
Medicaid Health Homes
Learning Collaborative Report

January 2014



1 

 

 
 

 

Health Homes: Learning Collaborative Report 
 

KDHE requested assistance from the Wichita State University Center for Community Support & Research 
(CCSR) to examine the possibility of a Learning Collaborative as part of the implementation of Health Homes in 
the Kansas Medicaid system.   

 
 

Executive Summary 

 
 

1. Stay focused on the Purpose.  States recognized that it was easy for the Learning Collaborative to 
sometimes be seen as the answer for all challenges, and led to scope creed. The Learning Collaborative 
is not the answer for all challenges and all training needs. It is meant to be a place where participant 
providers can learn from each other.  

2. Learning Collaborative’s relationship with other components of Health Home implementation.  There 
needs to be a conscious recognition of how the Learning Collaborative role fits with the 
onboarding/training components, readiness assessments, contracting and other elements. 

3. Learning Collaborative Participation.  In most states, the participants of the Learning Collaborative 
were only contracted Health Home providers, insurance providers, and in some states, Medicaid 
agency staff. Some states require each contracted Health Home partners to send an administrator and 
clinical professional to the Learning Collaborative.  

4. Learning Collaborative Topic Selection. Interviews with key stakeholders and other states confirmed 
that topics covered in the Learning Collaborative need to meet the just-in-time challenges of 
participants through both peer-to-peer learning and expert speakers.  

5. Learning Collaborative Format. Other states and key stakeholders identified needs for state-wide face-
to-face meetings, regional meetings and webinar formats to assure that the structure is responsive to 
the ever-changing needs, questions, challenges and opportunities of providers.  
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 Component 1: Design Team 

 
A design team comprised of a CCSR staff and representatives from KDHE and other key stakeholders will 
coordinate planning, answer key questions, and help review materials, interview guides, and summary 
report for this effort.   
 
A design team from CCSR included Dr. Scott Wituk, Sonja Armbruster, and Kristina Helmer. Interview guides 
for interviews with both Kansas stakeholders and other state Health Homes programs were drafted and 
shared with the Health Homes Planning Team for review and suggestions. These interview guides were further 
refined through coordination with Becky Ross. As the state interviews were conducted, additional questions 
were added, and CCSR researchers reconnected with previously interviewed states to gain additional 
information.  
Interviews were conducted in teams with the other states. Key stakeholder interviews were conducted by Dr. 
Scott Wituk, Sonja Armbruster, Kristina Helmer and Sarah Jolley. Throughout the interview process, 
representatives from CCSR provided updates about progress and lessons learned with Health Homes Planning 
Team participants through bi-weekly calls. 
The responses to both sets of interviews were themed by this research team and are made available in this 
report. 
 
 

Component 2: Health Home Key Stakeholder Interviews 

 
CCSR staff will contact and schedule key stakeholder interviews with approximately 25 
individuals who are intimately involved in the development and implementation of Health Homes 
in Kansas.  The semi-structured interview questions will be developed by the design team 
mentioned above.  In addition, the design team will help determine who will be interviewed. 
Possible participants include representatives from KDHE, MCOs, MHCs, CDDOs, Health 
Departments, Universities, and Foundations.  CCSR staff will take detailed notes during 
interviews.  Interview notes will be analyzed by CCSR staff and design team members (if 
necessary) to determine common themes or ideas related to Health Home implementation and 
the development of a Health Homes Learning Collaborative. 
 
Interviews were conducted with partners in the state who may have a role in delivering Health Homes. 
Participants include representatives from KDHE, MCOs, MHCs, CDDOs, Health Departments, Universities, and 
Foundations.   A total of 22 individuals were interviewed for the report.  The questions can be found in 
Appendix A.  
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Findings from Key Stakeholder Interviews: 
 
Experience with a Learning Collaborative: 
A little more than half of the key stakeholders had experience with a Learning Collaborative.  Some of these Learning 
Collaboratives include: SRS Strategic Plan, National Council of Community Behavioral Health, Michigan –PCMH 
certification, Diabetes Collaborative, SRS Prevention Initiative, Early Childhood United Methodist Learning Collaborative, 
and others.  The key stakeholders mentioned key components they liked about the Learning Collaboratives: 

 Mutual commitment to the initiative’s purpose, including a shared understanding of the terms, purpose and 
challenges.   

 Structured learning activities and unstructured time for building relationships/networks. 

 Accountability with participants having responsibilities to present or share experiences, insights, etc. at each 
meeting (PDSA). 

 Opportunity to discuss or address hot topics that members of the Learning Collaborative identify.   

 Focused on a specific issues and a common thread that ties everyone together.   

 Peer learning circle – getting feedback from a small group of individuals. 

 After action reviews- what worked and what didn’t work. 
 
Representative responses to experiences with Learning Collaboratives included: 
“A high level of exchange in information but also informal.  Collegial. Some structure, but really gets a balcony view 
while also delivering concrete plan ideas.” 

“We are using a consultant/facilitator – very helpful.  Keeping things moving along…especially if bringing together a lot 
of partners on a lot of tasks.” 

“Having that dedicated time to work together is also very helpful. We sometimes go in thinking we know something and 
then get a lot more out of it than I thought we might.” 

