATIONS  

We recognize many populations could benefit from health home services. To craft a health home SPA that 
offers a range of health home services to different populations, we support the DHCS decision to tier  
payment based on population needs. We further recommend DHCS tier eligibility, outcome  
standards, and service descriptions, as well as payment. We also recommend DHCS take into 
consideration that adding a minimal per member per month fee for the populations we  are addre ssing in our 
comments will not be  effective in curbing costs of a beneficiary incurring thousands of dollars in costs per  
month. Tiering of payment should reflect the significant differences in services needs among  
populations identified.  

New York State’s Section 2703 health homes are one example of a tiered system.   Prior to implementing a 
health home SPA, New York ran a Chronic Illness Demonstration Program (CIPD), designed to coordinate 
care for beneficiaries with complex conditions. Among barriers to successful implementation of the CIPD  
program, staff reported difficulties locating homeless beneficiaries without funding for in-person outreach 
and engagement, and an overall rate inadequate to create trusting relationships with difficult-to-engage 
populations. Using lessons learned from CIPD in their Section 2703 Health Home SPA, New  York 
Medicaid staff tiered services and rates by population, explicitly incorporated housing providers into health 



home networks, and created an “outreach/engagement rate.”11  CIPD and other programs demonstrate  
programs will choose to serve the least difficult populations, unless offered incentive to target otherwise.  

In fact,  the needs of AB 361 populations are unique from other high-cost Medicaid  
populations.  A housed beneficiary with AIDS, for instance, may not need frequent interaction with a case  
manager; yet, a chronically homeless Medi-Cal beneficiary with AIDS is more likely to die unless receiving 
support to connect him to housing, and then receiving ongoing flexible, face-to-face, and frequent services 
that allow him to remain stable.12  Both populations risk high costs; however, while physician-led medical 
homes can help an AIDS patient manage the disease, homeless or unstably housed beneficiaries cannot 
manage AIDS while homeless.13  Achieving health stability for this population must begin with housing, and 
services must promote health and housing stability to improve health utilization outcomes.  

ROLE OF MANAGED CARE ORGANIZATIONS  

Given the importance of managed care in California, we agree that MCOs should play a critical role in  
administering the health home benefit. We agree with the concept of using MCOs to administer the 
health home benefit through a network of community-based organizations  designated to 
provide health home services to the AB  361-identified populations. We also recommend allowing MCOs 
flexibility in establishing a network of health home providers.  MCO care coordinators should work 
collaboratively with health homes to track and share data and connect to providers.   

Because MCOs  have developed health data exchanges, MCOs should operate as the health information 
technology provider. MCOs could require providers either to send batch files to MCOs to track services 
rendered, or to enter data directly into a module within the MCOs HIT system, and work with health 
homes to create systems that track social service interactions.  

We further recommend establishing consistency among MCOs in how much of the funds they retain as a 
lead entity.  MCOs should retain a portion of health home benefit. Other states have established MCO rates 
of  3-5%.14  This rate would allow MCOs to perform their critical functions, while  ensuring all MCOs are 
retaining and funding health home services at consistent, specified rates.  

HEALTH HOME PROVIDERS  

We recommend California allow a health home to broker partnerships between multiple  entities,  
representing multiple sectors, to offer the full package of services.15  While we agree  with the DHCS 
concept of allocating funding to MCOs, we recommend allowing greater flexibility than indicated in the 
concept paper in contracting and subcontracting with health home providers. MCOs should be able to 
contract with other entities  not  listed  in the paper. For example, a Federally-Qualified Health Center 

                                                             
11  Center for Health Care Strategies. “New York’s Chronic Illness Demonstration Project: Lessons for Medicaid Health Homes.”
 
Dec. 2012. http://www.chcs.org/media/NY_RCP_CIDP_Profile_122112.pdf. 
 
12  A randomized,  control-group  study  found homeless people with HIV/AIDS were half as likely to have undetectable levels of 

HIV, and had viral loads 87% higher than  people with HIV/AIDS  receiving the same care  who  were housed. D. Buchanan,R.
 
Kee, L. Sadowski, & D. Garcia. The Health Impact of Supportive Housing  for  HIV-Positive Homeless Patients:  A Randomized 

Controlled Trial.”  American Journal of Public Health.  June 2009, 99:6.
   
13  K. Linkins,  L. Brya.  Final Evaluation of the Frequent Users of Health Services Initiative.  2008. Frequent users  receiving frequent face-
to-face case management  who remained homeless increased inpatient  days, while formerly homeless frequent users connected to 

housing significantly decreased their inpatient days.
 
14  New York’s State Plan Amendment includes a 3% fee for managed care plans.
 
15  Centers for  Medicare & Medicaid Services. “Health Homes  (Section 2703)  Frequently Asked Questions.” May 2012. 

http://www.medicaid.gov/State-Resource-Center/Medicaid-State-Technical-Assistance/Health-Homes-Technical-
Assistance/Downloads/Health-Homes-FAQ-5-3-12_2.pdf.  

http://www.medicaid.gov/State-Resource-Center/Medicaid-State-Technical-Assistance/Health-Homes-Technical
http://www.chcs.org/media/NY_RCP_CIDP_Profile_122112.pdf
http:services.15
http:homeless.13
http:stable.12


  
 

  

  
  

  

  
 

 

   
 

   
  

 

 

  

  

 
 

(FQHC) should be able to partner with a homeless service provider for outreach, engagement, and case 
management, and partner with local hospitals for transitional care. In many communities, social service 
providers have the greatest expertise and most experience building trusting relationships with beneficiaries 
who tend to lack trust in health care professionals. Even more crucial, providers should be able to offer 
services where the beneficiary lives, even if under a bridge, and be able to use mobile teams to outreach and 
provide services to beneficiaries. 

While physicians typically lead medical homes and focus on coordinated care, Section 2703 health homes 
encompass the coordination of health care services in combination with community and social supports for a 
true “team-based structure.” We strongly recommend DHCS ensure it promotes a “team-based structure” 
in the structure it includes in a health home SPA. 

ACA Section 2703/AB 361 Health Homes  Medical or NCQA-Certified Health Homes  

 “Whole-person orientation” that assesses, in person, all   “Person-centered orientation” that typically assesses 
factors impacting a beneficiary’s health and connects the telephonically and connects beneficiaries to medical, 
beneficiary to social services and community supports.  specialty, and, sometimes, behavioral health care.  

 “Home” is operated through traditional and non-traditional  “Home” is typically operated through primary care 
providers, including clinics, community-based social provider or personal physician.  
services providers, or behavioral health care providers.  

 Services typically offered face-to-face, outside of the  Services typically offered telephonically. When face-to-
confines of a physician’s, clinic’s, or behavioral health face, services are typically offered in an office.  
center’s walls, even at a beneficiary’s home.  

 Emphasis on greater access to care through addressing the  Emphasis on access to medical care through quality 
whole  needs of the beneficiary.  improvement, expanded hours, communication options.  

 Payment funds  comprehensive care coordination/case   Payment typically funds care coordinators who serve 
management and connection to services necessary to  hundreds to thousands of beneficiaries (payment is 
improve the beneficiary’s health. Case managers typically usually in range of $2.00-$50.00 PMPM).  
serve 20 beneficiaries (payment ranges $55-$570 PMPM).  

 Targets beneficiaries with complex conditions, including  
SMI or SUD, and negative social determinants.   Targets beneficiaries with chronic medical conditions.  

Provider Structure: We recommend adhering to AB 361, which identifies specific provider requirements, such 
as experience addressing needs of homeless and frequent hospital user beneficiaries, and viable plans to 
connect homeless beneficiaries to housing, outreach and engagement services. Networks should include 
established partnerships with housing providers committed to house homeless participants. 

Types of Providers: Community-based organizations with expertise in working with populations 
identified in AB 361 are uniquely qualified to offer services, and, in many cases, are working 
collaboratively with housing and behavioral health providers to integrate care and engage beneficiaries. 
These organizations include many of the entities identified in the concept paper, such as clinics and FQHCs, 
hospitals, and behavioral health providers. Other providers, such as county, homeless health care, and 
homeless service providers, are primary providers of the types of services identified in the health home 
option. Providers should be allowed to contract with service providers who are not Medi-Cal billers, as long 
as the team meets standards identified in the SPA and is able to achieve outcome goals within the first 18-24 
months. 

Team Structure: We recommend flexibility, with the following functions identified: 

1.	 A director who has a strong background in managing multidisciplinary teams. 

2.	 Case or care managers, who may be a paraprofessional or licensed case manager, community health 
worker, or nurse, and who would— 



 	 Use tools like  motivational interviewing16  to complete a single integrated care plan in 
collaboration with the beneficiary, over which (s)he would be responsible.  

 	 Work with hospital staff to plan for discharge, connect beneficiaries to services the beneficiary 
may need,  transport and accompany beneficiaries to appointments, help the beneficiary manage  
medications (if a nurse or nurse practitioner), advocate on behalf of beneficiaries with health 
care professionals, and provide services promoting housing stability to formerly homeless  
beneficiaries (such as training in life skills, financial management, and community integration).  

 	 Offer services where the beneficiary lives.   

3.	 Outreach workers, who may be a paraprofessional or peer advocate, and who would—  

  Locate potentially eligible beneficiaries, outreach to and engage beneficiaries.  

  Assess a beneficiary’s eligibility for health home services, in collaboration with health care  
professionals who render diagnoses.  

4.	 Health or housing navigators, who may be a paraprofessional service provider, and who would—  

  Form and foster relationships with and communication between team members, housing 
providers, and benefits advocates.  

  Connect homeless beneficiaries to recuperative care or bridge housing.  

  Connect homeless beneficiaries to permanent housing (housing without limit on length of stay).  

5.	 Clinician consultant(s), who may be primary care physician, psychiatrist, psychologist, registered 
nurse, advanced practice nurse, licensed clinical social worker, social worker licensed to provide 
treatment, or other behavioral health care professional, and who would—  

  Confirm eligibility for health home services and review and inform the integrated care plan.  

  Facilitate enhanced access to primary care and behavioral health providers.  

6.	 Administrative support, including support to collect and report data to an evaluator.  
 

DEFINITIONS OF HEALTH HOME SERVICES  

The State may define each of the core services a health home must provide, and could define services 
differently for specific population. Services  should be, to the extent possible, provided outside of the  
clinic setting and easily accessible to the beneficiary.  Palliative care, however, is not an identified 
service within the Health Home option and should not be included as a health home benefit.  Though a  
valuable service, palliative care is not a service included within the option.  

Definitions: With evidence-based models of multidisciplinary services in mind—Assertive Community 
Treatment,17  harm reduction,18  and Critical Time Intervention19—we recommend the following:  

                                                             
16  Motivational interviewing is an evidence-based, “collaborative, person-centered form of guiding to elicit and strengthen 
motivation for  change,” originating substance use treatment. It  W.R. Miller  & S. Rollnick. “Ten Things That Is Not  Motivational 
Interviewing.” Behavioral and Cognitive Psychotherapy.  87, 129-140 (2009).  
17Assertive Community Treatment (ACT) is a  SAMHSA-recognized model of care for people with serious mental illness that 
offers services where problems arise and support skills/treatment  as  needed. ACT is based on a collaborative approach to 
integrate interventions and adjust interventions based on the individual’s changing needs. U.S. Dept. of Health & Human Servs.,  
Substance Abuse & Mental Health Servs. Admin. “Assertive Community Treatment: the Evidence.” Evidence-Based Practices  
Knowledge Information Transformation.  2008.  www.samhsa.gov.  
18  Harm reduction recognizes abstinence may be neither a realistic nor a desirable goal for some with  substance use disorders. It  
works to reduce harm while use continues. Homeless Resource Center, Substance Abuse & Mental Health Servs. Admin. 
“Substance Use & Addiction: Harm Reduction.” http://homeless.samhsa.gov/channel/harm-reduction-273.aspx.  
19  Critical Time Intervention involves intensive 9-month interventions to stabilize people following discharge. It offers two 
components: (1) strengthening the individual's long-term ties to services, family, and friends; and (2) providing emotional and 

http://homeless.samhsa.gov/channel/harm-reduction-273.aspx
http:www.samhsa.gov


                                                                                                                                                                                                    

Comprehensive Care Management:  Client-centered wrap-around services to outreach to beneficiaries where  
they are, engage beneficiaries to participate in services, use motivational interviewing to create an  
integrated care plan in collaboration with the beneficiary that incorporates a “whole-person” approach, 
update the care plan regularly and communicate changes with other health home members, and help  
beneficiaries achieve and maintain housing and health stability. Services promoting housing stability 
include assisting the beneficiary access existing housing resources (with choice), learning to manage 
finances, pay rent, shop for or gain access to healthy food, maintain eligibility for benefits, 
communicate with property managers,  and participate in the community.  

Care Coordination & Health Promotion:  In a culturally-competent manner, connecting the beneficiary to 
primary, behavioral, and specialty care in accordance  with an integrated care plan, advocating with 
health providers on behalf of beneficiaries, collaborating with a beneficiary and health providers to 
foster treatment compliance using harm reduction, and promoting evidence-based recovery strategies. 
Activities should include developing relationships with housing providers, hospitals, MCOs, and 
primary and behavioral health providers, scheduling appointments, transporting beneficiaries to  
appointments, managing medication, and warm hand-offs to partners and members of the health home 
team.  

Comprehensive Transitional Care: In coordination with hospital and health providers, outreaching to and 
engaging beneficiaries to plan for transitions, to achieve  collective goals, to build relationships with 
social service and health care professionals, and to empower and educate beneficiaries to improve health 
outcomes. Transitional care also inc ludes keeping track  of readmissions to hospitals and other acute-
care or skilled nursing facilities, and admission into other institutions (i.e., jail/prison, detox facilities),  
as well as assisting beneficiaries transition back to the community.  

Individual & Family Support Services:  Services that identify and connect beneficiaries to potential family 
and support networks, including disease groups, as well as peer engagement, community integration 
and engagement.  

Referral to Community & Social Support Services: In collaboration with the beneficiary, identifies potential 
resources to meet beneficiary needs in the community (including food security needs), assist 
beneficiaries with applications and obtains documents to promote access to social supports (including 
housing),  connects beneficiaries to decent, affordable permanent housing, and links beneficiaries to 
appropriate recuperative care or bridge housing until permanent housing becomes available. Includes 
ongoing follow-up to ensure beneficiaries continue to access appropriate services in the community.  

Use of Health Information Technology to Link Services: Using managed care organization data systems,  
accessing data on a beneficiary’s acute care use, tracking outcomes between health home partners, and 
communicating these data to the health home team, including case conferencing among team members  
and exchange of data on as frequent basis as possible. Linking services includes using best practices for 
facilitating active data sharing across systems of care, including memoranda of understanding, business  
associates agreements, and common consent waivers.  

Engagement Services: Critical to making these services meaningful, the benefit  must include engagement  
services to allow case or  care managers to connect with  eligible beneficiaries where the beneficiary lives.  
Engagement builds  trusting relationships between a beneficiary and care manager or outreach worker, 
relationships that will  eventually lead to a beneficiary’s decision to participate more fully in health home 

practical support during the transition. Post discharge services are delivered by workers who  have established relationships with 
patients during their institutional stay.  SAMHSA’s National Registry of Evidence-Based Programs & Practices. “Critical Time 
Intervention.”  http://www.nrepp.samhsa.gov/ViewIntervention.aspx?id=125. 2006.  

http://www.nrepp.samhsa.gov/ViewIntervention.aspx?id=125
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Complexity of Condition 
Frequency of Contact, Need 

for Face to Face Contact 
Reimbursement 
rate (PMPM*) 

Two Chronic Conditions (with or 
without SMI) OR One SMI 

High (Conditions w/SMI or SUD) $350 
Low (w/o SMI or SUD) $65 

Housed Frequent Users 
High $350 
Low $260 

Homeless AB 361 Pops. High $532 
Low $300 

   

   

   

High rate 

Med rate 

Low rate 

 

 
 

 

                                                             
  

 
 

services  and become compliant with treatment protocol. CMS guidance indicates engagement services may 
be funded, as the lynchpin in making the other health home services successful.  

Services Funded by Other Programs/Benefits:  For people with serious mental illness, counties have used the 
Mental Health Services Act (MHSA) and the Medi-Cal Rehabilitation Option to offer services included in 
these definitions, and have demonstrated success in improving health outcomes. However, many of the 
services that populations identified in AB 361 need fall outside what is reimbursable. The Rehab Option, for 
example, does not fund outreach and engagement or habilitation services. MHSA and  the Rehab  Option are  
limited to people with specific mental illnesses, excluding others with diagnoses such as personality 
disorders. These resources should complement health home benefits, rather than supplant them.  

PAYMENT  METHODOLOGY &  RATES  

Stratified  Per Member, Per Month Rates: Payments to health homes should be per member, per month (PMPM) 
and stratified to fit the needs of the population served. As an example, a health home benefit for  
beneficiaries who need chronic  illness management could be $65 PMPM, while payments to health homes 
serving populations with high acuity and complexity of care needs would  range from $300-532. 
Complementing other federally-funded benefits providing similar services, health home services for 
beneficiaries eligible for other federally-funded services would be paid at lower rates.  
 
Potential Rates:  For populations identified in AB 361, a rate should take into consideration some beneficiaries 
would graduate to less frequent face-to-face contact after 18-24 months, and some may be  eligible for some 
services under a different benefit.  Higher rates should also require a minimum number of in-person face-to-
face contacts, and be  based on expectations to achieve specific outcomes (i.e., decreased inpatient 
admissions).  

 

Example of Potential Payment Structure  
 

Outreach/Engagement Rate: To achieve Section 2703 goals for homeless beneficiaries, a health home must 
first locate a beneficiary, then engage that beneficiary, who is likely to be distrustful of the health 
care system, to participate in services. We recommend following New York’s example in including 
outreach staff in AB 361 health home teams, and offering 80% of the PMPM as an “outreach/engagement” 
rate for the first 90 days until the beneficiary begins fully engaging in services.20 If the beneficiary begins 
engagement in services prior to the end of 90 days, the health home should be paid the full PMPM rate. 

20 A. Hamblin, R. Davis, K. Hunt. “Outreach to High-Cost, High-Need Individuals: Best Practices for New York Health Homes. 
NYS Health Foundation/Center for Health Care Strategies. April 2014. http://nyshealthfoundation.org/uploads/resources/chcs-health-homes-

outreach-report-april-2014-1.pdf. 

http://nyshealthfoundation.org/uploads/resources/chcs-health-homes
http:services.20


 

 

 

 

 

 

 

     

 

     

     

     

     

     

     

     

     

     

     

     

     

     

     

Other States:  

Per Member, Per Month Rates for Health Home 

Services21  

Outreach Low -
/ Engage - Face -to -Level Face 

Services  ment  Contact  

Frequent 

Iowa  
N/A  $12.80  $76.81  

Maine (SMI SPA)  N/A  $15.00  $330 (adults)  

Missouri  N/A  $58.87  $78.74  

New York (Avg)*  $160  $100  $200-593  

Washington  $252.93  $67.50  $172.61  

State  

*See NYS rate schedule to right. 

*NY Health Home Rate Schedule 

                                                             
   

 
 

 
 

 
   

     

     

     

     

     

     

     

     

    

     

     

     

     

     

    

     

     

     

     

     

Health 
Status SMI Severity

of Illness 

Average 
PMPM 

Payment 

Single 

SMI 
Yes Low $125-156 

Mid $169-218 

High $411-516 

Pairs No Low $68-72 

Chronic Mid $144-169 

High $261-322 

Yes Low $198-248 

Mid $288-368 

High $454-593 

Triples No Low $101-115 

Chronic Mid $155-184 

High $269-321 

Yes Low $232-291 

Mid $326-405 

High $469-587 

HIV No Low $102-128 

Mid $178-245 

High $331-442 

Yes Low $103-129 

Mid $181-244 

High $362-468 

21 Centers for Medicare & Medicaid Services, State Plan Amendments. 



          

        

 

 

 

  

  

 

 

  

 
  

                                                             
  

Other Programs Funding Services  Rate Per Service,  Average PMPM Rate  

Based on  

Rehabilitation Option in Los Angeles 
County22  

Case Management Services: Per Minute 
Encounters  $451  

Mental Health Services Act  Per Staff Hour Encounters  $1,333  

Veterans Affairs Supportive Housing  
Services  

 

 

Stratified:     

  Low Intensity After Stabilization  
  Standard for Clients in Recovery  
  High Intensity During Initial Period of 

Contact  

$200 (Low)  

$400 (Standard)  

$900 (High)  

Comparison to Other Programs  

 - -   

  
   

      
     

     
     

     
     

      

Average Total $209 

Range $68-593 

Sustainability Once 
Enhanced Federal Match 
Ends: Evidence shows 
providing individualized 
health home services to 
high-cost homeless 
Medicaid beneficiaries 
pays off. To capitalize 

Sample High Face to Face Contact PMPM 

Roles FTE 
FTE per 

200 
Annualized 

Salary 
Reimbursement 

PMPM Rate 

Health Home Director 1 FTE per 200 enrollees 1 $100,800 $42 
PCP/BH Consultants 3 hours per enrollee per yr n/a $122,880 $16 
Care Manager 1 FTE per 25 enrollees 8 $70,200 $234 
Care Coordinators 1 FTE per 50 enrollees 4 $60,000 $100 
Outreach Worker 1 FTE per 50 enrollees 4 $60,000 $100 
Admin. Support 1 FTE per 200 enrollees 1 $60,000 $25 
MCO Support 1 FTE per 400 enrollees (3%) n/a $15 

on projected savings, we recommend DHCS create a “risk-savings pool,” allowed under Federal 
guidance, to bank savings that could be used to offset State costs after enhanced federal funding ends. DHCS 
could calculate Medi-Cal costs avoided by evaluating pre and post medical costs among AB 361 beneficiaries 
participating in health home programs, or through a more rigorous control group evaluation that compares 
costs in the first two years among beneficiaries receiving health home services with costs among 
beneficiaries with comparable barriers to care, who are eligible but not participating. 

Additionally, some State- and county-funded programs could contribute to a State match, such 
as MHSA funds. Other existing county programs, such as Los Angeles County’s Housing for Health 
program or San Francisco’s Direct Access to Housing program, offer a similar source of matching funds. 

We strongly encourage DHCS not to consider this program a pilot, but to work to identify 
sources of funds that could pay for the State’s share of costs beyond the first eight quarters. 

TIMELINE & STAKEHOLDER PROCESS 

While we appreciate the DHCS effort to begin a Health Home program as quickly as 
possible, we also advise DHCS to seek stakeholder input on the implementation of AB 361. 

22 One provider’s typical reimbursement. 



 
 

 

 

 

 

 

 

 

 

 

The concept paper leaves open many of the details to further assessment. Obtaining the input of 
stakeholders with understanding and knowledge of MCO operations, as well as stakeholders who have 
direct experience and stakeholders who have expert understanding of the needs of the populations identified 
is critical to the success of this program. In fact, it is a requirement of AB 361. For these reasons, we urge 
DHCS staff to create a process for obtaining stakeholder input on the details of implementation of this 
concept paper, rather than focusing all stakeholder feedback on alignment with CalSIM. 

Thank you for the opportunity to comment on this concept paper. We look forward to ongoing discussions 
on this critical benefit. 

Sincerely, 

Katie Hill 

Executive Director 



Comment received via email during comment period. 

 

People who experience mood swings, fear, voices and visions often state that their medical issues which 
aren't quickly resolved are dismissed as part of their psychiatric issues.  Having their health home at 
behavioral health will embed that bias even more.  Mental health clients with medical questions ought 
to have a health home that is medically based from a neutral primary care provider with a whole-person 
perspective. 

 

Sylvia Caras, PhD 



   
       

  
 

              
 

    
 

            
              

                
             

             
               

                
            

             
            

 
               
             

               
                

       
 

                 
                 

               
                 

             
         

 
               

              
             

                  
                
             

             
              

               
                 

             
      

 

December 17, 2014 
California Department of Health Care Services (DHCS) 
hhp@dhcs.ca.gov 

Re: Inclusion of asthma in the Health Homes for Patients with Complex Needs model 

Dear DHCS staff: 

The undersigned stakeholders appreciate the thoroughness reflected in the Department of Health 
Care Services’ (DHCS) planning of the CalSIM Health Homes for Patients with Complex Needs 
model (HHPCN). We were extremely disappointed to hear that the state will not receive a State 
Innovation Model Testing Grant from the Center for Medicare and Medicaid Service’s Center 
for Medicare and Medicaid Innovation (CMMI). Still, we are grateful that Secretary Diana 
Dooley, in sharing news about the award, wrote “California continues to stand out as an 
innovator in health care and we must proceed to implement elements of our Plan including the 
transparency agenda, health homes, and public reporting of Let’s Get Healthy California 
Indicators [emphasis added].” Given the state's continued interest in the HHPCN model, we 
respectfully submit the following comments about the program’s design. 

Asthma was listed as one of the chronic conditions under consideration for inclusion in the 
HHPCN on the November 17th DHCS Webinar and HHPCN Concept Paper. Even without 
CMMI support, we strongly support the inclusion of asthma in any future promulgation of the 
HHPCN model. Targeting asthma will help the state achieve its overall triple aim goal of better 
health, better care, and lower costs. 

