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Medicaid and Home Visiting:
The State of States’ Approaches
The purpose of this issue brief is to report
on states’ use of Medicaid to finance
home visiting services. The content
is based on work with states through
technical assistance projects funded
by the Heising-Simons Foundation, as
well as several prior surveys or scans of
state approaches.1 ,2 While a number
of reports have looked in detail at how
some states use Medicaid to finance
home visiting, 3,4,5,6 no up-to-date list of
states has been widely available.
Home visiting for families during
pregnancy and the early childhood
years is a strategy for offering health
education, parenting support, and
other interventions at home. As with
terms such as “outreach” and “case
management,” the label “home visiting”
has taken on many meanings. A typical
“home visiting program” is designed to
improve some combination of health
outcomes, child development, parenting
skills, and family self-sufficiency,
particularly for families at higher social

risk. Programs use specially trained
nurses, social workers, early childhood
educators, or others as home visitors.
As defined in this report, home visiting
includes models identified as evidencebased and others that offer a series of
home visits to families during pregnancy
and early childhood by trained staff,
typically of at least one year duration and
under a structured curriculum or formal
protocols. For example, it excludes
from the definition programs that have
few or infrequent home visits, such as:
medically-related home health visits
(e.g., nurses visiting to provide specific
care for medical conditions), child
protective services visits to homes, and
in-home delivery of services under the
Individuals with Disabilities Education
Act (IDEA) Part C Early Intervention
program. States’ Medicaid perinatal
case management programs are also not
included here; however, a separate brief
that distinguishes these programs from
home visiting is forthcoming in 2019.

What is the history of using
Medicaid to finance home visiting?
For more than two decades, states
have used Medicaid to finance home
visiting services for mothers, infants, and
young children. Early adopters in the
1990s included states such as Kentucky
and Oklahoma. Other states’ early and
ongoing efforts combined Medicaid
maternal and infant case management
approaches with home visiting models
to create hybrid programs of family
support focused on improving maternal,
infant, and child health outcomes. In the
absence of substantial dedicated federal
funding for home visiting (see box
on the history of federal policy), these
“early adopters” learned lessons about
how to optimize Medicaid and other
sources of federal funding to finance
home visiting. A number of states were
braiding a combination Medicaid, and
other funding.7
In 2016, a Joint Informational Bulletin of
the Centers for Medicare and Medicaid
Services (CMS) and Health Resources
and Services Administration (HRSA)
affirmed the flexibility and opportunity
states have to finance home visiting with
Medicaid in addition to other funds.
“Medicaid coverage authorities offer states the
flexibility to provide services in the home.…
However, home visiting programs may include
some component services, which do not meet
Medicaid requirements, and may require
support through other funding options….
state agencies should work together to develop
an appropriate package of services… [that]
may consist of Medicaid-coverable services
in tandem with additional services available
through other federal, state or privately funded
programs.” 8

The Bulletin affirms that the current law
permits states to use Medicaid funding
to pay for the core components of home
visiting when furnished to Medicaid
beneficiaries. This communication from
CMS should put to rest any notion that
home visiting services are not currently
recognized under existing federal
Medicaid policies.

Home visiting for families during
pregnancy and the early childhood
years is a strategy for offering health
education, parenting support, and
other interventions at home. For
more than two decades, states have
been using Medicaid and other federal, state, and local funds to finance
home visiting services.