 
Format, Structure, Frequency Preferences  
 
Format & Frequency: 
Most key stakeholders prefer face-to-face meetings, at least initially, because that format assists with 1) building 
relationships, 2) people are much more engaged when in-person and 3) is a good venue for intense, scenario-based, 
active problem solving learning strategies.   Respondents generally reported that in-person meetings are more 
productive and they get more out of the meetings.  However, they balance those responses with a need to consider 
budgets and geography of traveling and time commitments. So, a combination of both face-to-face and webinars was 
preferred by most respondents. Most reported a desire to have in-person either quarterly or every-other month, as they 
were concerned about losing momentum. Then, supporting the learning with webinars between in-person Learning 
Collaborative meetings. Most key stakeholders agreed that in the beginning/launch of Health Homes that monthly 
meetings/webinars would be the most beneficial.  Then in a year, re-evaluate to determine meeting frequency.   
 
Some respondents suggested that Learning Collaborative meetings be held at locations across the state, and as the 
number of participants grew, it might be valuable to have Learning Collaborative meetings regionally based with an 
annual state-wide gathering. 
  
Design: 
Most key stakeholders agreed that at the beginning participants will need to learn from experts, other states or key 
informants, while the Kansas model develops.  Also during the first few meetings it was suggested to develop some 
ground rules and common philosophy.   In the future it needs to include more peer-to-peer learning from others within 
the state.  Early on respondents identified needs for training on Health Home 101 based on vision and structure of the 
Kansas model, need to know the mechanics and structure.  A few respondents suggested that in-person Learning 
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Collaborative meetings could include multiple tracks and general sessions. The “tracks” might address needs for 
different provider types or administrative training needs. 
 
Potential Topics for Learning Collaborative Meetings 
The key stakeholders had many suggestions for topics:  
Health Homes 101: 

 Educate on Health Home models or approaches in communities. 

 Clear examples and definitions of what can be included in Health Home services. 

 Business process and billing requirements 

 Documentation requirements and strategies.   

 Engagement - (NY has about a 30% enrollment rate) How do we sell this idea to the eligible patients? Chronic 
Care Model.                     

 “Trainings and capacity building, education around the barriers to access; what is effective engage, what is 
effective in retention?”                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                     

Health Care Systems Changes 

 Consumer engagement and consumer buy-in in the process.   

 How to communicate across healthcare factions.  

 What are the clinical cultural difference of the various disciplines learning to work together?                      

 Information technology—Integration of IDD and HIE? Trainings about patient portals and accessing health 
records        

 “State has traditionally been VERY siloed in services and populations and serving those populations…how to 
overcome those silos…”   

 “Could this collaborative provide a forum to discuss integrated health outcomes measures (like UDS and 
meaningful use and PCMH and ACO and private insurances).” 

Clinical Education Needs 

 Content related to SPMI patient needs related to chronic disease and substance use disorders.     

 Health Literacy—both for patients and for staff.                       

 How to deliver the specific services related to the specific chronic diseases: best practices, time frames, time 
tables. How to meet the requirements to receive the payment. How can we tie all the different measures 
together? 

 Training on strategies for providers to appreciate the needs of the individuals 

 Recognition that some psychotropic meds create some of the chronic health conditions and addressing 
understanding of that.       

 
Topic Selection—Decision Making 

 Work through the associations (KAMU and ACMHC) to assist with topic selection.  

 Digital suggestion box on the Health Homes website. 

 The organizers of the LC should glean the needs from the various Health Home Providers.  Have a subset from 
the Learning Collaborative help select and prioritize ideas – a design team of Health Home Providers and KDHE 

 Outcomes should drive the discussion. As it evolves, we need to consistently keep the eye on the long-term 
goals and measures.                  

 
Roles of providers, MCOs and the State/KDHE in the Learning Collaborative 
Several respondents had questions about how the roles within the Health Home management and funding oversight 
would be designed, and therefore expressed gaps in understanding to determine appropriate roles for providers, MCOs 
and the State/KDHE within the collaborative. 
 
The general consensus among respondents was that all should be involved in the Learning Collaborative in some aspect.  
At the beginning respondents generally wanted all to participate as the Learning Collaborative, but not have the State or 
MCO be the conveners of the collaborative.  Most see a benefit of the state being invited to meetings when needed for 
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consultations and questions.  Some reported that when the state (KDHE) is involved there is less free-flowing 
information and reduced transparency of conversations.    
Many stakeholders also mentioned having customers as part of the Learning Collaborative, including a suggestion of a 
client advisory board.   
Most stakeholders see the benefits of the MCO attending because they are the lead entity.   
 
What might be helpful between now and the launch of Health Homes 
Some of these ideas about topics are similar to the suggestions for the Learning Collaborative overall. 
Human resource requirements: 

 Who gets selected for the care manager? 

 How is this going to be staffed? 

 What will it take to get that person ready? 

 Why preparation do they need to come to the job with? 

 What characteristics do they need to have? 

 Have to know what the payment schedule is, expectations, personnel, etc.   

 Different staff at every center – who can provide what service so know who to send…does it require nurse, BA, 
MA – level of staff can do each of the 6 services. 

