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Policy Points:

� Medicaid policymakers have a growing interest in addressing
homelessness as a social determinant of health and driver of the po-
tentially avoidable use of expensive medical services.

� Drawing on extensive document reviews and in-depth interviews
in four early-adopter states, we examined the implementation of
Medicaid’s Section 1115 demonstration waivers to test strategies
to finance tenancy support services for persons experiencing or at
risk of homelessness.

Context: The Affordable Care Act extended Medicaid eligibility to large num-
bers of individuals experiencing or at risk of homelessness. This legislative de-
velopment and the growing recognition of homelessness as a significant social
determinant of health have encouraged advocates and policymakers to seek new
ways to use Medicaid to provide housing supports.

Methods: We conducted 28 semistructured interviews with 36 stakehold-
ers in four states. The stakeholders were government administrators, health
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care providers, nonprofit housing staff, and consultants. We supplemented
these interviews with extensive reviews of public documents, media accounts,
think-tank reports, and published literature. We also conducted a systematic
inductive qualitative analysis.

Findings: We identified seven challenges to the successful implementation
of tenancy support demonstration projects: resolving the housing supply and
NIMBY, removing silos between health care and homeless services providers,
enrolling and retaining the target populations in Medicaid, contracting with
and paying tenancy support providers, recruiting and retaining key workers,
ensuring Medicaid’s waiver durability, and reducing administrative crowd-out
and waiver burden.

Conclusions: Notwithstanding these challenges, three of the four states have
made significant progress in launching their initiatives. At this point, the fourth
state has delayed its start-up to consider alternatives to a Medicaid demonstra-
tion waiver to provide tenancy supports. The experience of the four states sug-
gests lessons for Medicaid officials in other jurisdictions that are interested in
pursuing tenancy support initiatives. Nevertheless, the limitations of tenancy
support waiver programs suggest that federal policymakers should consider al-
lowing states to more directly subsidize housing costs for those experiencing or
at risk of homelessness as an optional Medicaid benefit.

Keywords: Medicaid, homelessness, Section 1115 demonstration waivers, pol-
icy implementation.

An estimated 568,000 people in the United States
experience homelessness on a given day, with a little more
than 60% of them finding some respite in emergency shel-

ters or transitional housing. The remaining 211,000 individuals are
“unsheltered.”1 These statistics do not include those at significant risk
of homelessness because of eviction or release from an institution, such
as a hospital or prison. Homelessness and poor health march in lockstep.
People with health problems such as mental illness or substance use dis-
order (SUD) are more apt to become homeless. In turn, being without
stable housing increases the probability of morbidity and mortality. For
instance, a report from theNational Academies of Sciences, Engineering,
and Medicine found that individuals experiencing homelessness are at
greater risk for infectious diseases, serious traumatic injuries, drug over-
doses, violence, and death due to extreme heat or cold.2(p25) The COVID-
19 pandemic is likely to increase housing instability and homelessness,
imposing grave new health risks on those without adequate shelter.
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Homelessness not only undermines health but also drives up health
care costs, primarily through higher rates of emergency department and
hospital utilization.2 For example, a recent study focused on New Jer-
sey found that the health care costs of Medicaid enrollees experiencing
chronic homelessness were as much as 27% greater than those of a com-
parison group of demographically and clinically matched beneficiaries
who had not experienced homelessness. The study also found that in-
dividuals with behavioral health or physical disabilities who had expe-
rienced only a modest amount of time without a suitable place to live
had greater emergency room utilization and ambulatory care sensitive
admission rates than the comparison group.3

These and similar findings have kindled widespread interest in sup-
portive housing initiatives for people experiencing homelessness as a
pathway to more cost-effective health care. These initiatives assume vari-
ous forms, from those helping people locate stable housing and apply for
rental subsidies to far more comprehensive approaches combining hous-
ing, health care, and social services. In regard to the latter, permanent
supportive housing efforts typically integrate rental assistance with a va-
riety of tenancy supports, health care, and social services, which can be
of indefinite duration. Tenancy supports incorporate pre-tenancy activi-
ties such as the search for appropriate housing and assistance with docu-
mentation requirements. These supports also include tenancy-sustaining
activities such as landlord dispute resolution and anger management.
One supportive housing model of growing interest to policymakers is
“housing first.” According to the US Department of Housing and Ur-
ban Development (HUD), which has endorsed this approach for its grant
programs, housing first emphasizes that “persons experiencing home-
lessness should not be screened or discouraged from [housing] pro-
grams because they have poor credit history, or lack income or em-
ployment. Additionally, people with addictions to alcohol or substances
should not be required to cease active use before accessing housing and
services.”4

A key question is, of course, whether and the degree to which sup-
portive housing initiatives, when accompanied by intensive case man-
agement and coordinated care, have positive effects. In this regard, the
National Academies has cautioned that major research gaps exist and
the contribution of housing support initiatives to improved health and
reduced health care costs has not been shown conclusively. Nor does
the available evidence document that housing initiatives are budget
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neutral; that is, that reductions in health care costs pay for the additional
spending needed to launch and sustain the initiatives.2 Still, recent stud-
ies of supportive housing have demonstrated the potential for less use of
emergency departments and hospitals as well as less spending on this
cohort.3,5-7Research has also shown a connection between supportive
housing and access to care, self-reported mental health outcomes, and
overall well-being.8-10Moreover, the National Academies, while calling
for additional research, has affirmed that “housing in general improves
health.”2(p4)

Encouraged by such findings, Medicaid officials in several states have
moved to provide various supports to those facing housing insecurities.
In doing so, they face formidable barriers embedded in federal Medi-
caid regulations and guidance.11,12 The program has long subsidized cer-
tain housing for seniors and younger people with disabilities, primarily
in skilled nursing homes, intermediate care facilities, and small group
homes. But it prohibits payment for housing for other cohorts, includ-
ing the chronically homeless. Nonetheless, as of early 2020, 11 states had
received approval from the Centers for Medicare and Medicaid Services
(CMS) for tenancy support initiatives that at least in part targeted home-
lessness. Six additional states had, in varying degrees, moved toward
obtaining CMS sign-offs on such ventures.13 In pursuing these initia-
tives, officials face myriad challenges of program design and implemen-
tation. Research has repeatedly shown that implementation processes
markedly shape the fortunes of public initiatives.14 To advance our un-
derstanding of the implementation challenges associated with Medicaid
housing initiatives, we examined the experience of four states (Califor-
nia, Illinois, Maryland, and Washington) that at an early point (2016 to
2018) obtained Section 1115 demonstration waivers to pursue tenancy
supports.

We next describe the Medicaid policy context of these waivers and
their key design features. Following a discussion of methodology, we
assess seven core implementation challenges and the degree to which the
four states surmounted them. In addition to acknowledging our research
limitations, our concluding section addresses two principal questions.
First, what did we learn from our research that may help other states
effectively launch and implement Medicaid housing initiatives? Second,
what changes in Medicaid policy should we consider in order to better
factor in housing as a social determinant of health?
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Context and Design in Four Waiver
States

While policy barriers to Medicaid housing supports persist, the Afford-
able Care Act of 2010 (ACA) enhanced opportunities to address home-
lessness. Before the ACA, the Supplemental Security Income (SSI) pro-
gram for low-income people with disabilities was the main route for
persons experiencing homelessness to obtain Medicaid. (Mental illness,
but not substance use disorder [SUD], often enabled a person to qualify.)
The ACA Medicaid expansion gave eligibility to adults aged 19 to 64
and with an income below 138% of the poverty line. This is a cohort
with significant numbers of individuals experiencing or at risk of home-
lessness. By early 2020, 36 states and the District of Columbia had ex-
panded Medicaid. More modestly, the ACA also increased opportunities
to fight homelessness by amending Section 1915(i) of the Social Secu-
rity Act to give states somewhat greater flexibility to provide tenancy
supports to certain individuals with mental illness and SUD through a
state plan amendment rather than a waiver.