Time line of federal policy and
financing for home visiting
• Mid-1980s. Responding to published research, the National Commission to Prevent of Infant Mortality took an interest in home visiting. Created by Congress and
including members of Congress and other officials and experts, the Commission
studied home visiting and, in 1989, issued a report “Home Visiting: Opening doors for
America’s Pregnant Women and Children.” 9
• 1989. Congress passed amendments to Title V (P.L. 101-239 Section 6501(a)(1)),
created what became known as the Community Integrated Service Systems (CISS)
projects designed to reduce infant mortality and improve the health of mothers,
pregnant women, and children through support for the development and expansion of
community integrated service systems. The legislation “set aside” a portion of Title V
Maternal and Child Health Services (MCH) Block Grant funds for special activities,
including: “maternal and infant health home visiting programs in which case management services…, health education services, and related social support services are
provided in the home to pregnant women or families with an infant up to the age one
by an appropriate health professional or by a qualified non-professional acting under
the supervision of a health care professional” (Section 501 [42 USC 701] (a)(3)(A)).
• 1994. Early Head Start was established in 1994 as part of landmark legislation
passed by Congress to strengthen Head Start (P.L. 103-252). The program focuses
primarily on children birth-to-three in low-income families, and local sites may offer
a home-based option, a center-based option, or both. The Early Head Start homebased option is designated as an evidence-based home visiting program. In 2007, a
new formula for directly funding the program was established, ending a set-aside
approach within Head Start (P.L. 110-134). In 2009, as part of the American Recovery
and Reinvestment Act (P.L. 111-5), expanded funding nearly doubled the number of
infants and toddlers served by Early Head Start.
• 2004. The Education Begins at Home Act (S. 2412; 108th Congress) was introduced
by Senator Christopher (“Kit”) Bond and co-sponsors to create a new federal home
visiting program. This bill was revised and reintroduced— and similar bills were
introduced—in Congressional sessions through 2009, with bi-partisan interest and
occasional hearings. No bill was passed and signed into law.
• 2008. Congress funded a home visiting pilot program proposed by the President
G.W. Bush as a set-aside to the Child Abuse Prevention and Treatment Act (CAPTA).
The US HHS Administration on Children and Families,-Children’s Bureau carried
out this initiative known as “Supporting Evidence-Based Home Visiting to Prevent
Child Maltreatment.”
• 2009. As part of his FY 2011 budget proposal, President Obama included billions of
dollars over ten years for evidence-based home visiting.
• 2010. Bipartisan Congressional support for evidence-based home visiting led to the
creation of the Maternal, Infant, and Early Childhood Home Visiting (MIECHV)
Program as a new Section 511 of Title V of the Social Security Act. The legislation
was enacted as part of the Affordable Care Act (P.L. 111-148). MIECHV has been
subsequently reauthorized through statutory amendments (P.L. 113-93, P.L. 114-10,
and P.L. 115-123).10, 11, 12
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Why do states use Medicaid to
finance home visiting services?
States have used their options to make
Medicaid funding available for home
visiting services for multiple reasons.
Chief among these is to expand home
visiting capacity, particularly for the lowincome families covered by Medicaid. In
addition, home visiting goals are aligned
with the goals of the Medicaid program
in the context of pregnancy, infancy, and
early childhood and with the functions of
the pediatric medical home.13,14 Through
referrals, health education, and other
direct interventions, home visiting
services that achieve their goals can help
to achieve the triple aim of improving
the experience of health care (including
quality and satisfaction), improving
population health, and reducing percapita health care costs.15

Medicaid can help to expand
capacity and reduce unmet
need for home visiting.
Enactment of the Maternal, Infant, and
Early Childhood Home Visiting (MIECHV)
program as part of the Affordable
Care Act in 2010—a focused federal
investment of $1.5 million over the initial
five years—created a larger federal
funding stream for home visiting services
and also placed emphasis on defining
home visiting programs in terms of
their evidence-base.16, 17, 18 MIECHV funds
were initially disbursed in 2011 in all 50
states (as well as tribal entities and U.S.
territories), and, with Congressional
reauthorizations, additional funds
have been made available. In 2018, the
MIECHV program was allocated $400
million per year through fiscal year
(FY) 2022, with funding being awarded
in 2018 to 56 states, territories, and
nonprofit organizations to support
communities in providing voluntary,
evidence-based home visiting services.
Altogether, since 2010, $1.85 billion in
MIECHV funding has been invested.

These funds supported home visiting
services to an average of more than
150,000 mothers, infants, and young
children in nearly 80,000 families each
year in FY 2015-2017;19 however, this is
only a fraction of families who need and
could benefit from the services. Using
data from the American Community
Survey of the U.S. Census Bureau,
the 2018 Home Visiting Yearbook
estimated that about 18 million families
(including 4.6 million with income
below the federal poverty level) with
young children under six and pregnant
women and that all these families could
potentially benefit from home visiting.
The proportion of potential beneficiary
families with one or more demographic
risk/target criteria (i.e., have an infant,
below poverty income, pregnant/
parenting mothers under age 21, or
parents/pregnant women with less than
a high school education) varied by state,
ranging from 43 percent in Utah to 62
percent in Mississippi and New Mexico.
The Yearbook estimated that, in 2017,
more than 300,000 of these families were
served by some evidenced-based home
visiting programs in the states, nearly
80,000 through MIECHV.20 In sum, about

2 percent of families with children under
six currently participate in an evidencebased home visiting program, with
that percentage somewhat higher for
children under three.21

The vast majority of children
or pregnant women in home
visiting programs are enrolled
in Medicaid.
Generally, 8 out of 10 mothers, infants,
and children participating in state
or federally funded home visiting
programs are low-income and enrolled
in Medicaid, and 78 percent of adults
and children participating in the MIECHV
program in FY 2012-2017 were enrolled
in Medicaid or the Children’s Health
Insurance Program (CHIP).22 This in large
part reflects the proportion of pregnant
women and young children covered by
Medicaid. Medicaid finances half of all
births23,24 State data reported by CMS
indicate that 60 percent of infants and
toddlers birth to 3 years and 56 percent
of preschool age children 3 to 5 years
were enrolled in Medicaid some time
during FY 2016.25 A share of these young

Table 1. Favorable Effects on Health Outcome
Domains among 18 Home Visiting Models that Meet
Federal Criteria for Evidence-Based Home Visiting
Model
Attachment and Biobehavioral Catch-up (ABC)
ChildFirst®
Head Start Home-Based Option (EHS-HBO)
Early Intervention Program for Adolescent
Mothers (EIP)
Early Start (New Zealand)
Family Check-Up®
Family Connects®
Family Spirit®
Health Access Nurturing Development Services
(HANDS)
Healthy Beginnings
Healthy Families America®
Home Instruction for Parents of Preschool
Youngsters (HIPPY)®
Maternal Early Childhood Sustained Home
Visiting Program (MECSH)
Minding the Baby®
Nurse Family Partnership (NFP)®
Parents as Teachers (PAT)®
Play and Learning Strategies (PALS) Infant
SafeCare Augmented®