 Job descriptions of health home personnel.  What level of professional education?  What’s a day look like for this 
person? What kinds of on-the-job training they may need?  

HIE 
Readiness Assessment 

 Provide training on how to complete the Readiness Assessment for potential health home partners.  

 Most stakeholders agreed that the readiness assessment would be the most beneficial piece to figure out areas 
of weakness and strength and if being a health home is beneficial to them or not. 

System Coordination 

 Six core services properly defined – “Once we start practicing we need to be held to standards.  And once 
audited we want to be doing it right.”     

 “Education about how we engage all of the other systems - to assure the goals of coordination are best 
implemented.”     

 “What community systems do they need to know to assure coordination is happening? How do they talk to all of 
the professionals in patient’s network of care?”              

Consumer education 

 “They HAVE to educate the consumers!!  They are going to be so confused by this.  It has taken us in the industry 
a long time to say health home and not home health.”                                                                                                                                                                                                                                                           

Funding –PMPM 

 Get a rate set and a rate scheduled out.  So providers will know if they want to participate or not.  They need to 
make decisions on their side.  Can’t afford to take a risk.   

Billing  

 Training around the PMPM concept, what it means and how that relates to fee for service 

 Curious about the potential of new codes – what are they, and what sort of next steps on these billing 
codes…getting these out to the right people.  There are codes that are “open” that programs could be utilized, 
but are not – why are not. 

Health Home 101 

 Need more education for providers about the nuts and bolts- what it will look like so people can begin to see the 
full picture 

 Need to educate ourselves on Health Homes—impression that it was just about mental health, and our 
providers don’t realize that it is going to impact us. Continue education until we start—what will the application 
be and what will the TA be to do that?    

 Health Home 101 to broader group – give them opportunity to establish the questions that need to be 
addressed during the collaborative – lack of exposure, they won’t even know what questions to ask. At executive 
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level there is exposure, but at the “on the line” there has been very little/no.   

 What will the application look like? What is the process? Is it more like applying to be an insurance provider? Or 
PCMH? 

 More communication about how the two SPA’s inter-relate. 

 “System discussion about the KS model where the MCO is placed as the “Health Home lead” and then they 
partner with the local providers.  Need to clarify the roles and contractual arrangements.  Clarify both roles…this 
allows for a foundation of discussion so consistent procedures established to work with each of the MCOs.  Not 
3 different reporting requirements rather than one process, role.”                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                     

Other 

 FQHC and CMHCs getting trained up at the same time.  

 Need a core group of really competent trainers; maybe get a multi-disciplinary training team.     

 “There is an assumption that the MCOs will handle training on the basics of “how to” on Health Home. Perhaps 
there is a role for the Learning Collaborative Convener to work with the MCOs before the launch as they prepare 
their trainings.  Sometimes, the MCOs had a higher level of confidence in their ability to train folks in time, and 
the providers needed more training than they got for the role out for KanCare.” 

 “Concerned about the time-frame, we go live in seven months.   This is a huge concern, and we just don’t feel 
ready yet and thus sites may choose to be more cautious before agreeing to be a Health Home. We won’t do it 
until the billing works out with the MCOs.” 

 “Providers are getting numbers from MCO’s the potential number of possible clients in their area.  Getting more 
details about the potential clients.  Have they been a client or not?  If we are already providing services to 90% 
of these clients, then we don’t need much staff.  But if it’s only 20% then we need to staff up.”                                                                                                                                                                                                                                                                                                              

 
 
Concerns related to a Learning Collaborative 
Since this interview process occurred prior to final plans for the SPA being announced, many key stakeholders expressed 
concerns about the Health Homes initiative overall, more than the Learning Collaborative process. Those 
implementation concerns included the per-member-per-month rates, the compressed timeline to prepare to deliver the 
services, and getting staff trained. Most respondents had no concerns about the Learning Collaborative. Related to the 
Learning Collaborative, the concerns included: 

 Fear it could be a waste of time if a clear purpose and strong agenda aren’t provided 

 That the “right” participants are included  

 Time—providers giving up time with patients 

 Fear that people will be guarded about the information they choose to share with the Learning Collaborative 

 Fear that the participants won’t adequately share the lessons they learn with the full team  at their agencies 

 Inadequate funding for the collaborative to sustain quality work 
 
“Experienced with agency staff losing their jobs.  Fear makes people hold on tighter to what they have.” 

“This will be some formulaic curriculum, people come and leave, and nothing changes.”    

“Providers developing packages and sharing therefore those ideas get ‘stolen’.”  

Hopes about a Learning Collaborative 
The stakeholders shared many hopes of the Learning Collaborative. They want the Health Home concept to keep the 
focus on the consumer and what’s best for the consumer.  Improve client outcome and quality of life.  There is hope the 
atmosphere will be open for free flow of ideas.  Accountability is also key in the Learning Collaborative and the success.   

 Measureable outcomes and improved health 

 Reduced barriers to integrated care 

 Customer/Consumer focused 

 Accountability – participants are sharing QI and lessons learned 
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 Accurate and timely information is being shared 

 Synergy that providers and MCOs would work better together, collaboration, reduced silos, transformation 
 
“If focused on purpose, we can build on those experiences from our peers and tap the knowledge in our state.” 