In this new policy context, several states saw Medicaid Section 1115
waivers as a promising tool for extending tenancy supports. Authorized
in 1962, the use of these demonstration waivers had mushroomed in
the period starting with the Clinton administration. Roughly 80% of
the states have these waivers, with about one-third of federal Medicaid
expenditures supporting waiver-based activities.15 A 2015 CMS bul-
letin drew attention to this well-known tool, among others, for pro-
viding Medicaid tenancy supports. The bulletin described the hous-
ing services that Medicaid could subsidize to assist “individuals already
in the community” rather than those leaving a long-term care facility
(the program’s perennial focus).11 The bulletin listed a spectrum of pre-
tenancy and tenancy-sustaining services that the federal Medicaid pro-
gram would fund. The Trump administration, despite its generally try-
ing to erode enrollment of the Medicaid expansion cohort,16 nonetheless
signaled support. Both Secretary of Health and Human Services Alex
Azar17 and CMS Administrator Seema Verma18 endorsed greater Medi-
caid flexibility to address housing needs as a social determinant of health.
The four study states were among the first responding to CMS’s signals
of receptivity to tenancy supports for those experiencing homelessness.
California received authorization to launch its five-year demonstration
in 2016, Maryland and Washington in 2017, and Illinois in 2018.
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Table 1. Homelessness in Four States With Medicaid Tenancy Support
Waivers, 2019

Jurisdiction

Total
Homeless
Individuals % of Total

Homeless
Individuals
per 10,000
Population

% of
Homeless
Individuals
Who Are
Unshel-
tered

California 151,278 27% 38 70%
Illinois 10,199 2% 8 19%
Maryland 6,561 1% 11 21%
Washington 21,577 4% 29 44%
United States 567,715 100% 17 37%

Data from HUD Exchange 2019 continuum-of-care homeless population and subpopula-
tion reports.

The four waiver states varied appreciably in the magnitude of their
homelessness problems, as Table 1 shows. California and Washington
have more acute challenges with homeless populations per ten thousand
people that are well above the national average of 17. In contrast, Illinois
and Maryland had per capita rates well below the national mean. The
seriousness of the homelessness problem in California is striking. More
than a quarter of the nation’s homeless population lives in this state, and
its per capita homeless rate is more than double the national average.
California also stands out in the proportion of its homeless cohort who
are “unsheltered.” More than 70% of that state’s homeless individuals
fall into this category, compared with 19% in Illinois, 21% inMaryland,
and 44% in Washington.

Even though the four waiver initiatives differ in myriad ways, they do
share some features. With variations, all the waivers target Medicaid en-
rollees with some combination of the following characteristics: (1) they
are experiencing or at risk of becoming homeless (e.g., while transition-
ing out of hospitals, behavioral health facilities, jails, or nursing homes);
(2) they are precariously housed in the broader community and at risk
of institutional placement; (3) they have serious health problems such as
chronic physical conditions or behavioral health issues; and (4) they have
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repeated instances of the avoidable use of emergency departments and
inpatient hospitals. All the waivers call for the provision of pre-tenancy
and tenancy-sustaining services to the target populations.

Although the waiver initiatives shared these features, they varied con-
siderably in their formal structural arrangements to provide homeless
services. As Table 2 indicates, California and Maryland pursued a locally
driven intergovernmental model, which depended on localities to develop
effective approaches to providing housing supports. In both states, the
requests for proposals (RFPs) required, among other things, local ap-
plicants to document their need for Medicaid tenancy supports and to
demonstrate that they had commitments from diverse stakeholders (e.g.,
in the health care, housing, justice communities) to address the problem.
The localities had to commit to credible performance measurement and
reporting systems. They also had to demonstrate their ability to provide
local funds to the state to generate the federal Medicaid match needed to
subsidize their tenancy support activities. (In essence, the locality would
transfer funds to the state to spend on Medicaid tenancy supports. In
turn, the federal government would match the money the state spent.
Assuming the locality lived up to its commitment to provide tenancy
supports for Medicaid enrollees, it would recapture the money it origi-
nally contributed and receive the federal matching funds.)

The efficacy of the intergovernmental model substantially depends on
the degree to which local governments submit proposals acceptable to
state officials. Both California and Maryland had positive experiences.
In California, 23 counties, one small-county collaborative (consisting of
three jurisdictions), and the city of Sacramento obtained state approval
for Whole Person Care pilots. While the pilots were permitted to fo-
cus on social determinants other than housing, all of them, albeit in
varying degrees, offered tenancy supports.19(p26) Participating localities
contained 85% of California’s population and slightly greater rates of
homelessness than did jurisdictions that did not join the pilot.20 For in-
stance, Los Angeles County, with more than a quarter of the state’s pop-
ulation and nearly 40% of its homeless individuals, established a pilot.
In the Bay Area, major population centers like Alameda, San Francisco,
and San Mateo counties participated. Nor were participants limited to
urban areas. Shasta County, near the Oregon border, with 180,000 resi-
dents and a homeless population of roughly 700, also launched a pilot.
California’s waiver proposal did not explicitly predict the overall num-
ber of Medicaid enrollees who would receive tenancy supports. (By the
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end of 2019, the cumulative total enrollment in Whole Person Care was
160,000.)21

Maryland officials also elicited significant local government partic-
ipation in their Assistance in Community Integration Services (ACIS)
initiative. Three urban jurisdictions—Baltimore City along with Mont-
gomery and Prince George’s counties—participated, as did rural Cecil
County in the northern part of the state.While fewer than 20% of Mary-
land’s 24 counties joined, the four participating jurisdictions were home
to nearly half the state’s population. These localities also had the lion’s
share of Maryland’s homeless population. The city of Baltimore alone
claimed nearly 40% of this cohort. Combined, the participating juris-
dictions encompassed close to 60% of the state’s homeless population.
The waiver proposal initially estimated that ACIS would serve 300Med-
icaid enrollees annually.

Washington adopted a third-party administrator approach to its hous-
ing initiative. The state issued an RFP22 targeting a business or non-
profit organization to implement the state’s Foundational Community
Supports initiative, which seeks to provide tenancy or employment ser-
vices to specified Medicaid enrollees. The RFP envisioned that the suc-
cessful bidder would serve an average monthly caseload of 7,500 indi-
viduals and would contract with housing and other pertinent providers
to deliver services. State officials also expected the third-party admin-
istrator to obtain the cooperation of the state’s five Medicaid managed
care organizations (MCOs) to serve the target population and establish a
“sustainable model” for tenancy supports after the waiver ended. Ameri-
group, one of the state’s five Medicaid MCOs, won the bid, pledging to
run the initiative out of an administrative division distinct from those
serving its own Medicaid enrollees and to secure the participation of the
other MCOs. By December 2019, Amerigroup had contracted with 100
entities to provide tenancy supports at 301 sites throughout the state.23

The design embedded in the Illinois Assistance in Community Inte-
gration Services initiative remains unclear, since it had not launched as
of 2020. The waiver documents, however, suggest the possibility of a di-
rect community-based contracting model. As initially envisioned, this model
called for the state Medicaid agency to contract with community-based
nonprofits in the Chicago area to provide tenancy services to enrollees
who were experiencing or at risk of homelessness. The nonprofits would
coordinate their efforts with several MedicaidMCOs. The state projected
that the number of enrollees served annually would grow to 3,750 in
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2023. For reasons we will discuss later, Medicaid officials never issued
guidance that more precisely defined the qualifications that nonprofit
homeless services providers had to possess. It is also possible that Illi-
nois, like Washington, would have opted for a third-party administra-
tor model if it had moved forward. A work group set up to advise state
officials recommended this approach.24

Methodology

Our sample of four states represents the preponderance, if not the en-
tirety, of early-adopter jurisdictions with Section 1115 waivers explicitly
focused on tenancy supports for people experiencing homelessness and
housing insecurity. All four had obtained approval for these demonstra-
tion waivers by mid-2018, providing fertile ground for analyzing start-
up implementation challenges. Several other states have since decided
to pursue tenancy supports through Medicaid demonstration waivers or
state plan amendments. But these initiatives are still in the early stages.

Our study rests on a qualitative, inductive methodology. We used
rapid assessment procedures, an approach focused on categorizing and
characterizing targeted domains, which is particularly helpful for de-
scribing operations and identifying areas for improvement in health-
related programs.25 In order to provide pertinent contextual background
on the demonstrations and help identify interview subjects, we em-
ployed expert consultants who were knowledgeable about homeless ser-
vices and Medicaid issues in each of the study states. These consultants
reviewed our findings and provided feedback to help correct any errors
of fact or interpretation. In 2019, we conducted 28 semistructured in-
terviews with 36 key stakeholders in the four states who were familiar
with the demonstrations. These stakeholders included government ad-
ministrators, health care providers, consultants, and staff providing ten-
ancy supports (some of whom worked for nonprofits that also developed
or maintained housing). The interviews, averaging about one hour in
length, were recorded and transcribed. They were independently coded
by two members of the research team, who reached agreement on the
key themes using a consensus coding process.26 Our analysis also drew
on an extensive review of public documents, media accounts, think-tank
reports, and the research literature on health care, homelessness, and
housing.
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Key Implementation Challenges

The stakeholders we interviewed described a bevy of implementation
challenges that needed to be addressed to achieve the objectives of the
tenancy support waivers. In coding the interviews, the seven challenges
described next generally met one major criterion: at least half (and often
more) of the 28 interviews cited them. The sole exception is the seventh
challenge, which draws exclusively on Illinois stakeholders to account
for the state’s stalled takeoff.