Asthma is a chronic disease that is among the most common, costly, and preventable of all health 
problems in the United States. Rates of asthma have nearly doubled in the United States over the 
last few decades. Over 23 million people have asthma nationwide.i Over 5 million of those 
diagnosed with asthma live in California.ii In 2007, the U.S. spent an estimated $19.7 billion on 
asthma in both direct and indirect costs. Among pediatric hospitalizations that could be 
prevented, asthma is responsible for the highest costs.iii 

In California, surveillance data show that there is much room for improvement in routine health 
care for people with asthma. According to the California Department of Public Health (CDPH), 
Environmental Health Investigations Branch, “More than half of adults with current asthma have 
not had a routine asthma checkup in the past year and only 40% of adults and children with 
asthma have received a written asthma action plan [such plans are a critical component of the 
national clinical guidelines for care] from their health care provider….[T]here are about 400 
deaths, 35,000 hospital discharges, and 180,000 emergency department visits per year due to 
asthma. In addition, the costs of asthma hospitalizations are enormous—over $1 billion in 2010. 
Proper prevention efforts could reduce many of these poor outcomes and costs. For example, [in 
California] 12% of people who were hospitalized for asthma in 2010 had at least one repeat visit 
during that same year. Intervening to prevent these repeat asthma hospitalizations could have 
saved $156 million in medical costs.”iv 

http:California.ii
mailto:hhp@dhcs.ca.gov


             
             

          
            

           
                 

             
           

              
              

             
          

 
              
                
           

         
          

              
             

        
              

          
                

                
           

               
             

        
               

     
             

             
   

 
                
            

            
             

                
               

               
              

 
 

Asthma is of particular concern to California’s Medi-Cal population. Low income is associated 
with higher asthma severity, poorer asthma control, and higher rates of asthma emergency 
department visits and hospitalizations. Again according to CDPH, “Medi-Cal beneficiaries 
represent a high-risk population for asthma.”v Additional data from the 2011-2012 California 
Health Interview Survey indicate 1,128,000 Medi-Cal beneficiaries have been diagnosed with 
asthma at some point in their lives. This prevalence (16.2%) is higher than those not covered by 
Medi-Cal (13.6%).vi In 2010, there were 90,004 asthma emergency department visits and 14,514 
asthma hospitalizations among continuously enrolled Medi-Cal beneficiaries. That translates to a 
rate of 145.4 asthma emergency department visits per 10,000 beneficiaries (compared to 46.1 per 
10,000 statewide) and a rate of 26 asthma hospitalizations per 10,000 beneficiaries (compared to 
9 per 10,000 statewide). Medicare and Medicaid covered 65% of asthma hospitalizations and 
50% of asthma ED visits in California in 2010.vii 

Asthma is often associated with various comorbidities, a fact that fits HHPCN’s requirement that 
eligible individuals have two or more chronic conditions or one chronic condition and at risk for 
another. The most frequently reported asthma comorbid conditions include rhinitis, sinusitis, 
gastroesophageal reflux disease, obstructive sleep apnea, hormonal disorders and 
psychopathologies. These conditions may share a common pathophysiological mechanism with 
asthma as well as influence asthma control, its phenotype and response to treatment.viii In 
addition to these most common comorbidities, people with current asthma report worse general 
health than people without asthma, including the following: 

o	 Adults with current asthma are 8-10 times more likely to have chronic obstructive
 
pulmonary disease (COPD) than adults who do not have asthma.
 

o	 Almost one in three adults with current asthma is obese (31% vs. 21.7% among adults 
who do not have asthma), and one in seven teens (age 12–17) with current asthma is 
obese (14.4% vs. 10.9% among teens who do not have asthma). 

o	 Among adults with current asthma, 11.6% also have diabetes, 37% also have high blood 
pressure, and 9.8% also have heart disease (compared to 8.2%, 25.5%, and 5.6%, 
respectively, among adults who do not have asthma). 

o	 Over 40% of adults with current asthma are disabled (compared to 26.3% among adults 
who do not have asthma). 

o About 6% of adults and teens with current asthma have psychological distress.ix 

Treating asthmatic patients in a health home model would allow for addressing comorbidities 
more effectively. 

Finally, asthma fits strongly with many of the core health home services that will likely be 
provided as part of HHPCN, including comprehensive case management, care coordination and 
health promotion, individual and family support services, and use of health information 
technology. According to “The Affordable Care Act, Medical Homes, and Childhood Asthma: A 
Key Opportunity for Progress,” “the very qualities that make a health care model a medical home 
are the qualities that are essential to high quality pediatric asthma care. Thus, pediatric asthma 
emerges as an extremely important diagnosis on which the medical home model can be built.”x 

Below are several examples showcasing the strong link between asthma and the health home 
model.xi 

http:model.xi
http:distress.ix
http:13.6%).vi


          

          

            
               

            
            

             
             

              
           

  
           

            
            

         
  

 
           

   

              
               

             
             

        
             

            
               

    
 

     

               
          
           

         
              

             
             

             
 

            
           

            
             

        
 

     

Comprehensive care management, including screenings and assessments with standardized tools 

as well as health action plan assessment and reassessments: 

•	 “Accurate symptom evaluation is a critical component of successful asthma management. 
This is especially so in children and families who face extra challenges because of illness 
severity, sociodemographics, or health care system characteristics. It has been shown that 
minority and poor children with asthma benefit from utilization of symptom-time peak 
expiratory flow rate (PEFR) as a symptom measurement tool. Children in this population 
who used peak expiratory flow meters when symptomatic had a lower asthma severity 
score, fewer symptom days, and lower health care utilization than children who did not 
utilize this measurement, indicating the positive impact of accurate and objective 
symptom evaluations.” 

•	 “A continuous quality improvement component, incorporating a technical assistance team 
and community health workers, in an intervention for children with asthma improved 
asthma outcomes and processes of care measures, including a reduction in emergency 
department visits and asthma severity assessments, and improved family-reported 
psychological measures.” 

Care coordination and health promotion, including developing a person-centered plan and 

managing referrals: 

•	 “Written asthma action plans are an important tool for asthma management for children 
and families and have been found to be most effective when they are symptom-based and 
include tools for self-monitoring and self-management. They have been shown to be most 
effective with more severe asthma and have been associated with reduced utilization of 
health care services such as emergency department visits.” 

•	 “Referrals to specialty care as needed are important for proper asthma management. 
Among a survey of Medicaid-insured children, having seen a specialty provider and 
having had follow - up visits with a primary care provider were associated with less 
underuse of controller medications.” 

Individual and family support services: 

•	 “Community health workers can be of great value for reaching and working with families 
where children have asthma. Well-trained community health workers effectively deliver 
health education and case management services, and connect families with community 
and medical resources, and the formal health care system.” 

•	 “A dose response seems to exist between the intensity of asthma education intervention 
delivered and the reduction in health care utilization such as emergency department and 
acute care visits, with those children and families receiving more intensive education and 
increased time with a health educator or counselor having fewer unscheduled health care 
visits.” 

•	 “Educational programs for the self-management of asthma in children and adolescents 
were associated with improvements in many outcome measures, including lung function, 
self-efficacy, absenteeism from school, number of days of restricted activity, number of 
visits to an emergency department, and nights disturbed by asthma, with the strongest 
effects seen among children with more severe asthma.” 

Use of health information technology
 



             
              

             
          

           
            

            
            

           
               

          
             

       
 

            
       

 
               

              
                

                
   

 
 

 
      

      
 

  
     

   
        

 
  

     
 

   
   

   
 

  
      

     
 

•	 “Using a web-based monitoring system for children with asthma to report symptoms, 
asthma management, and quality of life to their health care provider resulted in improved 
health outcomes including a decrease in peak flow readings and fewer reports of 
limitations in their daily activity, when compared to a control.” 

•	 “Tracking program Fight Asthma Milwaukee, where Children’s Hospital and Health 
System collaborated with five hospitals in the Milwaukee, WI region, developed a web-
based registry that monitors emergency department care for children with asthma and 
wheeze, and identifies asthma burden and opportunities for intervention. Key elements of 
the registry include reporting functions and help screens for the user.” 

•	 “Patient registries based on claims data have been shown to be useful in helping 
integrated delivery systems identify patients not receiving appropriate preventive asthma 
care (such as using a controller medication, per HEDIS® measurements) and to then 
conduct follow-up and outreach for the patient.” 

While these recommendations are specific to childhood asthma, adult populations can also
 
benefit from similar health home opportunities.
 

Based on the urgent need to address this prevalent and costly disease, combined with robust
 
evidence about how to improve outcomes and reduce costs, we strongly recommend that the
 
HHPCN include asthma as a targeted chronic disease. We look forward to hearing from you and
 
to working with you to implement an effective Health Home program that serves the needs of
 
Medi-Cal members.
 

Regards,
 

Anne Kelsey Lamb and Joel Ervice
 
Regional Asthma Management and Prevention (RAMP)
 

Robert Vinetz
 
Pediatric Asthma Disease Management Program
 
QueensCare Health Centers*
 
Past Co-chair, Asthma Coalition of Los Angeles County*
 

Karen Cohn
 
San Francisco Asthma Task Force
 

Patti V. Burton
 
Respiratory Care Consultant
 
Certified Asthma Educator
 

Kimberly Amazeen
 
Vice President, Public Policy & Advocacy
 
American Lung Association in California
 



    
    

 
       

 
   
  

    
 

   
    

 
   

          
 

    
   
   

 
      

  
 

 
  

 
      

 
  

      
 

   
    

    
 

       
     

     
          

 
       
       
     
     

 
 
 

Barbara Langham RN BSN 
Pediatric Asthma Care Manager 

St. John's Well Child and Family Center 

Linda Ayala, MPH 
Health Educator 
Alameda Alliance for Health 

Farhat Hanifi 
Central California Asthma Collaborative 

MariaElena Avila-Toledo, MPH 
Asthma Advocate and Concerned Parent of a Child with Asthma 

Betsy Campbell, MPH, CEHRS 
Senior Health Educator 
Solano Asthma Coalition 

Mary Frazier, RN, MSN AE-C 
Project Director 
Breathmobile 

Francisco Covarrubias 
Chair 
Asthma Coalition of Los Angeles County 

Aide Fulton 
Imperial Valley Child Asthma Program Director 

Meredith Barrett, PhD 
VP, Science & Research 
Propeller Health 

Scott H. Takahashi, Pharm.D., FCSHP , FASHP 
Pediatric Ambulatory Care Pharmacist 
California Asthma Partners Member 
Asthma Coalition of Los Angeles County Clinical Wrokgroup Co-Chair 

Robin Cox, MPH, CPH, Health Education Manager 
Health Promotion & Community Wellness Bureau Chief 
Solano County Public Health Services 
Health & Social Services Department 



 
   

   
     

 
   

  
 

   
  

 
   

   
 

   
     

    
      

 
      
   
   

 
    

    
           

 
   

  
       

 
  

 
    

 
  
 

    
 

  
       

 
    

      
 
 

Jean Farmer, RN 
Certified Asthma Educator 
Sonoma County Indian Health Project 

Terry Kirkindoll 
Asthma Advocate 

Jessica Stahler 
Asthma Advocate 

Maria Jaime-Romero 
Asthma Advocate 

Dr. Washington Burns 
Asthma Coalition of Alameda County 
West Oakland Asthma Coalition 
Prescott Joseph Center for Community Enhancement 

Maisie Crookes, RN. BSc AE-C 
Asthma Case Manager 
Certified Asthma Educator 

Jane Stewart, R.N. 
Pediatric Asthma Care Manager 
Supporting the children of Napa and Solano Counties who have asthma 

Krysta Titel, MPH 
Coalition Coordinator 
San Joaquin County Asthma & COPD Coalition 

Celeste Ramos 
Chair 
Merced/Mariposa County Asthma Coalition 

Shan Magnuson 
Chair 
Sonoma County Asthma Coalition 

Sylvia Betancourt 
Long Beach Alliance for Children with Asthma 

Karen Licavoli, MPH 
Breathe California/Golden Gate Public Health Partnership 



       
 

                                                           

               
 

             
 

               
 

                
          

  
  
             

 
                

          

  
            

   
                

          

 
                

              
     

  
  

*Institutional affiliation listed for identification purposes only
 

i Investing in Best Practices for Asthma: A Business Case. 2010. Health Resources in Action.
 
http://hria.org/resources/reports/asthma/best-practices-for-asthma-2010.html#sthash.ofHv4aDq.dpuf
 
ii California Health Interview Survey data. 2011. UCLA Center for Health Policy Research.
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http://hria.org/resources/reports/asthma/best-practices-for-asthma-2010.html#sthash.ofHv4aDq.dpuf
 
iv Milet M, Lutzker L, Flattery J. Asthma in California: A Surveillance Report. Richmond, CA: California
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SAN FERNANDO COMMUNITY 

HEALTH CENTER 


Bob Baxter 
Brian Hansen 
California Department of Health Care Services 
hhp@dhcs.ca.gov 

Re: Comments to Draft Concept Paper on Health Homes for Patients with Complex Needs 

Dear Mr. Baxter and Mr. Hansen: 

On behalf of San Fernando Community Health Center I am writing to comment on the draft concept paper 
on Health Homes for Patients with Complex Needs. San Fernando Community Health Center is a newly 
formed community clinic in the Northeast San Fernando Valley. We have been an active part of the FUSE 
project which has sought to find more cost effective and equitable ways of coping with the issues related to 
the health care delivery system for those who are chronically homeless and therefore, frequent users of 
hospital ER services rather than a primary care clinic medical home. As we continue to grow, we believe 
that the appropriate collaboration between social service agencies, m ental health agencies and primary care 
clinics who serve and know this population remains the best approach to providing services in a 
compassionate manner, while providing the most efficient and cost effective care. 

BACKGROUND 

One significant innovation in health care delivery has been the concept of a medical home. The medical 
home model offers a team-based approach to provide coordinated care and to organize care around the 
patient. 1 But conventional physician-led medical homes typically fail chronically homeless and frequent 
hospital user beneficiaries2 because they concentrate on medical stability, while beneficiaries focus on day
to-day survival. People e:x."Periencing homelessness have significant barriers to treatment compliance: they 
cannot rest to recover from illness, have no place to store medication, are exposed to the elements, cannot 
eat a healthy diet, often have distrustful relationships with the health care system , and cannot access r eliable 
transportation to attend appointments. They simply cannot improve health outcomes with services 
administered over a telephone or in an office. For this reason, homeless and frequent hospital users incur 
disproportionate Medicaid costs, even when connected to medical homes. 3

In housing and mental health systems, successful case management programs serving homeless and frequent 
user populations offer key features, such as in-person, individualized, frequent and flexible services, offered 
where the person lives, with beneficiary to staff ratios of 1: 15 to 1 :20. These teams find homeless 
beneficiaries on streets or in shelters, build trusting relationships, help beneficiaries work with landlords 
and pay rent, transport beneficiaries t o appointments, advocate with care providers, and coordinate 

1Four physician societies developed underlying principles of a physician-led medical home: the American Academy of Family 

Physicians, American Academy of Pediatrics, the American College of Physicians, and the American Osteopathic Association. See 


http·//www.aafp .orgI dam I A A FP I documents/practice managt"mf nt / pcm h/ init iatives/ Guide I inesPCM HRecAccredit.pdf. 

2 About 1,000 categorically eligible beneficiaries who frequently use hospitals for reasons that could have been avoided through 

better access to care ("frequent users") accumulate Medi-Cal costs of over $100,000 per person per year. Based on 2007 Medi

Cal claims data provided to Senator Darrell Steinberg by the Department of Health Care Services. 

1 Massachusetts reported homeless beneficiaries incurred over $26,000 per year in Medicaid costs in 2010. Home & Healthy for 

Good. Permanent Supportive Housin9: A Solution that Works. Dec. 2011. 
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behavioral and primary care, all while sustaining enrollment during relapse . Study after study shows this 
package of services dramatically improves health outcomes, while dramatically reducing Medicaid costs .4 

These types of services, however, are largely unreimbursed by Medi-Cal, and rely on patchwork funding 
difficult to sustain or r eplicate . Existing resources that pay for similar services are often inflexible and 
fragmented. For this reason , we are in strong support of DHCS' decision to proceed with a health home 
option, and to seek this option for the overlapping populations of homeless beneficiaries and frequent 
hospital users, per Assembly Bill 361 (Mitchell). 

ELIGIBILITY & ENROLLMENT 

Basing eligibility on current claims data alone is problematic. While inpatient costs continue to 
rise for populations identified in AB 361, 5 other high-cost beneficiaries can "regress to the mean." Newly
eligible populations will incur costs claims data does not yet capture. Los Angeles County indigent health 
care costs for homeless General Relief recipients in 2009 averaged over S 1 ,900 per month, 6 costs Medi-Cal 
now will absorb in e>..-panding the program to childless adults. Moreover, claims data cannot depict factors 
recognized as "social determinants," for which health homes could have greatest impact. 

Eli9ibilit,,v Based on Acuit,y: W e support the list of conditions reflected in the HHPN concept paper, and 
recommend California base eligibility for AB 361-defi.ned services on a combination of conditions, 
with eligibility limited by severity (consistent with AB 361 ). DHCS could develop a tool, with a list 
of documentation required, to help MCOs and providers determine eligibility. 



At least one of the listed mental illnesses and a Chronic homelessness7 OR 
substance use disorder OR 

Homelessness and five or more emergency department visits 
At least one of the listed mental illnesses and one of the over the previous 12 months or eight emergency department 
listed medical conditions OR visits over 24 months8 OR 

A substance use disorder and at least one of the listed At least three inpat ient admissions within 12 months, at least 45 
da s in atient (cumulative or single)9 in a single ear , or at least 

~ Multiple studies demonstrate improved patterns of service utilization and decreased costs: M. Lar imer , D. Malone. "Health 
Care and Public Service Use and Costs Before and After Provision of Housing for Chronically Homeless Persons with Severe 
Alcohol Problems." j ournal Am. Medical Assoc. 2009; 301 ( 13): 1349- 1357 (2009). D. Buchanon, R. Kee. "The Health Impact of 
Supportive Housing for HIV-Positive Homeless Patients: A Randomized Controlled Trial." Journal Am. Medical Assoc. Uune . 2009) 
99;6; D. Buchanan, R. Kee, L. Sadowski, et. al. "Effect of a Housing & Case Management Program on Emergency Department 
Visits and Hospitalizations Among Chronically Ill Homeless Adults : A Randomized Controlled Trial." Am. j ournal Public Heahh. 

(May 2009) 301; 17. 
5 Medicaid beneficiaries identified as frequent hospital users, particularly those experiencing housing 
instability, are prone not only to continue to use hospitals and emergency departments as their source of 
care , but to acquire higher inpatient costs over time. M. Raven, J. Billings, M. Gourevitch. "Medicaid Patients at High. 

Risk for Frequent Hospital Admission: Real-Time Identification & Remediable Risks." J. Urban Health. Mar. 2009. 86(2); 230
241. 

6 D. Flaming, P. Burns & M. Matsunaga. "Where We Sleep: Costs When Homeless & Housed in Los Angeles." Economic 


Roundtable. 2009. 

7 About 35 ,400 Californians experience chronic homelessness on any given night. Many are frequent hospital users. National 

Alliance to End Homelessness, State efHomelessness in America. May 2014. h11p·//b kdo 11£1/ nad1/ d Ihi !Xi'37807al,?601' 11.11111\y<J,01 p<lf. 

8 Evidence shows two-year data ar e more accurate in predicting frequent hospital readmissions. M. Raven, J. Billings, M. 

Gourevitch. "Medicaid Patients at High Risk fo r Frequent Hospital Admission : Real-Time Ident ification & Remediable Risks." J. 

Urban Health. Mar. 2009. 86(2) ; 230-241. 


http:identi6.ed


medical conditions OR fl ve inpatient admissions within 24 months OR 

At least two of the listed medical conditions. Periods of homelessness over 24 months with 
institutionalization10 of at least 30 days OR 

No longer chronically homeless, but were chronically homeless 
before moving into housing. 

Enrollment: We recommend establishing a "bi-directional approach" in establishing eligibility for 
health home services, similar to what is proposed in the concept paper, but with a stronger emphasis on 
provider referral of potentially eligible beneficiaries to a health home. MCOs could use claims data to 
identify enrollees who meet inpatient admission criteria. Similar to other state practices, a SPA should 
require health homes to work with hospitals, clinics, behavioral care providers, county agencies, 
coordinated homeless assessment and intake systems, and social service agencies (housing and homeless 
service) to establish referral processes for potentially-eligible health home beneficiaries. Health home 
outreach workers could be deployed to hospitals, recuperative care, and homeless service and housing 
partners to administer the eligibility tool. 

In addition to offering beneficiaries an option to "opt out," we recommend also offering beneficiaries an 
opportunity to opt into a different health home than one assigned to them. 

Continui£V efCare: Though many health home participants will not meet initial eligibility criteria after a 
period of participation in a health home program, evidence shows participants would continue to use acute 
care services (and are likely, in fact, have escalating hospital costs) without health home services. For this 
reason, beneficiaries who are initially eligible should r emain eligible to receive the same 
benefit until stable for at least one year (or for a total of 10 quarters, whichever occurs 
later). After the beneficiary no longer requires the same frequency of contact, the beneficiary should be 
able to continue to access services from the same health home provider at a "maintenance rate" identified in 

the SPA. Considering relapse is part of recovery, and health homes should be allowed flexibility to return 
the beneficiary to a higher level of services when needed. 

GEOGRAPH IC PHASll'\G 

While we understand the desire to phase in statewide implementation of the Health Home option, we 
recommend clarifying what "readiness" means for non-CCI counties, and how CCI programs could build 
capacity for providing health home services to eligible populations. 

ADDRESSING MULTIPLE POPULATIONS 

We recognize many populations could benefit from health home services. To craft a health home SPA that 
offers a range of health home services to different populations, we support the DHCS decision to tier 
payment based on population needs. We further recommend DHCS tier eligibility, outcome 
standards, and service descriptions, as well as payment. We also recommend DHCS take into 
consideration that adding a minimal per member per month fee for the populations we are addressing in our 
comments will not be effective in curbing costs of a beneficiary incurring thousands of dollars in costs per 
month. Tiering of payment should reflect the significant differences in services needs among 
populations identified. 

New York State's Section 2703 health homes are one example of a tiered system. Prior to implementing a 
health home SPA, New York ran a Chronic Illness Demonstration Program (CIPD) , designed to coordinate 

9 Inpatient stays or admissions should include behavioral health admissions. 

1?"Institutionalization" should include psychiatric hospitalization, skilled nursing care admission, or incarceration. 




care for beneficiaries with complex conditions. Among barriers to successful implementation of the CIPD 
program, staff reported difficulties locating homeless beneficiaries without funding for in-person outreach 
and engagement, and an overall rate inadequate to create trusting relationships with difficult-to-engage 
populations. Using lessons learned from CIPD in their Section 2703 Health Home SPA, New York 
Medicaid staff tiered services and rates by population, explicitly incorporated housing providers into health 
home networks, and created an "outreach/ engagement rate."11 CIPD and other programs demonstrate 
programs will choose to serve the least difficult populations, unless offered incentive to target otherwise. 

In fact, the needs of AB 361 populations are unique from other high-cost Medicaid 
populations. A housed beneficiary with AIDS, for instance, may not need frequent interaction with a case 
manager ; yet, a chronically homeless Medi-Cal beneficiary with AIDS is more hkely to die unless receiving 
support to connect him to housing, and then receiving ongoing flexible, face-to-face, and frequent services 
that allow him to remain stable. 12 Both populations risk high costs; however, while physician-led medical 
homes can help an AIDS patient manage the disease, homeless or unstably housed beneficiaries cannot 
manage AIDS while homeless. 13 Achieving health stability for this population must begin with housing, and 
services must promote health and housing stability to improve health utilization outcomes. 

ROLE OF MA~AGED CARE ORGANIZATIONS 

Given the importance of managed care in Cahfornia, we agree that MCOs should play a critical role in 

administering the health home benefit. We agree with the concept of using MCOs to administer the 
health home benefit through a network ofcommunity-based organizations designated to 
provide health home services to the AB 361-identified populations. We also recommend allowing MCOs 
flexibility in establishing a network ofhealth home providers. MCO care coordinators should work 
collaboratively with health homes to track and share data and connect to providers. 

Because MCOs have developed health data exchanges, MCOs should operate as the health information 
technology provider. MCOs could require providers either to send batch files to MCOs to track services 
rendered, or to enter data directly into a module within the MCOs HIT system, and work with health 
homes to create systems that track social service interactions. 

We further recommend establishing consistency among MCOs in how much of the funds they retain as a 
lead entity. MCOs should retain a portion ofhealth home benefit. Other states have established MCO rates 
of 3-5%. 1

"" This rate would allow MCOs to perform their critical functions, while ensuring all MCOs are 
retaining and funding health home services at consistent, specified rates . 

HEALTH HOME PROVIDERS 

We recommend California allow a health home to broker partnerships between multiple entities, 

11 Center for Health Care Strategies. "New York's Chronic Illness Demonstration Project: Lessons for Medicaid Health Homes." 

Dec. 2012. bttp;//www.chcs.org/ media /NY RCP CIDP Profile 1221 12.pdL 

12 A randomized, control-group study found homeless people with HIVI AIDS were half as likely to have undetectable levels of 

HIV, and had viral loads 87% higher than people with HIVI AIDS receiving the same care who were housed. D. Buchanan ,R. 

Kee, L. Sadowski, & D. Garcia. The Health Impact of Supportive Housing for HIV-Positive Homeless Patients: A Randomized 

Controlled Trial." AmericanJ ournal '!['Public Health . June 2009, 99:6. 

11 K. Linkins, L. Brya. Final Evaluacion efche Frequenc Users '![Health Services Initiative. 2008 .. Frequent users receiving frequent face

to-face case management who remained homeless increased inpatient days, while formerly homeless frequent users connected to 

housing significantly decreased their inpatient days. 