“Accountability component to the Learning Collaborative.”  

“Excited that Kansas is being progressive in this area.  Excited about the possibility this means for the consumers.  Very 
impressed with the state right now.  Excited to be part of this opportunity.    Proud to be part of this initiative.”   

“Timely information, training and best practices. A constant dialogue. Launching in a pro-active way. Best interest of the 
consumer. Consumer focused.” 

Component 3: Explore other states’ approaches to Health Homes and Learning 
Collaboratives 

 
CCSR staff will contact other states who have started Health Home Learning Collaboratives or 
similar structures designed to assist in improving the implementation of Health Homes.  Given 
that Health Homes are relatively new, it is expected that 10 or fewer states will need to be 
contacted.  In addition, CCSR staff will request any materials available from other states that may 
complement the telephone contact.  Similar to the local key stakeholder interviews, CCSR staff 
will take detailed notes during contacts with other states.  Interview notes will be analyzed by 
CCSR staff and design team members (if necessary) to determine common themes or ideas 
related to Health home implementation and the development of a Health Homes Learning 
Collaborative. 
 
Appendix B provides the contact information for the states the CCSR team contacted and learned more about 
their Health Homes structure and Learning Collaborative.   
 
 
 
Findings and themes from calls with other states 
Interviews were conducted with an interview guide.  The list of questions can be found in Appendix C.   
Interview notes were analyzed by CCSR staff to determine common themes or ideas related to Health Home 
implementation and the development of a Health Homes Learning Collaborative.  Appendix D provides a 
summary of each answer from the questions asked during the call.   
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Structure of Health Home Learning Collaboratives 
All Learning Collaboratives include multiple program components which include some or all of the following: 
 

Program Components Purpose 

Face-to-face meetings Meet quarterly or annually to share ideas and lessons learned from 
other Health Home providers; important networking time. 

Webinars To provide additional content, continue shared learning, maintain 
momentum. 

Newsletter To share lessons learned and pertinent information  

Website (SharePoint site) To share best practices and QI storyboards within a secured website.   

Coaching Support Individual technical assistance over the phone 

On-Site Technical Assistance To provide live assistance to HHPs, walking the process, solving billing 
needs.  

Other Health Home related trainings To meet practical needs like billing processes and accurate use of 
forms and other documentation. 

Online discussion board A dynamic and searchable archive of questions and answers to be 
shared among HHPs and MCOs. 

Web-based online training Trainings on a defined task – i.e. billing, HIPPA, etc.   

 
Management of the Health Home Learning Collaborative 
In most states, the Learning Collaborative is a “neutral” effort; frequently managed and convened by a third 
party, not the State or MCOs. The way that work is carried out is as unique as each state.  
 
Content of Health Home Learning Collaborative Meetings 
Most Learning Collaboratives included some combination of expert speakers and panel presenters from 
Health Home partners.  Topics included: case studies, outreach and engagement, housing, chronic care 
management, quality improvement, and care plans.  More than one state included quarterly sharing of quality 
improvement storyboards.  Some states included the technical aspects of billing as part of the Learning 
Collaborative.  One state included a report on system wide activities and statistics related to Health Homes at 
each gathering.   One state included time celebrate new certified Health Home providers.   Most described an 
evolution of the Learning Collaborative process from early gatherings included more technical “nuts and bolt” 
how-to kinds of presentations, then the content moved from experts to more peer learning.   
 
Notes and Information Shared  
Most states had a protected (secured) website where notes and information could be shared.  Two states had 
private online discussion communities.    
 
Readiness Assessment 
All states have some application and readiness self-assessment tool.  For states that integrated Health Homes 
into their Patient Center Primary Care Medical Home system included site visits as part of the assessment 
process.   The readiness assessments that were made available to CCSR to review are available upon request.   
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Public Health System Connections 
One state reported, presentations have been provided to county health departments, hospital associations, 
housing developers, etc.     
 
In another state, a care coordinator works within regional health departments to assist rural health clinics to 
meet the practice transformation criteria that would allow the clinic to meet the requirements to become a 
Health Home.  
 
In another state, Health Home providers could contract with local health departments to provide services.   
 
Staff Time Dedicated to the Learning Collaborative 
Since the programs are sometimes blended into other initiatives, the staffing of the Learning Collaboratives is 
not consistent and is determined based on the complexity of the services provided.  In most cases, the 
Learning Collaborative is led by a team approach.   In each state one to two people were fully dedicated to the 
Health Home Learning Collaborative, usually supported by another 2-4 staff dedicating part of their time to 
the project.  
  
Learning Collaborative Participants 
In all but one state, participation in the Learning Collaborative is voluntary.  For some, each Health Home site 
brings a team to participate.  In the state where participation is required, the team of two must include a 
physician provider.  The number of participants from each Health Home site varied, but frequently included 
the following staff: the health home director, physician champion, other key administrative staff, nurse care 
manager(s), behavioral health consultant(s) and care coordinator(s) participated in the collaborative sessions.   
Participation by the State Medicaid Service Agency varied from state to state; in some the State actively 
participated and in others, the State was intentionally not participating.   
 