Maternal Health

Child Health

Not measured

Yes (primary)

Yes (primary, secondary)

Not measured

No

No

No

Yes (primary)

No

Yes (primary, secondary)

Yes (secondary)
Yes (secondary)

Yes (primary, secondary)

Yes (primary, secondary)
Yes (primary)

Yes (primary)

Yes (secondary)

Yes (primary, secondary)

Yes (secondary)

Yes (primary, secondary)

Not measured

Not measured

Yes (secondary)

Yes (secondary)

Yes (primary)

Yes (primary)

Yes (primary, secondary)

Yes (primary, secondary)

No

No

Not measured

Not measured

Not measured

Not measured

Source: Sama-Miller E, Akers L, Mraz-Esposito A, et al. Home Visiting Evidence of Effectiveness Review: Executive Summary. Office
of Planning, Research and Evaluation, Administration for Children and Families, U.S. Department of Health and Human Services.
2018. Adapted from Table 3. “Favorable impacts on primary and secondary measures for home visiting effectiveness, by
outcome domain.“ To learn more, visit: http://homevee.acf.hhs.gov
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children would benefit from home
visiting programs focused on serving
low-income families identified with
higher risks. While the MIECHV program
is used to fund a large share of home
visiting services, some states see the
value in leveraging Medicaid financing
to expand home visiting capacity for the
high proportion of eligible and enrolled
pregnant women, new mothers, infants,
and young children.

Evidence shows that home
visiting can improve health
outcomes and yield returns
on investment.
Research indicates that home visiting
can have a positive impact on child and
family health and well-being.26 Using
a two-generation approach, home
visiting has the potential to improve
outcomes across a range of domains,
such as maternal and child health, child
development and school readiness,
parenting practices and capacity, and
family economic self-sufficiency and
well-being.27 While not all domains have
been well studied or have demonstrated

improvement for each home visiting
model, many positive effects have
been reported.28 To the extent that
home visiting programs improve parent
capacity to provide safety, stability,
and nurturing in the home, research
points to increased chances for optimal
development and improved health and
well-being through the life course.
Several models give greater emphasis
to improving maternal, infant, and
young child health, beginning
during pregnancy, and some have
demonstrated greater impact on both
short and long term health outcomes.
As shown in Table 1, among 18 models
approved as evidence-based by the
U.S. Department of Health and Human
Services, 14 have demonstrated
favorable outcomes in the MIECHV
domains of maternal health, child health,
or both.29 State Medicaid programs
seeking to improve birth outcomes or
increase utilization of preventive services
such as prenatal and postpartum
care, well-child visits, immunizations,
or developmental screening can be
aided by home visiting programs that
emphasize health.

Specific evidence-based home visiting
programs have been studied for their
impact on future expenditures and costs
and have reported very strong returns
on investment. For example the NurseFamily Partnership model has shown
yields of $1.25 to $5.70 for every dollar
invested, with net benefits to society of
between $10,000 and $41,000 per child
served (with variations partly reflecting
levels of family risk).30,31 These studies
differ in what they look for in terms of
cost offsets (which may be in education
and special education, justice system
involvement, future earnings potential
and dependency upon public assistance,
and, in some instances, health care costs).
As discussed above and shown in Table
1, some models have demonstrated
favorable effects on the health of
mothers and children. A larger group
of home visiting models have shown
positive effects on parenting, child
development, and family self-sufficiency,
and, through these improvements, yield
savings in terms of life-long health and
health care expenditures.

Table 2. States Using Medicaid to Finance
Home Visiting, 2018
State

Approach

California
Colorado
Illinois
Kentucky
Maryland
Michigan

Multiple counties, varied mechanisms, no state-level policy
Targeted case management (TCM) benefit
Waiver including home visiting focused on perinatal substance use
TCM benefit; HANDS state model (HomVEE approved)
Waiver including local demonstration projects in two counties
TCM benefit; Maternal and Infant Health Program (MIHP) state model,
managed care
Managed care (under prenatal and EPSDT benefits)
TCM benefit
Funding approved for pilot projects
TCM benefit; managed care and waiver
Waiver including pilot projects, planning and early implementation
phase
SPA for TCM not implemented; pilot funding approved
TCM benefit and nursing benefit
TCM benefit
Payment for 3 visits, changes pending
Pay for Success approach, 1915b waiver
TCM benefit
Waiver, per capita rate, part of Children’s Integrated Services model
TCM benefit; managed care, selected sites
TCM benefit; managed care, selected sites

Minnesota
New Hampshire
New Mexico
New York
North Carolina
Ohio
Oklahoma
Oregon
Rhode Island
South Carolina
South Dakota
Vermont
Virginia
Wisconsin

Table 2 identifies 20 states using
Medicaid financing for home visiting
through a variety of mechanisms. (Note
while this list is based on the best
available information in 2018, additional
states using Medicaid may not have been
identified.) Of this group, about a dozen
states have longstanding policies and
structures. Their scale varies, with some
structures operating statewide, and

others being localized. Other states are
in the early stages of implementing pilot
or demonstration projects (e.g., Illinois,
Maryland, New Mexico, North Carolina,
and Ohio). And, a third group permit
Medicaid financing for home visiting
at the local level, without a specific
state-level Medicaid policy design (e.g.,
California, Virginia).