" New York' s State Plan Amendment includes a 3% fee for managed care plans. 


http:stable.12
http:bttp;//www.chcs.org


representing multiple sectors, to offer the full package of services. 15 While we agree with the DHCS 
concept ofallocating funding to MCOs, we recommend allowing greater flexibility than indicated in the 
concept paper in contracting and subcontracting with health home providers. MCOs should be able to 
contract with other entities not listed in the paper. For example, a Federally-Qualified Health Center 
(FQHC) should be able to partner with a homeless service provider for outreach, engagement, and case 
management, and partner with local hospitals for transitional care. In many communities, social service 
providers have the greatest expertise and most e>..-perience building trusting relationships with beneficiaries 
who tend to lack trust in health care professionals. Even more crucial, providers should be able to offer 
services where the beneficiary lives, even ifunder a bridge, and be able to use mobile teams to outreach and 
provide services to beneficiaries. 

While physicians typically lead medical homes and focus on coordinated care, Section 2703 health homes 
encompass the coordination of health care services in combination with community and social supports for a 
true "team-based structure." We strongly recommend DHCS ensure it promotes a "team-based structure" 
in the structure it includes in a health home SPA. 

ACA Section 2703/AB 361 Health Homes 

)> "Whole-person orientation" that assesses, in person, all 
factors impacting a beneficiary's health and connects the 
beneficiary to social services and community supports. 

)> "Home" is operated through traditional and non-traditional 
providers, including clinics, community-based social 
services providers, or behavioral health care providers. 

)> Services typically offered face-to-face, outside of the 
confines of a physician's, clinic's, or behavioral health 
center's walls, even at a beneficiary's home. 

)> Emphasis on greater access to care through addressing the 
whole needs of the beneficiary. 

)> Payment funds comprehensive care coordination/ case 
management and connection to services necessary to 
improve the beneficiary's health. Case managers typically 
serve 20 beneficiaries (payment ranges $55-5570 PMPM). 

)> Targets beneficiaries with complex conditions, including 
SMI or SUD, and negative social determinants. 

Medical or NCQA-Certified Health Homes 

)> "Person-centered orientation" that typically assesses 
telephonically and connects beneficiaries to medical, 
specialty, and, sometimes, behavioral health care. 

)> "Home" is typically operated through primary care 
provider or personal physician. 

)> Services typically offered telephonically. When face-to
face, services are typically offered in an office. 

)> Emphasis on access to medical care through quality 
improvement, expanded hours, communication options. 

)> Payment typically funds care coordinators who serve 
hundreds to thousands of beneficiaries (payment is 
usually in range of $2.00-550.00 PMPM). 

)> Targets beneficiaries with chronic medical conditions. 

Provider Structure: We recommend adhering to AB 361, which identifies specific provider requirements, such 
as e:\.-perience addressing needs ofhomeless and frequent hospital user beneficiaries, and viable plans to 
connect homeless beneficiaries to housing, outreach and engagement services. Networks should include 
established partnerships with housing providers committed to house homeless participants. 

Types efProviders: Community-based organizations with expertise in working with populations 
identified in AB 361 are uniquely qualified to offer services, and, in many cases, are working 
collaboratively with housing and behavioral health providers to integrate care and engage beneficiaries. 
These organizations include many of the entities identified in the concept paper, such as clinics and FQHCs, 
hospitals, and behavioral health providers. Other providers, such as county, homeless health care, and 
homeless service providers, are primary providers of the types of services identified in the health home 

15 Centers for Medicare & Medicaid Services. "Health Homes (Section 2703) Frequently Asked Questions." May 2012. 
http; I I www. med ica jd,goy I Statc-lksourcc-Center I Meclicaicl -Statc-Techn ical-Assistancc I Health-Homc:>-Technica l

Assistance/ Downloads/He11lth-Homes-FAQ-5-3- I 2 2.pclf. 

http:www.medicaid.gov
http:services.15


option. Providers should be allowed to contract with service providers who are not Medi-Cal billers, as long 

as the team meets standards identified in the SPA and is able to achieve outcome goals within the first 18-24 

months. 

Team Structure: We recommend flexibility, with the following functions identified: 

1. 	 A director who has a strong background in managing multidisciplinary teams. 

2 . 	 Case or care managers, who may be a paraprofessional or licensed case manager, community health 

worker, or nurse, and who would

• 	 Use tools like m otivational interviewing16 t o complete a single integrated care plan in 

collaboration with the beneficiary, over which (s)he would be responsible. 

• 	 Work with hospital staff to plan for discharge, connect beneficiaries to services the beneficiary 
may need, transport and accompany beneficiaries to appointments, help the beneficiary manage 

m edications (ifa nurse or nurse practitioner), advocate on behalf of beneficiaries with health 

care professionals, and provide services promoting housing stability to formerly homeless 

beneficiaries (such as training in life skills, financial management, and community integration). 

• 	 Offer services where the beneficiary lives. 

3. 	 Outreach workers, who may be a paraprofessional or peer advocate, and who would

• 	 Locate potentially eligible beneficiaries, outreach to and engage beneficiaries. 

• 	 Assess a beneficiary's eligibility for health home services, in collaboration with health care 
professionals who render diagnoses. 

4 . Health or housing navigators, who may be a paraprofessional service provider, and who would

• 	 Form and foster relationships with and communication between team members, housing 
providers, and benefits advocates. 

• 	 Connect homeless beneficiaries to recuperative care or bridge housing. 

• 	 Connect homeless beneficiaries to permanent housing (housing without limit on length of stay). 

5 . 	 Clinician consultant(s), who may be primary care physician, psychiatrist, psychologist, registered 

nurse, advanced practice nurse, licensed clinical social worker, social worker licensed to provide 
treatment, or other behavioral health care professional, and who would

• 	 Confirm eligibility for health home services and review and inform the integrated care plan. 

• 	 Facilitate enhanced access to primary care and behavioral health providers. 

6 . 	 Administrative support, including support to collect and report data to an evaluator. 

OHi ' ITIONS OF HEALTH HOME SERVICES 

The State may define each of the core services a health home must provide, and could define services 

differently for specific population . Services should be, to the extent possible, provided outside of the 
clinic setting and easily accessible to the beneficiary. Palliative care, however, is not an identified 

service within the Health Home option and should not be included as a health home benefit. Though a 

valuable service, palliative care is not a service included within the option. 

Deflnitions: With evidence-based models of multidisciplinary services in mind- Assertive Community 
Treatment, 17 harm reduction, 18 and Critical Time lntervention19 - w e recommend.the following: 

16 Motivational interviewing is an evidence-based, "collaborative, person-centered form of guiding to elicit and strengthen 
motivation for change," originating substance use treatment. It W. R. Miller & S. Rollnick. "Ten Things That Is Not Motivational 
Interviewing." Behavioral and Co9nirive Psychorherapy. 87, 129-140 (2009). 



Comprehensive Care Management: Client-centered wrap-around services to outreach to beneficiaries where 
they are, engage beneficiaries to participate in services, use motivational interviewing to create an 
integrated care plan in collaboration with the beneficiary that incorporates a "whole-person" approach, 
update the care plan regularly and communicate changes with other health home members, and help 
beneficiaries achieve and maintain housing and health stability. Services promoting housing stability 
include assisting the beneficiary access existing housing resources (•vith choice), learning to manage 
finances, pay rent, shop for or gain access to healthy food , maintain eligibility for benefits, 
communicate with property managers, and participate in the community. 

Care Coordination &Health Promotion: In a culturally-competent manner, connecting the beneficiary to 
primary, behavioral, and specialty care in accordance with an integrated care plan, advocating with 
health providers on behalf of beneficiaries, collaborating with a beneficiary and health providers to 
foster treatment compliance using harm reduction, and promoting evidence-based recovery strategies . 
Activities should include developing relationships with housing providers, hospitals, MCOs, and 
primary and behavioral health providers, scheduling appointments, transporting beneficiaries to 
appointments, managing medication, and warm hand-offs to partners and members of the health home 
team. 

Comprehensive Transitional Care: In coordination with hospital and health providers, outreaching to and 
engaging beneficiaries to plan for transitions, to achieve collective goals, to build relationships with 
social service and health care professionals, and to empower and educate beneficiaries to improve health 
outcomes. Transitional care also includes keeping track of readmissions to hospitals and other acute
care or skilled nursing facilities, and admission into other institutions (i.e ., jail/ prison, detox facilities) , 
as well as assisting beneficiaries transition back t o the community. 

Individual & Famitv Support Services: Services that identify and connect beneficiaries to potential family 
and support networks, including disease groups, as well as peer engagement, community integration 
and engagement. 

Referral to Communitv & Social Support Services: In collaboration with the beneficiary, identifies potential 
resources to meet beneficiary needs in the community (including food security needs), assist 
beneficiaries with applications and obtains documents to promote access to social supports (including 
housing), connects beneficiaries to decent, affordable permanent housing, and links beneficiaries to 
appropriate recuperative care or bridge housing until permanent housing becomes available . Includes 
ongoing follow-up to ensure beneficiaries continue to access appropriate services in the community. 

Use efHealth Information Technologv to Link Services: Using managed care organization data systems, 
accessing data on a beneficiary's acute care use, tracking outcomes between health home partners, and 

17Assertive Community Treatment (ACT) is a SAMHSA-recognized model of care for people with serious mental illness that 
offers services where problems arise and support ski1ls/treatment as needed. ACT is based on a collaborative approach to 
integrate interventions and adjust interventions based on the individual's changing needs. U.S. Dept. of Health & Human Servs., 
Substance Abuse & Mental Health Servs. Admin. "Assertive Community Treatment: the Evidence ." Evidence-Based Practices 

Knowled9e Iefonnation Tranifonnation. 2008. www.samhsa gov. 
18 Harm reduction recognizes abstinence may be neither a realistic nor a desirable goal for some with substance use disorders. It 
works to reduce harm while use continues. Homeless Resource Center, Substance Abuse & Mental Health Servs. Admin. 
"Substance Use & Addiction: Harm Reduction." http://homelcss.samhsa.gov / channel/ harm-reduction-273.aspx. 
19 Critical Time Intervention involves intensive 9-month interventions to stabilize people following discharge. It offers two 
components: ( I) strengthening the individual's long-term ties to services, family, and friends; and (2) providing emotional and 
practical support during the transition. Post discharge services are delivered by workers who have established relationships with 
patients during their institutional stay. SAMHSA' s National Registry of Evidence-Based Programs & Practices. "Critical Time 
Intervention." http· //www.nrepp.samhsa.gov / Vjewlntervcntion.aspx?jd= 125 . 2006. 

http://homelr
http:www.samhsa.gov
http:www.nrepp.samhsa.gov


communicating these data to the health home team, including case conferencing among team members 
and exchange of data on as frequent basis as possible. Linking services includes using best practices for 
facilitating active data sharing across systems of care, including memoranda of understanding, business 
associates agreements, and common consent waivers. 

Engagement Services: Critical to making these services meaningful, the benefit must include engagement 
services to allow case or care managers to connect with eligible beneficiaries where the beneficiary lives. 
Engagement builds trusting relationships between a beneficiary and care manager or outreach worker, 
relationships that will eventually lead to a beneficiary's decision to participate more fully in health home 
services and become compliant with treatment protocol. CMS guidance indicates engagement services may 
be funded, as the lynchpin in making the other health home services successful. 

Services Funded b,v Other Programs /Benefits: For people with serious mental illness, counties have used the 
Mental Health Services Act (MHSA) and the Medi-Cal Rehabilitation Option to offer services included in 
these definitions, and have demonstrated success in improving health outcomes. However, many of the 
services that populations identified in AB 361 need fall outside what is reimbursable. The Rehab Option, for 
example, does not fund outreach and engagement or habilitation services. MHSA and the Rehab Option are 
limited to people with specific mental illnesses, excluding others with diagnoses such as personality 
disorders. These resources should complement health home benefits, rather than supplant them. 

PAYMENT METHODOLOGY & RATES 

Stratified Per Member. Per Month Rates: Payments to health homes should be per member, per month (PMPM) 
and stratified to fit the needs of the population served. As an example, a health home benefit for 
beneficiaries who need chronic illness management could be $65 PMPM, while payments to health homes 
serving populations with high acuity and complexity of care needs would range from $300-532. 
Complementing other federally-funded benefits providing similar services, health home services for 
beneficiaries eligible for other federally-funded services would be paid at lower rates. 

Potential Rates: For populations identified in AB 361, a rate should take into consideration some beneficiaries 
would graduate to less frequent face-to-face contact after 18-24 months, and some may be eligible for some 
services under a different benefit. Higher rates should also require a minimum number of in-person face-to
face contacts, and be based on e>..'Pectations to achieve specific outcomes (i.e. , decreased inpatient 
admissions). 

High rate 

Med rate 

Low rate 

Example ofPotential Payment Structure 

Two Chronic Conditions (with or 
without SM!) OR One SM! 

Housed Frequent Users 
Low $260 

Homeless AB 361 Pops. 532 
Low $300 

Outreach / Engagement Rate: To achieve Section 2703 goals for homeless beneficiaries, a health home must 
first locate a beneficiary, then engage that beneficiary, who is likely to be distrustful of the health 
care system, to participate in services . We recommend following New York's example in including 
outreach staff in AB 361 health home teams, and offering 80% of the PMPM as an "outreach/ engagement" 

http:beneB.ts


rate for the first 90 days until the beneficiary begins fully engaging in services.20 If the beneficiary begins 
engagement in services prior to the end of 90 days, the health home should be paid the full PMPM rate. 

Other States: 

Per Membe r, Per Month Rates for Health Home 


Servic es 2 1 


Outreach L Frequentow-s I Engage- L Facc-to1tatc e':e Face 
Sernces

mcnt Contact 

Iowa 
N/A $12.80 $76.81 

Maine (SMI SPA) N / A $ 15.00 $330 (adults) 

Missou r i N/A $58 .87 $78 .74 

New York (Avg)* $ 160 SIOO 

Washingto n $252.93 $67.50 $172 .61 

*See NYS rate schedule to right. 

*NY Health Home Rate Schedu le 

Health 
Status 

SMI 
Severity 
of Illness 

Average 
PMPM 

Payment 

Single 

SMI 
Yes Low $125-156 

Mid $169-2 18 

High 5411-5 16 

Pairs No Low $68-72 

Chronic Mid $144-169 

High $261-322 

Yes Low s198-248 

Mid $288-368 

High $454-593 

Triples No Low $101- 11 5 

Chronic Mid $155-184 

High $269-321 

Yes Low $232-291 

Mid $326-405 

High $469-587 

HIV No Low $102-1 28 

Mid $178-245 

High $331-442 

20 
A. Hamblin, R. Davis, K. Hunt. "Outreach to High-Cost, High-Need Individuals: Best Practices for New York Health Homes. 

NYS Health Foundation I Center for Health Care Strategies. April 2014. http·//ny-lll'ahhlimndatjon na:/ 11ploads/n'so11m'</ chc.-heilhh-honws
0 11tnw ·h·rcport-april-2!l I+- I 1x lf. 

21 Centers for Medicare & Medicaid Services, State Plan Amendments. 


http:services.20


Yes Low $103-129 

Mid $181-244 

High $362-468 

Average Total $209 


Range $68-593 


Rehabilitation Option in Los Angeles 
County22 

' 

Case Management Services: Per Minute 
Encounters $451 

Mental Health Services Act Per Staff Hour Encounters
$1,333 

Veterans Affairs Supportive Housing 
Services 

Stratified: 

• Low Intensity After Stabilization 
• Standard for Clients in Recovery 

• High Intensity During Initial Period of 
Contact 

$200 (Low) 

$400 (Standard) 

$900 (High) 

Sustainabilitv Once , 
Enhanced Federal Match 

Ends: Evidence shows 
providing individualized 
health home services to 
high-cost homeless 
Medicaid beneficiaries 

Roles FTE FTE per 
200 

Annualized 
Salary 

Reimbursement 

PMPM Rate 


Health Home Director 1 FTE per 200 enrollees 1 $100,800 $42 
PCP/BH Consultants 
Care Manager 

3 hours per enrollee per yr 
1 FTE per 2S enrollees 

n/a 
8 

$122,880 
$70,200 

$16 
$234 

Care Coordinators 1 FTE per SO enrollees 4 $60,000 $100 
Outreach Worker 1 FTE per SO enrollees 4 $60,000 $100 

dmin. Support 1 FTE per 200 enrollees 1 $60,000 $25 
MCO Support 1 FTE per 400 enrollees (3%) n/a $15 

Sample High Face-to-Face Contact PMPM 

pays off. To capitalize 
on projected savings, we recommend DHCS create a "risk-savings pool," allowed under Federal 
guidance, to bank savings that could be used to offset State costs after enhanced federal funding ends . DHCS 
could calculate Medi-Cal costs avoided by evaluating pre and post medical costs among AB 361 beneficiaries 
participating in health home programs, or through a more rigorous control group evaluation that compares 
costs in the first two years among beneficiaries receiving health home services with costs among 
beneficiaries with comparable barriers to care, who are eligible but not participating. 

Additionally, some State- and county-funded programs could contribute to a State match, such 
as MHSA funds. Other existing county programs, such as Los Angeles County's Housing for Health 
program or San Francisco's Direct Access to Housing program, offer a similar source ofmatching funds. 

?? 
- One provider's typical reimbursement. 



We strongly encourage DHCS not to consider this program a pilot, but to work to identify 
sources of funds that could pay for the State's share ofcosts beyond the first eight quarters. 

TIMELI NE & STAKEHOLDER PROCESS 

While we appreciate the DHCS effort to begin a Health Home program as quickly as 
possible, we also advise DHCS to seek stakeholder input on the implementation ofAB 361. 
The concept paper leaves open many of the details to further assessment. Obtaining the input of 
stakeholders with understanding and knowledge of MCO operations, as well as stakeholders who have 
direct experience and stakeholders who have e:x.'Pert understanding of the needs of the populations identified 
is critical to the success of this program. In fact, it is a requirement of AB 361. For these r easons, we urge 
DHCS staff to create a process for obtaining stakeholder input on the details of implementation of this 
concept paper, rather than focusing all stakeholder feedback on alignment with CalSIM. 

Thank you for the opportunity to comment on this concept paper. We look forward to ongoing discussions 
on this critical benefit. Ifyou would like to respond to our comments, please feel free to reach me at 
asimons@sfchealthccnter .org. 

Sincerely, 

udrey L. Simons, 
Chief Executive 0 fficer 

mailto:asimons@sfchealthccnter.org


 

 
        

 
 
 
 

  
   

   
  

 
 

 
    

   
   

     
   

     

     
   

 
  

   
  

 
   

   
  

   
 

 
    

 
  

    
    

  
    

    
      

 

December 1, 2014 

Toby Douglas, Director 
California Department of Health Care Services 
P.O. Box 997413, MS 0000 
Sacramento, CA 95899-7413 

Dear Director Douglas: 

The SCAN Foundation (Foundation) commends the state’s efforts to better coordinate health, 
behavioral health, and long-term services and supports (LTSS) through the use of health homes. 
Given the many initiatives being brought forward to improve health and well-being, The 
Foundation urges the state to lead by clearly communicating the long-term vision for health 
homes, and the intended impact for improving the health and well-being of our communities. 
Older adults and people with disabilities have experienced a number of changes in the way their 
care is delivered, especially through the Coordinated Care Initiative (CCI) being implemented in 
select counties.  There needs to be transparency explaining the added value of health homes and 
how these will interact with the CCI. 

Comprehensive Care Management and Care Coordination 
Through effective care coordination, older adults and their families should receive information 
about their options and could make more appropriate choices, connect with HCBS, and be better 
equipped to avoid unnecessary institutionalization.  Additionally, cost savings could be realized as 
demonstrated in a report by Avalere Health, Effective Management of High-Risk Medicare 
Populations, where specific care coordination models targeting individuals with chronic health 
conditions and functional limitations resulted in an ROI.  Care coordination is a critical component 
of the state’s health homes concept for people with complex needs.  As such, we recommend the 
following: 

•	 Clarify Concept: We recommend that the state revise and clarify its definition for 
comprehensive care management, care coordination, and health promotion.  In the 
concept paper, DHCS indicates that comprehensive care management includes activities 
related to developing the enrollees’ comprehensive, individualized care plan (referred to 
as the health action plan or HAP). In contrast, care coordination is defined as the 
implementation of the enrollees’ comprehensive, individualized HAP.  It appears that 
these two processes are interrelated and it is unclear how an individual could access care 
coordination without having a HAP.  Therefore, we recommend revising these definitions 
and include reference to care coordination as defined in the Cal MediConnect program. 

3800 Kilroy Airport Way, Suite 400, Long Beach, CA 90806 | Tel: 888-569-7226 | Fax: 562-308-2707 | www.TheSCANFoundation.org 

tel:\562-308-2707
http://avalere.com/news/avalere-issues-white-paper-on-the-management-of-high-risk-medicare-populati
http://avalere.com/news/avalere-issues-white-paper-on-the-management-of-high-risk-medicare-populati
http:www.TheSCANFoundation.org


 

 

     
 

   
   

    
 

   
  

   
    

    
 

 
 

   
     

    
 

  
     
  

     
  

   
 

    
 

 
   

     
 

 
 

    
   

      
     

  
    

   

•	 Revise HAP Terminology: We recommend that the state revise its terminology from 
“Health Action Plan” to an “Individual Action Plan” as the individual plan incorporates 
not only health, but also the bio-psycho-social needs of the individual.  The individual’s 
needs are multifaceted and not based solely on medical diagnosis.  To this end, the HAP 
should take into account an individual’s functional needs and personal goals in addition 
to health needs, acknowledging non-medical services act as preventative care. 

•	 Accountability Standards: We recommend that the state provides clear guidelines and 
strong accountability standards, in addition to the service definition in Addendum B, to 
ensure that services are person-centered, provided in a timely manner and in the setting 
of choice.  Contracts between the participating entities (state, health plans, and 
providers) should clearly outline expectations for care coordination. 

Person-Centered Care 

•	 Standards and Definition: The concept paper uses the term “person-centered”, without 
providing a definition.  Because this term is defined differently across the system, we 
recommend that the state clearly define and set standards for person-centered care. 

•	 Shared Decision-Making in a Person-Centered System of Care: The concept paper 
indicates that the HAP will be directed by a care manager.  We recommend that this 
process reflect a clear partnership between the provider and individual with shared 
power and responsibility in decision making and care management.  Each individual’s 
experience of the service system is unique to their health, functional, behavioral, and 
social needs.  In order to engage the individual in their care, and match the most 
appropriate services (including palliative care) with the individual’s needs, the individual 
must be engaged in developing and acting upon the HAP, with the HAP reflecting their 
stated needs and goals. 

For additional information on person-centered care, please see the SCAN Foundation brief, 
Achieving Person-Centered Care: The Five Pillars of System Transformation. 

Importance of Uniform/Universal Assessment 

•	 Role of Standardized Assessment: The concept paper indicates that needs identified 
through screenings/ assessments will inform the HAP.  However, the paper does not 
identify the types of screenings and assessments, or describe specific elements.  We 
recommend use of a comprehensive assessment in order to uniformly collect health, 
functional, social, and caregiver information, which is critical to identifying the 
individual’s needs, strengths, goals, and preferences.  Information should be shared 
across providers, allowing for more efficient coordination of services. For more 

http://www.thescanfoundation.org/sites/thescanfoundation.org/files/tsf_policy_brief_7_five_pillars-sep-2012.pdf


 

 

     
  

  
     

  
   

 
    

    
   

  
 

 
 

   
     

 
   

 
    

 
 

 
   

   
    

   
    

   
 

  
 

 
  

 
    

  
  

   
        

    
    

    

information, see the Long-Term Quality Alliance report, The Need to Standardize 
Assessment Items for Persons in need of LTSS”.  In California, Departments of Health 
Care Services, Social Services, and Aging are working with stakeholders to develop and 
pilot a universal assessment process in 2016 for individuals needing LTSS.  We 
recommend continued action on developing and implementing this tool, and 
consideration on how it could be used by health homes. 

•	 Assessing Needs and Supporting the Caregiver: We recommend the state also identify 
the needs of caregivers for individuals participating in health homes, taking into account 
the available programs and services that support caregivers in providing services in the 
home and community. 

Transitions 

The Foundation affirms the inclusion of comprehensive transitional care as one of the services 
to be provided by a health home.  In a recent AARP report, Raising Expectation:  A State 
Scorecard on Long-Term Services and Supports for Older Adults, People with Physical 
Disabilities, and Family Caregivers, California ranked low for effective transitions.  We know 
California can do better identifying individuals and supporting them as they safely transition 
from institutional settings to the community. 

Quality Measures 

The state has identified a number of quality measures for the health homes with core measures 
predominantly focused on health outcomes and utilization, but does not include quality 
measures for LTSS.   If health homes are coordinating a full range of services, we recommend 
that the quality measures also address this range of services.  The state identifies CAHPS as one 
tool health homes may use to measure progress on the goal to improve care coordination. 
However, A National Quality Forum report, Measuring Healthcare Quality for the Dual Eligible 
Beneficiary Population, identified measure gaps for transition management and care 
coordination, and could be a useful resource to identify and develop more comprehensive 
quality measures. 

Information Technology (IT)/Health Information Technology (HIT) 

•	 Importance of IT Compatibility: In order to provide person-centered care coordination, 
we recommend use of information technology (IT) systems that are compatible across 
settings.  Each provider in the system should be able to access information to review 
and support the care plan, avoid duplication of services, and prevent poor outcomes 
related to poor information transfer. In addition, the individual should be able to log-in 
to a health services account that allows access to his/her health services files, with the 
ability to add personal information (e.g. blood pressure readings, blood/glucose levels), 
and communicate with providers through various technological platforms (email, text, 

http://www.ltqa.org/wp-content/themes/ltqaMain/custom/images/Standardizing-LTSS-Assessments-for-State-Initiatives-5.15.pdf
http://www.ltqa.org/wp-content/themes/ltqaMain/custom/images/Standardizing-LTSS-Assessments-for-State-Initiatives-5.15.pdf
http://www.longtermscorecard.org/
http://www.longtermscorecard.org/
http://www.longtermscorecard.org/


 

 

 
   

     
 

    
 

        
   

    
   

 
     
   

  
  

     
 

 
 

 
      

   
  

     
  

   
  

    
      

    
 

      
     

   
   

  
      

    
 

  
 

remote patient monitoring, medication management technologies).  There are State 
Innovation Model (CalSIM) funds available to support implementation of health homes. 
These dollars would be wisely used to develop a compatible IT infrastructure. 