Offset Costs for the Providers to Attend Learning Collaborative Meetings  
Most states do not offset any of the costs for the providers to attend Learning Collaborative meetings.  For 
most states participation is voluntary.  The provider organizations paid all expenses involved in participating 
(mileage, hotel).   Most include lunch as part of the Learning Collaborative meetings and that is covered 
through the Learning Collaborative.  In one state, they do reimburse travel expenses if the distance is 
significant.  In other state, they offer money to offset the physicians to be out of the office in hopes to 
encourage the physicians to participate.   
 
Funding for Learning Collaborative 
Several States have woven the Health Homes effort into other existing programs, like Patient Centered 
Primary Care Home initiatives, sometimes also involving other private payers. So it is difficult to tease out the 
budget dedicated only to Health Homes Collaborative work.  Some states are funding this work with only State 
General Fund dollars.  At least one was using other (not Medicaid) Federal grant dollars. More than one was 
funding their Health Home Learning Collaborative with private grant funds.   Foundations also funded some 
Learning Collaboratives.  Some states identified that insurance providers covered costs related to expert 
speakers for the Learning Collaborative.   



10 
 

 

Decision Points for the Kansas Learning Collaborative 

 
Design Team:  A team of interested organizational partners will be needed to provide clarity about roles for 
training within the Learning Collaborative and Health Home system in general. This could be convened by the 
Health Home facilitator and representatives could include KDHE, MCOs, HHP representatives, and association 
partners. Decisions will need to be made about who serves on the design team, scope of work and meeting 
frequency. 
 
Components: Who delivers the training for Health Homes and how is that integrated with Learning 
Collaborative activities? Which components will be most beneficial at the beginning of the Learning 
Collaborative process? 
 
Who Attends:  Does a HHP have to be contracted to attend the Learning Collaborative? Is attendance 
required? How many representatives are needed at the Learning Collaborative from each HHP? 
 
Format, Structure, Frequency: This report provides a number of possibilities for models of Learning 
Collaborative style, format, structure and frequency, and decisions will need to be made about the design for 
fiscal year 2015.  
 
Consumer Engagement: Several interviews included identified needs for assuring a customer focus and even 
including consumers in the Learning Collaborative. Others also expressed concerns about enrollment and 
education or consumers. Decisions will need to be made to clarify to role for educating consumers and that 
intersection with the Health Homes Learning Collaborative.  
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Health Home Key Stakeholder Interview Questions 
Appendix A 

 
1. Do you have experience with a learning collaborative that worked well, and if so, what went well? 

  

2. What are your ideas about: 

a. Format  

i. In-person meeting 

ii. Webinar (video conferencing or phone) 

iii. Some combination 

b. Structure 

i. Expert speakers (learning from other states) 

ii. Sharing best practices or storyboards (learning from each other about process or service delivery 
models) 

c. Frequency 

i. Monthly? 

ii. Quarterly? 

3. What topics would get you or your staff to attend?  How do you think topics should get selected? (process) 
  

4. What are your thoughts about the roles of providers, MCOs and the state in the learning collaborative? 
  

5. What might be helpful between now and the launch of Health Homes? 
  

6. What might be helpful for you in the "on-boarding" process? 
  

7. What are your concerns related to a learning collaborative? 
  

8. What are your hopes about a learning collaborative? 
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Health Homes:  Contact Information from Other States 
Appendix B 

State Date of 
Interview 

Contact Email or phone Website 

New York 8/6/13 Rachel Davis,        
Kathy Moses,      

Allison Hamblin                  
Center for Health 

Care Strategies 

Rachel:  212-788-2455    
rdavis@chcs.org                       

Kathy: kmoses@chcs.org      
Allison Hamblin:  

ahamblin@chcs.org 

 
http://www.health.
ny.gov/health_care/
medicaid/redesign/
managed_ltc_workg

roup.htm 

Iowa 8/27/13 Sandy Swallow, Iowa 
Medicaid Enterprise 

& Intelligen 
Employees 

515-256-4655   
sswallo@dhs.state.ia.us 

http://www.ime.stat
e.ia.us/Providers/he

althhome.html 

Missouri 8/30/13 Kathy Brown 
Primary Care Health 

Home Initiative 

573-522-3012  
Kathy.Brown@dmh.mo.gov 

http://dss.mo.gov/
mhd/cs/health-

homes/ 

Washington 9/4/13 Karen Fitzharris,        
Aging & Disability 

Services 
Administration 

360-725-2254                         
karen.digre-

fitzharris@dshs.wa.gov 

http://www.altsa.ds
hs.wa.gov/duals/ 

Ohio 9/24/13 Matthew Loncaric, &   
Dr. Kilinc,                  

Ohio Department of 
Mental Health & 

Addiction Services 
 

Matthew Loncaric:  614-466-9982  
Matthew.Loncaric@mha.ohio.gov                                    

Dr. Afet Kilinc:  614-752-9703   
Afet.Kilinc@mha.ohio.gov 

 
 

 
http://mha.ohio.go
v/Default.aspx?tabi

d=234 

Oregon 10/3/13 Dawn Creach,        
Oregon Health 

Authority 
 

971-240-8889  
dawn.creach@state.or.us 

http://www.oregon.
gov/OHA/OHPB/

Pages/index.aspx 

Idaho 10/15/13 Meg Hall,                
Division of Medicaid  

Heather Clark,          
Donna Colberg 

Meg Hall: 208-665-8844  
HallM@dhw.idaho.gov                       

Heather Clark: 208-364-1863  
ClarkH@dhw.idaho.gov                        

Donna Colberg:  208-665-8846   
ColbergD@dhw.idaho.gov 

http://www.healtha
ndwelfare.idaho.gov
/Medical/Medicaid/
IdahoHealthHome/
tabid/2118/Default.

aspx 
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Health Home Interview Questions for Other States 
Appendix C 

 
1. Structure of Health Home Learning Collaboratives 

a. Are they state-wide? Regional? 
b. In-person? Web-based? 
c. Frequency? 
d. Who attends? 