Challenge 1: Housing Supply and NIMBY

There’s no freaking housing… . We are having a historically ridicu-
lous housing price rise. (Interview 11, public official)

Although we like to think of ourselves as rather politically progres-
sive, we have a lot of siting problems. Even if we were going to, for
example, try to do a congregate living environment where we could
somehow provide supports on site … we could never get that past our
city council. (Interview 23, public official )

Nearly all those interviewed identified a lack of suitable, affordable
housing as a major implementation challenge. Their comments sug-
gested that this supply issue had at least four dimensions. The first,
captured by the first quotation, had to do with spillovers from a gen-
eral shortage of affordable housing for low-income renters in all four
states (especially California and Washington).27 This basic shortage in
turn compounded the task of finding accommodations for clients expe-
riencing homelessness.

A second, more immediate supply problem pertained to the limited
financial support to subsidize housing for targeted enrollees. Since the
waivers did not permit Medicaid to pay the rent or otherwise provide
housing, the demonstrations needed to obtain assistance from local pub-
lic housing authorities or other sources.Most housing authorities depend
heavily on HUD’s Section 8 vouchers to assist those experiencing or at
risk of homelessness.28 Sometimes the housing authorities were a valu-
able source of support. As one official noted: “It was essentially us going
to [the housing authority] and saying ‘Hey, we got this big new pilot.
We need 40 something subsidies,’ and they would just give them to us”
(Interview 8). More often, the housing authority could not supply all
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the needed vouchers, with the demand for them greatly outpacing their
availability and some applicants remaining on waiting lists for years. To
compound these problems, the stakeholders noted the reluctance of some
landlords to accept Section 8 vouchers, especially in a tight housing mar-
ket (a problem that has been found in other studies).29,30 One homeless
services provider told us that to overcome landlords’ unwillingness to
rent to those with HUD vouchers, state policymakers had established a
fund that would reimburse them for damage to their properties caused
by subsidized renters.

The limits to support from public housing authorities prompted the
demonstrations to seek other funding sources. Stakeholders in Califor-
nia noted that the state and several counties had approved tax mea-
sures to create flexible housing subsidy pools to assist those experienc-
ing homelessness, and more than half the California pilots drew on these
pools.19(p245) Several respondents also mentioned their efforts to help en-
rollees qualify for disability payments, which could then be applied to
rents. Others expressed the hope that MCOs, hospitals, and developers
might become a funding source for housing. Despite these efforts, the
respondents reported many instances in which they provided tenancy
supports to those experiencing homelessness without finding them suit-
able accommodations.

Third, some respondents referred to supply problems created by the
special needs of many of the homeless individuals and the historical re-
luctance of local officials to approve housing tailored to these needs.
Housing of otherwise reasonable quality still might not be suitable for
clients with particular health problems (e.g., an inability to climb stairs)
or who need to be near public transportation. So, too, as suggested by the
second interview quoted at the beginning of this section, local officials
have often been averse to approving special housing facilities for people
experiencing homelessness.

Finally, stigma and NIMBY contributed to the scarcity of housing. In
part, this was manifested in a legacy of resistance to the physical siting
of facilities designed to aid people experiencing homelessness, such as
congregate living structures, shelters, and sobering centers. Other issues
involved neighborhood acceptance of clients into existing housing. One
tenancy support provider from a more affluent county observed “that
the folks we’re housing may not look like [their neighbors], act like
them. They might have different interests. So, we do have one person
in particular who likes to dress in military garb and, boy, did he alarm



Medicaid Waivers and Tenancy Supports for the Homeless 663

his neighbors.” The provider indicated that one of its major tasks was to
change “those stigmas and those stereotypes” (Interview 24). At times,
neighbors file complaints with landlords or the police for behavior they
find odd or suspect because it violates their sense of normal behavior, not
because it breaks tenancy rules or local ordinances.

A handful of respondents pointed to race as a factor contributing to
housing problems. One public official suggested the presence of “struc-
tural racism… . The percentage of the people that we’re working with
that are homeless who are Black is just really striking and horrifying… .
It makes it easier for people… [to feel] like it’s somebody else’s problem”
(Interview 11). In a similar vein, another official observed:

A number of our clients are African American, and they’re overrepre-
sented. Then when we try to put them in housing units that don’t look
like them, we’ve seen barriers and… lots of complaints over very silly
things. Like the person was smoking outside… . We do experience a
lot of prejudice with our folks. (Interview 23)

Challenge 2: Breaking Down Silos Between
Health Care and Homeless Services Providers

We all know the health care system is very fragmented and confusing,
but the housing world is far worse. It could be a full-time job for me
just learning the rules, regulations, and who gets a voucher and who
doesn’t. (Interview 7, health care provider)

It took a really long time for me to really settle into the language of
health care and know what people were talking about … probably a
year for me to feel that I could even have a conversation about this.
And I think the same is on the other side. The folks that we’re talking
to for the first time on the health care side really don’t know anything
about housing. (Interview 21, homeless services provider)

Housing services folks… think that health care has a lot ofmoney, and
so they tend to be resentful of efforts to pull their work into health
settings. Just getting over the cultural divide that comes between
these scrappy,multiply tattooed and pierced housingwarriors to bring
them into work amicably with the social workers in the hospital who
are trying to discharge people. That cultural divide has been a big
deal. (Interview 11, public official)

As these quotations suggest, breaking down barriers to communi-
cation and coordination between health care and providers engaged in
homeless services is far from simple. Historically, the two groups of
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providers have inhabited different and relatively insulated silos. Each
silo featured different clusters of actors with distinct educational and
professional backgrounds. One contained HUD, local housing authori-
ties, nonprofit tenancy support providers, and developers, among others.
The other was composed of CMS, state Medicaid agencies, MCOs, hos-
pitals, and other health care providers. Each silo encompassed a distinc-
tive set of federal, state, and local policies; administrative regulations;
and standard operating procedures. Each had a distinctive information
system that made the practical exchange of data for operational purposes
hard to achieve. Each incorporated different approaches to financing and
paying for services. And each had its own set of values, norms, and be-
liefs about how to get things done. (Though not the focus of this article,
housing developers exist in yet a third silo, in which they think about
financing, tax credits, and how to make affordable housing a reasonable
investment.)

The prospect of receiving Medicaid funding to subsidize tenancy
services strongly incentivized housing nonprofits to participate in the
demonstrations. But this did not necessarily eradicate their concerns
about such involvement. For instance, one employee of a homeless ser-
vices nonprofit worried that “dabbling into Medicaid will sort of be a
slippery slope … down the path of being a medical provider” (Interview
21). Many in homeless services did not look forward to the time and
effort involved in learning “Medicaid speak” (Interview 3). To be sure,
these reservations did not apply to some of the larger housing nonprof-
its that had previously worked with Medicaid. One such organization
had begun years ago as a facilitator of housing for Medicaid enrollees
with intellectual and developmental disabilities. Another large housing
provider also delivered mental health services to Medicaid beneficiaries.
But the demonstrations also sought to involve smaller community-based
homeless services providers that lacked Medicaid experience.

In turn, state Medicaid agencies and the MCOs with which they con-
tracted often had a limited understanding of the nexus between housing
and health care. The fact that in the past the waiver states had carved
out behavioral health services from the domains of their primary Medi-
caid agencies and assigned them to other state bureaucracies magnified
this problem. So too did the tendency to remove behavioral health care
from Medicaid MCO contracts. Some stakeholders believed that these
carve-outs impeded efforts to integrate services to chronically homeless
Medicaid enrollees, who disproportionately suffered from mental health
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and SUD issues. As one stakeholder put it, the concept of housing sup-
port initiatives is “very foreign” to the staffs of Medicaid agencies. They

have struggled to understand what it means to have a system of care
that incorporates social services support as well as behavioral health
care… . That is a very big hurdle to overcome, because we have always
had a system of care … where behavioral health has been carved out.
(Interview 1)

Among our four study states, Washington had attempted to address
this problem through a major administrative reorganization. But at least
initially, it had not resolved all the tensions between stage agencies
representing physical and behavioral health perspectives, respectively.
One health care provider involved in the housing support demonstration
noted that state agencies were “giving us different messages. It makes for
a convoluted message to us, and we’re just trying to appease the different
state agencies” (Interview 13).