•	 Develop Guidelines to coordinated health and LTSS: Community-based organizations 
that provide both care coordination for special populations and long-term services and 
supports typically do not have the IT infrastructure to share data with health plans. In 
order to coordinate both health services and LTSS, we recommend that the state 
consider working with providers to develop IT systems that are compatible by 
developing basic guidelines/regulations.  The Office of the National Coordinator for 
Health Information Technology funded statewide development of the Health 
Information Exchange with a focus on primary care providers and institutions. 
Currently, the Centers for Medicare and Medicaid Services is partnering with Office of 
the National Coordinator for Health IT on the electronic LTSS (eLTSS) initiative to 
address challenges of IT interoperability for LTSS.  The Foundation encourages the 
Department of Health Care Services to track the eLTSS initiative to monitor what best 
practices result from this work. 

Health Homes in relation to the Coordinated Care Initiative 

•	 Clarify Relation to CCI: The concept paper explains that the health homes will serve dual 
eligible individuals, and first be implemented in the Coordinated Care Initiative (CCI) 
counties.  We recommend that the state clarifies the relationship between the health 
home program and CCI, including Cal MediConnect and Managed LTSS. 

•	 Lessons Learned from Enrollment and Outreach in CCI: We recommend that DHCS 
actively considers the lessons learned from CMC enrollment when developing an 
implementation plan for the health homes. The enrollment/opt-out communications 
must make the choices clear and be timely.  The CCI enrollment materials went through 
several iterations to minimize confusion, and required strong stakeholder involvement. 
The state will need to develop and support an education and outreach campaign for 
both eligible individuals and providers for health homes to be understood and to 
minimize opt-outs.  If an individual is passively enrolled in a new plan as the health 
home, there must be consumer protections in place for continuity of care to avoid 
disruptions in service.  The SCAN Foundation, working with DHCS, will gather data to 
inform California’s state and health plan leaders about the experience of CMC enrollees 
and changes in the care delivery landscape.  This information as well as the report, In 
Transition:  Seniors and Persons with Disabilities Reflect on Their Move to Medi-Cal 
Managed Care, will provide insights into individual and system concerns when 
implementing health system changes. 

http://www.chcf.org/~/media/MEDIA%20LIBRARY%20Files/PDF/T/PDF%20TransitionSPDsMoveMMC.pdf
http://www.chcf.org/~/media/MEDIA%20LIBRARY%20Files/PDF/T/PDF%20TransitionSPDsMoveMMC.pdf
http://www.chcf.org/~/media/MEDIA%20LIBRARY%20Files/PDF/T/PDF%20TransitionSPDsMoveMMC.pdf


 

 

  
    

    
   

  
     

 
    

   
 

 
 

 

 
 

 
 

The health homes concept provides an opportunity to transform California’s health and LTSS 
systems to better serve people, if thoughtfully developed. The SCAN Foundation supports 
models of care that are integrated and place individuals and their families at the center of the 
decision-making process.  Savings realized through the health home concept could be re-
invested to test the benefit of expanding the reach of care coordination and coverage of non-
medical supports, improving the health and well-being of our communities. 

Thank you for the opportunity to comment on the state’s health home concept paper.  Please 
consider contacting the Foundation if you have questions regarding person-centered care 
and/or care coordination. 

Sincerely, 

Bruce Chernof, MD 
President and CEO 



•IUC 1007 7th Street 
4th Floor Suite 1050 Suite 725 
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December 3, 2014 

Toby Douglas, Director 

California Department of Health Care Services 

1501 Capitol Avenue, MS 4050 

P.O. Box 997413 

Sacramento, CA 95899-7413 

VIA EMAIL: hhp@dhcs.ca.gov 

RE: Health Homes for Patients with Complex Needs California Concept Paper, November 17, 2014 
Draft 

Dear Ivir. Douglas, 

On behalf of our 700,000 workers in California, including hospital, clinic and 280,000 represented In-Home 

Supportive Services workers, I write to offer comments on the California Department of Health Care 

Services' draft concept paper on Health Homes for Patients with Complex Needs (HHPCN). First, SEIU 

commends the state for its vision in taking up the enhanced funding option provided for health homes via 

Section 2703 of the Affordable Care Act, and AB 361 (Mitchell) Chapter 642, Statutes of 2013. Medi-Cal is 

undergoing an unprecedented moment of change at numerous levels encompassing: coverage, benefits, 

delive1y system, and payment sttucture. The department's HHPCN concept for presents Medi-Cal 

stakeholders with a tremendous opportunity to meet and address the Quadrnple Aims of health care: better 

health, better care, lower costs, and equity by ensuring that, as we move more populations into coverage via 

Medi-Cal managed care, the promise of care coordination and care management is made real. It also 

represents an important step toward realizing the state's California State Innovation Model (CalSIM) grant 

v1s10n. 

Target Population 

First, we agree with the department's decision to target all three categories of health home eligibility. 

Incorporating substance use disorder (SUD) under your definition of chronic conditions is especially 

important and reflects our evolution to understanding the impact of SUD on the management of physical 

health chronic conditions. By targeting high utilizers and patients "vith multiple chronic conditions and 

serious and persistent mental illness, California can aim this added investment where it is most needed. 

The concept paper states that either the state or health plans will determine individual eligibility for 

participation in a health home. Currently, Medi-Cal program eligibility determinations are made by the state, 

mailto:hhp@dhcs.ca.gov
http:www.seiuca.org
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with the counties administering eligibility and enrollment in Medi-Cal. We would urge the state department to 

coordinate with plans, but to house decisions about HHPCN eligibility within Medi-Cal. This will allow the 

state to draw from the plan's risk stratification expertise while maintaining the state's goal of implementing 

the HHPCN as an entitlement, available to all potentially eligible populations, with input from both plans and 

providers. In fact, hospitals are required by the Affordable Care Act to make health home referrals, and 

allowing them to refer directly to the state will make that referral more efficient. In addition, it will help 

facilitate the needed oversight, coordination with plans, and evaluation of the program. 

SEIU also strongly believes that a wide array of providers should have the ability to refer individuals to the 

state-run eligibility process, as they are closer to the needs of the communities and patients se1ved. They may 

be able to identify potential candidates real-time, rather than on the lag of encounter data. For a pilot that 

needs to demonstrate some return on investment over the course of only two years, a fast ramp up will be 

important. 

Geographic Phasing Considerations 
From the start, the state's concept paper discusses the need to integrate Califomia's HHPCN program with 
other state-led initiatives already underway, including the CalSIM initiative and the Coordinated Care Initiative 
(CCI). SEIU would add the county health systems' care coordination initiatives begun under the "Bridge to 
Reform" 1115 waiver. Specifically, the Low-Income Health Program and county Delivery System Reform 
Incentive Program (DSRIP) infrastructure, experience and investments should not be overlooked in assessing 
potential geographic phasing considerations. 

Additional consideration should also be given to regions of the state where California's Federally Qualified 
Health Centers (FQHCs) have become certified patient centered medical homes in recent years; county-based 
programs to transition inmates to healthcare and housing; regions participating in the Center for Medicare 
and Medicaid Innovation's enhanced homecare worker pilot programs, and regions with co-located 
behavioral and medical care providers. 

These additions are in line with federal intent, as stated in the November 2010 State Medicaid Directors 
Letter: "CMS expects health homes to build on the expertise and experience of medical home models, when 
appropriate, to deliver health home services." 

As DHCS considers additional geographic regions for phasing, we hope the department will continue to 
invite stakeholder input and provider participation to assess which regions are ready as SEIU wants to both 
build on regions with high needs and ready infrastructure while challenging the state to find ways to reach 
into our most underse1ved and highest need communities. 

Health Home Network Infrastrncture 

SEIU supports California's decision to strncture our HHPCN program using the federal option of a health 

team. This choice recognizes the important role a variety of frontline healthcare workers play in team-based 

care and the shared goals of the CalSIM effort, to deploy community health workers and other frontline 

workers in realizing the health homes option. In addition to occupations specifically enumerated in ACA 

Section 3502(b)(4): "medical specialists, nurses, pharmacists, nutritionists, dieticians, social workers, 

behavioral health providers (including mental health providers, and substance use disorder prevention and 
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treatment providers), doctors of chiropractic, licensed complementary and alternative medicine practitioners, 

and physicians' assistants," a health home team for persons with complex chronic needs would also include 

other key participants in Medi-Cal care coordination teams, as outlined in the state's CalSIM plan and 

Coordinated Care Initiative, such as Community Health Workers, public health educators, and enhanced In

Home Supportive Services (IHSS) workers. 

Opportunity: Enhanced IHSS Workers 

To drill down on just one opportunity: there are over 423,000 IHSS consumers in California, all of whom are 

eligible for Medi-Cal services. Los Angeles County alone has over 130,000 consumers, 46% of whom have 

one or more chronic conditions. IHSS workers care for these individuals, allowing them to receive care in 

their homes rather than being institutionalized, and IHSS workers are in the unique position of having direct 

and continuous access to consumers they care for. As such, IHSS workers have the ability to play a pivotal 

role on the care team responsible for the beneficiaries' health action plan. When provided with training, 

enhanced IHSS workers are a direct extension of the consumer who can help the consumer achieve the goals 

of health action plan as a trusted member of the care team by: 

• 	 Communicating about changes in the consumer's health or any healthcare issues; 

• 	 Monitoring health conditions or medication adherence; 

• 	 Coaching to support overall improved quality of life for the consumer (e.g., eating healthy foods, 

getting exercise); 

• 	 Working as a Care Aide to help support the consumer's overall care in the home; and, 

• 	 Navigating through the healthcare system with the consumer. 

Because the HHPCN will launch in our inaugural CCI counties, SEIU seeks coordination with the CalSIM 

training funds for the enhanced IHSS worker be folded in with the HHPCN design. In addition, enhanced 

IHSS workers should be specifically enumerated whenever occupations are broken out in order to note the 

importance of IHSS workers who are trained to take on these enhanced responsibilities. For example, 

enhanced IHSS workers should be specifically referenced in the Multi-Payer Draft Policy Goals chart which 

references the frontline workers essential to assessing the Care Experience. IHSS workers can improve care 

coordination, strengthen team based-care, and assist in the goal for better Population Health, because initial 

pilots show that trained IHSS workers can decrease hospitalizations and improve overall health status. 

St. John's Well Child and Family Center, an FQHC, in coordination with California Long-Term Care 

Education Center (CLTCEC), trained and integrated IHSS workers into the recipients' care teams. In the 

pilot, care recipients clearly reported a better quality of life associated with having an IHSS worker who has 

been trained to take on an advanced role in coordinating care. 

In the California Long-Term Care Education Center CMMI grant, CLTCEC trains IHSS workers and their 

recipients and works with managed care organizations in Los Angeles, San Bernardino, and Contra Costa 

counties to integrate the trained workers into the recipients' care teams. Preliminary data analysis of a small 

group of consumers who have IHSS workers who have been trained to take on an enhanced role on the Care 
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Team, show a trend towards decreased hospitalizations and decrease in emergency room visit, when 

compared to consumers with untrained providers. California is lucky to have the curriculum and training 

expertise of the CLTCEC available to prepare the enhanced IHSS workers as part of this effort. 

Opportunity: Strengthen Care Management 

In addition, SEIU proposes the state strengthen quality, culturally appropriate, effective case management and 
care coordination by ensuring that the community-based care management entity is given the responsibility 
for assembling the health home network, in consultation with the managed care plan. Each community-based 
care management entity should have a more locally-based sense of the area providers and services. This 
understanding will be crucial to the health action plan's successful implementation and will ensure that where 
safety net providers are in the midst of creating care coordination networks, they will be maintained and 
strengthened, rather than disrupted, by the HHPCN program. 

The Concept Paper makes the MCO "responsible for negotiating contracts and setting rates" (p. 6). In 
keeping with this emphasis on provider-level coordination and management of networks, dete1mination of 
provider payment rates should shift from the managed care plan to the state, and the plan should be required 
to provide the community-based care management entity with the full HHCPN per member per month as a 
pass through or subcapitation since it will be responsible for the actual case management and care 
coordination activities. This is consistent with health homes implementation in other states (e.g. New York 
and Oregon) with approved Section 2703 State Plan Amendments. Managed care plans, in turn, should be 
required to share relevant patient risk data, and to ensure proper provider reporting. 

ADDENDUM B: Service Definitions 
Under the service definitions for care coordination and health management and individual and family support 
services, SEIU urges the state to consider including health coaching, patient health education, and clinical visit 
accompaniment, as these services are often provided by trusted, culturally appropriate community health 
workers or enhanced IHSS workers as part of ensuring adherence to the health action plan. 

In addition, due to the importance of communication across multiple systems of care involved in care 
coordination and case management, we would recommend the state include use of health information 
technology and exchange as part of Addendum B's service definitions. 

Finally, in consideration of the need for training in all the skills areas, whether it is specialized training in 
team-based care for registered nurses performing high-,-level, comprehensive care management, or it is in 
community resource linkages, SEIU urges the state to consider a clearer articulation of the frontline worker 
training and coaching that will be required to realize the HHPCN. We expect some of the funding for training 
to come through the CalSIM grant, but longer-term training needed to sustain these efforts should also be 
considered as a part of the HHPCN reimbursement and reinvestment of savings. 

Additional Changes Requested 
1. 	 Leverage the first 8 quarters of federal and philanthropic investment to strengthen and improve 

the safety net long-term through reinvestment of savings. 
Although SEIU believes that the community-based care management entity should directly receive the 
HHPCN PMPM, the actual savings from ensm-ing the right care at the right time in the right setting will 
accrue to the managed care plan and the state. While better managing care for patients with complex needs is 
a true win, win, win- in the long-run the viability and sustainability of a healthy safety net needed to continue 
this better care should be an additional goal of the first few years of the HHPCN program. As such, 
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California should pursue the flexible payment methodologies adopted by other states, such as New York, 
which is incorporating shared savings into their health homes payment methodology. 

Another model is the Hennepin County Health Home program, Hennepin Health, which began as a capitated 
program focused on the homeless population under the Minnesota 1115 waiver. Hennepin Health has now 
expanded access to its cooperative network of healthcare, social services, behavioral health, housing and 
employment supports to all Medicaid eligibles, with more than 200,000 enrolled. The county-based system 
re-invests shared savings in the network's provider participants; one recent example was hiring five more 
Community Health Workers for the community clinics. 

SEID supports a shared savings strategy to strengthen the providers that produce the savings, not simply as 
an incentive, but also as a means to strengthen and expand the infrastructure needed to make HHPCN 
successful in the long-mn. California's HHCPN should be invested back into the components of the health 
homes that help to realize these savings: namely the training and skills needed for improved care management 
and coordination through upskilled incumbent and new workers throughout this continuum from enhanced 
IHSS workers to Community Health Workers and registered nurses case managers. 

2. 	 Use state-specific quality measures to increase equity and reduce disparities, and help to achieve 
the Quadruple Aims of health care. 

The state's draft concept paper proposes to draw on both existing Medicaid measures and "multi-payer 
measurement that will be driven by the CalSIM process" with a goal of aligning reporting across payers. While 
we understand why aligning reporting and program goals across commercial and public payers is a desirable 
goal for plans and providers, it is inappropriate to assess a program targeting a Medi-Cal population that is by 
definition high-needs based on criteria that have meaning for commercial payers and the populations they 
insure. For example, the CalSIM proposal is silent on the homeless, a key target of the department's HHPCN. 
This is a patient population that is inherently different in terms of the levels and quality of care that will be 
required to move the needle on outcomes. This is one area where outcomes alignment across commercial and 
public payers does not make sense from a health promotion or policy standpoint. Instead, the focus should 
be on the unique circumstances and needs of this low-income and chronically ill population. 

SEID proposes that the HHPCN evaluation include measures to eliminate disparities due to social 
determinants of health such as race, ethnicity and language as this data is already collected by the state and 
health plans. This program should include: 

1. Stratification to identify and track disparities; 
2. Best practices to measure whole person care, including: timely access to culturally and linguistically 
appropriate care, utilization, outcomes, and total cost of care; and, 
3. Risk-adjust performance measures for socioeconomic and sociodemographic status (SDS) if they 

meet the same strict NQF criteria used to determine when to risk-adjust for clinical factors. 


Medi-Cal beneficiaries, especially people who qualify for HHPCN, experience higher levels of health 
disparities than Californians overall. It is therefore essential that the program determine how to measure and 
evaluate HHPCN be housed in the Medi-Cal division. Opportunities to synchronize efforts with the 1115 
waiver are more important to making HHPCN successful than the CalSIM process. This change is also 
consistent with the State Medicaid Directors Letter, "Health Home Core Quality Measures,'' Januai-y 2013, 
recognition of the close links between Medicaid and Section 2703 quality measures. CMS therefore aligns all 
but one of its core measures to states' current :Niedicaid-eligible adult reported measures. States are still 
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expected to develop state-specific measures as well as report on these core measures. SEIU therefore urges 
the department to shift the locus of planning and decision-making on California-specific measures from 
CalSIM to the department's 1115 waiver stakeholder process. 

Under the multi-payer draft goals - again, because this is a patient population starting in a very different place 
from commercially insured, the population health indicator should be progress in overall health status based 
on where it started vs overall excellent, very good, etc. In theory, it will take more time than 8 quarters to get 
there. 

California kicked off an ambitious vision for making sure that our state is the healthiest in the nation by 2020 
through the Secretary's Let's Get Healthy, California Task Force which ultimately led to the state's CalSIM 
grant application. Among the Task Force Final Report recommendations were components of system 
redesign needed to ensure that vision, including culturally and linguistically appropriate, coordinated patient 
care. We believe that California's HHPCN concept will provide the financing needed to realize those 
statewide goals and, if done right, will support numerous complementary efforts across our Medi-Cal 
program. We appreciate the opportunity to provide comments and look fotward to continuing to engage with 
the state as interested stakeholders. Please do not hesitate to reach me directly with any questions on our 
comments at: mcabrera@seiucal.org or (916) 752-5976. 

Sincerely, 

~ll~~~ 
Director of Research 

Enclosures (3) 

Cc: Marianne Cantwell, Chief Deputy Director, DHCS Programs 

Bob Baxter, Medi-Cal Managed Care Division, DHCS 

Katie Johnson, Deputy Secretary, Health and Human Services Agency 

mailto:mcabrera@seiucal.org


St. John's Enhanced Home Care Pilot Program 


The St. John's Well Child and Family Center, an 
independent network of Federally Qyalified Health 
Centers in central and south Los Angeles, was 
awarded an innovation challenge grant from the Tides 
Foundation-Community Clinics Initiative to improve 
integration ofcare and health outcomes for seniors and 
individuals living with disabilities who use long term 
services and supports (LTSS). This Enhanced Home 
Care Pilot Program, which began in January 2012 and 
concluded in December 2012, is one of the first known 
models that specifically tied coordination of care and 
an enhanced role for home care workers with the Triple 
Aim goals ofbetter health, better care, and lower costs.1 

The pilot included 97 participant-provider pairs: 
older adults and individuals living with disabilities 
who receive services through California's In-Home 
Support Services (IHSS) program, and their IHSS 
home care providers. To achieve successful integration, 
participants agreed to let their home care providers 
become part of their patient-centered healthcare team. 
And, home care providers agreed to participate in 
additional training better equipping them to play an 
enhanced role, specifically in the areas of team-based 
communication with the participant's care coordinator 
and medical provider, coordination of certain health 

and related services, and acquisition of supplemental 
skills relating to paramedical tasks and chronic disease 
management. 

Data analysis indicates the pilot was successful in 
demonstrating positive outcomes in each of the three 
goal areas. A few notable examples include: 

Better Health - Participants displayed a sharp 
rise in measured healthy days, greater adherence 
to medications, and less utilization of acute and 
emergency services. 

Better Care - Participants reported higher rates 
of satisfaction with the experience and quality of 
medical services received during the pilot. 

Lower Cost - Participants demonstrated marked 
decreases in the use of hospital and emergency 
room services, known drivers of healthcare costs. 

This pilot was successful in linking an innovative model 
ofcare to improved Triple Aim outcomes. By improving 
health, improving quality of care and reducing costs, 
these innovative models of service delivery have great 
potential to transform healthcare in America. 

Innovative service delivery approaches show great potential for transforming 

healthcare in America by improving health, improving quality and 

satisfaction, and lowering overall healthcare costs. 



• Methodology 

St. John's Enhanced Home Care Pilot Program: Design and Data Collection Methodology. 


Selection ofParticipants and Providers 

Project participants were recruited from a group of older adults and individuals with disabilities who 
receive services through both the S. Mark Taper Chronic Disease and Environmental Health Center one 
of the clinics in the St.John's network, and California's In-Home Support Services program (IHSS). To 
join the project, participants and their IHSS home care providers had to agree to participate as pairs. All 
participation was voluntary. 

Testing Enhanced Roles for Home Care Providers 

The project focused on two core components: 

• better integration of clinic and home-based services; and 

• the capacity for home care providers to play an enhanced role on the care team and in the delivery 
of services. 

To reach this level of integration and enhanced service delivery, it was essential for the providers to be 
meaningfully engaged in the planning, communication and coordination processes, and to expand the skills 
needed for use in the home. To accomplish this, a care coordinator position was created and a specialized 
home care worker training program was built into the pilot design. 

Designing the Care Coordinator Position 

A care coordinator position was developed specifically to support the integration of clinic and home-based 
services. The care coordinator acted as the primary contact for the home care provider as well as the conduit 
through which all clinic-based services were coordinated for project participants. The care coordinator was 
also responsible for the majority ofproject data collection activities. 

Home care providers participated in an introductory meeting with the participant and the care coordinator. 
This initial meeting was followed by weekly check-ins between the home care provider and the care 
coordinator, as well as the participant and the care coordinator, for the remainder of the project. The weekly 
check-ins were intended to offer an opportunity to discuss health status, treatment progress, need for 
additional medical and/or other services, medical appointments, and other issues as necessary. 

Training Design and Process 

The specialized training program for home care providers was developed by drawing on several sources: 
training proposed by the Congress of California Seniors ( CCS); a review of the existing California Long 
Term Care Education Center (CLTCEC) curriculum; and focus groups consisting of home care providers.2 

The training was conducted by CLTCEC instructors and included modules on the IHSS system, life quality 
for participants, activities of daily living, home safety and fall prevention techniques, paramedical services, 
mobility and transferring, nutrition, strategies for medication adherence and medication compliance, and 



mental health. Post-testing was administered to participating home care providers as a means for measuring 
knowledge retention. 

Enrollment and Baseline Data Collection 

One hundred ninety-four individuals participated in the program-97 IHSS participants and their 97 home 
care providers.3 Once the participant-provider pairs were formally enrolled in the program, baseline data was 
collected that included: 

• participants' general health and sense ofwell-being; 

• functional status for activities of daily living (ADLs); 

• satisfaction with various aspects of care; 

• recent hospitalizations and emergency room visits; and 

• medication adherence behaviors.4 

The same data collection categories were used with participants throughout the pilot project. Depending upon 
the measure, some participant data was collected only at baseline and conclusion while other data was recorded 
at up to five points throughout the course of their participation in the pilot. 

Participants were asked about their satisfaction with St.John's, whether the provider attended the participant's 
medical appointments, and their satisfaction with the project at both the beginning and the end of the pilot. 

Home care providers were tested on skills and knowledge acquired at the conclusion of their training program. 

• Triple Aim Outcomes 
The pilot program aimed to show improvements in Triple Aim areas of improved health, 
improved quality of care, and reduced overall healthcare costs. In every measured variable, the 
pilot was successful in demonstrating positive outcomes in these three goal areas. 

1. Participants Experienced Better Health 

In every variable measured, participants displayed significantly better health at the conclusion of the pilot 
than at the start of the project. For variables that were measured multiple times during the pilot, a clear 
progression toward better health is seen over the course of their participation. Additionally, participants' 
self-reported assessments of their own physical and mental well-being indicated a belief that their health 
had improved as a result of participation in the pilot. 

Increase in Number of "Healthy Days" 

The overall health status of each participant was measured using the Center for Disease Control's Health 
Related O!iality of Life instrument.5 Data on participants' physical, mental and emotional health were 
collected at baseline and at every month thereafter. These data were then translated into a measurement 



of"healthy days" and "unhealthy days" per month. Participants showed a sharp increase in measured "healthy 
days"; from the beginning to the end of the program, participants'"healthy days" increased from an average of 
4.7 healthy days per month to an average of 14.4 healthy days per month. 

Number of Healthy Days Tripled 

Fig. 1 
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Near Unanimous Agreement that Overall Health Benefitted 

All participants were asked at the pilot's conclusion whether they agreed or disagreed their health had 
benefitted from participating in the program. On a scale ranging from "strongly agree" to "strongly disagree," 
an astounding 85 percent ofparticipants "strongly agreed" their health had benefited from participating in the 
program. An additional 13 percent "somewhat agreed," bringing the total of those who agreed their health 
had benefited to a near unanimous 98 percent. Remarkably, no participants "somewhat" or "strongly" disagreed 
their health had benefitted. 