2. Management of the Health Home Collaborative 
a. Who organizes and facilitates these groups?   
b. Is it resource intensive?  
c. Does the state do it? Do they contract with someone?  
d. How does it get paid for? Is there separate funding? 

3. Content of Health Home Learning Collaborative Meetings 
a. Simply informative? 
b. What's the homework?  Do partners share results of Quality Improvement efforts using PDCA and 

sharing storyboard? 
4. How are notes and information made available to the partners? 

a. Do they have a system for sharing information?  
i. A webpage?  
ii. Portal?  

b. What’s being shared?  
i. Evidence Based Practices? 
ii. Storyboards from QI Projects? 
iii. Policies and Procedures? 

5. Do you have a readiness assessment?  If so, can you share?   
6. How are local health departments involved in health homes? 
7. How many staff (or how much staff time) is dedicated to the learning collaborative? 
8. Do you off set any of the costs for the providers to attend trainings (i.e. pay mileage, hotel, etc) 
9. What is your funding mechanism?  What is your budget for implementing the learning collaborative? 
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Summary of Answers from Other States

Appendix D

State  Description/Structure of Program

Iowa

• Component 1:  Monthly collaborative learning network teleconference – IME.  

• Component 2:  E-Newsletter – quarterly.  

• Component 3: Kick Off as a Health Home Provider

• Component 4: Action List (after kick off call)

• Component 5: Follow-up call (4-8 weeks later)

• New Goal: One onsite visit – introductory face-to-face

Missouri

• Originally all the meetings were face to face.  

• 9 Learning sessions – face to face, all day.  Two 2 day blocks (4 sessions done face to face: two 2-day 

meetings).  

• After that went to webinars with interspaced with a day face-to-face session.  

• They lost the support of the providers with so many meetings.

Ohio

• Each health home had a site visit to assess needs, using an assessment tool. 

• Lessons learned were used to develop in-person and webinar sessions for the learning collaborative. 

• Phase One: Four in-person (every month) with webinars in between 

• Phase Two

o Ten session-trainings for Health Navigators 

o Have a standardized health home training curriculum that is web-based online, 

o In-Person Meetings: four total meetings annually - quarterly all day – regionally. 

o Webinars: Happening in-between

o intensive full package of technical assistance –   Monthly Coaching Calls, Online Discussion Board, On-site 

TA (One consultant available for a week on-site)

Oregon

• Direct TA about how to become a Health Home (response to calls for assistance)

• Contracted with a CBO to establish a PCPCH Institute. The Institute is the response to a stakeholder 

meeting. It is a one-stop shop for care improvement and information for PCPCH. Any training and TA 

happens through the Institute. Public-Private Partnership.

• Website of resources and tools

• Monthly and bi-monthly webinars
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Summary of Answers from Other States

Appendix D

State  Description/Structure of Program

New York

• Meets quarterly (9-3) – exclusively Health Homes. NOT MCOs. The state attends• Learning Collaborative 

is a “neutral” effort. 

• The “STATE” does not set agenda. • The MCOs are essentially the “payers” – they assign patients to 

health homes. The PMP. 

• Split into the group into small group breakout sessions. (1) outreach/engagement, (2) HIT, (3) Housing 

• End of every meeting – give us feedback on next topics & meet internally 

• another education component…this is what you will have to do as a Health Home – do you understand (1) 

how to bill, (2) responsibilities….THIS is viewed as part of the learning collaborative.

Washington

State

• CORE two day training – Care Coordinators attend. 

• 3rd day will be about 60 days after…will be tailored to what they needed.

• Monthly webinars are topics – Risk assessment, mental health, etc.

• Technical assistance – Health Home email address that is set-up for questions. Also on-site TA as needed. 

Tied to quality improvement/oversight…when challenges. 

• Case Studies – Not sure how often. Chronic Care Management – give people an opportunity to bring a 

case and help. Done separately from webinars.

Idaho

• Practice Transformation Work Group: this group meets monthly via teleconference and sets the agendas 

and content for trainings. Led by a physician champion. TA for this meeting is an admin assistant who works 

with Meg to coordinate those meetings.

• Data Work Group: Core at the beginning and now meet ad hoc

• Four per year, required to attend, one is face-to-face and there three webinars or video conferences.

• A Rep from the Practice Transformation Work Group facilitates and organizes the meetings.  

• Service Practice Coaches: the QI/QA specialists meet frequently with the enrolled clinics and support their 

efforts to move toward effective QI/QA.