In acknowledging the silo problem, several respondents also sug-
gested ways to surmount it. One stakeholder observed, “Those silos can
be bridged … through … administrative meeting structures and over-
sight structures,… specific policy and procedures that link together how
they do things … and then data systems that can get them all informa-
tion from each other” (Interview 6). At times, state Medicaid officials
went out of their way to create such integrating structures. California
officials, for instance, required localities to create diverse networks of
participants for the Whole Person Care initiative. Local applicants had
to designate a lead entity, at least oneMedicaidMCO, aminimum of two
community-based partners, and public agencies responsible for deliver-
ing health services, behavioral health treatment, and housing supports.
The approved pilots readily met and often exceeded this standard, with
20 to 30 network participants. For example, one pilot had 21 partici-
pants, including nine different county agencies, three municipal human
services departments, three Medicaid MCOs, and six community-based
housing or health care organizations.

Some respondents pointed to concrete examples of constructive work-
ing relationships between health care and homeless services providers.
One public official on a steering committee to assist homeless enrollees
described the initial tensions between these two cohorts of providers:
Health care providers would insist: “We’ve got to house these people
that are on the streets and they’re going to die if they don’t get housed



666 F.J. Thompson et al.

right now.” In turn, the housing provider knows that “we have only this
much housing stock and none of it matches this client’s needs.” The of-
ficial acknowledged that

our housing provider understood better than we did why certain
clients couldn’t be housed in certain locations, having a lot to do
with their medical conditions. They needed accommodations in the
shower. They needed first floor access… . Those of us … on the clini-
cal end didn’t at first understand the complexity of the physical needs
of many of those experiencing homelessness. (Interview 23)

Challenge 3: Enrolling and Retaining the
Target Population

It’s very difficult for [the homeless] to get on and stay on Medicaid
because a lot of people… are unsheltered, whichmeans that you really
need staff to do outreach, to go out into the streets and really find
people and get them enrolled. (Interview 1, consultant)

The Medicaid program has long faced take-up issues resulting in a
significant proportion of those who could qualify for the program not
being enrolled.31(pp70-100) Enrollment challenges for the tenancy support
waivers extended beyond those ordinarily faced by Medicaid officials.
This partly stems from difficulties in locating clients and documenting
their eligibility. It also emanates from the need for enrollees to meet ad-
ditional eligibility criteria. Those receiving tenancy supports not only
need to enroll in Medicaid, but also must meet certain health care crite-
ria (e.g., have certain chronic conditions and be frequent users of hospi-
tal emergency rooms or inpatient services). They also must meet certain
standards for being homeless or precariously housed, as heavily influ-
enced by HUD. In practice, this meant that those implementing the
demonstrations needed access to both Medicaid and housing informa-
tion systems.

The problems of locating clients stem from the fact that many are not
in shelters and lack fixed addresses. In order to cope with this problem,
project administrators rely on assistance from multiple entities. Refer-
rals from hospital discharge and emergency departments play a role as
do criminal justice agencies. One local official described a partnership
with a special unit of the sheriff’s department: “What used to happen is
that we would hear … they were homeless, and by the time we tried to
reach them they were gone… . Now the sheriff team will actually have
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the [individual] with them and give us a call” (Interview 7). In a similar
vein, another administrator observed: “So our police impact teams [are]
familiar with the encampments within the city, and they know that this
particular individual is here on this day, or … saw them a week ago,
and we can check in on them. So that creates a warm handoff into the
program” (Interview 18). Government officials acknowledged the value
of community-based nonprofits in tracking enrollees. One local govern-
ment had initially relied on its own employees to locate homeless clients.
But administrators were reluctant to send this staff “into the homeless
encampments by themselves because that can be unsafe.” Officials then
contracted with a nonprofit that had a record of providing services in
these encampments. This enabled them to move from a 3% rate of lo-
cating clients when they started to a 50% rate subsequently (Interview
18).

Many of those identified as meeting the eligibility criteria for tenancy
supports cannot be promptly placed in housing or in shelters. Conse-
quently, the problems of keeping track of clients persist, and numerous
respondents talked about the “churning” of enrollment as a significant
problem. Some clients die. Others leave the jurisdiction or lose touch
with their caseworkers for other reasons. Still other stakeholders pointed
to the administrative burdens of Medicaid redetermination processes as
triggering disenrollment. Providers in Washington State expressed con-
cerns that these redeterminations had to be carried out every six months
rather than annually.

Documentation challenges compound those fueled by the need to lo-
cate and track clients. As one local official observed, “Sometimes indi-
viduals who are experiencing homelessness don’t have any place to store
documents, or store letters and things like that, and they are constantly
having to redo … and get everything multiple times, multiple itera-
tions” (Interview 18).

The need to meet HUD’s eligibility criteria for homeless services was
another significant take-up challenge. As a major funder of local hous-
ing programs, HUD heavily influences both the eligibility criteria for
homeless services and the system used to track those receiving them.
Under the banner of providing a “continuum of care,” HUD has stressed
the need for localities to offer a “coordinated entry process” to identify
those who should receive housing subsidies and has even published a
guidebook to facilitate these efforts.32 One primary purpose of coordi-
nated entry is to ensure that those persons with the most acute care and
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housing needs—the chronically homeless—receive priority for perma-
nent supportive housing. The agency defines chronic homelessness as
being without housing for at least 12 continuous months or having four
or more episodes of homelessness totaling at least 12 months over three
years. Chronic homelessness also requires that a provider certify the pres-
ence of a disability that interferes with the capacity to be stably housed.
These HUD criteria add to the burdens of documenting clients’ eligibil-
ity for tenancy supports. One local official noted that documenting the
“chronicity of homelessness [is] … a lot of work.” An outreach worker
might “need to go to that police officer who saw them homeless in front
of the 7-Eleven on this particular day, or go to the Social Security office
and speak with that … person who can verify that they were homeless
when they were trying to get this payment” (Interview 18).

To target clients for tenancy supports, local continuum-of-care en-
tities, following HUD guidelines, establish homeless management in-
formation systems (HMIS), which incorporate client-specific data on
those using homeless services or at risk of or experiencing homelessness.
The stakeholders identified challenges in implementing these HUD
systems. As one local Medicaid official noted, we have “invested a
lot in accelerating the standing up of our local coordinated entry sys-
tems, a lot into the homeless management information system rollout
here. And we have invested in a lot of training.” Despite these efforts,
the official commented that the rollout of the HMIS system has been
“slow.” While making progress in “putting in place the infrastructure
… we’re not going to be where we want to be at the end” of the waiver
(Interview 11).

While providing guidelines for HMIS systems, HUD does not man-
date that their data be part of a statewide system. Some stakeholders
viewed this lack of uniformity as problematic, with one state official
noting that this fragmentation “just frankly drives me nuts.” Report-
ing has “really varied from local entity to local entity” (Interview 3).
Another official saw HMIS fragmentation as a take-up problem because
the homeless are often transient.

So if you have someone … and they were homeless in [X] county and
they came to [my] county, we would not know they were homeless
in [X] county unless we actually picked up the phone to speak to our
counterpart [there]… .We need to have a system, at least for the state
… to see the larger picture. (Interview 15)
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Other stakeholders expressed concerns about the degree to which
HUD systems target clients that the Medicaid demonstrations can serve.
One consultant observed:

I think [that] … coordinated entry functions that [HUD] has been
creating to try to identify homeless people in a unified, organized
way has been challenging so that many of the people on the coordi-
nated entry lists are not necessarily the people who are particularly
sick, which would make it hard to align [Medicaid] funding with the
coordinated entry. I think that’s been a major problem. (Interview 2)

Those identified and entered into the HMIS system may not meet
the emergency room and hospital use criteria needed to enroll in the
demonstration. The absence of an integrated system that simultaneously
provides Medicaid and housing information about potential clients can
yield take-up inefficiencies. One homeless services provider, for example,
complained about not having ready access to Medicaid utilization scores
for the homeless individuals they were attempting to enroll, leading to
a substantial rejection rate among those they proposed to serve. “So that
scares me to have to go through all that paperwork … and just find out
that they are not going to qualify. That just doesn’t seem like a good
system” (Interview 21).