2. Participants Experienced Better Care 

Participants' satisfaction with the quality of care they received increased over the course of the pilot. 
Additionally, participants displayed high levels of satisfaction with their doctor and with the St.John's clinic. 

High Satisfaction with Qyality ofCare 

Participants were asked to evaluate the quality of care they received during the pilot. As shown in the chart 
below, participants' satisfaction with overall quality of care from the time they enrolled in the pilot to its 
conclusion increased by an average of 13.4 percent. The chart also depicts improvements in specific areas, such 
as satisfaction with the technical quality of care. 



Satisfaction with Quality of Care 
Increased in All Categories 4 

Fig. 2 

Increase in Quality of Care Satisfaction 
Percent increase from baseline to conclusion 

Overall Satisfaction •••••••JI 13.4% 

Time Spent With Doctor ••••• 
7.5% 


Interpersonal Manner ••••• 

7.7% 

Communication ••••••JI 10.6% 

Financial Aspects ••••••JI 10.9% 

Technical Quality •••••••••• 18.0% 

Accessibility of Care ••••••••••• 19.1% 

Participants "Very Satisfied" With 
St. John's and their Doctor 

Fig. 3 

Participant Satisfaction with St.John's and Doctor 

St John's Doctor 
level of satisfaction level of satisfaction 

• Very Satisfied • Very Satisfied 
• Somewhat Satisfied • Somewhat Satisfied 

Neutral

When the pilot concluded, participants answered several questions regarding the St.John's facility and 
the quality of the care they received through its clinics. More than 93 percent of participants reported 
they were "very satisfied" with the care at St.John's. Likewise, when asked to assess their satisfaction 
with their doctor, 91.7 percent responded "very satisfied." 

3. Enhanced Home Care Can Lead to Lower Costs 

The pilot measured changes in cost indirectly by analyzing changes in participants' medication 
compliance, decrease in unhealthy days, and their rates of hospitalization and emergency room usage 
over the course of the pilot. Each of the variables displayed marked improvements over the course of 
the pilot, supporting the conclusion that enhanced home care could lead to cost savings by improving 
medication compliance and reducing the use of more costly healthcare services. 

In total, participants displayed a 40 percent improvement in medication compliance over the course of 
the pilot. Medication compliance was measured using the Morisky Medication Adherence Scale, which 
measures participants' compliance with respect to medication timing, dosage and frequency of taking 
medicine. Scores are scaled between 0 and 8; a lower number indicates better compliance. Participants 
received an average score of 4.98/8.00 at baseline and an average score of2.98/8.00 at the conclusion of 
the pilot. 

http:2.98/8.00
http:4.98/8.00


Participants' Medication Non-Compliance Participants Experienced Fewer 
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Fig. 4 

MAQScore 
Measured using the Morisky Medication Adherence Scale, 
where 0 =total compliance and 8 =total noncompliance 

6 

4.98 
5 

4 

3 

2 

1 

0 
Baseline Conclusion 

Fig. 5 
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The number of measured "unhealthy days" showed a sharp decrease, from 25 .3 unhealthy days at baseline to 
15.6 unhealthy days per month at the pilot's conclusion. 

Participants displayed a notable reduction in both hospital and emergency room use over the course of the 
study. As shown by the chart below, hospitalizations and emergency room use decreased by more than half 
during the course of the pilot. The group of 97 averaged seven visits to the emergency room each month when 
the pilot began. By the end they were making about three trips to the emergency room. Hospitalizations 
showed similar results, decreasing from an aggregate of 4.3 hospital admissions per month to two. 

Hospital Admissions and ER Usage 

Decreased by Half 


Fig. 6 
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• Integration of Home Care Providers 

Final project outcomes met or exceeded the pilot's initial goals in every measured variable. 

The success of the St. John's pilot program was measured both by participants' health outcomes and by the 
degree of home care provider integration. As discussed previously, participants' health outcomes met or exceeded 
the pilot's initial goals. Similarly, the pilot also achieved a very high level ofprovider integration. 

Integration between the clinic and home-based services occurred by expanding home care providers' health
related knowledge and skills, by allowing trained providers to perform enhanced tasks in the home, and by 
integrating these providers into their participants' larger medical and social care team. 

Provider Training and Care Team Integration Initiatives Were Successful 

Nearly all home care providers participated in the pilot's integration initiatives. As shown below, vast majorities 
ofproviders attended medical visits, completed check-ins, attended training, and passed training tests. 

Level ofParticipation by Home Care Providers 

Attended 79% of all medical visits 
over the course of the program. 

Completed successful check-ins with 
care coordinators 85% of all weeks. 

Attended 90% of all training sessions. 

Achieved highly proficient scores 93% 
of the time on post-tests.6 

Participants Were Satisfied with Provider 
Integration 

Participants were pleased with their home care 
providers and believed they understood their 
medical needs. Ninety-one percent of participants 
indicated they were "very satisfied" with their 
home care provider, and 93 percent said they 
"strongly agreed" their home care provider was 
knowledgeable about their medical needs. 

Providers Gained New Skills 

At the conclusion of the program, participants 
were asked to share how their home care 
had improved as a result of their providers 
participating in the program. Improved care was 
noted in providers' ability to perform more highly 
skilled activities, such as: 

• 	 taking vital signs; 

• 	 administering CPR; 

• 	 assisting with activities such as transferring; 
and 

• 	 helping with medications . 

High Rate of Satisfaction with Providers 

Fig. 7 
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• Conclusion 
St. John's Enhanced Care Pilot Program proves that involving home care workers in new and 
innovative ways produces highly positive outcomes for all involved. 

Home care providers frequently spend more time with 
individuals needing long term services and supports 
than any other medical and social service providers. 
They are uniquely well-positioned to make a positive 
and significant contribution to meeting Triple Aim 
goals of better health, better care and lower healthcare 
costs. Little effort has been made, however, to collect and 
analyze data relating to an expanded role for home care 
providers in achieving these outcomes for a significant 
and growing segment of the population. 

The Enhanced Home Care Pilot was one of the 
first attempts to measure whether integrating home 
care providers into participants' care teams via 
communication, coordination and delivering enhanced 
services could improve health, improve experience, and 
lower healthcare costs. To achieve successful integration, 
participants allowed their home care providers to 
become part of their patient-centered healthcare team. 
Subsequently, home care providers participated in 
additional training which equipped them to play an 
enhanced role, specifically in the areas of team-based 
communication with the participant's care coordinator 
and medical provider, coordination of certain health 
and related services, and acquisition of supplemental 
skills relating to the delivery of paramedical tasks and 
chronic disease management. 

This pilot was very successful in linking an innovative 
model ofservice delivery involving better integration 

andexpandedroles for home care workers to improved 
Triple Aim outcomes. 

The sharp rise in measured "healthy days" is a clear 
sign of better health. The increase in satisfaction with 
the quality of medical care received suggests a better 
experience with care. Significant increases in medication 
compliance, marked decrease in unhealthy days, 
hospitalizations, and less frequent emergency room 
visits indicate better health as well as lower healthcare 
costs attributed to a drop in utilization of known cost 
drivers. 

The enormous potential for home care providers to 
effect change by serving in an enhanced role remains 
largely unexplored and deserves serious examination 
from the healthcare industry. 

Future projects can build upon the success of this 
pilot to better understand the impact of incorporating 
home care providers into care teams and performing 
enhanced tasks. Other critical dimensions to be 
considered include the use of technology to improve 
integration and communication, more rigorous 
tracking of healthcare cost data, measuring workforce 
performance standards and effectiveness, and assessing 
job quality and satisfaction. If the healthcare industry is 
to fully achieve the goals of the Triple Aim and realize 
an innovative 21st century service delivery system, then 
the home care workforce must be an integral part of 
this transformation. 

1 	The Trip le Aim was developed by the Institute for Healthcare Improvement as a framework for enhancing health system performance in three dimensions- improving health of populations; 
improving patient experience; and, reducing per capita health care costs. bttp·/(myw jbj orgfeogagebnjtjatjyesCTrjp!eAjm/Pages/defau!t aspx 

2 	 The California Long-Term Care Education Center was established in 2000 by SEIU-United Long Term Care Workers (SEIU-ULTCW). Currently the CLTCEC is the largest educator of IHSS providers 
in California, serving more than 5,000 people per year and offering training in more than five languages. 

3 	 The grant called for enrolling three cohorts of participants and providers. The first and second cohorts were combined and enrolled 68 individuals (34 home care providers and 34 IHSS 
participants); whi le the third cohort enrolled 126 individuals (63 home care providers and 63 IHSS participants). 

4 	 Data instruments used include the Morisky Medication Adherence Questionnaire (measuring medication adherence), the Centers for Disease Control 's Health-Related Quality of Life (HROOL) 
questionnaire with specific use of the Unhealthy Days Index (measuring healthy days and unhealthy days), and the short form (PSQ-18) of the RAN D Patient Satisfaction Questionnaire. In 
addition, data was col lected by program staff on participants' satisfaction with St. John's and the pi lot program, and whether the provider attended the participants' medical appointments. 
Participants also self-reported their numbers of hospital and emergency room admittances. 

S See "CDC-Health Related Quality of Life" at http ·/A'J\W,I cd c goy/brqol/ for more on this instrument. 

6 	 "Highly proficient" was a score of 80 percent or higher. 

1hc Ser·vicc Employees Intemational Union (SEIU) unites 
2 million di·verse 111embas in the United States, Canada and 
Puerto Rico. SEIU me111ben working in the healthcare ind11st1y, 
public sector and in property services be!ievt' in the power qjjoining 
togt'fhcr 011 the job to win higher wages, benefits and create better 
co111m1111itics, whilejzghtingfor a morejmt .wciety and an t?L'o1zo111y 
that works for t1ll qj'm, 11otj11.1'/ corporations t111d the wealthy. 

www.seiu.org 

For more information, contact: 

Kimberly Austin-Oser, SEIU Healthcare 
kimberly.austin-oser@seiu.org 

Andrea Edmiston, SEIU United Long Term Care Workers 
andreae@seiu-ultcw.org 

Rebecca Sussman, St.john'.( Well Child and Family Ccntl'r 

rsussman@wellchild.org 

mailto:rsussman@wellchild.org
mailto:andreae@seiu-ultcw.org
mailto:kimberly.austin-oser@seiu.org
http:www.seiu.org


CLTCEC

CALIFORNIA LONG-TERM CARE ED UCATION CENTER 

2910 Beverly Blvd [ Los Angeles, CA 90057 [ MAC: 866-888-8213 [ Phone: 213-985-1676 [Fax: 866-728-1 117 [ www.cltcec.org 

Executive Summary 

In July 2012, the California Long-Term Care Education Center {CLTCEC} received a three-year, $11.8 million 
Health Care Innovation Award from the Centers for Medicare and Medicaid Services for a pilot project entitled 
Care Team Integration of the Home-Based Workforce. This consumer-directed project assesses the impact of 
training Personal Home Care Aides (PHCAs or IHSS providers) and integrating them into the IHSS consumer's 
clinical managed care team. By drawing on an untapped resource, the personal home care attendant, the 
project aims to: 

• Improve care for consumers of In-Home Supportive Services {IHSS} 

• Improve (or maintain) health of IHSS consumers 

• Improve efficiency of the health care system related to costs 

• Prepare the workforce that serves IHSS consumers 

The posit of the grant is that improving the care providers deliver will lead to better health for consumers and 
therefore lower costs to Medicaid and Medicare. The measurable goals for better health are twofold: reduce 
emergency room visits by 23% and reduce average nursing home length of stay by 10%. Through 
improvements, the grant's goal is to achieve a total savings of $25 million (Medicaid: $10.2 million; Medicare: 

$14.7 million). 

Target Population 
Participants are beneficiaries of California's Medicaid services program: In-Home Supportive Services. All 
beneficiaries have disabling conditions and 85% are dually eligible for Medicaid and Medicare, making them 
among the most complex and expensive publicly funded health care consumers. 6,000 of the state's 423,000 
IHSS beneficiaries will participate in this project in Los Angeles County, Contra Costa County, and San 
Bernardino County. In order to be eligible for the study, consumers must meet high risk health status eligibility 

criteria. 

Project Partners 
The participation of project partners is fundamental towards fulfillment of the grant's training and integration 
interventions. Our partners currently include: 

• University of California at San Francisco, Center for Health Professions {UCSF} 

• SEIU United Long Term Care Workers {ULTCW} 

• Contra Costa Department of Aging & Health Services/Contra Costa Health Plan {CCHP} 

• Shirley Ware Education Center {SWEC} 

• UHW 

• SynerMed 

• Inland Empire Health Plan {IEHP) 

• Molina Health Care 

• LA Care 

• Care 151 

http:www.cltcec.org


Training Intervention 

Consumers and providers are enrolled as pairs in the course, and the consumer gives permission for the 
provider to participate. Providers receive training to assume new roles in the health of their consumers, 
including: 

• 	 Communicating about changes in health or any healthcare issues 

• 	 Monitoring health conditions or medication adherence 

• 	 Coaching to support overall improved quality of life for the consumer (e.g., eating healthy 
foods, getting exercise) 

• 	 Working as a Care Aide to help support the consumer's overall care in the home 

• 	 Navigating through the healthcare system with the consumer 
Providers are also trained on the following core competencies that are tested through demonstration of 

skillsets: 

1. 	 Infection Control and Standard 2. Body Systems and most common diseases: 
Precautions: Tracheostomy and Arthritis, Cancer, Kidney Disease, Multiple 
Nasogastric tubes, PPE's, Catheters and Sclerosis, Parkinson's Disease, and Stroke 
Colostomy 

3. 	 Oral Care and Dental care 4. Fall and Fire Prevention 
5. 	 Grooming and Personal Hygiene care 6. Diet and Nutrition 
7. 	 Body Mechanics in lifting objects 8. Medication Management and Introduction 

to Vital Signs (measure or record vitals, but 
no diagnoses) 

9. 	 Body Mechanics in transferring individuals 10. Communication and working relationship 
with consumer's health care providers on 
chronic conditions, such as: Heart and 
lung, Diabetes Behavioral health, 
Dementia 

The training is 17 weeks long and is a total of about 62 hours. The consumers attend two class sessions where 

they receive instruction on effective ways to communicate with their providers, are given an overview of their 

providers' newly acquired skills and knowledge, and learn about what it means to integrate their provider into 

their health care team and how to do it. 

Integration 

Throughout the course, consumers and providers are also trained on ways to make the most of newly 


acquired knowledge and integrate the providers into the consumers' care team. As providers are often in 


frequent and close contact with their consumers, they are uniquely situated to identify and communicate their 


consumers' emergent needs to the care team. Consumers determine the extent and nature of their providers' 


participation in the care team, focusing on core competencies, and roles as monitor, coach, communicator, 


navigator, and care aide. Providers are equipped with tools of empowerment when attending the first post


training doctor visit with the consumer, allowing them to actively communicate about their new role and their 


new skills. 


Status Update 
As of early September 2014, over 2300 provider and consumer pairs in Contra Costa, San Bernardino and Los 
Angeles counties have completed the training program. 
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Educational Background 


EDUCATION/TRAINING PERCENT 

(n=366) 

Less than high school 49.5% 

High school graduate 15.6% 

Some college or associate degree 26.0% 

Bachelor's degree or higher 9.0% 

TOTAL 100% 

University of California 
San Francisco 

OCg: 
School of Nursing 3 



Selected Survey Results: 

Post-Training Provider 


{IHSS Worker) 


University of California 
San Francisco 

OCg: 
School of Nursing 4 



Training 


COURSE MEAN 

S=Strongly agree 

l=Strongly disagree 

(n=375) 

Overall, I am satisfied with the training. 4.81 

The length of each class session was just right. 4.58 

The length of the entire training was just right. 4.62 

The time of day the classes were held was convenient~ 4.62 

It was hard to learn the material because there were too many 

students in my class. 

2.28 

I did NOT have enough time to learn the content covered in this 

training. 

2.37 

University of California 
San Francisco 

OCg: 
School of Nursing 5 



Training Materials 


MATERIALS MEAN 

5 = Strongly agree 

1 =Strongly disagree 

(n=373) 

I will use the materials from this training program. 14.67 

The materials used in this training program were easy to 

understand. 

14.61 

University of California 
San Francisco 

OCsF 
School of Nursing 6 



Being Knowledgeable and Prepared 


KNOWLEDGEBLE AND PREPARED MEAN 

S=Strongly agree 

l=Strongly disagree 

(n=373) 

My knowledge about how to care for a person at home 

increased after taking this training program. 

4.78 

I feel better-prepared to perform the job of an IHSS provider 4.79 

I understand how the training I received will be used on the job. 4.77 

I feel prepared to be involved in my IHSS consumer's health care 

discussions. 

4.70 

University of California 
San Francisco 

UQr 
School of Nursing 7 



Skills Evaluation 

SKILLS MEAN 

S=Strongly agree 

l=Strongly disagree 

(n=370) 

I have learned the hands-on skills I need to improve as an IHSS provider. 
 4.72 

I feel I am more skilled now as an IHSS provider than I was before I 
 4.76 

completed this training program. 


The skills I have learned in this training program will be useful in my work as 
 4.79 

an IHSS provider. 


I learne'd new skills in this training program. 
 4.78 

I am confident that I have the skills I need to do a good job as an IHSS 
 4.76 

provider. 


The communication skills I have learned in this training will be useful in my 
 4.75 

work as an IHSS provider. 


The listening skills I have learned in this training will be useful in my role as 
 4.73 

an IHSS provider. 


I have learned the skills needed to confidently communicate with my 
 4.70 

consumer's health care team. 

1_ • - _::~. : "- • r J rnia 
San Francisco 

OCg: 
School of Nursing 8 



Involvement in Care of Consumer 

INVOLVEMENT SCALE MEAN 

lO=Very involved 

l=Not involved at all 

(n=327) 

Please rate how involved you have been in your consumer's health care discussions since 

the training began. 

8.96 

INVOLVEMENT MEAN 

S=lncreased greatly 

l=Decreased greatly 

(n=367) 

The extent to which I am involved when my consumer goes to the doctor or other 

healthcare provider. 

3.97 

The extent to which my consumer wants doctors/nurses/other healthcare providers to 

speak to me about my consumer's medical condition. 

3.92 

The extent to which my consumer wants doctors/nurses/other healthcare providers 

speak to me about my consumer's health and well-being. 

3.88 

How often your consumer involves you in discussions about their healthcare 3.97 

How often your consumer involves you in decisions about their healthcare. 3.97 

University of California 
San Francisco 

OCg:: 
School of Nursing_ 9 
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Completed Training 


• There were 84 consumers whose IHSS workers 
were trained during the intervention period to 
date, but only 29 had at least 1 inpatient stay 
or ER visit during this time. 

• 	 Intervention period for this analysis includes 
July 2013 - August 2014. 

University of California 
San Francisco 

l% 
School of Nursing 11 



Contra Costa Inpatient Stays 

• There were 14 consumers (with trained IHSS 
workers) who had at least 1 inpatient stay 
during the intervention period. 

University of California 
San Francisco 

OCg: 
School of Nursing 12 



Contra Costa ER Visits 


• There were 20 consumers (with trained IHSS 
workers) who had at -least 1 ER visit during the 
intervention period. 

University of California 
San Francisco 

OCsF 
School of Nursing 

13 



Contra Costa: 


Inpatient Stays and ER Visits 


Comparison 
Group: 
Total Stays/Visits 
{#unique 
consumers) 

Trained Group: 
Total Stays/Visits 
{#unique 
consumers) 

Comparison 
Group: 
Mean# of 
Stays/Visits per 
consumer 

Trained Group: 
Mean# of 
Stays/Visits per 
consumer 

Inpatient Stay 1021 (509) 23 (14) 2.0 1.6 

ER Visit 5510 (1327) 76 (20) 4.2 3.8 

University of California 
San Francisco 

lrg: 
School of Nursing 14 



• • 

Conclusion 


• 	Although these findings are based on only a 

small number of consumers with inpatient 

stays and ER visits among the trained group, 

the direction towards reduced utilization is 

prom1s1ng. 

• Because the sample size is so small, the 


findings are not statistically significant. 


University of California 
San Francisco 

OCg: 
School of Nursing 15 
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SKID ROW 
HOMES HOUSING 
SUPPORT 1Ru··•sSUCCESS 

November 26, 2014 

Bob Baxter 
Brian Hansen 
California Department of Health Care Services 
hhp@dhcs.ca.gov 

Re: Comments to Draft Concept Paper on Health Homes for Patients with 
Complex Needs 

Dear Mr. Baxter and Mr. Hansen: 

On behalf of SKID ROW HOUSING TRUST I am writing to comment on the draft 
concept paper on Health Homes for Patients with Complex Needs. Skid Row 

Housing Trust's mission is to provide permanent supportive housing so that 

people w ho have experienced homelessness, prolonged extreme poverty, poor 

health, disabilities, mental illness and/or addiction can lead safe, stable lives in 

w ellness. We currently operate 24 supportive housing communities, serving 

1,700 of LA's most vulnerable homeless men and women. 

BACl<GROUND 

One significant innovation in health care delivery has been the concept of a 
medical home. The medical home model offers a team-based approach to 
provide coordinated care and to organize care around the patient.1 But 
conventional physician-led medical homes typically fail chronically homeless and 
frequent hospital user beneficiaries1 because they concentrate on medical 
stability, while beneficiaries focus on day-to-day survival. People experiencing 

homelessness have significant barriers to treatment compliance: they cannot rest 
to recover from illness, have no place to store medication, are exposed to the 
elements, cannot eat a healthy diet, often have distrustful relationsh ips with the 
health care system, and cannot access reliable transportation to attend 
appointments. They simply cannot improve health outcomes with services 
administered over a telephone or in an office. For this reason, homeless and 
frequent hospital users incur disproportionate Medicaid costs, even when 
connected to medical homes.1 

mailto:hhp@dhcs.ca.gov
http:www.skidrow.org


In housing and mental health systems, successful case management programs 
serving homeless and frequent user populations offer key features, such as in
person, individualized, frequent and flexible services, offered where the person 
lives, with beneficiary to staff ratios of 1:15 to 1:20. These teams find homeless 
beneficiaries on streets or in shelters, build trusting relationships, help 
beneficiaries work with landlords and pay rent, transport beneficiaries to 
appointments, advocate with care providers, and coordinate behavioral and 
primary care, all while sustaining enrollment during relapse. Study after study 
shows this package of services dramatically improves health outcomes, while 
dramatically reducing Medicaid costs.1 

These types of services, however, are largely un re imbursed by Medi-Cal, and rely 
on patchwork funding difficult to sustain or replicate. Existing resources that pay 
for similar services are often inflexible and fragmented. For this reason, we are in 
strong support of DHCS' decision to proceed with a health home option, and to 
seek this option for the overlapping populations of homeless beneficiaries and 
frequent hospital users, per Assembly Bill 361 (Mitchell) . 

ELIGIBILITY & ENROLLMENT 

Basing eligibility on current claims data alone is problematic. While inpatient 
costs continue to rise for populations identified in AB 361,2 other high-cost 
beneficiaries can "regress to the mean." Newly-eligible populations will incur 
costs claims data does not yet capture. Los Angeles County indigent health care 
costs for homeless General Relief recipients in 2009 averaged over $1,900 per 
month,3 costs Medi-Cal now will absorb in expanding the program to childless 
adults. Moreover, claims data cannot depict factors recognized as "social 
determinants," for which health homes cou ld have greatest impact. 

Eligibility Based on Acuity: We support the list of conditions reflected in the 
HHPN concept paper, and recommend California base eligibility for AB 361
defined services on a combination of conditions, with eligibility limited by 

1 Multiple studies demonstrate improved patterns of service utilization and decreased costs: M. Larimer, D. 

Malone. "Health Care and Public Service Use and Costs Before and After Provision ofl-lousing for 

Chronically Homeless Persons with Severe Alcohol Problems." Journal Am. Medical Assoc. 2009; 

301(13):1349-1357 (2009). D. Buchanon , R. Kee. "The Health Impact of Supportive Housing for HIV

Positive Homeless Patients: A Randomized Controlled Trial."Journal Am. Medical Assoc. Uune. 2009) 99;6; D . 

Buchanan, R. Kee, L. Sadowski, et. al. "Effect ofa Housing & Case Management Program on Emergency 

Department Visits and Hospitalizations Among Chronically Ill Homeless Adults: A Randomized Controlled 

Trial." Am. J ournal Public Health . (May 2009) 301; 17. 

2 Medicaid beneficiaries identified as frequent hospital users, particularly those 

experiencing housing instability, are prone not only to continue to use hospitals and 

emergency departments as their source of care, but to acquire higher inpatient costs over 
time. M. Raven, J. Billings, M. Gourevitch. "Medicaid Patients at High Risk for Frequent Hospital 

Admission: Real-Time Identification & Remediable Risks." J. Urban Health . Mar. 2009. 86(2); 230-24 1. 
3 D. Flaming, P . Burns & M. Matsunaga. "Where We Sleep: Costs W hen Homeless & Housed in Los 
Angeles." Economic Roundtable. 2009. 



severity (consistent with AB 361). DHCS could develop a tool, with a list of 
documentation required, to help MCOs and providers determine eligibility. 

At least one of the listed mental il lnesses and a 
substance use disorder OR 

At least one of the listed mental illnesses and 
one of the listed medical conditions OR 

A substance use disorder and at least one of the 
listed medical conditions OR 

At least two of the listed medical condit ions. 

Chronic homelessness4 OR 

Homelessness and five or more emergency department 
visits over the previous 12 months or eight emergency 
department visits over 24 months5 OR 

At least three inpatient admissions within 12 months, at 
least 45 days inpatient (cumulative or single)6 in a single 
year, or at least five inpatient admissions within 24 
months OR 

Periods of homelessness over 24 months with 
institutionalization7 of at least 30 days OR 

No longer chronically homeless, but were chronically 
homeless before moving into housing. 