• Quarterly TA sessions
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Appendix D

State

Iowa

Missouri

Ohio

Oregon

Management of Health Home 

Learning Collaborative
Who Attends Content of Learning Collaborative

Clinical Project Manager with 

Medicaid Enterprise program

• Introductions  

• Activities and statistics   

• Toot your horn - who has 

become certified

• Member case study

• Presenter - tied to the 6 standard 

requirements of CMS

• PCMH- Policy and procedures to 

become certified as a PCMH                                                                                           

• Open discussion

CSI solutions

~100 at each session.  (53 

organiations) Administrators, 

physicians, - Health Home Director, 

Nurse Care Director, Care 

Coordinators.  Primary Care – 

Behavioral Health; Primary Care 

Physician Consultant. All people were 

invited to attend.  In the beginning, 

the health home director, physician 

champion and other key 

administrative staff were asked to 

participate. Some bring 10-15 people 

per organization.

•   Premise - the role of helping 

providers with  "big picture" - 

overall practice transformation 

• Nuts & bolts-- medical 

neighborhood population, 

population management, medical 

homes  

• Big provided by one entity, while 

the state focused on the nuts and 

bolts ...they did not connect!  

• Topic specific webinars

• The staff from EQRO 

delivered coordination of 

activities - guided by Medicaid 

and Mental Health. 

• Now, Mental Health is 

contracting with the ERQO.  

• Their shop provides the 

speaker or contracts with the 

speaker and handles all logistics

• Have a standardized Health 

Home training curriculum that is 

web-based online, focused on the 

core standards of the model.  

• Started as informative (lecture 

and discussion) - largely around 

the 28 Quality Measures 

expectations (now have 19 Quality 

Measures)

• Now, in person meetings are  

panels presenting case studies, 

team based care & their role; more 

interactions.  

The Institute - contractor - 

subcontracts with individual TA 

providers for planning the 

content face-to-face meetings 

and the  Institute plans the 

logistics 

Two people from each practice must 

come, a clinical leader and an 

operational leader as a minimum. No 

one from DMAP attends. State 

representative has observed a few, but 

not all. State is purposeful in non-

participation.

• Should have focused more on 

2703.  Clinics experiences a BIG 

learning curve.  

• Case plans - no one was doing 

this.  Developed webinars on care 

plans.  It was part of the PCPCH 

but not required by it is a required 

in HH.   
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Appendix D

State

New York

Washington

State

Idaho

Management of Health Home 

Learning Collaborative
Who Attends Content of Learning Collaborative

Center for Healthcare 

Strategies (CHCS) develops, 

organizes and facilitates all 

aspects of the learning 

collaborative but  also get an 

array of feedback from 

stakeholders (the NYS Dept of 

Health, the NYS Health 

Foundation, Health Homes, 

etc.) on how to organize the 

meetings so that they are 

relevant and helpful. 

• Pulled in outside speakers - 

disability rights advocate - special 

considerations for people with 

disabilities

• Split the group into small group 

breakout sessions (1) 

outreach/engagement (2) HIT, (3) 

Housing

• End of every meeting - give 

feedback on next topics and meet 

internally

• Another education component - 

do you understand (1) how to bill, 

(2) responsibilities….THIS is viewed 

as part of the learning 

collaborative.  

• "Train the Training"  Hands off 

materials - go over the highlights 

and perform some of the tasks 

during the training.  

• Case studies 

•Chronic Care Management 

• Another education component - 

do you understand (1) how to bill, 

(2) responsibilities….THIS is viewed 

as part of the learning 

collaborative.  

A representative from the 

practice transformation 

workgroup 

Physician champion, PCMH 

Coordinator, Care Coordinators, other 

payer representatives, state Medicaid 

representatives

• Quarterly speakers are recruited 

for panel discussions or national 

speakers are brought in.  

• At the annual face-to-face 

meeting, all providers will present 

Quality Improvement efforts using 

PDCA and sharing storyboard

• Topics include: Disease 

Registries, Care Plans (BC/BS 

brought in a nationally recognized 

speaker) Quality Improvement.  
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State

Iowa

Missouri

Ohio

Oregon

Notes and 

information made 

available 

LHD Involvement Staffing

Quarterly Newsletter

They are not directly involved; but may 

be asked to speak at the Learning 

Collaborative Call 

• One Full Time person for the above 

• One ¼ time person, who also help with HIT 

needs

• Another ¼ time person on member 

services. 

• Another set of people with data/analytics – 

help with identifying people who might be 

eligible based on what they data looks 

like…provide to the Health Home Partner to 

identify and “recruit” into the Health Homes.

shared on website

• For our primary care health home 

initiative, health home providers have 

to provide a comprehensive range of 

primary care services, so in Missouri 

that eliminated almost all of them from 

applying to be primary care health 

home providers. 

• Health home providers may work 

with their local health departments in 

coordinating care for health home 

participants.

• Not involved.  Still trying to learn 

what a HH is.  

• Provided presentations to county 

health departments and hospital 

associations, housing developers, 

specialized targeted trainings. Etc.  

• Reached out to their associations , 

will be presenting to their meetings.    

• There were two lead staff members from 

two state agencies that coordinated the 

learning community project.  