A few stakeholders also questioned whether HUD criteria excessively
restricted access to services under the waivers. One provider observed:
“The HUD chronic homelessness criteria are pretty strict… . You can
really easily not meet these HUD criteria, even though you really are
very vulnerable and have experienced very long periods of homelessness”
(Interview 19). A health care provider also said that targeting the most
acutely disadvantaged tended to crowd out a prevention model focused
more on those who were on the “precipice of becoming homeless” be-
cause of eviction or other problems. Attention to this cohort can lead to
“tremendous cost savings from an initial small investment” (Interview
27).

Challenge 4: Contracting With and Paying
Homeless Services Providers

I think really on the fiscal side, just some of the contracting delays
and getting to a place where all fiscal processes are in place; that was
the most challenging part of the process. (Interview 8, public official)
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I was really feeling hopeful about what [the housing initiative] could
become, and I still have some hope. But it’s becoming jaundiced by
how they set up the reimbursement, what you have to do in order to
reimburse for services and what that meant … to be able to pull that
off without losing money. (Interview 17, homeless services provider)

To implement the tenancy support demonstrations, public agencies
had to contract with homeless services providers and get them certified
in order to receive payment from Medicaid. In turn, these providers had
to perform services that Medicaid officials considered reimbursable; they
had to follow standard operating procedures to document their activi-
ties though invoices and other means in order to get paid. Some agencies
sought to minimize this challenge by contracting with larger nonprof-
its with experience in billing Medicaid. The demonstrations frequently,
however, would partner with smaller community-based nonprofits with-
out Medicaid experience.

The stakeholders cited several challenges associated with contracting
and payment.33 One cluster of problems pertained to the formal con-
tracting processes. Government contracting procedures designed to en-
sure competitive bidding and prevent abuse can lead to delays. As one
local official explained,

We are trying to write an RFP to go out to bid for a supportive hous-
ing provider… . We have an RFP process that can take up to, easily,
six months… . So, I am trying to find any avenue outside our county
procurement system… . That has become quite a task for us to figure
out. (Interview 23)

Intergovernmental dynamics sometimes lead to contracting complex-
ities. In California, certain counties contracted with city governments
within their jurisdictions, which then subcontracted with nonprofits to
provide tenancy services. Noting the delays in getting this network up
and running, one provider warned, “Frankly, I would never recommend
… something like this because the state’s now paying the county to pay
the city to then pay … nonprofits, and so we have had to deal with
bureaucratic requirements at each of those levels” (Interview 20). A lo-
cal official echoed this sentiment: “It takes us a really long time to get
any contract money out and requires a lot of pushing. Although people
identify how homelessness is an emergency, it doesn’t mean that they’re
willing to suspend any of their [contracting] processes to be able to move
faster” (Interview 11).
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The procedural requirements for housing nonprofits to become certi-
fied for Medicaid payment also proved taxing and, at times, led to de-
lays. One homeless services provider noted that “going through the basic
Medicaid application to get a provider number is a big deal” (Interview
10). Another underscored the time it took to get certified by Medicaid:

There’s a lot of phone calls. Signing up on a new online system. I had
to have my executive director talk to somebody on the phone. We had
to get a special IRS form that our chief financial officer had to help
me get. So there were a bunch of steps along the way that were just
not simple. (Interview 21)

Once they were certified by Medicaid, billing and getting paid also
proved challenging for many housing services nonprofits. One state ad-
ministrator summed it up as follows: “Another lesson that we’ve learned
is that a lot of these [housing nonprofits] don’t understand Medicaid as
insurance and that there [are] a lot of documentation requirements.”
They “historically just received grant funding or local funding and not
had the bureaucratic requirements that come with … insurance” (In-
terview 22). To be paid for their claims, the providers must document
the authorized services they have delivered. For example, under a com-
monly used “per-member-per-month” payment system, homeless ser-
vices providers generally had to describe the number of contacts with the
client, the services delivered, and when. For instance, one demonstration
required the delivery of three eligible services to the client during the
month to justify payment. At times, tenancy support providers had to go
to considerable lengths not only to demonstrate that their services were
medically necessary but also to show that they were not already covered
by another funding source. Many of the participating providers were
running several housing initiatives and had to establish that Medicaid
payments were not substituting for tenancy support services subsidized
by other funders. In Washington State, several respondents referred to
this as the “supplantation” challenge.

Problems in locating clients sometimes make it difficult for homeless
services providers to meet Medicaid’s service requirements. The techni-
cal skills of frontline outreach workers may also impede efforts to doc-
ument services. Many demonstrations rely on workers with “lived ex-
perience” to track and serve their clients. In their former lives, these
employees did not have housing, had behavioral health issues, had been
imprisoned, or had other experiences that give them firsthand insights
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into the challenges people experiencing homelessness face. But as one
provider observed, these community workers “may not have graduated
from high school” and “may not have all the technical skills that would
be required to put in case notes and to navigate” the reporting system
without extensive training (Interview 5). Still other payment delays re-
sult from invoices that stray from Medicaid’s technical requirements for
submitting such information. StateMedicaid agencies have tried to ame-
liorate payment problems for homeless services providers through orien-
tation and training. But this remains a work in progress.

These and related factors mean that many Medicaid payment claims
submitted by homeless services providers are denied, at least initially.
The comments of one such provider conveys the frustration this can cre-
ate: “I can’t stress how ridiculous it’s been, so a one-month invoice may
have 14 different edits going back and forth until it’s been approved” (In-
terview 20). Experience with claims denials has prompted some home-
less services providers to become more conservative in providing initial
services to the homeless. Rather than intervene immediately on the as-
sumption that Medicaid will pay them, they seek preauthorization. As
one provider put it, “We had clients that we had provided several hours’
worth of services to … later … find out [our claims] had been denied.
We had to go back and say … wait, we need to not continue serving
until we get that first approval” (Interview 10). Such delays risk having
the provider lose track of the client’s location.

In addition to expressing concerns about the administrative burdens
of getting paid, housing services providers frequently questioned the
adequacy of Medicaid’s payments. One provider complained that gov-
ernment contracts tend to “shave us as close to the bone as possible”
(Interview 21). Other concerns were with start-up funding and over-
head rates. With respect to the former, one homeless services provider
noted that government contracts often forced nonprofits to “carry one
to three months of cost waiting reimbursement. It’s simply not sustain-
able” given the limited rate of return on these contracts (Interview 25).
As for overhead, the same provider noted that it was “a big uphill bat-
tle with government to get them to recognize full program costs, which
include … direct funding for costs that are sometimes shoved into the
administrative overhead category.” The provider cited data systems es-
sential to the housing initiatives as an example of a cost that government
ought to explicitly recognize and fund.
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Challenge 5: Recruiting and Retaining Key
Workers

I mean all of us who have been involved, including the workers, have
joked about the feeding frenzy of trying to hire community health
workers … everyone and their uncle is trying to hire community
health workers, people with lived experience who can help really meet
the care needs of these vulnerable populations. (Interview 4, consul-
tant)

In addition to involving the usual spectrum of health care professions,
the tenancy support initiatives tend to rely heavily on case managers
and community health workers. Case managers seek to coordinate the
medical, behavioral health, housing, and related social services that en-
rollees receive. Employees with social work degrees frequently perform
this role. In turn, community workers typically serve on the front lines
of these housing initiatives, keeping track of, counseling, and provid-
ing tenancy supports to clients. Qualifications for these staff often stress
“lived experience.”

Some stakeholders indicated that recruiting and retaining case man-
agers and community health workers posed significant challenges. One
county official noted that the demand for the homeless services

workforce has … gone up tremendously and one of the things that’s
slowing us down right now is … the amount of time it takes our
nonprofit community partners that we fund to do this work … to
recruit and retain staff… .We are able to get funding to them quicker
than they are able to bring their team on board to actually do the work.
(Interview 14)

The official pointed to the recruitment of case managers as a particular
bottleneck, noting that each time the nonprofit hires a case manager, the
county can promptly assign that person 20 new clients.

Another stakeholder attributed the case manager challenge to more
basic difficulties of attracting social workers to housing services.