Enrollment: We recommend establishing a "bi-directional approach" in 

establishing eligibility for health home services, similar to what is proposed in 
the concept paper, but with a stronger emphasis on provider referral of 
potentially eligible beneficiaries to a health home. MCOs could use claims data 
to identify enrollees who meet inpatient admission criteria. Similar to other state 
practices, a SPA should require health homes to work with hospitals, clinics, 
behavioral care providers, county agencies, coordinated homeless assessment 
and intake systems, and social service agencies (housing and homeless service) 
to establish referral processes for potentially-eligible health home beneficiaries. 
Health home outreach workers could be deployed to hospitals, recuperative 
care, and homeless service and housing partners to administer the eligibility tool. 

In addition to offering beneficiaries an option to 11opt out," we recommend also 
offering beneficiaries an opportunity to opt into a different health home than 
one assigned to them. 

Continuity of Care: Though many health home participants will not meet initial 
eligibility criteria after a period of participation in a health home program, 
evidence shows participants would continue to use acute care services (and are 

4 About 35 ,400 Californians experience chronic homelessness on any given night. Many are frequent hospital 
users. National Alliance to End Homelessness, State ifHome/es.mess in America. May 2014. 

IJ\ll" / / b .3cdn.nct/ n.wh/ d I b l06237807ab260f qam6ydz02.pdf'. 

5 Evidence shows two-year data are more accw·ate in predicting frequent hospital readmissions. M. Raven, J. 

Billings, M. Gourevitch. "Medicaid Patients at High Risk for Frequent Hospital Admission: Real-Time 

Identification & Remediable Risks."). Urban 1-lealth. Mar. 2009. 86(2); 230-241. 

6 Inpatient stays or admissions should include behavioral health admissions. 

7 "Institutionalization" should include psychiatric hospitalization , skilled nursing care admission, or 


incarceration. 
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likely, in fact, have escalating hospital costs) without health home services. For 

this reason, beneficiaries who are initially eligible should remain eligible to 
receive the same benefit until stable for at least one year (or for a total of 10 
quarters, whichever occurs later}. After the beneficiary no longer requires the 
same frequency of contact, the beneficiary should be able to continue to access 
services from the same health home provider at a "maintenance rate" identified 
in the SPA. Considering relapse is part of recovery, and health homes should be 
allowed flexibility to return the beneficiary to a higher level of services when 
needed. 

GEOGRAPHIC PHASING 

While we understand the desire to phase in statewide implementation of the 
Health Home option, we recommend clarifying what "readiness" means for non
CCI counties, and how CCI programs could build capacity for providing health 
home services to eligible populations. 

A DDRESSING MULTI PLE POPULATIONS 

We recognize many populations could benefit from health home services. To 
craft a health home SPA that offers a range of health home services to different 

populations, we support the DHCS decision to tier payment based on population 
needs. We further recommend DHCS tier eligibility, outcome standards, and 
service descriptions, as well as payment. We also recommend DHCS take into 
consideration that adding a minimal per member per month fee for the 
populations we are addressing in our comments will not be effective in curbing 
costs of a beneficiary incurring thousands of dollars in costs per month. Tiering 
of payment should reflect the significant differences in services needs among 
populations identified. 

New York State's Section 2703 health homes are one example of a tiered system. 
Prior to implementing a health home SPA, New York ran a Chronic Illness 
Demonstration Program (CIPD), designed to coordinate care for beneficiaries 
with complex conditions. Among barriers to successful implementation of the 
CIPD program, staff reported difficulties locating homeless beneficiaries without 
funding for in-person outreach and engagement, and an overall rate inadequate 
to create trusting relationships with difficult-to-engage populations. Using 
lessons learned from CIPD in their Section 2703 Health Home SPA, New York 
Medicaid staff tiered services and rates by population, explicitly incorporated 
housing providers into health home networks, and created an 
"outreach/engagement rate ." 8 CIPD and other programs demonstrate programs 
will choose to serve the least difficult populations, unless offered incentive to 

target otherwise. 

8 Center for Health Care Strategies. "New York 's Chronic lllness Demonslntion Project: Lessons for 
Medicaid Health Homes." Dec. 2012. http: / /www.chcs.org/media/NY RCP CIDP Profile 122112.pdf. 

www.chcs.org/media/NY


In fact, the needs of AB 361 populations are unique from other high-cost 
Medicaid populations. A housed beneficiary with AIDS, for instance, may not 
need frequent interaction with a case manager; yet, a chronically homeless 
Medi-Cal beneficiary with AIDS is more likely to die unless receiving support to 
connect him to housing, and then rece iving ongoing flexible, face-to-face, and 
frequent services that allow him to remain stable.9 Both populations risk high 
costs; however, while physician-led medical homes can help an AIDS patient 
manage the disease, homeless or unstably housed beneficiaries cannot manage 
AIDS while homeless.10 Achieving health stability for this population must begin 
with housing, and services must promote health and housing stability to improve 
health util ization outcomes. 

ROLE OF MANAGED CARE ORGANIZATIONS 

Given the importance of managed care in California, we agree that MCOs should 
play a critical role in administering the health home benefit. We agree with the 
concept of using MCOs to administer the health home benefit through a 
network of community-based organizations designated to provide health home 
services to the AB 361-identified populations. We also recommend allowing 
MCOs flexibility in establishing a network of health home providers. M CO care 
coordinators should work collaboratively with health homes to track and share 
data and connect to providers. 

Because MCOs have developed health data exchanges, MCOs should operate as 
the health information technology provider. MCOs could require providers either 
to send batch files to MCOs to track services rendered, or to enter data directly 
into a module within t he MCOs HIT system, and work with health homes to 
create systems that track social service interactions. 

We further recommend establishing consistency among MCOs in how much of 
the funds they retain as a lead entity. MCOs should retain a portion of health 
home benefit. Other states have established MCO rates of 3-5%.11 This rate 
would allow MCOs to perform their critical functions, while ensuring all MCOs 
are reta ining and funding health home services at consistent, specified rates. 

H EALTH H OME PROVIDERS 

We recommend California allow a health home to broker partnerships between 
multiple entities, representing multiple sectors, to offer the full package of 

9 A randomized, control-group study found homeless people with HI VI AIDS were half as likely to have 
undetectable levels of J-llV, and had viral loads 87% higher than people w ith J-IJVI AIDS receiving the same 
care who were housed. D. Buchanan,R. Kee, L. Sadowski, & D . Garcia. The Health Impact of Supportive 
I-lousing for HIV-Positive Homeless Patients: A Randomized Controlled Trial." American journal ef Public 

Health. June 2009, 99:6. 
H> K. Linkins, L. Brya. final Ernluation efthe Frequent Users efHealth Sefl'ices lnitiatil"e. 2008. Frequent users 
receiving frequent face-to-face case management who remained homeless increased inpatient days, while 
formerly homeless frequent users connected to housing significantly decreased their inpatient days. 
11 New York's State Plan Amendment includes a 3% fee for managed care plans. 

http:homeless.10


services.12 While we agree with the DHCS concept of allocating funding to MCOs, 
we recommend allowing greater flexibility than indicated in the concept paper in 
contracting and subcontracting with health home providers. MCOs should be 
able to contract with other entities not listed in the paper. For example, a 
Federally-Qualified Health Center (FQHC) should be able to partner with a 
homeless service provider for outreach, engagement, and case management, 
and partner with local hospitals for transitional care. In many communities, 
social service providers have the greatest expertise and most experience building 
trusting re lationships with beneficiaries who tend to lack trust in health care 
professionals. Even more crucial, providers should be able to offer services 
where the beneficiary lives, even if under a bridge, and be able to use mobile 
teams to outreach and provide services to beneficiaries. 

While physicians typically lead medical homes and focus on coordinated care, 
Section 2703 health homes encompass the coordination of health care services 
in combination with community and social supports for a true "team-based 
structure." We strongly recommend DHCS ensure it promotes a "team-based 
structure" in the structure it includes in a health home SPA. 

ACA Section 2703/AB 361 Health Homes 

);> "Whole-person orientation" that assesses, 
in person, all factors impacting a 
beneficiary's health and connects the 
beneficiary to social services and 
community supports. 

~ "Home" is operated through traditional and 
non-traditional providers, including clinics, 
community-based social services providers, 
or behavioral health care providers. 

~ Services typically offered face-to-face, 
outside of the confines of a physician's, 
clinic's, or behavioral health center's walls, 
even at a beneficiary's home. 

~ Emphasis on greater access to care through 
addressing the whole needs of the 
beneficiary. 

~ Payment funds comprehensive care 
coordination/case management and 
connection to services necessary to improve 
the beneficiary's health. Case managers 
typically serve 20 beneficiaries (payment 
ranges $55-$570 PMPM). 

~ Targets beneficiaries with complex 
conditions, including SMI or SUD, and 

Medical or NCQA-Certified Hea lth Homes 

~ "Person-centered orientation" that 
typically assesses telephonically and 
connects beneficiaries to medical, 
specialty, and, sometimes, behavioral 
health care. 

~ "Home" is typically operated through 
primary care provider or personal 
physician. 

~ Services typically offered telephonically. 
When face-to-face, services are typically 
offered in an office. 

~ Emphasis on access to medical care 
through quality improvement, expanded 
hours, communication options. 

~ Payment typically funds care 
coordinators who serve hundreds to 
thousands of beneficiaries (payment is 
usually in range of $2.00-$50.00 PMPM). 

~ Targets beneficiaries with chronic 
medical conditions. 

11 Centers for Medicare & Medicaid Services. "Health Homes (Section 2703) Freguently Asked Questions." 
May 201 2. htt p: I / w>Arw .medicaid.gov /State-Resource-Center/ Medicaid-State-Technical
Assistancc/Health-Homes-Technical-Assistance/ Downloads/ Health-Homes-FAQ-.5-3- 12 2. pdf. 

http:w>Arw.medicaid.gov
http:services.12


1----negative social determinants. 

Provider Structure: We recommend adhering to AB 361, which identifies specific 
provider requirements, such as experience addressing needs of homeless and 
frequent hospital user beneficiaries, and viable plans to connect homeless 
beneficiaries to housing, outreach and engagement services. Networks should 
include established partnerships with housing providers committed to house 
homeless participants. 

Types of Providers: Community-based organizations with expertise in working 
with populations identified in AB 361 are uniquely qualified to offer services, 
and, in many cases, are working collaboratively with housing and behavioral 
health providers to integrate care and engage beneficiaries. These organizations 
include many of the entities identified in the concept paper, such as clinics and 
FQHCs, hospitals, and behavioral health providers. Other providers, such as 
county, homeless health care, and homeless service providers, are primary 
providers of the types of services identified in the health home option. Providers 
should be allowed to contract with service providers who are not Medi-Cal 
billers, as long as the team meets standards identified in the SPA and is able to 
achieve outcome goals within the first 18-24 months. 

Team Structure: We recommend flexibility, with the following functions 
identified : 

1. 	 A director who has a strong background in managing multidisciplinary 
teams. 

2. 	 Case or care managers, who may be a paraprofessional or licensed case 
manager, community health worker, or nurse, and who would

• 	 Use tools like motivational interviewing13 to complete a single 
integrated care plan in collaboration with the beneficiary, over which 
(s}he would be responsible. 

• 	 Work with hospital staff to plan for discharge, connect beneficiaries 
to services the beneficiary may need, transport and accompany 
beneficiaries to appointments, help the beneficiary manage 
medications (if a nurse or nurse practitioner}, advocate on behalf of 
beneficiaries with health care professionals, and provide services 
promoting housing stability to formerly homeless beneficiaries (such 
as training in life skills, financial management, and community 
integration}. 

• 	 Offer services where the beneficiary lives. 
3. 	 Outreach workers, who may be a paraprofessional or peer advocate, and 

who wou ld 

13 Motivational interviewing is an evidence-based, "collaborative, person-centered form of guiding to elicit 
and strengthen motivation for change," orig inating substance use treatment. It W.R. Miller & S. Rollnick. 
"Ten Things That ls Not Motivational Interviewing." Beha1'ioral and Cognitive Psychoc.herapy. 87, 129-140 

(2009). 



• 	 Locate potentially eligible beneficiaries, outreach to and engage 
beneficiaries. 

• 	 Assess a beneficiary's eligibility for health home services, in 
collaboration with health care professionals who render diagnoses. 

4. 	 Health or housing navigators, who may be a paraprofessional service 
provider, and who would
• 	 Form and foster relationships with and communication between team 

members, housing providers, and benefits advocates. 

• 	 Connect homeless beneficiaries to recuperative care or bridge 
housing. 

• 	 Connect homeless beneficiaries to permanent housing (housing 
without limit on length of stay). 

5. 	 Clinician consultant(s), who may be primary care physician, psychiatrist, 
psychologist, registered nurse, advanced practice nurse, licensed clinical 
social worker, social worker licensed to provide treatment, or other 
behavioral health care professional, and who would
• 	 Confirm eligibility for health home services and review and inform the 

integrated care plan. 

• 	 Facilitate enhanced access to primary care and behavioral health 
providers. 

6. 	 Administrative support, including support to collect and report data to an 
evaluator. 

D EFINITIONS OF H EALTH HOME SERVICES 

The State may define each ofthe core services a health home must provide, and 
could define services differently for specific population. Services should be, to 
the extent possible, provided outside of the clinic setting and easily accessible 
to the beneficiary. Palliative care, however, is not an identified service within 
the Health Home option and should not be included as a health home benefit. 
Though a valuable service, palliative care is not a service included within the 
option. 

Definitions: With evidence-based models of multidisciplinary services in mind 
Assertive Community Treatment,14 harm reduction,15 and Critical Time 
lntervention16-we recommend the following: 

1+Assertive Community Treatment (ACT) is a SAMHSA-recognized model of care for people with serious 


mental illness that offers services where problems arise and support skills/treatment as needed. ACT is based 

on a collaborative approach to integrate interventions and adjust interventions based on the individual' s 


changing needs. U. S. Dept. of Health & Human Servs., Substance Abuse & Mental Health Servs . Admin. 


"Assertive Community Treatment: the Evidence ." Ei•idence-Based Practices Knowledge lrif'ormalion Traniformation. 


2008. www.sam hsa.gov. 

15 Harm reduction recognizes abstinence may be neither a realistic nor a desirable goal for some with 


substance use disorders. It wor ks to reduce harm while use cont inues. Homeless Resource Center, Substance 


Abuse & Mental Health Servs. Admin. "Substance Use & Addiction: Harm Reduction ." 


htt~J: I / homeless.samhsa.gov I channel / harm-reduction-273.aspx. 


http:homeless.samhsa.gov
http:www.samhsa.gov


Comprehensive Care Management: Client-centered wrap-around services to 
outreach to beneficiaries where they are, engage beneficiaries to participate 
in services, use motivational interviewing to create an integrated care plan in 
collaboration with the beneficiary that incorporates a "whole-person 11 

approach, update the care plan regularly and communicate changes with 
other health home members, and help beneficiaries achieve and maintain 
housing and health stability. Services promoting housing stability include 
assisting the beneficiary access existing housing resources (with choice), 
learning to manage finances, pay rent, shop for or gain access to healthy 
food, maintain eligibility for benefits, communicate with property managers, 
and participate in the community. 

Care Coordination & Health Promotion: In a culturally-competent manner, 
connecting the beneficiary to primary, behavioral, and specialty care in 
accordance with an integrated care plan, advocating with health providers on 
behalf of beneficiaries, collaborating with a beneficiary and health providers 
to foster treatment compliance using harm reduction, and promoting 
evidence-based recovery strategies. Activities should include developing 
relationships with housing providers, hospitals, MCOs, and primary and 
behavioral health providers, scheduling appointments, transporting 
beneficiaries to appointments, managing medication, and warm hand-offs to 
partners and members of the health home team. 

Comprehensive Transitional Care: In coordination with hospital and health 
providers, outreaching to and engaging beneficiaries to plan for transitions, 
to achieve collective goals, to build relationships with social service and 
health care professionals, and to empower and educate beneficiaries to 
improve health outcomes. Transitional care also includes keeping track of 
readmissions to hospitals and other acute-care or skilled nursing facilities, 
and admission into other institutions (i.e., jail/prison, detox facilities), as well 
as assisting beneficiaries transition back to the community. 

Individual & Family Support Services: Services that identify and connect 
beneficiaries to potential family and support networks, including disease 
groups, as well as peer engagement, community integration and 
engagement. 

Referral to Community & Social Support Services: In collaboration with the 
beneficiary, identifies potential resources to meet beneficiary needs in the 
community (including food security needs), assist beneficiaries with 

16 Critical Time Intervention involves intensive 9-month interventions to stabilize people following discharge. 

It offers two components: (I) strengthening the individual's long-term ties to services, family, and friends; 

and (2) providing emotional and practical support during the transition. Post discharge services are delivered 

by workers who have established relationships with patients during their institutional stay. SAMHSA's 
National Reg istry of Evidence-Based Programs & Prnctices. "Critical Time Intervention." 

http: I/www.nrepp. samhsa.gov/Viewlntervention.aspx?id= I? 5 . 2006. 

http:I/www.nrepp.samhsa.gov/Viewlntervention.aspx?id
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applications and obtains documents to promote access to social supports 
(including housing), connects beneficiaries to decent, affordable permanent 
housing, and links beneficiaries to appropriate recuperative care or bridge 
housing until permanent housing becomes available. Includes ongoing 
follow-up to ensure beneficiaries continue to access appropriate services in 
the community. 

Use of Health Information Technology to Link Services: Using managed care 
organization data systems, accessing data on a beneficiary's acute care use, 
tracking outcomes between health home partners, and communicating these 
data to the health home team, including case conferencing among team 
members and exchange of data on as frequent basis as possible. Linking 
services includes using best practices for facilitating active data sharing across 
systems of care, including memoranda of understanding, business associates 
agreements, and common consent waivers. 

Engagement Services: Critical to making these services meaningful, the benefit 
must include engagement services to allow case or care managers to connect 
with eligible beneficiaries where the beneficiary lives. Engagement builds 
trusting relationships between a beneficiary and care manager or outreach 
worker, relationships that will eventually lead to a beneficiary's decision to 
participate more fully in health home services and become compliant with 
treatment protocol. CMS guidance indicates engagement services may be 
funded, as the lynchpin in making the other health home services successful. 

Services Funded by Other Programs/Benefits: For people with serious mental 
illness, counties have used the Mental Health Services Act (MHSA) and the Medi
cal Rehabilitation Option to offer services included in these definitions, and have 
demonstrated success in improving health outcomes. However, many ofthe 
services that populations identified in AB 361 need fall outside what is 
reimbursable. The Rehab Option, for example, does not fund outreach and 
engagement or habilitation services. MHSA and the Rehab Option are limited to 
people with specific mental illnesses, excluding others with diagnoses such as 
personality disorders. These resources should complement health home 
benefits, rather than supplant them. 

PAYMENT METHODOLOGY & RATES 

Stratified Per Member, Per Month Rates: Payments to health homes should be 
per member, per month (PMPM) and stratified to fit the needs of the 
population served. As an example, a health home benefit for beneficiaries who 
need chronic illness management could be $65 PMPM, while payments to health 
homes serving populations with high acuity and complexity of care needs would 
range from $300-532. Complementing other federally-funded benefits providing 
similar services, health home services for beneficiaries eligible for other 
federally-funded services would be paid at lower rates. 



Potential Rates: For populations identified in AB 361, a rate should take into 
consideration some beneficiaries would graduate to less frequent face-to-face 
contact after 18-24 months, and some may be eligible for some services under a 
different benefit. Higher rates should also require a minimum number of in
person face-to-face contacts, and be based on expectations to achieve specific 
outcomes (i.e., decreased inpatient admissions). 

Example of Potential Payment Structure 

Frequency of Contact, Need Reimbursement
Complexity of Condition 

for Face-to-Face Contact rate (PMPM*) 

High (Conditions w/SMI or
Two Chronic Conditions (with or SUD)
without SMI) OR One SMI 

Low (w/o SMI or SUD) 
High

Housed Frequent Users 
Low 

Homeless AB 361 Pops. High 
Low 

High rate 

Med rate 

Outreach/Engagement Rate: To achieve Section 2703 goals for Low rate 
homeless beneficiaries, a health home must first locate a 
beneficiary, then engage that beneficiary, who is likely to be distrustful of the 
health care system, to participate in services. We recommend following New 
York's example in including outreach staff in AB 361 health home teams, and 
offering 80% of the PMPM as an "outreach/engagement" rate for the first 90 
days until the beneficiary begins fully engaging in services.17 If the beneficiary 
begins engagement in services prior to the end of 90 days, the health home 
should be paid the full PMPM rate. 

Other States: 
*NY Health Home Rate Schedule 

Per Member, Per Month Rates for Health Home Services18 

Average . 
Health Severity

SMI PMPM
Status of Illness 

Payment 

Iowa Single $125
N/A $12.80 $76.81 Yes Low 

SMI 156 

17 A. Hamblin , R. Davis, K. Hunt. "Outreacb to High-Cost , High-Need Individuals: Best Practices for New 
York Health Homes. NYS Health Foundation/Center for /-lea/th Care Straiegies. April 2014. 
htqi· I I nyshealthfoundation org / upload</rcsourccs/dws-health-homes-outn•ach-rcporl-april-2014- I pdf. 
18 Centers for Medicare & Medicaid Services, State Plan Amendments. 

http:services.17
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Maine (SMI SPA) 
N/A $15.00 

$330 

(adults) 

Missouri 
N/A $58.87 $78.74 

New York (Avg)* $160 $100 $200-593 

Washington 
$252.93 $67.50 $172.61 

*See NYS rate schedule to right. 

$169
Mid 

218 

$411
High 

516 

Pairs No Low $68-72 

$144
Mid 

Chronic 169 

$261High 
322 

$198Yes Low 
248 

$288
Mid 

368 

$454
High 

593 

$101No LowTriples 115 

$155MidChronic 184 

$269
High 

321 

$232Yes Low 
291 

$326
Mid 

405 

$469
High 

587 

$102No Low
HIV 128 

$178-. 
Mid 

245 

$331
High 

442 

$103Yes Low 
129 

$181
Mid 

244 

High 
$362



Rehabilitation Option in Los Angeles 
Cou nt/

9 
Case Management Services: Per Minute 
Encounters $451 

Mental Health Services Act Per Staff Hour Encounters $1,333 

Veterans Affairs Supportive Housing 
Services Stratified: 

• Low Intensity After Stabilization 
• Standard for Clients in Recovery 
• High Intensity During Initial Period of 

Contact 

$200 (Low) 

$400 (Standard) 

$900 (High) 

---

468 

Average Total $209 

Range $68-593 

Sustain 

ability Health Home Director 1 FTE per 200 enrollees 1 $100,800 $42 

PCP/BH Consultants 3 hours per enrollee per yr n/a $122,880 $16

Care Manager 1 FTE per 25 enrollees 8 $70,200 $234 
Care Coordinators 1 FTE per 50 enrollees 4 $60,000 $100 
Outreach Worker 1 FTE per 50 enrollees 4 $60,000 $100 
Admin. Support 1 FTE per 200 enrollees 1 $60,000 $25
MCO Support 1 FTE per 400 enrollees {3%) n/a $15

Once 

Enhan 

ced 

Federa 

I 
Match 

Ends: Evidence shows providing individualized health home services to high-cost 
homeless Medicaid beneficiaries pays off. To capitalize on projected savings, we 
recommend DHCS create a "risk-savings pool," allowed under Federal guidance, 
to bank savings that cou ld be used to offset State costs after enhanced federal 
funding ends. DHCS could ca lcu late Medi-Cal costs avoided by evaluating pre and 
post medical costs among AB 361 beneficiaries participating in health home 
programs, or through a more rigorous control group evaluation that compares 
costs in the first two years among beneficiaries receiving health home services 
with costs among beneficiaries with comparable barriers to care, who are 
eligible but not participating. 

Additionally, some State- and county-funded programs could contribute to a 
State match, such as MHSA funds. Other existing county programs, such as Los 

19 
One provider's typical reimbursement. 



Angeles County's Housing for Health program or San Francisco's Direct Access to 
Housing program, offer a similar source of matching funds. 

We strongly encourage DHCS not to consider this program a pilot, but to work 
to identify sources of funds that could pay for the State's share of costs beyond 
the first eight quarters. 

T IMELINE & STAl<EHOLDER PROCESS 

While we appreciate the DHCS effort to begin a Health Home program as 
quickly as possible, we also advise DHCS to seek stakeholder input on the 
implementation of AB 361. The concept paper leaves open many of the details 
to further assessment. Obtaining the input of stakeholders with understanding 
and knowledge of MCO operations, as well as stakeholders who have direct 
experience and stakeholders who have expert understanding of the needs of the 
populations identified is critical to the success of this program. In fact, it is a 
requirement of AB 361. For these reasons, we urge DHCS staff to create a 
process for obtaining stakeholder input on the details of implementation of this 
concept paper, rather than focusing all stakeholder feedback on alignment with 
CalSIM. 

Thank you for the opportunity to comment on this concept paper. We look 
forward to ongoing discussions on this critical benefit. 



Comment received via email during comment period. 

Hello, 

I am very interested in being involved as a stakeholder in this project. I currently serve as the director of 
healthcare innovation at Sourcewise in San Jose CA. This work is my passion. Please include me as able 
moving forward. 