A dozen states
have longstanding
structures for using
Medicaid to finance
home visiting.
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What mechanisms are states using
Medicaid to finance home visiting?
To determine what can be financed under Medicaid, decisions follow the “Three
E’s”—eligible services delivered by an
eligible/enrolled provider to an eligible/
enrolled individual. In other words, for
purposes of Medicaid reimbursement
there must be a specific definition of the
services, provider qualifications, and who
is eligible to receive the service.
States have considerable flexibility in
designing their approaches for covering home visiting, either in whole or
in terms of different services or procedures provided during a home visit.32
(See Appendix A for checklist on state
decision making.) As shown in Table 2,
most states using Medicaid to finance
home visiting services are covered under
a Medicaid State Plan Amendment (SPA)
to use the targeted case management
(TCM) benefit. Other states have made
home visiting demonstration or pilot
projects part of larger Medicaid Section
1115 or 1915(b) waivers (e.g., Maryland,
South Carolina).33 Still others use current
authority and existing benefits. (See
further discussion and examples below.)

Service Settings and
Providers
Generally, Medicaid services can be
provided as in-home services. The setting for the service does not determine
coverage. Federal law permits states
to use Medicaid to finance prevention,
health education and counseling, and
treatment services regardless of whether
these are delivered in a medical/clinical
setting, the patient’s home, or a community-based setting. CMS has long
encouraged states to provide services in
home and community settings, particularly for children with special needs and
risks.
Some states define and designate home
visiting providers by model, setting up
structures to reimburse for qualified

Medicaid does
not pay the full
cost of a home
visiting program
but can pay for
full visits.

other approaches.37 Services can be
bundled under a global payment rate for
an episode of care (e.g., a year of home
visiting, or duration of pregnancy and 60
days postpartum) or a specific encounter
rate (payment per visit). Most states pay
for home visits on a unit of service/encounter basis paid to providers within a
fee-for-service structure. Others position
home visiting as part of capitated (per
member, per month) fees under managed care contracts (e.g., Minnesota).
A few states finance a bundled service
covering the year or month when visits
occurred (e.g., Vermont).

providers of a model (e.g., Nurse Family
Partnership, Healthy Families America,
or ChildFirst). In other instances, home
visiting is provided through entities that
already qualify as Medicaid enrolled providers such as local health departments,
or home health agencies (who may be
subcontracting providers in managed
care networks). In addition, at their
option and with a state plan amendment, states can choose to reimburse for
preventive services “recommended by a
physician or other licensed practitioner…
within the scope of their practice under
State law” (42 CFR §440.130(c)). Using
this option, state Medicaid agencies can
provide reimbursement for preventive
services delivered by an array of health
and related staff, including: home visitors, community health workers, parent
educators, early childhood specialists,
and nutrition counselors and lactation
consultants.34,35,36 These CMS rules allow
states the ability to reimburse unlicensed
practitioners under these specified circumstances.

Currently, most state Medicaid agencies
cover virtually all enrolled pregnant
women and young children under
Medicaid managed care arrangements.
To finance home visiting as part of a
managed care arrangement, states
incorporate it into an actuarially based
capitation rate and set contractual terms
that ensure use of qualified providers
and adherence to a specific protocol
(e.g., one or more models or case management approaches). Alternatively,
home visiting services could be covered
and paid outside the contract, with the
managed care organization responsible
for identifying and referring patients
who qualify for the service, but with
payments outside the capitation rate on
a fee-for-service or global payment basis.
States also could include home visiting as
part of integrated care models, accountable health care communities/organizations,38 and other payment and system
reform approaches.39

Payment approaches
Payment approaches and structures for
Medicaid financed home visiting are
determined by each state. In terms of
billing and payment mechanisms, states
use different approaches, including
fee-for-service, global/capitated, and

Notably, Medicaid does not pay for the
full cost of operating home visiting programs, just as it does not pay for the full
cost of operating a primary care practice
or hospital. In the case of home visiting,
elements such as training of home visitors, data management, supervision, and
related administrative activities would
typically not be directly billed or covered.
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Some states pay for only portions or
specific components of a visit; however,
depending on the benefits and design
decisions, states can and do pay for full
visits. In some state approaches, the
time to complete care plan updates and
make effective referrals and linkages is
included as part of the home visit cost to
be reimbursed.