I think social workers in general do not go into the homeless services
world… . One of the ways that my organization is trying to address
that issue … is trying to make the connection with schools of social
work to try and get more people who graduate with a master’s in social
work to go [into the field]. (Interview 1)

Reinforcing this view, another stakeholder emphasized the impor-
tance of employing “the right social worker who’s interested” in housing
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and not “more focused on a different type of social work” (Interview 6).
Conditions of employment can cause difficulties in recruiting case man-
agers. One county official said that given the waivers’ five-year life span,
they could hire case managers only as term employees without job se-
curity and retirement benefits. In some areas, the dearth of affordable
housing makes it hard to recruit them.

Recruiting and training community health workers also presented
challenges. These workers often play a significant role in frontline in-
teractions with homeless individuals. For instance, one larger nonprofit
pointed out that about half their housing coordinators had at one point
been homeless or housing insecure. In California, nearly half of all
demonstration enrollees had received services provided by peers.19(p26)

A key issue with respect to these coordinators, many of whom lack high
school diplomas, centers on training. In this regard, one stakeholder wor-
ried that “timeline” was a challenge—whether “we can get these people
[with lived experience] trained and into the system quickly enough” to
enable the pilot to avoid delays (Interview 1). The demand for work-
ers with lived experience has prompted local educational institutions
to offer special training programs. For instance, Los Angeles Southwest
College launched an initiative called Careers for a Cause, an eight-week
training program, to prepare individuals with lived experience for com-
munity work.34 More commonly, the demonstrations have promoted
specific training to enable community housing coordinators to perform
such functions as taking case notes and entering data into the pertinent
information systems. The criminal record of some employees with lived
experience at times complicates recruiting and assigning them work (for
instance, engaging with clients at risk of becoming homeless upon their
release from prison).

Challenge 6: Durability Beyond the Current
Waiver

I think most counties assume there’s gonna be a cliff at the end of [the
waiver] and that federal funding will go away. (Interview 1, homeless
services provider)

Right. We call it the Cinderella problem; everyone is going to turn
into a pumpkin [then]. (Interview 2, consultant)
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What we promised the state is that we would build a program that is
sustainable and that we will work with providers to get them ready
to be transitioned. (Interview 13, health care provider)

Medicaid’s tenancy support waivers last for five years, andmany stake-
holders worry about the sustainability of their initiatives beyond that
time. Some respondents, however, found certain paths forward. First,
CMS might renew the waivers, perhaps after negotiating modifications,
which has been an increasingly common practice since the Clinton ad-
ministration. Second, a few officials believed that local funds might
sustain the housing support initiatives. For instance, several California
localities passed tax measures to fund homeless services, which might
be tapped if the waivers ended. Third, some stakeholders believed that
Medicaid’s tenancy supports for the homeless population could be pre-
served through a state plan amendment under Section 1915(i) of Medi-
caid law. (We will discuss this provision in more detail later.)

Finally, and of particular importance, several stakeholders saw the
future of housing supports as dependent on whether Medicaid MCOs
would provide these services under their state contracts. The degree to
which MCOs would do so was an open question among our respondents.
In general, stakeholders in California praised the engagement of MCOs
in supporting the demonstration. SomeMCOs in that state have invested
their own resources in housing supports independent of Whole Person
Care. In Maryland, the nine Medicaid MCOs have not actively partici-
pated in the demonstration partly because of concern about the “wrong
pocket problem”—fear that someone else will get the savings that an
MCO creates. One tenancy support provider observed that “it usually
goes something like this” when approaching an MCO:

“Here’s howmany hospital visits… [homeless people] have had. Help
us move these people into housing and let’s watch what happens with
your health care costs.” And you have some MCOs that really believe
that… . And then they say, “But how can you guarantee those savings
are going to accrue to us? What if the person changes MCOs and goes
to another one and then all that work we have done, the benefit will
go to somebody else.” (Interview 9)

In Illinois, some Medicaid MCOs had met with homeless services
providers and supported the demonstration waiver, but they did not vig-
orously lobby state Medicaid officials to move forward with the pilot.
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Among the four study states, Washington most clearly envisioned
that MCOs would lead in ensuring the sustainability of tenancy sup-
ports. The contract with Amerigroup as the third-party administrator
(one of five Medicaid MCOs) rested on the premise that it would secure
the other MCOs’ short- and long-term commitments to housing sup-
ports. As one housing services provider told us, “The goal was for the
[housing] benefit to be rolled into all five MCO contracts … at the end
of the demonstration” (Interview 19). Such a step could help ameliorate
the wrong pocket problem rooted in MCO competition for Medicaid en-
rollees. No Medicaid MCO could readily gain a competitive advantage
over another by failing to offer the housing benefit.

Challenge 7: Administrative Crowd-Out and
Waiver Burden

So I think when the new administration took office in January, there
were other priorities… . There was a tremendous backlog of Medicaid
applications and redeterminations… . That became the top priority
for [state Medicaid officials] and rightfully so. (Interview 26, home-
less services provider)

While Medicaid officials in California, Maryland, and Washington
faced significant challenges, by mid-2020, all three programs had made
substantial headway in implementing the housing demonstrations. In
contrast, Illinois had not. The administration of Republican Governor
Bruce Rauner, which had submitted the waiver proposal, had won CMS
approval for it in July 2018. As an initial step, it encouraged the forma-
tion of the 12-member Chicago and Cook County Housing for Health
Work Group, consisting of housing and behavioral health providers as
well as MCOs and advocates. This group submitted its implementa-
tion recommendations to state Medicaid officials in December 2018.
By that time, however, Governor Rauner had lost his bid for reelec-
tion and Democratic Governor J.B. Pritzker was about to take office
in January. The gubernatorial transition featured a substantial turnover
of top Medicaid officials, with several of those who had helped secure
the waiver departing. The stakeholders attributed the substantial delay
in implementing the demonstration to two primary factors: administra-
tive crowd-out and the implementation burdens associated with waivers
as a policy tool.
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Administrative crowd-out refers to the degree to which a given item,
in this case Medicaid tenancy supports, gets displaced from an action
agenda by issues that officials deem more pressing. The stakeholders
identified one major crowd-out problem affecting Illinois’s waiver ini-
tiative. As the immediately preceding quotation indicates, the Pritzker
administration inherited severe troubles with the state’s Medicaid eli-
gibility determination system. Other stakeholders reinforced this view.
One health care provider explained that in Illinois,

we have a new eligibility system that has not worked for the last two
and a half years … and caused massive problems … with Medicaid
initial application delays and also redetermination. It’s led to a lot of
churn. It’s led to providers not being able to get paid. (Interview 27)

Yet another stakeholder perceived the eligibility system’s “very oner-
ous Medicaid redetermination process” as a key source of the problem:
“It’s definitely much easier to get cut off of Medicaid than to be enrolled”
(Interview 28).

Second, the stakeholders pinpointed the implementation burdens of
waivers as a major factor undermining takeoff. The Rauner adminis-
tration had been attracted to a Section 1115 waiver in part because it
allowed the state to confine tenancy supports to certain geographic ar-
eas and to cap enrollments. In contrast, offering these benefits through a
state plan amendment under Section 1915(i) of the Medicaid law would
designate them as a statewide, open-ended entitlement for individuals
who met certain eligibility criteria. According to the stakeholders, how-
ever, the Pritzker administration saw CMS’s waiver requirements as “ex-
tremely arduous” (Interview 26). The newly appointed Medicaid offi-
cials agreed with this view: “We don’t really need to demonstrate ACIS
in an 1115. We already know that it is a service that can be done… .We
can use other Medicaid fiscal levers, like 1915(i) to deliver the same ser-
vice” and avoid the “onerous … reporting requirements and the budget
neutrality” mandate that comes with the demonstration waiver (Inter-
view 28). They could also avoid the resource commitment required to
formally evaluate the waiver. These factors led state Medicaid officials
to approach CMS about the feasibility of pursuing a 1915(i) state plan
amendment to replace the waiver.
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Early Returns