I have two suggestions relating to the plan moving forward: #1 Please consider adding dementia and 
Parkinson’s to the list of chronic conditions; #2 Please consider using the Community Provider/Case 
Management agency as the lead vs managed care 

Thank you 
Heather Tañez 
Managed Care | Director 
 
SOURCEWISE 
(previously Council on Aging Silicon Valley) 



 
 

January 30, 2015 

Mari Cantwell, Acting Director 
Department of Health Care Services  
1501 Capitol Avenue  
Sacramento, California 95899 
 
SUBJECT: The Steinberg Institute and Key Behavioral Health Stakeholders’ 
Comments on Behavioral Health Integration Proposals for the 1115 Waiver 
 
Dear Ms. Cantwell:  
 
On behalf of the Steinberg Institute and key behavioral health stakeholders who were 
members of the Mental Health and Substance Use Disorders Integration Task Force 
and the 1115 Waiver Work Groups, including Molly Brassil, County Behavioral Health 
Directors Association of California (CBHDA), Rusty Selix, California Council of 
Community Mental Health Agencies (CCCMHA), Al Senella, Tarzana Treatment Center 
and California Association of Alcohol and Drug Executives (CAADPE), Brad Gilbert and 
Peter Currie,  Inland Empire Health Plan (IEHP), and Jennifer Clancy, California 
Institute of Behavioral Health Solutions (CIBHS), we offer recommendations on key 
strategies to support behavioral health integration in the 1115 Waiver. 
 
On November 10, 2014 the California Department of Health Care Services (DHCS) 
convened the Mental Health and Substance Use Disorder Services Integration Task 
Force,  a meeting that brought together leaders from California’s County Mental 
Health (MH) and Substance Use Disorder (SUD) treatment systems, Legislature and 
Medi-Cal Managed Care Plans.  The meeting resulted in a Summary Paper that 
identified a significant number of behavioral health integration proposals.  These were 
shared with all of the 1115 Waiver Work Groups to ensure the strategies were 
informed by broad feedback and perspectives.  The Steinberg Institute organized the 
key behavioral health stakeholders from the 1115 Work Groups to translate a 
disparate and high number of integration strategies into a comprehensive Four Part 
Plan that offers focus for the DHCS 1115 Waiver Renewal Behavioral Health 
Integration objectives. Please find summarized below the Steinberg Institute and key 
behavioral health stakeholders’ recommendations for assuring the 1115 Waiver 
effectively promotes the integration of behavioral health.   
 
Steinberg and Key Behavioral Health Stakeholders Recommended Integration 
Strategies 
 

 

 

 

 

 

 

 



 
 

Research has well established that the high healthcare costs and poor health 
outcomes associated with individuals with mental health and substance use 
conditions are primarily due to significantly higher rates of chronic health conditions 
in this population, such as diabetes, heart disease, and chronic respiratory diseases. 
There are many factors that contribute to the poor physical health of people with 
mental health and substance use disorders, including the more obvious such as 
lifestyle factors and medication side effects. However, there is increasing evidence 
that disparities in healthcare provision contribute to poor physical health outcomes.  
These inequalities have been attributed to a combination of factors including systemic 

 issues, such as the separation of mental health services from other medical services, 
healthcare provider issues including the pervasive stigma associated with mental 
illness and substance use, and side effects of treatment.   

The following recommendations are a comprehensive four part plan that offers focus 
for the DHCS 1115 Waiver Renewal Behavioral Health Integration objectives. These 
objectives include strengthening primary care delivery and appropriate access to 
behavioral health services for all Medi-Cal beneficiaries (in this letter behavioral 
health refers to mental health and/or substance use disorders); avoiding unnecessary 
institutionalization and improving health outcomes for individuals with serious mental 
health and substance use conditions ; addressing the social determinants of health; 

 and using California’s sophisticated Medi-Cal program as an incubator to test 
innovative approaches to whole-person care. 

1. First, support the Medi-Cal Managed Care Plans and County Behavioral Health 
entities to do the systems infrastructure planning needed to build a coordinated 
system by funding the MCO-Provider Incentives Work Group Straw Proposal 2: 
Shared Savings for Medi-Cal Managed Care & County Behavioral Health 

 Entities. 
 

2. Second, support the transformation of the primary care and behavioral health 
delivery systems by developing and implementing the MCO-Provider Incentives 
Work Group Straw Proposal 6: Shared Savings for Physical and Behavioral 
Health Providers for Team-Based Care.  Funding should be made available for 
both the 6A and 6B parts of the proposal, as they address different populations. 
In addition, build out the full array of Health Homes for Patients with Complex 
Needs (HHPCN), in particular Behavioral Health Homes.  
 

3. Third, provide funding to Promote Data Infrastructure Development because 
behavioral health integration requires all payers and providers to establish a 

 

 

 

 

 



 
 

means of electronic communication and sharing of cost, quality, and clinical 
data via technology.  This is particularly true as CMS continues to support 
population health and standard sets of performance measures for various target 
populations used by all payers and providers to measure whether their efforts 
are achieving the desired results.   
 

4. Fourth, Expand the Use of Peer Providers through Certification and Medicaid 
Reimbursement to build skilled workforce capacity that can support integration 
of behavioral health in all health care settings, including hospitals, emergency 
rooms, primary care settings, and behavioral health clinics.   

Each recommended strategy in this four part plan is explained further below. 

Straw Proposal 2: Shared Savings for Medi-Cal Managed Care and County 
Behavioral Health Entities 
 
California has taken tremendous strides over the last few years to improve access to 
care for individuals with mental health and substance use conditions – including 
recent expansions in coverage and benefits. Medi-Cal managed care plans and county 
mental health plans have increasingly begun to work across systems in order to be 
able to more appropriately coordinate care for shared beneficiaries. California’s Cal 
MediConnect Program has provided a more targeted opportunity in those 
demonstration counties to improve shared accountability across systems for a 
particularly vulnerable population. California’s mandatory enrollment of seniors and 
persons with disabilities into the Medi-Cal managed care program also provides a new 
opportunity to better coordinate care and improve outcomes for complex 
beneficiaries. 
 
We recommend including the Straw Proposals #2 in the 1115 Waiver because it offers 
California the opportunity to build on recent initiatives to further to strengthen our 
public healthcare system and improve outcomes for individuals with mental health 
and substance use conditions. Straw Proposal #2 incentivizes Medi-Cal Managed Care 
Plans and county behavioral health entities to jointly promote care integration and 
better outcomes for adults who meet medical necessity criteria for Medi-Cal Specialty 
Mental Health Services or Drug Medi-Cal Substance Abuse services.  Incentives are 
earned based on performance on measures established by the Department that the 
Medi-Cal managed care plan and county mental health plan can jointly influence. We 
particularly support the proposed tiered approach that allows for a phased-in 
implementation. We believe that a phased approach to achieving a greater level of 
shared accountability and savings between managed care plans and county mental 
health plans makes the most sense for California. For example, in the first year, 

 

 

 

 

 

 

 



 
 

measures could be process-oriented, representing tangible, measurable activities that 
indicate collaboration and exchange of information that form the foundation 
necessary for integrating care. Such measures could include activities such as the 
establishment of care plans, health information exchange structures and emergency 
services and hospitalization notification. The measures would then evolve to health 
status improvement, system quality improvement and other outcome measures in 
subsequent years. Such outcomes might include reduced emergency and inpatient 
utilization for the enrolled population.  

 
Proposal 6: Shared Savings for Physical and Behavioral Health Providers for Team-
Based Care  
 
A key take away from the MH/SUDS Integration Task Force was that the traditional fee 
for service payment system prohibits County Behavioral Health entities from testing 
key processes, such as whole health screening, medication reconciliation, 
multidisciplinary teaming and team based care planning, needed to integrate 
behavioral health.  Both parts of Proposal 6 are crucial as they directly impact how 
Medi-cal dollars can pay for incentivizing high quality care that promotes behavioral 
health integration as compared to siloed and fragmented services. It can serve as the 
critical bridge to assist providers to transition to value based payment systems while 
learning how to redesign their agencies so they can operate in a coordinated system.  
In addition, the tiered structure is responsive to the varied levels of infrastructure 
capacity that currently exist in California’s provider network and incentivizes 
improving all providers’ capacity to offer the type of team based care that is the 
hallmark of well integrated health homes.  Our only recommended addition is to 
specify that Model B can apply to stand alone substance use disorder agencies serving 
individuals that qualify for Drug Medi-Cal services. 
 
While Proposal 6 is critical, it is significantly strengthened by other complementary 
initiatives such as behavioral health homes.  The Steinberg Institute and key 
behavioral health stakeholders from the 1115 Waiver Groups strongly support the 
inclusion all Behavioral Health Homes in the of development of California’s model for 
Health Homes for Patients with Complex Needs (HHPCN), Section 2703.  We agree 
with the inclusion of individuals with serious and persistent mental illness as eligible 
for health home services in DHCS’s proposed 2703 model and the inclusion of a 
substance use disorder in the definition of eligible chronic conditions. We also agree 
with CBHDA recommendations that do not dictate the lead entity, but instead allow 
for that entity to be the County Mental Health Plan, the Drug Medi-Cal Organized 
Delivery System Demonstration Participant, or the Managed Care Plan based on the 
local health care delivery system infrastructure and planning.  

 

 

 

 

 

 

 



 
 

Promote Data Infrastructure Development 

Behavioral Health Integration requires all payers and providers to establish a means of 
electronic communication and sharing of cost, quality, and clinical data via 
technology. There are significant challenges to integrating technology across payers 
and providers. Not only do there need to be appropriate and robust cost, clinical, and 
quality data sets within each of the providers/payers integrating care, there needs to 
be a technological system that can assimilate and analyze the data sets from a variety 
of electronic sources.  

We recommend the 1115 Waiver provide funding or policy direction to enhance data 
system infrastructure in following ways: 

• Support the development of technological systems that can ensure inter-
operability or at a minimum timely data transfer between data systems (e.g., 
primary care clinic Electronic Health Records (EHR) and behavioral health EHRs, 
between hospital data systems and primary care, or between managed care 
plan Clinical Information Systems (CIS) and behavioral health EHRs) so that all 
primary care, mental health, substance use disorder treatment entities and 
managed care plans can assimilate and analyze the data sets from a variety of 
electronic sources.  

• Address health privacy and data sharing issues at the State level and provide 
guidance to County Counsels so that there is a consistent statewide approach to 
HIPPA and 42CFR.    

• Offer robust technical assistance to all health and behavioral health care 
providers to support the collection and routine use of data to guide clinical and 
administrative decision making.  

• For Drug Medi-Cal Organized Delivery System demonstration participants, close 
gaps by offering financial support to those that currently do not have adequate  
clinical information systems, such as electronic health records, registries, and 
other population health management technological tools for the purpose of 
purchasing the hardware necessary to electronically communicate and share 
cost, quality and clinical data within their organization and with partner health 
agencies and health plans. 

 
Expand the Use of Peer Providers through Certification and Medicaid 
Reimbursement. 

 

 

 

 

 

 

 



 
 

SAMHSA defines a peer provider in the following way: “A peer provider (e.g., certified 
peer specialist, peer support specialist, recovery coach) is a person who uses his or her 
lived experience of recovery from mental illness and/or addiction, plus skills learned in 
formal training, to deliver services in behavioral health settings to promote mind-body 
recovery and resiliency.”1 
Increasingly, peer providers are viewed as having a key role in integrated care and 
support clients/patients in integrated programs to improve health outcomes and 
quality of care.  They do this in a number of ways including: educating clients/patients 
about service system navigation and thereby improving access and utilization while 
decreasing stigma, increasing clients/patients confidence in their ability to manage 
their chronic physical and behavioral health conditions, and educating clients about 
health management and serving as health and wellness coaches.  A result of these 
services is that clients/patients are less dependent on high cost emergency room and 
inpatient care and more likely to access services in the community supported by their 
behavioral health home.   
 
Given the fact that there are many roles that peer providers can play in supporting 
integrated behavioral health in a variety of health care systems, categorizing these 
roles based on intended outcomes and standardizing training and education through a 
certification process so peers can successfully fulfill these roles is critical.  New York 
State identifies the benefits of certification as being an acknowledgement of the skills 
needed for peers to coach and assist others, defining standards for training and 
experience, promoting a skilled workforce, and, establishing the qualifications for 
“professional” recognition for peer providers.  As of September 2012 there were 36 
states that offered a certification program for peer provider specialists. 2  
 
Given the benefits of peer certification identified above, we recommend that the 1115 
Waiver allow for the certification and hiring of peer providers.   This certification 
process can also apply to peers who will offer services within substance abuse 
treatment agencies. We further recommend DHCS convene a robust stakeholder 
process that includes peers, family members, and behavioral health agencies to 
inform the development of peer certification.  
We would like to thank you for taking the time to read our recommended Four Part 
Plan for Behavioral Health Integration in the 1115 Waiver.  The Steinberg Institute is 
available to discuss this strategy with you further if necessary. In conclusion, we would 
like to note that none of the above systems transformation and piloting to support 

                                                 
1 Retrieved from: http://www.integration.samhsa.gov/workforce/peer-providers 
 
2 Retrieved from: 
http://www.academyofpeerservices.org/pluginfile.php/3647/mod_resource/content/1/CPS%20Webinar
%20May%202014.pdf 
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behavioral health integration can occur and be effectively spread without robust 
learning support. We recommend that if DHCS moves forward with the Steinberg 
Institute and behavioral health communities’ recommended integration proposals, 
they plan to invest in the critical tools of learning collaboratives, learning 
communities,  coaching, technical assistance, and rapid cycle program evaluation. 
Learning to apply knowledge in complex patient care settings requires ongoing 
consultation, the ability to try new behaviors (e.g., integrated case conferencing), to 
apply new skills, and then get feedback and support for what works.  
 
Sincerely, 

 
Darrell Steinberg, Steinberg Institute (SI) 

 
Margaret Merritt, Steinberg Institute (SI) 

 
Molly Brassil, County Behavioral Health Directors Association of California (CBHDA) 

 
Rusty Selix, California Council of Community Mental Health Agencies (CCCMHA) 

 
Al Senella, Tarzana Treatment Center and California Association of Alcohol and Drug 
Executives (CAADPE) 

 
Brad Gilbert, Inland Empire Health Plan (IEHP) 

 
Peter Currie, Inland Empire Health Plan (IEHP) 

 
Jennifer Clancy, California Institute of Behavioral Health Solutions (CIBHS) 
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Karen Baylor, Department of Health Care Services 
Claudia Crist, Department of Health Care Services 
Wendy Soe, Department of Health Care Services 
Efrat Eilat, Department of Health Care Services  
Kiyomi Burchill, California Health & Human Services Agency  
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Bob Baxter 
Brian Hansen 
California Department of Health Care Services 

Re: Comments to Draft Concept Paper on Health Homes for Patients with 
Complex Needs 

Dear Mr. Baxter and Mr. Hansen: 

On behalf of United Homeless Heathcare Partners (UHHP), I am writing 
to comment on the draft concept paper on Health Homes for Patients with 
Complex Needs. UHHP is a network of more than 350 organizations 
representing service providers, advocates, and other stakeholders. Our 
work is centered around advocating for health and housing policy that will 
contribute to ending homelessness in Los Angeles County. 

BACKGROUND 
One significant innovation in health care delivery has been the concept of 
a medical home. The medical home model offers a team-based approach 
to provide coordinated care and to organize care around the patient.1 But 
conventional physician-led medical homes typically fail chronically 
homeless and frequent hospital user beneficiaries2 because they 
concentrate on medical stability, while beneficiaries focus on day-to-day 
survival. People experiencing homelessness have significant barriers to 
treatment compliance: they cannot rest to recover from illness, have no 
place to store medication, are exposed to the elements, cannot eat a 
healthy diet, often have distrustful relationships with the health care 
system, and cannot access reliable transportation to attend appointments. 
They simply cannot improve health outcomes with services administered 
over a telephone or in an office. For this reason, homeless and frequent 

1Four physician societies developed underlying principles of a physician-led medical 
home: the American Academy of Family Physicians, American Academy of Pediatrics, the 
American College of Physicians, and the American Osteopathic Association. See 
http://www.aafp.org/dam/AAFP/documents/practice_management/pcmh/initiatives/G 
uidelinesPCMHRecAccredit.pdf. 
2 About 1,000 categorically eligible beneficiaries who frequently use hospitals for reasons 
that could have been avoided through better access to care (“frequent users”) accumulate 
Medi-Cal costs of over $100,000 per person per year. Based on 2007 Medi-Cal claims 
data provided to Senator Darrell Steinberg by the Department of Health Care Services. 
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hospital users incur disproportionate Medicaid costs, even when connected to medical homes.3 

In housing and mental health systems, successful case management programs serving 
homeless and frequent user populations offer key features, such as in-person, individualized, 
frequent and flexible services, offered where the person lives, with beneficiary to staff ratios of 
1:15 to 1:20. These teams find homeless beneficiaries on streets or in shelters, build trusting 
relationships, help beneficiaries work with landlords and pay rent, transport beneficiaries to 
appointments, advocate with care providers, and coordinate behavioral and primary care, all 
while sustaining enrollment during relapse. Study after study shows this package of services 
dramatically improves health outcomes, while dramatically reducing Medicaid costs.4 

These types of services, however, are largely unreimbursed by Medi-Cal, and rely on patchwork 
funding difficult to sustain or replicate. Existing resources that pay for similar services are 
often inflexible and fragmented. For this reason, we are in strong support of DHCS’ decision to 
proceed with a health home option, and to seek this option for the overlapping populations of 
homeless beneficiaries and frequent hospital users, per Assembly Bill 361 (Mitchell). 

ELIGIBILITY & ENROLLMENT 
Basing eligibility on current claims data alone is problematic. While inpatient costs 
continue to rise for populations identified in AB 361,5 other high-cost beneficiaries can “regress 
to the mean.” Newly-eligible populations will incur costs claims data does not yet capture. Los 
Angeles County indigent health care costs for homeless General Relief recipients in 2009 
averaged over $1,900 per month,6 costs Medi-Cal now will absorb in expanding the program to 
childless adults. Moreover, claims data cannot depict factors recognized as “social 
determinants,” for which health homes could have greatest impact. 

Eligibility Based on Acuity: We support the list of conditions reflected in the HHPN concept 
paper, and recommend California base eligibility for AB 361-defined services on a 
combination of conditions, with eligibility limited by severity (consistent with AB 
361). DHCS could develop a tool, with a list of documentation required, to help MCOs and 
providers determine eligibility. 

3 Massachusetts reported homeless beneficiaries incurred over $26,000 per year in Medicaid costs in 2010. Home 

& Healthy for Good. Permanent Supportive Housing: A Solution that Works. Dec. 2011. 

4 Multiple studies demonstrate improved patterns of service utilization and decreased costs: M. Larimer, D. 

Malone. “Health Care and Public Service Use and Costs Before and After Provision of Housing for Chronically 

Homeless Persons with Severe Alcohol Problems.” Journal Am. Medical Assoc. 2009; 301(13):1349-1357 (2009).
 
D. Buchanon, R. Kee. “The Health Impact of Supportive Housing for HIV-Positive Homeless Patients: A 
Randomized Controlled Trial.” Journal Am. Medical Assoc. (June. 2009) 99;6; D. Buchanan, R. Kee, L. Sadowski, 
et. al. “Effect of a Housing & Case Management Program on Emergency Department Visits and Hospitalizations 
Among Chronically Ill Homeless Adults: A Randomized Controlled Trial.” Am. Journal Public Health. (May 
2009) 301;17. 
5 Medicaid beneficiaries identified as frequent hospital users, particularly those experiencing 
housing instability, are prone not only to continue to use hospitals and emergency departments 
as their source of care, but to acquire higher inpatient costs over time. M. Raven, J. Billings, M. 
Gourevitch. “Medicaid Patients at High Risk for Frequent Hospital Admission: Real-Time Identification & 

Remediable Risks.” J. Urban Health. Mar. 2009. 86(2); 230-241.
 
6 D. Flaming, P. Burns & M. Matsunaga. “Where We Sleep: Costs When Homeless & Housed in Los Angeles.” 

Economic Roundtable. 2009. 
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Initial Eligibility Based on Both of the Following: 

One of the following combinations of  
conditions:  

At least one of  the listed mental  illnesses and a 
substance use disorder OR 

At least one of  the listed mental  illnesses and one of 
the listed medical conditions OR 

A substance use disorder and at least one of the 
listed medical  conditions OR 

At least two of  the listed medical conditions.  

A level  of  severity  indicated  by  the  one of the 
following:  

Chronic homelessness7 OR 

Homelessness and five or more emergency 
department visits over the previous 12 months or 
eight emergency department visits over 24 months8  
OR 

At least three inpatient admissions within 12 
months, at le ast 45 days inpatient (cumulative or 
single)9 in a single year, or at least five inpatient  
admissions within 24 months OR 

Periods of homelessness over 24 months  with 
institutionalization10 of at least 30 days OR  

No longer chronically homeless, but were chronically 
homeless before moving into housing.  

Enrollment: We recommend establishing a “bi-directional approach” in establishing 
eligibility for health home services, similar to what is proposed in the concept paper, but with 
a stronger emphasis on provider referral of potentially eligible beneficiaries to a health home. 
MCOs could use claims data to identify enrollees who meet inpatient admission criteria. 
Similar to other state practices, a SPA should require health homes to work with hospitals, 
clinics, behavioral care providers, county agencies, coordinated homeless assessment and 
intake systems, and social service agencies (housing and homeless service) to establish referral 
processes for potentially-eligible health home beneficiaries. Health home outreach workers 
could be deployed to hospitals, recuperative care, and homeless service and housing partners 
to administer the eligibility tool. 

In addition to offering beneficiaries an option to “opt out,” we recommend also offering 
beneficiaries an opportunity to opt into a different health home than one assigned to them. 

Continuity of Care: Though many health home participants will not meet initial eligibility 
criteria after a period of participation in a health home program, evidence shows participants 
would continue to use acute care services (and are likely, in fact, have escalating hospital costs) 
without health home services. For this reason, beneficiaries who are initially eligible 
should remain eligible to receive the same benefit until stable for at least one year 

7 About 35,400 Californians experience chronic homelessness on any given night. Many are frequent hospital 
users. National Alliance to End Homelessness, State of Homelessness in America. May 2014. 

http://b.3cdn.net/naeh/d1b106237807ab260f_qam6ydz02.pdf.
 
8 Evidence shows two-year data are more accurate in predicting frequent hospital readmissions. M. Raven, J. 

Billings, M. Gourevitch. “Medicaid Patients at High Risk for Frequent Hospital Admission: Real-Time
 
Identification & Remediable Risks.” J. Urban Health. Mar. 2009. 86(2); 230-241. 

9 Inpatient stays or admissions should include behavioral health admissions.
 
10 “Institutionalization” should include psychiatric hospitalization, skilled nursing care admission, or
 
incarceration.
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(or for a total of 10 quarters, whichever occurs later). After the beneficiary no longer 
requires the same frequency of contact, the beneficiary should be able to continue to access 
services from the same health home provider at a “maintenance rate” identified in the SPA. 
Considering relapse is part of recovery, and health homes should be allowed flexibility to 
return the beneficiary to a higher level of services when needed. 

GEOGRAPHIC PHASING 
While we understand the desire to phase in statewide implementation of the Health Home 
option, we recommend clarifying what “readiness” means for non-CCI counties, and how CCI 
programs could build capacity for providing health home services to eligible populations. 

ADDRESSING MULTIPLE POPULATIONS 
We recognize many populations could benefit from health home services. To craft a health 
home SPA that offers a range of health home services to different populations, we support the 
DHCS decision to tier payment based on population needs. We further recommend DHCS tier 
eligibility, outcome standards, and service descriptions, as well as payment. We 
also recommend DHCS take into consideration that adding a minimal per member per 
month fee for the populations we are addressing in our comments will not be effective in 
curbing costs of a beneficiary incurring thousands of dollars in costs per month. Tiering of 
payment should reflect the significant differences in services needs among 
populations identified. 

New York State’s Section 2703 health homes are one example of a tiered system. Prior to 
implementing a health home SPA, New York ran a Chronic Illness Demonstration Program 
(CIPD), designed to coordinate care for beneficiaries with complex conditions. Among barriers 
to successful implementation of the CIPD program, staff reported difficulties locating homeless 
beneficiaries without funding for in-person outreach and engagement, and an overall rate 
inadequate to create trusting relationships with difficult-to-engage populations. Using lessons 
learned from CIPD in their Section 2703 Health Home SPA, New York Medicaid staff tiered 
services and rates by population, explicitly incorporated housing providers into health home 
networks, and created an “outreach/engagement rate.”11 CIPD and other programs 
demonstrate programs will choose to serve the least difficult populations, unless offered 
incentive to target otherwise. 

In fact, the needs of AB 361 populations are unique from other high-cost Medicaid 
populations. A housed beneficiary with AIDS, for instance, may not need frequent 
interaction with a case manager; yet, a chronically homeless Medi-Cal beneficiary with AIDS is 
more likely to die unless receiving support to connect him to housing, and then receiving 
ongoing flexible, face-to-face, and frequent services that allow him to remain stable.12 Both 
populations risk high costs; however, while physician-led medical homes can help an AIDS 
patient manage the disease, homeless or unstably housed beneficiaries cannot manage AIDS 
while homeless.13 Achieving health stability for this population must begin with housing, and 
services must promote health and housing stability to improve health utilization outcomes. 