Benefits design
As discussed in the CMS-HRSA Joint
Informational Bulletin, home visiting is
not a specified covered benefit under
Medicaid. (This is also true for more
commonly financed services such as
mental health.) States may, however,
choose among various Medicaid benefit
categories to cover home visiting. The
Bulletin identifies three core services—1)
screening; 2) case management; and 3)
family support, counseling, and skills
training—as the foundational elements

of a home visiting program. These may
be covered under various Medicaid
benefits, including: case management
services; extended services for pregnant
women, other licensed practitioner services; preventive services; rehabilitative
services; therapy services; home health
services; health homes; and the Early
and Periodic Screening, Diagnostic, and
Treatment (EPSDT) benefit categories.
Tables 3a and 3b provide an overview of
key benefit categories states might use
to finance home visiting. While TCM is
the benefit category most frequently
used and perhaps offers the greatest
flexibility, other benefit categories may
be practical in a given state. These tables
also show that some benefits qualify for
matching at a state’s Federal Medical
Assistance Percentage (FMAP), which
is generally more than the minimum 50
percent administrative matching rate.

Case management benefits
In the context of children’s health, “care
coordination” and “case management”
are terms used to describe an array of
activities that help to link families to services. Case management has existed as
a separate, reimbursable benefit under
Medicaid since 1986.40 The Medicaid
statute defines case management as
“services which will assist individuals
eligible under the plan in gaining access
to needed medical, social, educational,
and other services” (42 U.S.C. §§1396d(a)
(19) and 1396n(g)(2)). Case management
services must include: a) assessment of
an eligible individual (42 CFR 440.169(d)
(1)); b) development of a specific care
plan (42 CFR 440.169(d)(2)); c) referral to
services (42 CFR 440.169(d)(3)); and d)
monitoring activities (42 CFR 440.169(d)
(4)). Medicaid’s case management
benefit does not include the underlying
medical, social, educational and other
services themselves, integral components of covered Medicaid services, nor
does it include activities integral to child
welfare, special education, early intervention, or other non-medical programs.
(This is particularly true for federal child
welfare, special education, and early
intervention programs, which come with
requirements for case management/care
coordination within the service packages
or plans for children and families).
One type of case management is generally called administrative case management; however, the TCM benefit is much
more likely to be used for home visiting
and is distinctly different. The TCM benefit offers states the flexibility to provide
case management services only to specific population subgroups who might
be “targeted” based on medical condition or by geographic area.41 This benefit
option has been available to states since
1986 and has been used by virtually all
states to better serve some populations
(e.g., high-risk pregnant women, persons
with disabilities, persons with condi-

tions such as HIV or mental illness). It is
particularly applicable in the context of
home visiting. States can use the TCM
flexibility to specify select groups of
women and children, geographic areas,
identified home visiting models, and/or
a set of approved providers (e.g., local
health departments). To use TCM, states
must submit a State Plan Amendment
(SPA) and get approval from CMS.
Another advantage is that TCM services
are matched at the Federal Medical
Assistance Percentage (FMAP), which in
most states is higher than the 50 percent
administrative matching rate. Notably,
TCM, because it is a “medical assistance”
rather than an administrative benefit, is
subject to rules on freedom of choice of
provider in the absence of a freedom of
choice waiver.

Early and Periodic Screening,
Diagnostic, and Treatment
(EPSDT) benefit
The goal of the EPSDT benefit is to
ensure that children who are enrolled
in Medicaid receive age-appropriate
screenings, preventive services, and
treatments that are medically necessary
to correct or ameliorate any identified
conditions—the right care to the right
child at the right time in the right setting.42 EPSDT is not simply one permissible benefit pathway; it provides the full
coverage framework for the three core
components of home visiting outlined
by CMS. Home visiting can be viewed as
a special component of EPSDT, used in
cases in which higher health risks may be
present. If EPSDT home visiting services
are targeted to specific geographic areas,
states would need permission to waive
requirements for “statewideness.” Targeting home visiting to specific subpopulations of infants and children who face
elevated health risks (e.g., based on risk
assessment or risk criteria) could be conducted as a normal utilization manage-

ment which is authorized under federal
regulations and would not require any
waivers (42 C.F.R. §440.230). Moreover,
any qualified provider operating within
their scope of practice defined by state
law can provide EPSDT screening services. Thus, if a state were to make home
visiting a part of its statewide EPSDT
benefit for any high risk infant and young
child, no waivers would be needed; instead the change could be accomplished
through state plan amendments related
to the specifics of coverage, payment,
and provider qualifications.43
The CMS-HRSA Bulletin’s description
places all of the three core components
of home visiting services (screening, case
management, counseling) within EPSDT’s
parameters. EPSDT encompasses screening, anticipatory guidance, case management, and any type of medical assistance
service determined to be medically
necessary.44 Screening and case management are specifically covered under
EPSDT.45
The third component—“family support,
counseling, and parent/care”—falls
within the EPSDT subcategory identified
as “health education (including anticipatory guidance)” (42 U.S.C. §1396d(r)(1)(B)
(v)). These home visiting family support
services “aid the parent/primary care giver
with knowledge and skills to address specific infant/young child medical, behavioral,
and or developmental treatment needs.”
The CMS-HRSA Bulletin also notes that
”[skills] training may involve topics such as
stress management, child discipline and
limit setting, and anger management.”46
This cluster of health education and
parent guidance and counseling services
would all qualify as anticipatory guidance as the term is used in high quality
pediatric primary care and well-child
visits, and thus can be covered under the
EPSDT benefit.47