Despite the seven challenges just documented, preliminary evidence
suggests that California, Maryland, and Washington have made con-
siderable headway in implementing their waivers. To be sure, we lack
comparative data from the three states on such pertinent indicators as the
number of people receiving different levels and kinds of tenancy supports
as well as their housing status. But some evidence is available. The 25
California pilots enrolled a cumulative total of 108,667 unique individ-
uals in Whole Person Care in 2017/2018. About 43% of these enrollees
were experiencing homelessness. As of 2018, about two-thirds of this
cohort had received tenancy supports.19(pp25,32) Compared to California,
Maryland from the outset had targeted fewer individuals for housing
supports, about 300. A waiver amendment that CMS approved in April
2019 allowed the state to double that number to 600. As of December
2019, 242 individuals were receiving tenancy supports through the par-
ticipating localities.35(p8) In Washington State, the Section 1115 waiver
proposal had anticipated a monthly enrollment of 7,500 people in its
Foundational Community Supports initiative to provide employment
and/or housing supports to Medicaid enrollees. As of September 2019,
the initiative had come close to that goal with 6,925 current enrollees,
3,625 of whom were receiving tenancy supports.36

Lessons

The implementation designs and challenges we discussed here point to
lessons for other states interested inMedicaid tenancy supports as a path-
way to more cost-effective health care for people experiencing or at risk
of homelessness. Three especially stand out.
First, the two major implementation designs we examined, bottom-up intergov-

ernmental and third-party administrator, both show promise as vehicles for pro-
moting Medicaid housing supports. Early returns from California and Mary-
land suggest themerits of the locally drivenmodel. Under this approach,
state Medicaid officials issue an RFP directed at local governments and
count on them to come up with innovative, effective ways to proffer
tenancy supports. In doing so, the states would relinquish some con-
trol in that localities with significant homeless problems may decline to
participate. This did not occur in either California or Maryland, where
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populous localities with significant homeless problems submitted pro-
posals that the state approved. Reliance on this bottom-up model has
several advantages for state officials. For one thing, they can be reason-
ably confident that local implementing agents have a strong commit-
ment to the initiative. Localities have some “skin in the game” in that
they contribute the state’s share of Medicaid funding to draw down fed-
eral dollars. In order to be compensated fully for their initial investment,
localities have a strong incentive to get the tenancy support program up
and running. Compared to their state counterparts, local officials typi-
cally have closer relationships with community stakeholders and more
expertise regarding the complex forces driving homelessness and afford-
able housing issues in their jurisdictions. The locally driven model also
affords significant opportunities for policy learning. Both California and
Maryland have encouraged the formation of learning collaboratives in
which the state convenes meetings of local implementers to facilitate
communication about what works and what does not.

The bottom-up intergovernmental model has some drawbacks as well.
In California, for instance, it has sometimes heightened the transaction
costs of implementation as counties contracted with cities within their
boundaries, which in turn subcontracted with providers of tenancy sup-
ports. The model is also dependent on waivers because it does not meet
the Medicaid legal requirement that benefits be offered statewide. The
ability of state officials to continue the initiative depends on CMS’s pe-
riodic review and approval. Waiver review processes tend to be more
exacting than those applied to Medicaid’s state plan amendments.

Washington’s third-party administrator approach also has advantages.
It allowed the state’s Medicaid agency to reduce greatly the administra-
tive burdens of the waiver. Officials did not have to recruit local govern-
ments or myriad homeless services providers to implement the program.
The model is also less waiver dependent than the intergovernmental ap-
proach in that it offers benefits statewide. This could make it easier for
officials to sustain tenancy supports once the waiver ends by making it
part of their Medicaid MCO contracts. The stakeholders indicated that
the choice of Amerigroup as the third-party administrator created some
confusion among providers because they were used to dealing with the
entity as one among five Medicaid MCOs. But this selection also meant
that Amerigroup would build its capacity to implement a tenancy sup-
port initiative if Washington state officials made it part of their MCO
contracts.
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Second, states interested in developing Medicaid’s tenancy support initiatives
need to anticipate and bridge the distinct differences in perspectives and experiences
embedded in the health care and homeless services silos. Large numbers of those
we interviewed underscored the challenges of the silos. A major issue
was acquainting the providers of tenancy supports in homeless services
organizations with the Medicaid reimbursement model. Ostensibly
straightforward tasks of getting homeless services providers certified by
Medicaid and promptly paid often proved difficult.37 Community work-
ers with lived experience often lacked the background needed to meet
Medicaid’s requirements for documenting services. Rejected claims
increased the fiscal stress for homeless services providers, many of whom
found the Medicaid payment rates to be minimal in the first place. In
turn, health care providers sometimes failed to grasp how the diverse
health problems of those experiencing homelessness complicated their
efforts to find them housing that would accommodate their particular
needs. These and related experiences suggest the importance of proce-
dural and structural steps for overcoming the silos challenge. While
sustaining procedural changes in recruitment and training may be chal-
lenging in resource-constrained organizations, the stakeholders empha-
sized the importance to homeless services providers of intensive training
for Medicaid payment requirements. They also embraced structural
changes, including the establishment of steering committees and more
general governing structures that mandated participation by homeless
services, health care, criminal justice, and other stakeholders, as well as
frequent interaction among them. Such changes might range from broad
cross-sector integration strategies like the Accountable Communities
for Health model38 or less formal interorganization workgroups. In ad-
dition, the stakeholders brought up the potential value of information
systems that integrated health care and homeless services data to break
down silos. Achieving effective data integration can be difficult, given
the complex privacy regulations, questions of funding, and technical
considerations.
Third, states interested in Medicaid’s housing support initiatives should weigh

the advantages and disadvantages of Section 1115 waivers relative to other pol-
icy tools like state plan amendments. Section 1115 demonstration waivers
comprise one tool for advancing Medicaid’s housing supports. But as
the case of Illinois suggests, pursuing tenancy supports through a state
plan amendment also deserves consideration. The chief advantage of
Medicaid’s demonstration waivers is the flexibility they offer states to
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transcend the Medicaid statute in determining who gets what, when,
and how from the program. For instance, they can allow states to cap en-
rollments rather than entitle all individuals who meet certain eligibility
criteria to receive benefits; they can target services to certain geographic
areas rather than offer them statewide. Section 1115 waivers also provide
an opportunity for evidence-based policy learning in that they require
formal independent evaluations of the demonstrations.

But these waivers also have potential downsides for state officials.
Those developing and seeking approval of demonstration waivers face
substantial transaction costs. Among other things, waiver proposals
must undergo significant review and comment periods at both the state
and federal levels. While this practice serves the interests of trans-
parency, and stakeholders’ comments may galvanize improvements in
the proposed waivers, these process requirements consume significant
amounts of time and administrative resources. Negotiations with CMS
over waiver specifics are frequently protracted as well. In addition, the
five-year time limit on waivers may make it difficult to hire the staff
needed to implement them.

The requirement that demonstration waivers be budget neutral can
pose other challenges. The rules for estimating budget neutrality are far
from set in concrete. When a presidential administration sympathizes
with the goals of a waiver, CMS has often accepted optimistic state as-
sessments of a waiver’s budget neutrality.31 In the case of the housing
support demonstrations, however, concerns about budget neutrality may
become salient in CMS’s decisions on whether to continue the waivers.
States will face pressure to determine whether the extra monies spent
on tenancy supports will be offset by lower health care expenditures for
people experiencing homelessness. Demonstrations that fail to meet that
standard may face CMS’s resistance to renewing them even if they can
show that those targeted for tenancy supports experience better health
outcomes.

In addition, state officials may see the price tag of the formal eval-
uations as a downside to demonstration waivers. In March 2019, CMS
issued guidance likely to increase evaluation costs. The new guidelines
call for more complex evaluation designs, new data requirements, and
earlier evaluation planning. States bear 50% of the costs of these evalu-
ations, with the federal government covering the rest.39

Waiver considerations like these have prompted some state officials to
consider providing tenancy supports through a state plan amendment.



682 F.J. Thompson et al.

Section 1915(i) of Medicaid law looms large in this regard. Created by
the Deficit Reduction Act of 2005 and amended by the Affordable Care
Act in 2010, this provision allows state Medicaid programs to offer
home- and community-based services to nonelderly adults with men-
tal health problems, SUD, or other chronic conditions, without having
to show that it reduces the program’s institutional care costs (e.g., for
nursing homes). This target population may include those experiencing
or at risk of homelessness. Those states under Section 1915(i) do not have
to show that their housing support interventions are budget neutral or
subject them to formal evaluation.