11 Center for Health Care Strategies. “New York’s Chronic Illness Demonstration Project: Lessons for Medicaid 
Health Homes.” Dec. 2012. http://www.chcs.org/media/NY_RCP_CIDP_Profile_122112.pdf. 
12 A randomized, control-group study found homeless people with HIV/AIDS were half as likely to have 
undetectable levels of HIV, and had viral loads 87% higher than people with HIV/AIDS receiving the same care who 
were housed. D. Buchanan,R. Kee, L. Sadowski, & D. Garcia. The Health Impact of Supportive Housing for HIV-
Positive Homeless Patients: A Randomized Controlled Trial.” American Journal of Public Health. June 2009, 99:6. 
13 K. Linkins, L. Brya. Final Evaluation of the Frequent Users of Health Services Initiative. 2008. Frequent users 
receiving frequent face-to-face case management who remained homeless increased inpatient days, while 
formerly homeless frequent users connected to housing significantly decreased their inpatient days. 
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ROLE OF MANAGED CARE ORGANIZATIONS 
Given the importance of managed care in California, we agree that MCOs should play a critical 
role in administering the health home benefit. We agree with the concept of using MCOs to 
administer the health home benefit through a network of community-based 
organizations designated to provide health home services to the AB 361-identified 
populations. We also recommend allowing MCOs flexibility in establishing a network of health 
home providers. MCO care coordinators should work collaboratively with health homes to 
track and share data and connect to providers. 

Because MCOs have developed health data exchanges, MCOs should operate as the health 
information technology provider. MCOs could require providers either to send batch files to 
MCOs to track services rendered, or to enter data directly into a module within the MCOs HIT 
system, and work with health homes to create systems that track social service interactions. 

We further recommend establishing consistency among MCOs in how much of the funds they 
retain as a lead entity. MCOs should retain a portion of health home benefit. Other states have 
established MCO rates of 3-5%.14 This rate would allow MCOs to perform their critical 
functions, while ensuring all MCOs are retaining and funding health home services at 
consistent, specified rates. 

HEALTH HOME PROVIDERS 
We recommend California allow a health home to broker partnerships between multiple 
entities, representing multiple sectors, to offer the full package of services.15 While we agree 
with the DHCS concept of allocating funding to MCOs, we recommend allowing greater 
flexibility than indicated in the concept paper in contracting and subcontracting with health 
home providers. MCOs should be able to contract with other entities not listed in the paper. 
For example, a Federally-Qualified Health Center (FQHC) should be able to partner with a 
homeless service provider for outreach, engagement, and case management, and partner with 
local hospitals for transitional care. In many communities, social service providers have the 
greatest expertise and most experience building trusting relationships with beneficiaries who 
tend to lack trust in health care professionals. Even more crucial, providers should be able to 
offer services where the beneficiary lives, even if under a bridge, and be able to use mobile 
teams to outreach and provide services to beneficiaries. 

While physicians typically lead medical homes and focus on coordinated care, Section 2703 
health homes encompass the coordination of health care services in combination with 
community and social supports for a true “team-based structure.” We strongly recommend 
DHCS ensure it promotes a “team-based structure” in the structure it includes in a health 
home SPA. 

14 New York’s State Plan Amendment includes a 3% fee for managed care plans.
 
15 Centers for Medicare & Medicaid Services. “Health Homes (Section 2703) Frequently Asked Questions.” May 

2012. http://www.medicaid.gov/State-Resource-Center/Medicaid-State-Technical-Assistance/Health-Homes-
Technical-Assistance/Downloads/Health-Homes-FAQ-5-3-12_2.pdf. 
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ACA Section 2703/AB 361 Health 
Homes 

Medical or NCQA-Certified 
Health Homes 

¾ “Whole-person orientation” that ¾ “Person-centered orientation” that 
assesses, in person, all factors typically assesses telephonically and 
impacting a beneficiary’s health and connects beneficiaries to medical, 
connects the beneficiary to social specialty, and, sometimes, 
services and community supports. behavioral health care. 

¾ “Home” is operated through traditional ¾ “Home” is typically operated through 
and non-traditional providers, primary care provider or personal 
including clinics, community-based physician. 
social services providers, or behavioral 
health care providers. 

¾ Services typically offered face-to-face, ¾ Services typically offered 
outside of the confines of a physician’s, telephonically. When face-to-face, 
clinic’s, or behavioral health center’s services are typically offered in an 
walls, even at a beneficiary’s home. office. 

¾ Emphasis on greater access to care ¾ Emphasis on access to medical care 
through addressing the whole needs of through quality improvement, 
the beneficiary. expanded hours, communication 

options. 

¾ Payment funds comprehensive care ¾ Payment typically funds care 
coordination/case management and coordinators who serve hundreds to 
connection to services necessary to thousands of beneficiaries (payment 
improve the beneficiary’s health. Case is usually in range of $2.00-$50.00 
managers typically serve 20 PMPM). 
beneficiaries (payment ranges $55-
$570 PMPM). 

¾ Targets beneficiaries with complex 
conditions, including SMI or SUD, and ¾ Targets beneficiaries with chronic 
negative social determinants. medical conditions. 

Provider Structure: We recommend adhering to AB 361, which identifies specific provider 
requirements, such as experience addressing needs of homeless and frequent hospital user 
beneficiaries, and viable plans to connect homeless beneficiaries to housing, outreach and 
engagement services. Networks should include established partnerships with housing 
providers committed to house homeless participants. 

Types of Providers: Community-based organizations with expertise in working with 
populations identified in AB 361 are uniquely qualified to offer services, and, in many 
cases, are working collaboratively with housing and behavioral health providers to integrate 
care and engage beneficiaries. These organizations include many of the entities identified in 
the concept paper, such as clinics and FQHCs, hospitals, and behavioral health providers. 
Other providers, such as county, homeless health care, and homeless service providers, are 
primary providers of the types of services identified in the health home option. Providers 
should be allowed to contract with service providers who are not Medi-Cal billers, as long as 
the team meets standards identified in the SPA and is able to achieve outcome goals within the 
first 18-24 months. 

          United Homeless Healthcare Partners Ƈ www.uhhpla.org Ƈ info@uhhpla.org Ƈ 858-449-6746 


mailto:info@uhhpla.org
http:www.uhhpla.org


 

 

 

 
 

  
 

  

         
 

  
 

  
 

  

 

 
 

 

 

   
  

 
   

 

                                                 
    

    
  

Team Structure: We recommend flexibility, with the following functions identified: 

ͳǤ A director who has a strong background in managing multidisciplinary teams. 
ʹǤ Case or care managers, who may be a paraprofessional or licensed case manager, 

community health worker, or nurse, and who would— 
x Use tools like motivational interviewing16 to complete a single integrated care plan in 

collaboration with the beneficiary, over which (s)he would be responsible. 
x	 Work with hospital staff to plan for discharge, connect beneficiaries to services the 

beneficiary may need, transport and accompany beneficiaries to appointments, help 
the beneficiary manage medications (if a nurse or nurse practitioner), advocate on 
behalf of beneficiaries with health care professionals, and provide services promoting 
housing stability to formerly homeless beneficiaries (such as training in life skills, 
financial management, and community integration). 

x	 Offer services where the beneficiary lives. 
͵Ǥ Outreach workers, who may be a paraprofessional or peer advocate, and who would— 

x Locate potentially eligible beneficiaries, outreach to and engage beneficiaries. 
x Assess a beneficiary’s eligibility for health home services, in collaboration with health 

care professionals who render diagnoses. 
ͶǤ Health or housing navigators, who may be a paraprofessional service provider, and who 

would— 
x Form and foster relationships with and communication between team members, 

housing providers, and benefits advocates. 
x Connect homeless beneficiaries to recuperative care or bridge housing. 
x Connect homeless beneficiaries to permanent housing (housing without limit on 

length of stay). 
ͷǤ	 Clinician consultant(s), who may be primary care physician, psychiatrist, psychologist, 

registered nurse, advanced practice nurse, licensed clinical social worker, social worker 
licensed to provide treatment, or other behavioral health care professional, and who 
would— 
x Confirm eligibility for health home services and review and inform the integrated care 

plan. 
x Facilitate enhanced access to primary care and behavioral health providers. 

Ǥ Administrative support, including support to collect and report data to an evaluator. 

DEFINITIONS OF HEALTH HOME SERVICES 
The State may define each of the core services a health home must provide, and could define 
services differently for specific population. Services should be, to the extent possible, 
provided outside of the clinic setting and easily accessible to the beneficiary. 
Palliative care, however, is not an identified service within the Health Home option and should 
not be included as a health home benefit. Though a valuable service, palliative care is not a 
service included within the option. 

16 Motivational interviewing is an evidence-based, “collaborative, person-centered form of guiding to elicit and 
strengthen motivation for change,” originating substance use treatment. It W.R. Miller & S. Rollnick. “Ten Things 
That Is Not Motivational Interviewing.” Behavioral and Cognitive Psychotherapy. 87, 129-140 (2009). 
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Definitions: With evidence-based models of multidisciplinary services in mind—Assertive 
Community Treatment,17 harm reduction,18 and Critical Time Intervention19—we recommend 
the following: 

Comprehensive Care Management: Client-centered wrap-around services to outreach to 
beneficiaries where they are, engage beneficiaries to participate in services, use motivational 
interviewing to create an integrated care plan in collaboration with the beneficiary that 
incorporates a “whole-person” approach, update the care plan regularly and communicate 
changes with other health home members, and help beneficiaries achieve and maintain 
housing and health stability. Services promoting housing stability include assisting the 
beneficiary access existing housing resources (with choice), learning to manage finances, pay 
rent, shop for or gain access to healthy food, maintain eligibility for benefits, communicate 
with property managers, and participate in the community. 

Care Coordination & Health Promotion: In a culturally-competent manner, connecting the 
beneficiary to primary, behavioral, and specialty care in accordance with an integrated care 
plan, advocating with health providers on behalf of beneficiaries, collaborating with a 
beneficiary and health providers to foster treatment compliance using harm reduction, and 
promoting evidence-based recovery strategies. Activities should include developing 
relationships with housing providers, hospitals, MCOs, and primary and behavioral health 
providers, scheduling appointments, transporting beneficiaries to appointments, managing 
medication, and warm hand-offs to partners and members of the health home team. 

Comprehensive Transitional Care: In coordination with hospital and health providers, 
outreaching to and engaging beneficiaries to plan for transitions, to achieve collective goals, to 
build relationships with social service and health care professionals, and to empower and 
educate beneficiaries to improve health outcomes. Transitional care also includes keeping track 
of readmissions to hospitals and other acute-care or skilled nursing facilities, and admission 
into other institutions (i.e., jail/prison, detox facilities), as well as assisting beneficiaries 
transition back to the community. 

Individual & Family Support Services: Services that identify and connect beneficiaries to 
potential family and support networks, including disease groups, as well as peer engagement, 
community integration and engagement. 

Referral to Community & Social Support Services: In collaboration with the beneficiary, 
identifies potential resources to meet beneficiary needs in the community (including food 
security needs), assist beneficiaries with applications and obtains documents to promote access 

17Assertive Community Treatment (ACT) is a SAMHSA-recognized model of care for people with serious mental 

illness that offers services where problems arise and support skills/treatment as needed. ACT is based on a 

collaborative approach to integrate interventions and adjust interventions based on the individual’s changing
 
needs. U.S. Dept. of Health & Human Servs., Substance Abuse & Mental Health Servs. Admin. “Assertive 

Community Treatment: the Evidence.” Evidence-Based Practices Knowledge Information Transformation.
 
2008. www.samhsa.gov. 

18 Harm reduction recognizes abstinence may be neither a realistic nor a desirable goal for some with substance 

use disorders. It works to reduce harm while use continues. Homeless Resource Center, Substance Abuse & 

Mental Health Servs. Admin. “Substance Use & Addiction: Harm Reduction.” 

http://homeless.samhsa.gov/channel/harm-reduction-273.aspx. 

19 Critical Time Intervention involves intensive 9-month interventions to stabilize people following discharge. It
 
offers two components: (1) strengthening the individual's long-term ties to services, family, and friends; and (2) 

providing emotional and practical support during the transition. Post discharge services are delivered by workers 

who have established relationships with patients during their institutional stay. SAMHSA’s National Registry of 

Evidence-Based Programs & Practices. “Critical Time Intervention.”
 
http://www.nrepp.samhsa.gov/ViewIntervention.aspx?id=125. 2006. 
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to social supports (including housing), connects beneficiaries to decent, affordable permanent 
housing, and links beneficiaries to appropriate recuperative care or bridge housing until 
permanent housing becomes available. Includes ongoing follow-up to ensure beneficiaries 
continue to access appropriate services in the community. 

Use of Health Information Technology to Link Services: Using managed care organization 
data systems, accessing data on a beneficiary’s acute care use, tracking outcomes between 
health home partners, and communicating these data to the health home team, including case 
conferencing among team members and exchange of data on as frequent basis as possible. 
Linking services includes using best practices for facilitating active data sharing across systems 
of care, including memoranda of understanding, business associates agreements, and common 
consent waivers. 

Engagement Services: Critical to making these services meaningful, the benefit must include 
engagement services to allow case or care managers to connect with eligible beneficiaries 
where the beneficiary lives. Engagement builds trusting relationships between a beneficiary 
and care manager or outreach worker, relationships that will eventually lead to a beneficiary’s 
decision to participate more fully in health home services and become compliant with 
treatment protocol. CMS guidance indicates engagement services may be funded, as the 
lynchpin in making the other health home services successful. 

Services Funded by Other Programs/Benefits: For people with serious mental illness, counties 
have used the Mental Health Services Act (MHSA) and the Medi-Cal Rehabilitation Option to 
offer services included in these definitions, and have demonstrated success in improving health 
outcomes. However, many of the services that populations identified in AB 361 need fall 
outside what is reimbursable. The Rehab Option, for example, does not fund outreach and 
engagement or habilitation services. MHSA and the Rehab Option are limited to people with 
specific mental illnesses, excluding others with diagnoses such as personality disorders. These 
resources should complement health home benefits, rather than supplant them. 

PAYMENT METHODOLOGY & RATES 
Stratified Per Member, Per Month Rates: Payments to health homes should be per member, 
per month (PMPM) and stratified to fit the needs of the population served. As an 
example, a health home benefit for beneficiaries who need chronic illness management could 
be $65 PMPM, while payments to health homes serving populations with high acuity and 
complexity of care needs would range from $300-532. Complementing other federally-
funded benefits providing similar services, health home services for beneficiaries eligible for 
other federally-funded services would be paid at lower rates. 

Potential Rates: For populations identified in AB 361, a rate should take into consideration 
some beneficiaries would graduate to less frequent face-to-face contact after 18-24 months, 
and some may be eligible for some services under a different benefit. Higher rates should also 
require a minimum number of in-person face-to-face contacts, and be based on expectations to 
achieve specific outcomes (i.e., decreased inpatient admissions). 
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Complexity of Condition 
Frequency of Contact, 
Need for Face-to-Face 

Contact 

Reimbursement 
rate (PMPM*) 

Two Chronic Conditions (with or 
without SMI) OR One SMI 

High (Conditions w/SMI or 
SUD) $350 

Low (w/o SMI or SUD) $65

  Housed Frequent Users High $350 
Low $260

  Homeless AB 361 Pops. High $532 
Low $300 

   

   

   

 

 

     

 

     

     

     

     

     

     

     

     

Example of Potential Payment Structure  

High rate 

Med rate 

Low rate 

Other States:  
Per Member, Per Month  Rates  for Health  

Home  Services20  
*NY Health  Home  Rate Schedule 

*See NYS rate schedule to right. 

Averag 
SeveritHealth SMI 	 y of Status Illness
  

Single Yes	  Low SMI 

 Mid   

 High   

No	  Low Pairs  
 Chroni  Mid  c 

 High   
Yes Low    

 Mid    
 High   

No Low Triples   
 Chroni  Mid  c  

 High   
Yes Low    

 Mid    
 High   

e 
PMPM 
Payme 

nt  
$125-

156  
$169-
218  

$411-
516  

$68-72  

$144-
169 

$261-
322  

$198-
248  

$288-
368  

$454-
593  

$101-
115  

$155-
184  

$269-
321  

$232-
291  

$326-
405  

$469-
587  

20 Centers for Medicare & Medicaid Services, State Plan Amendments. 

      

Outreac FrequentLow-h/ Face-to-State  Level Engage- Face Services ment Contact 

Iowa 
  N/A  $12.80  $76.81  

Maine (SMI  $330  N/A  $15.00  SPA) (adults)  
Missouri   N/A  $58.87  $78.74  

New York   $160  $100  $200-593  (Avg)*  
Washington  $252.93  $67.50  $172.61  
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HIV  
   
   

  
   
   

No Low  $102-
128  

Mid  $178-
245  

High $331-
442  

Yes Low  $103-
129  

Mid  $181-
244  

High $362-
468  

Average  Total     $209  
$68-Range  593  

Outreach/Engagement Rate: To achieve Section 2703 goals for homeless beneficiaries, a health 
home must first locate a beneficiary, then engage that beneficiary, who is likely to be 
distrustful of the health care system, to participate in services. We recommend following New 
York’s example in including outreach staff in AB 361 health home teams, and offering 80% of 
the PMPM as an “outreach/engagement” rate for the first 90 days until the beneficiary begins 
fully engaging in services.21 If the beneficiary begins engagement in services prior to the end of 
90 days, the health home should be paid the full PMPM rate. 

Comparison to Other Programs 

  
Based on  

Other Programs Funding 
Services 

Rehabilitation Option  in L os 
Angeles County22  

Mental Health Services Act 

 

Rate Per Service, Average  PMPM 
Rate 

$451 

$1,333  

Veterans Affairs Supportive 
Housing Services  
 

Case Management Services: Per 
Minute Encounters 

Per Staff Hour  Encounters  

Stratified:    
x  Low Intensity  After Stabilization 
x  Standard for Clients in Recovery  
x  High  Intensity During  Initial  

Period of Contact  

$200 (Low) 

$400 (Standard) 

$900 (High) 

Sample  High Face-to-Face Contact PMPM  

  
   

     
   

   
    

   
   

Roles FTE FTE per 
200 

Annualized 
Salary 

Health Home Director 1 FTE per 200 enrollees 1 $100,800 
PCP/BH Consultants 3 hours per enrollee per yr n/a $122,880 
Care Manager 1 FTE per 25 enrollees 8 $70,200 
Care Coordinators 1 FTE per 50 enrollees 4 $60,000 
Outreach Worker 1 FTE per 50 enrollees 4 $60,000 
Admin. Support 1 FTE per 200 enrollees 1 $60,000 
MCO Support 1 FTE per 400 enrollees (3%) n/a 

Reimbursement 
PMPM Rate 

$42 
$16 

$234 
$100 
$100 
$25 
$15 

21 A. Hamblin, R. Davis, K. Hunt. “Outreach to High-Cost, High-Need Individuals: Best Practices for New York 
Health Homes. NYS Health Foundation/Center for Health Care Strategies. April 2014. 
http://nyshealthfoundation.org/uploads/resources/chcs-health-homes-outreach-report-april-2014-1.pdf. 
22 One provider’s typical reimbursement. 
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Sustainability Once Enhanced Federal Match Ends: Evidence shows providing individualized 
health home services to high-cost homeless Medicaid beneficiaries pays off. To capitalize on 
projected savings, we recommend DHCS create a “risk-savings pool,” allowed under 
Federal guidance, to bank savings that could be used to offset State costs after enhanced 
federal funding ends. DHCS could calculate Medi-Cal costs avoided by evaluating pre and post 
medical costs among AB 361 beneficiaries participating in health home programs, or through a 
more rigorous control group evaluation that compares costs in the first two years among 
beneficiaries receiving health home services with costs among beneficiaries with comparable 
barriers to care, who are eligible but not participating. 

Additionally, some State- and county-funded programs could contribute to a State 
match, such as MHSA funds. Other existing county programs, such as Los Angeles County’s 
Housing for Health program or San Francisco’s Direct Access to Housing program, offer a 
similar source of matching funds. 

We strongly encourage DHCS not to consider this program a pilot, but to work to 
identify sources of funds that could pay for the State’s share of costs beyond the 
first eight quarters. 

TIMELINE & STAKEHOLDER PROCESS 
While we appreciate the DHCS effort to begin a Health Home program as quickly 
as possible, we also advise DHCS to seek stakeholder input on the 
implementation of AB 361. The concept paper leaves open many of the details to further 
assessment. Obtaining the input of stakeholders with understanding and knowledge of MCO 
operations, as well as stakeholders who have direct experience and stakeholders who have 
expert understanding of the needs of the populations identified is critical to the success of this 
program. In fact, it is a requirement of AB 361. For these reasons, we urge DHCS staff to create 
a process for obtaining stakeholder input on the details of implementation of this concept 
paper, rather than focusing all stakeholder feedback on alignment with CalSIM. 

Thank you for the opportunity to comment on this concept paper. We look forward to ongoing 
discussions on this critical benefit. 

Sincerely, 

Peggy Edwards 
Executive Director 
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 Medicaid beneficiaries identified as frequent hospital users, particularly those experiencing housing 

instability, are prone not only to continue to use hospitals and emergency departments as their source of 
care, but to acquire higher inpatient costs over time. M. Raven, J. Billings, M. Gourevitch. “Medicaid Patients at High 

Risk for Frequent Hospital Admission: Real-Time Identification & Remediable Risks.” J. Urban Health. Mar. 2009. 86(2); 230-
241. 
2 D. Flaming, P. Burns & M. Matsunaga. “Where We Sleep: Costs When Homeless & Housed in Los Angeles.”  Economic 
Roundtable. 2009. 
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3 About 35,400 Californians experience chronic homelessness on any given night. Many are frequent hospital users. National 
Alliance to End Homelessness, State of Homelessness in America. May 2014. http://b.3cdn.net/naeh/d1b106237807ab260f_qam6ydz02.pdf. 
4 Evidence shows two-year data are more accurate in predicting frequent hospital readmissions. M. Raven, J. Billings, M. 
Gourevitch. “Medicaid Patients at High Risk for Frequent Hospital Admission: Real-Time Identification & Remediable Risks.” J. 
Urban Health. Mar. 2009. 86(2); 230-241. 
5 Inpatient stays or admissions should include behavioral health admissions. 
6 “Institutionalization” should include psychiatric hospitalization, skilled nursing care admission, or incarceration. 

http://b.3cdn.net/naeh/d1b106237807ab260f_qam6ydz02.pdf


 

 

                                                           
7 Center for Health Care Strategies. “New York’s Chronic Illness Demonstration Project: Lessons for Medicaid Health Homes.” 
Dec. 2012. http://www.chcs.org/media/NY_RCP_CIDP_Profile_122112.pdf.  
8 A randomized, control-group study found homeless people with HIV/AIDS were half as likely to have undetectable levels of 
HIV, and had viral loads 87% higher than people with HIV/AIDS receiving the same care who were housed. D. Buchanan,R. 
Kee, L. Sadowski, & D. Garcia. The Health Impact of Supportive Housing for HIV-Positive Homeless Patients: A Randomized 
Controlled Trial.” American Journal of Public Health. June 2009, 99:6.   
9 K. Linkins, L. Brya. Final Evaluation of the Frequent Users of Health Services Initiative. 2008. Frequent users receiving frequent face-
to-face case management who remained homeless increased inpatient days, while formerly homeless frequent users connected to 
housing significantly decreased their inpatient days. 

http://www.chcs.org/media/NY_RCP_CIDP_Profile_122112.pdf


 

 

  

  

  

                                                           
10 New York’s State Plan Amendment includes a 3% fee for managed care plans. 
11 Centers for Medicare & Medicaid Services. “Health Homes (Section 2703) Frequently Asked Questions.” May 2012. 
http://www.medicaid.gov/State-Resource-Center/Medicaid-State-Technical-Assistance/Health-Homes-Technical-
Assistance/Downloads/Health-Homes-FAQ-5-3-12_2.pdf.  

http://www.medicaid.gov/State-Resource-Center/Medicaid-State-Technical-Assistance/Health-Homes-Technical-Assistance/Downloads/Health-Homes-FAQ-5-3-12_2.pdf
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12 Motivational interviewing is an evidence-based, “collaborative, person-centered form of guiding to elicit and strengthen 
motivation for change,” originating substance use treatment. It W.R. Miller  & S. Rollnick. “Ten Things That Is Not Motivational 
Interviewing.” Behavioral and Cognitive Psychotherapy. 87, 129-140 (2009). 
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13Assertive Community Treatment (ACT) is a SAMHSA-recognized model of care for people with serious mental illness that 
offers services where problems arise and support skills/treatment as needed. ACT is based on a collaborative approach to 
integrate interventions and adjust interventions based on the individual’s changing needs. U.S. Dept. of Health & Human Servs., 
Substance Abuse & Mental Health Servs. Admin. “Assertive Community Treatment: the Evidence.” Evidence-Based Practices 
Knowledge Information Transformation.  2008. www.samhsa.gov.  
14 Harm reduction recognizes abstinence may be neither a realistic nor a desirable goal for some with substance use disorders. It 
works to reduce harm while use continues. Homeless Resource Center, Substance Abuse & Mental Health Servs. Admin. 
“Substance Use & Addiction: Harm Reduction.” http://homeless.samhsa.gov/channel/harm-reduction-273.aspx.  
15 Critical Time Intervention involves intensive 9-month interventions to stabilize people following discharge. It offers two 
components: (1) strengthening the individual's long-term ties to services, family, and friends; and (2) providing emotional and 
practical support during the transition. Post discharge services are delivered by workers who have established relationships with 
patients during their institutional stay.  SAMHSA’s National Registry of Evidence-Based Programs & Practices. “Critical Time 
Intervention.” http://www.nrepp.samhsa.gov/ViewIntervention.aspx?id=125. 2006. 
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16 A. Hamblin, R. Davis, K. Hunt. “Outreach to High-Cost, High-Need Individuals: Best Practices for New York Health Homes. 
NYS Health Foundation/Center for Health Care Strategies. April 2014. http://nyshealthfoundation.org/uploads/resources/chcs-health-homes-

outreach-report-april-2014-1.pdf.  
17 Centers for Medicare & Medicaid Services, State Plan Amendments. 
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 One provider’s typical reimbursement. 
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