EPSDT
encompasses
the three core
components of
home visiting.
need to use a complementary benefit
category to cover home visiting as extended pregnancy services for pregnant
and postpartum mothers ages 21 and
older. Every state covers some extended
pregnancy benefits, and home visiting
could be included in addition to elements such as prenatal and postpartum
medical care, counseling and support
services, breastfeeding services, genetic
counseling, and perinatal case management.48,49 Since federal law permits
delivery of services in home, not only
in clinical medical settings, states can
permit in-home delivery of an array of
pregnancy-related benefits and services.

States electing to use EPSDT as the
benefit category for home visiting would
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Table 3. Key Medicaid Benefit Categories
States May Use to Finance Home Visiting
Table 3a. Case Management Benefit Categories
used for Home Visiting
Approach

Authority

Population

Providers/Services

Match Rate/
FMAP

Targeted case
management*
(*technically
medical assistance)

Requires state plan
amendment (SPA)

Permits targeting
to select women,
infants, & children

May limit providers; four core
service components

State medical
assistance FMAP

Administrative
case management

Existing authority

Pregnant women,
mothers, infants, &
children

May limit providers; only administrative services

Administrative
50/50 match

Table 3b. Key Medical Assistance Benefit
Categories used for Home Visiting
Approach

Authority

Population

Providers/Services

Early and
Periodic
Screening,
Diagnostic, and
Treatment
(EPSDT)

Existing authority,
mandatory

Children birth to
21 (would include
teen parents)

Comprehensive set of preven- State medical
tion, screening, anticipatory
assistance FMAP
guidance, diagnostic, and treatment services

Extended
prenatal/
pregnancyrelated benefits

Existing authority,
optional

Pregnant women
and mothers to 60
days postpartum

• A broad set of pregnancy
State medical
related services
assistance FMAP
• Home visiting may be distinct
from Medicaid perinatal/prenatal case management

Preventive
services for
women/adults

Existing authority,
optional

Adult women and
men

As defined under the Affordable Care Act

Medicaid and Home Visiting: The State of States’ Approaches. Johnson Group Consulting, Inc. January, 2019.

Match Rate/
FMAP
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How is Medicaid financing for home visiting
operationalized in various states?
The examples below highlight some of
the different ways that states are using
Medicaid to fund for home visiting.
These brief summaries illustrate the flexibility states have to achieve their goals.

Sustaining statewide
investment in home visiting
Oklahoma has a long history in home
visiting policy and was one of the first
states to use Medicaid financing for
home visiting. By 1998, Oklahoma had
an agreement between the Department
of Health and the Medicaid agency (Oklahoma Health Care Authority) to finance
Oklahoma’s Nurse-Family Partnership
program (known as Children First) in all
77 counties. State officials report that
Medicaid represents approximately 15-20
percent of funding for Children First each
year. In FY 2016, Children First served
about 2,500 families in Oklahoma, with
90 percent receiving coverage through
Medicaid.

were certified by the Department of
Health as providers whose services can
be reimbursed by Medicaid.
More broadly, Oklahoma continues to
have a robust home visiting system using
multiple models and sources of financing. Models implemented included Early
Head Start, Family Spirit, Healthy Families America, Nurse-Family Partnership
(Children First), Parents as Teachers, and
SafeCare. Statewide, 37 local agencies
operated at least one of these models. As in all states, Oklahoma finances
some home visiting services with federal
grants from the MIECHV program

Using the potential under
managed care arrangements

Over time, Oklahoma has used more
than one Medicaid benefit category for
home visiting financing. In 2008, with
federal pressure to narrow the scope of
the TCM benefit, Oklahoma began to use
the Nursing Assessment benefit as well.
Services may be billed to Medicaid with
codes for targeted case management
(HCPC23 T1017) or nurse assessment
(HCPC T1001), which cover a subset of
services provided during a typical home
visit. Most Medicaid billing for home
visits in Oklahoma is provided under the
Nursing Assessment benefit. The state
also uses Medicaid administrative funds
for skilled medical personnel to help
support the program.

Minnesota has been financing and administering home visiting for low-income
families since 1992, and has a statewide
structure using multiple sources of
funding, multiple models, and multiple
accountability measures. The state has
used Medicaid as one source of funds for
more than a decade. Medicaid managed
care has been the dominant structure
for financing Medicaid services for many
years, and the state currently authorizes
contracts between managed care organizations and the local health departments
(known as community health boards)
providing home visiting services. While
not a requirement in the state master
Medicaid managed care contract, all of
the managed care organizations contracting with the state Medicaid agency
have subcontracts with local agencies to
provide home visiting services to pregnant women and families with young
children.