Section 1915(i), however, does constrain states in two major ways that
demonstration waivers do not. First, it does not allow states to contain
costs by capping enrollment. As a result, this compels those states in-
terested in controlling enrollment to do so by adjusting the clinical eli-
gibility criteria for participation in the program, which is often a more
uncertain and administratively cumbersome approach and one that may
raise concerns about fairness. Second, Section 1915(i) requires that the
tenancy support benefit be offered statewide. This places barriers in the
way of those states seeking to fine-tune their tenancy support benefits
by phasing them into certain areas before introducing them across the
entire state.40

Policy Implications

Maybe [policymakers] have some…perspective that just makes them
fearful that Medicaid becomes this bottomless pit of solutions to the
world. I can understand that point of view, but the fact is, if we can’t
loosen up the way certain things are paid for, we’re not gonna move
people efficiently from the streets to housing. (Interview 17, homeless
services provider)

Doctors should be able to write prescriptions for housing the sameway
that they do for insulin and antibiotics. (Governor Gavin Newsom of
California in his State of the State address, 2020)41

This assessment of four state demonstrations also raises the question
of whether Medicaid policy should be altered to better address hous-
ing as a social determinant of health. The call to bolster Medicaid’s role
in addressing housing needs partly reflects the shortcomings of cur-
rent federal, state, and local efforts to resolve problems of affordable
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housing and homelessness. In the 1970s, the housing market had a small
surplus of rental units to house the poor. More recently, though, this
surplus has been transformed into an estimated shortage of 7.1 million
rental units for people with very low incomes.42 Incentives for builders to
construct “deeply affordable” housing have generally failed to stimulate
such activity. Nor have myriad federal programs been able to fulfill the
demand for housing among people at risk of or experiencing homeless-
ness. While the Veterans Administration has made significant progress
in providing housing supports for its clientele, the supply of subsidized
public housing has, in general, shrunk.43 HUD’s HOPE VI program,
created in 1993, made grants available to local public housing authori-
ties to demolish severely stressed housing projects and replace themwith
redesigned mixed-income neighborhoods. Originally, federal policy re-
quired that any public housing unit lost be replaced through a voucher
or other means. But in 1995 Congress repealed the one-for-one replace-
ment rule, allowing public housing authorities to demolish more units
than they created. More generally, Section 8 vouchers and other federal
housing assistance to low-income households serve an estimated quarter
of the eligible renter population.44 More recently, HUD has, under the
banner of promoting racial justice, sought to incentivize continuum-of-
care entities to assess their systems for racial discrimination and to rem-
edy any deficiencies.45 But it remains to be seen whether this will help
the disproportionate numbers of African American people experiencing
homelessness.

At the local level, inflexible, antigrowth, and exclusionary zoning
codes often inhibit housing initiatives. In some cases, elaborate and
costly housing permit requirements and environmental regulations pose
additional obstacles.46 Widespread individual preferences for homo-
geneous neighborhoods, along with concerns about property values,
school capacity, and public safety, frequently strengthen the NIMBY
forces.47-49The attraction to local elected officials of economic develop-
ment initiatives rather than redistributive actions that benefit lower-
income people also inhibits support for affordable housing.50 To be sure,
local policymakers have sometimes allocated public funds to address
homelessness in their jurisdictions. In California, for example, voters
in several counties have approved tax increases for this purpose. While
helpful, the sums of money involved permit only marginal progress in
fighting homelessness.51(p156)
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State policymakers have at times tried to override local policies and
practices that inhibit efforts to develop affordable housing and reduce
homelessness. Over the years, for instance, certain California policymak-
ers have repeatedly sought to overrule local density, building height,
and other restrictions to foster the construction of apartment build-
ings near train and bus transit stops.51 In fiscal years 2019 and 2020,
the state committed $1.5 billion to help local governments cope with
homelessness.41 To a large degree, however, the leverage to address the
problems of affordable housing and homelessness continues to reside at
the local rather than the state government level.

Compared to housing, policy dynamics at the federal and state levels
have been much more conducive to program durability and growth in
the case of health care in general and Medicaid in particular.31,52 The
supportive political constituencies that Medicaid has attracted over the
decades have been much more formidable than those arrayed behind ini-
tiatives to supply housing for low-income people. Medicaid’s relative po-
litical strength has heightened its appeal to address the housing needs
of those experiencing homelessness with more acute health problems.

Various stakeholders have called for policy changes that would allow
Medicaid to subsidize rents for those experiencing or at risk of home-
lessness. Among other things, they argue that the “medicalization” of
housing offers an integrated approach to addressing health problems
that clinical interventions alone cannot solve and will motivate health
care providers to identify new partners to advance the public’s health.53

Specific proposals vary. One observer would exclude from the benefit
those experiencing short-term homelessness and instead would target
those with mental health problems or SUD who are physically capable
of performing the activities of daily living but unable to secure stable
housing.54 Another recommends that state Medicaid officials rely on
a vulnerability index to target for rental subsidies those experiencing
homelessness with the most acute health problems. This index would
incorporate these individuals’ diagnostic codes and past utilization pat-
terns. States lacking the capacity to develop such an index could im-
plement an alternative “strict approval process and an ongoing review
mechanism” to determine eligibility for Medicaid rental subsidies. Un-
der this plan, Medicaid MCOs would have the authority to pay for sup-
portive housing.55

A definitive assessment of the potential cost-effectiveness of expand-
ing Medicaid’s authority to subsidize rental costs for those experiencing
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homelessness falls beyond our ken. Still, certain implications of any such
change deserve note. If federal policymakers authorized direct Medicaid
rental subsidies in response to homelessness, it would likely be an op-
tional rather than a required benefit. The degree to which states would
choose to offer it remains a very open question. The states that have not
expanded Medicaid under the Affordable Care Act would not be in a
position to do so. For expansion states, cost considerations would likely
loom large. While interested states could count on the federal Medi-
caid match to subsidize their initiatives, and some states would receive
a 90% match, many would still need to come up with an appreciable
amount of funding. This would add to the strain that Medicaid already
places on many state budgets. In addition, the economic recession in-
duced by the COVID-19 pandemic would further compound the fiscal
stress associated with such a step, at least over the short term. Cost con-
cerns would grow if the rental subsidy option required that the benefit
be offered statewide without enrollment caps. Of course, these concerns
would fade if the costs of housing subsidies were offset by reduced emer-
gency department, hospital, and other medical utilization among those
experiencing chronic homelessness. Given the uncertainties about net
costs and other factors, states might still prefer to test the implications
of direct rental subsidies through Section 1115 waivers rather than im-
mediately offer the option through a state plan amendment.

Limitations

Care should be exercised in generalizing our findings to other states.
We studied four early-adopter states, each operating in unique circum-
stances. California and Washington, for example, have long struggled
with highly visible and persistent street homelessness, which no doubt
gave impetus to their initiatives. The policy context, service infrastruc-
ture, and demographic circumstances of states vary widely, and while
some of the states we did not study may draw specific lessons from our
findings, broad generalizations are not possible. Furthermore, while our
key informant recruitment strategy was systematic and thorough, and
our interviews were in-depth, there may be other questions we could
have asked or additional stakeholders to interview whose perspectives
could have enriched our findings. Nevertheless, our interviewees had
rich and diverse perspectives, and we employed strategies to minimize
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researcher bias (e.g., consensus coding), thereby enhancing the transfer-
ability of our findings to other contexts.

Conclusions

During the past several years, various stakeholders have encouraged
health care providers to address the social determinants of poor health
and the potentially avoidable use of expensive medical services. Among
these determinants, adequate housing figures prominently. Findings
about the relationship between housing and health care utilization have
encouraged Medicaid officials in a growing number of states to consider
providing tenancy supports to those experiencing or at risk of home-
lessness. This article examined the implementation challenges faced by
four early-adopter states (California, Illinois, Maryland, and Washing-
ton) that sought to provide tenancy supports through Section 1115Med-
icaid waivers. Despite facing significant implementation difficulties, in-
cluding limitations on the availability of affordable housing, problems
with coordinating the work of state Medicaid programs with housing
providers, complications of enrolling people in the programs, the dif-
ficulty of recruiting pertinent staff, and worries about program dura-
bility, three of the states made significant progress in launching their
initiatives. A fourth state, Illinois, has delayed its start-up in order to
consider alternatives to a Medicaid demonstration waiver as a vehicle
for tenancy supports. The experience of the four waiver states suggests
lessons for Medicaid officials in other jurisdictions who are interested
in pursuing housing support initiatives. Nevertheless, the limitations
of the tenancy support waiver programs mean that federal policymakers
should consider allowing states to directly subsidize housing for those
experiencing or at risk of homelessness as an optional Medicaid benefit.
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