• HSAG (vendor for the project) hired a 

project manager (fulltime) for the project.  

They also had three other staff members 

helped with the project planning, on-site 

interviews, and actual sessions on part-time 

basis.  

Set up drop boxes for 

each mini-

collaborative to share 

documents.  Use 

email distribution.  

Includes storyboards 

from QI projects

No systematic way to connect the 

clinics to LPH resources

• .8FTE of a Director and 1.0 of a coordinator. 

• Four subcontracts for learning collaborative 

with multiple people involved: example one 

sub-contractor had four members of the 

team at the learning collaborative. 
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Appendix D

State

New York

Washington

State

Idaho

Notes and 

information made 

available 

LHD Involvement Staffing

• Foundation Idea - 

created an online 

community - create a 

profile, post 

questions, 

discussions with each 

other.  

• Post 

announcement for 

conferences, 

meetings, events. 

• The state NOT 

participants in this 

online community. 

HHs are funded/overseen by the New 

York State Dept of Health, which is 

involved in all aspects of the program, 

incl. certification, QA monitoring, etc.

2-3 individuals

Have not specifically reached out to  

local health departments, but may in 

the future as they have valuable 

knowledge that can be tapped in our 

ongoing technical support to health 

homes. 

One FTE that is responsible for training 

specifically related to HH, however we work 

as a team and additional staff assist when 

needed.  

Online forum for 

enrolled HHs to share 

best practices and 

solutions and 

eventually 

storyboards

Idaho Medicaid Project Manager for 

CHIC (Children's Healthcare 

improvement collaborative) within the 

Division of Health - funded by CHIPRA 

children health insurance program 

reauthorizations act of 2009.  In two of 

the seven district health department, 

CHIPRA funds a care coordinator who 

works with the rural health clinics to 

meet the practice transformation 

criteria that would allow the clinic to 

meet the requirements to become a 

health home.

• Three staff share a portion of their time, 

but the learning collaborative is so braided 

and connected to the actual HH program, this 

doesn’t have a special line-item.

• significant in-kind resources from the 

Champion Physicians and others in the 

Practice Transformation Work Group. 

• Service Practice Coaches: the QI/QA 

specialists (Donna and Heather) meet 

frequently with the enrolled clinics and 

support their efforts to move toward 

effective QI/QA. 
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State

Iowa

Missouri

Ohio

Oregon

off set any of the costs for the providers 

to attend trainings (i.e. pay mileage, 

hotel, etc.)

Budget

No.  There is no cost to HH for the 

Learning Collaborative Calls a – only time 

and participation.  All speakers and 

providers come voluntarily.

• "In Kind" budget

• Share the DHS Meeting2Go account with other programs

• Use the 1 fully dedicated Clinical Project Manager to organize, 

facilitate and promote the meeting with support staff to assist as 

required in running the call 

• $ to offset the physicians to be out-of-

the-office was provided  

• The health home per-member-per-

month payment included a small amount 

to cover the cost of physicians 

participating

• The provider organizations paid all 

expenses involved in participating 

(mileage, hotel). 

• Lunch was provided during the all-day 

sessions.  Expectgation: PMPM covered 

the cost of attending/participating.

• Two Foundations that helped underwrite the support the 

learning collaborative – Missouri Hospital Association.  

• Funded outside the Health Homes initiative.  

• PMPM Medicaid structure – not part of the PMPM.         

Do not reimburse the health home 

providers for any of the learning 

community related cots.  The events 

were free to them, but the provider 

covered staff time, lunch and staff travel 

expenses.  

• Phase 1: Health Services Advisory Group (EQRO) got this added 

to their existing contract.  

• Phase 2: $500,000 from federal block grant funding – Ohio 

Mental Health Services - two learning community tracks, Health 

Homes and Health Integration (behavioral and primary care). 

• The entire project is funded through our Mental Health Federal 

Block Grant.

• NW Health Foundation (private health foundation) Grant for 

$155,000 and combined that with a SHAP State Health Access 

Program (HRSA funding) which supports a number of health 

system transformation activities. 

• In total $1.3 million funded the first five quarters of Institute 

activities. State Innovation Model dollars from CMS are funding 

the Institute moving forward. A Business Model is under 

development. 
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Appendix D

State

New York

Washington

State

Idaho

off set any of the costs for the providers 

to attend trainings (i.e. pay mileage, 

hotel, etc.)

Budget

• We reimburse hotel, mileage, flights 

for individuals who live north of the 

Hudson Valley, as we always hold these 

in NYC. 

• Many folks can easily train in/out 

without needing to stay for a night in a 

hotel, but we accommodate those who 

cannot do the travel easily in a day       

NY State Health Foundation – Don’t know total amount.  

No, unfortunately do not have funding 

to help with provider costs.  

Funding through the Financial Alignment Demonstration grant to 

help support training for dual eligible

N/A

• Funded by the payers BC/BS, Medicaid, Pacific Source and 

Regents. 

• Medicaid funds and supports the Health Home providers and 

they have an enhanced Medicaid payment to support the clinics 

in that process. All costs are covered by the Medicaid system

• For the face-to-face meeting—the costs are covered by all four 

payers. 
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