The Medicaid approach is supported by
a strong and enduring partnership between the state’s Medicaid agency and
Department of Health. By 2016, more
than 100 registered nurses who meet
home visiting training requirements

Minnesota’s Family Home Visiting system
uses multiple sources of funding and
focuses on evidence-based home visiting
models (e.g., Family Spirit, Healthy Families America, and Nurse Family Partnership).50

The Minnesota Department of Health
provides administrative oversight and
distributes funding for home visiting
services provided under MIECHV, TANF,
and Minnesota’s Nurse-Family Partnership legislation. Funding administered
by the Department of Health is granted
to Community Health Boards and Tribal
Governments. Other funding streams
for home visiting in Minnesota include
local tax levies and Medical Assistance
reimbursement under the managed care
contracts.51 State leaders, in partnership with a state Family Home Visiting
Advisory Group, continue to strive for
improvements in administration of the
complex service and financing structures
for home visiting.
Developments through local Medicaid
managed care structures also finance
home visiting in California and Virginia.
These states permit specific Medicaid
managed care plans to subcontract with
home visiting provider sites at the local
level. The approach in these two states
is different than having a requirement
in the master state to plan contract or
an active state-level Medicaid financing
approach.

Prioritizing home visiting in
Medicaid waivers and related
initiatives
The New York First 1,000 Days on Medicaid initiative brought together an array of
stakeholders and developed a set of recommendations for action that was embraced by the Governor and Legislature
and approved in the 2018-19 Budget.52
Expanding statewide home visiting
using Medicaid financing is among the
recommendations.53 New York currently
allows limited Medicaid reimbursement
Nurse-Family Partnership through the
First-time Mothers/Newborns Program,
which uses Medicaid TCM to cover some
services in Monroe County and New York
City for low-income, pregnant women
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who will be first-time mothers and for
their child to the second birthday.54 Consistent with the TCM benefit design, the
key services provided are: 1) assessment;
2) development of a care plan; 3) referrals
to help the mothers obtain needed services that may include prenatal care; improving diets; reducing use of cigarettes,
alcohol and illegal substances; improving
child health and development; and reducing quickly occurring and unintended
pregnancies; and 4) monitoring the care
plan. While select sites can now bill Medicaid, the TCM benefit has been narrowly
interpreted and not all elements of home
visits are reimbursed.55
In 2014, CMS approved New York’s Delivery System Reform Incentive Payment
(DSRIP) program, as part of a Section
1115 Waiver demonstration aiming to
reduce avoidable hospitalizations. As
part of DSRIP, each “Performing Provider

System” must implement between five
and 11 projects, focused on: a) system
transformation, b) clinical improvement,
and/or c) population-wide projects. New
York’s DSRIP Project Toolkit identifies
evidence-based home visiting as an
example of a potential clinical improvement project.56 DSRIP is not, however, a
statewide approach to financing home
visiting with Medicaid.

Using tobacco funds for
prevention via Medicaid
The Kentucky Health Access Nurturing
Development Services (HANDS) program
is administered by the Kentucky Department of Public Health. This state-developed model has shown positive impact
and been federally approved as an
evidence-based model.57 The program
is designed to provide voluntary home

visiting services to at-risk, first-time
pregnant women, infants, and toddlers
to the third birthday. HANDS began as a
pilot program in 1999 and was expanded to every county in the state by 2003.
This expansion was supported by use of
Medicaid financing.
In 2000, a state plan amendment (SPA)
for use of the TCM benefit to cover
some HANDS home visiting services
was approved by CMS; the state applied
State Tobacco Funds as the state match
for federal Medicaid dollars.58 Notably,
the state regulations for HANDS closely
follows the TCM federal rules, emphasizing screening/assessment, care planning,
referrals and follow-up for additional
services, and monitoring progress.
Kentucky finances HANDS home visiting
services, which are primarily delivered
through local health departments, using

a fee-for-service approach even though
the majority of Medicaid beneficiaries in
the state are enrolled in managed care.
Through interagency collaboration between the Department of Public Health
and Medicaid, strong fiscal management
approaches have been devised.59
Notably, Arizona, California, Colorado,
Hawaii, and Maine also use some form of
tobacco-related dollars to support home
visiting, directly, as Medicaid matching
funds, or indirectly through local early
childhood operations such as Arizona
First Things First and California First 5.
In Colorado, tobacco-related dollars
are used directly and the state also uses
Medicaid TCM to finance home visiting.
In California, since 1998, First 5 has
provide funds to address the needs of
young children under the California Children and Families Act (Proposition 10),
which generates tobacco tax revenues
that are locally controlled. First 5 funds
support home visiting in approximately
estimated 29 local areas and, separately,
34 city/county local areas reported using
Medicaid (Medi-Cal) to support home
visiting in 2018.60

Financing with a “Pay for
Success” approach
Using a Medicaid 1915(b) waiver, South
Carolina will provide prenatal, postpartum, and infant home visiting using the
NFP model to serve more than 3,000
families over the next six years. Since
Medicaid reimburses only for select components of home visiting in the state,
South Carolina launched the nation’s first
“Pay for Success” initiative focused on
home visiting. Pay for Success projects
(also known as Social Impact Bonds)
combine nonprofit expertise, public/
private sector funding, and rigorous
measurement and evaluation to trans-

form the way government and society
respond to social challenges. In a Pay for
Success project, funders provide upfront
capital to expand social services and government pays for all or part of a program
only if it measurably improves the lives of
participants.
The South Carolina Department of
Health and Human Services is leading
the project, and worked closely with the
Nurse-Family Partnership and philanthropic partners (e.g., BlueCross BlueShield of South Carolina Foundation, The
Duke Endowment, The Boeing Company,
Greenville First Steps, Laura and John
Arnold Foundation, and The Children’s
Trust Fund of South Carolina) and additional partnership (i.e., Social Finance,
Inc.; J-PAL North America; Government
Performance Lab at the Harvard Kennedy
School; WilmerHale; and Nelson, Mullins,
Riely & Scarborough LLP).
For this Pay for Success initiative, philanthropic funders have committed $17
million and Medicaid will fund approximately $13 (federal and state dollars
combined) through the 1915(b) waiver.
An addition $7.5 million in payments for
success will be committed if independent evaluators find positive results.
Pay-for-success provisions were considered or included in recent legislative or
administrative policy developments in
Ohio, Utah, and Wisconsin.

Piloting use of Medicaid for
home visiting
Using a Medicaid Section 1115 demonstration waiver, the Maryland Department of Health offered local government
entities (e.g., local health department,
local management board) the opportunity to apply for federal matching funds
under a Home Visiting Services Pilot
project. Funds may be used to expand
capacity for evidence-based home vis-

iting models serving high-risk pregnant
women and children up to age two (i.e.,
Nurse Family Partnership and Healthy
Families America). Local lead entities
must fund 50 percent of the costs for the
home visiting services using local dollars
through an intergovernmental transfer
process. The pilot project is effective
from July 1, 2017 through December
31, 2021 and is scheduled to be funded
for the duration of the waiver. Up to
$2.7 million in matching federal funds
are available annually, and when combined with the local non-federal share,
HVS Pilot expenditures could total up
to $5.4 million annually. In November
2017, a Round One award was granted to
Harford County serve 30 families. In April
2018, a Round Two award was granted to
Garrett County to serve 13 families.
Legislative and administrative action in
states such as New Jersey, New Mexico,
North Carolina, Ohio, and Washington
State provided funds or directed planning for use of Medicaid to finance home
visiting services. For example, New Jersey Act No 2017-50 established a threeyear Medicaid home visitation demonstration project to provide ongoing
health and parenting information, parent
and family support, and links to essential
health and social services during pregnancy, infancy, and early childhood.
In 2018, Illinois received approval from
CMS for a Medicaid Section 1115 waiver.
The project includes coverage of evidence-based home visiting services for
mothers during the 60-day postpartum
period and Medicaid-eligible children
up to 5 years old following a birth with
neonatal abstinence syndrome/drug
withdrawal symptoms.
In comparison to some state approaches, only a small number of families are
served by Medicaid-financed home visiting in states such as South Dakota, mainly through the Nurse-Family Partnership.
The federal Medicaid funds are braided
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with MIECHV, state general revenues, and
other funds in the state. The South Dakota Bright Start Home Visiting Program
has been serving families in select communities (Sioux Falls, Rapid City, and Pine
Ridge) for more than a decade. Increased
investment is expected to expand access
to home visiting.

Creating a home visiting
model from a perinatal case
management program
Michigan has been using Medicaid to
finance home visiting for more than two
decades. Multiple models are being supported with MIECHV and state funding,
62
but the centerpiece of their statewide
effort is the Medicaid Maternal and Infant
Health Program (MIHP).63 MIHP is administered by the state Medicaid agency and
is the largest home visiting program in
the state. Michigan built upon Medicaid
maternal and infant (perinatal) case management programs developed in 1987 to

create MIHP in 2004 as a strong, population-based home visiting program that is
available to all pregnant women enrolled
in Medicaid and their infants up to 12
months.61
The redesigned program uses a standardized, validated risk screening tool,
as well as more structured protocols
and evidence-based interventions.
This evidence-informed home visiting
program is designed to promote healthy
pregnancies, positive birth outcomes,
and healthy infant growth and development. The long-term goal of the MIHP is
to reduce maternal and infant morbidity
and mortality. Services are delivered by
teams of registered nurses, social workers, registered dietitians, infant mental
health specialists, and lactation consultants, with such teams typically based
in local health departments, federally
qualified health centers, and other health
providers (e.g., hospitals, home health
agencies).64 MIHP has been shown
through evaluation studies to improve

States have
flexibility
in design of
home visiting
systems and
financing
approaches.
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utilization of prenatal care and well-baby
visits; and to reduce the risk of adverse
birth outcomes, particularly among black
women.65

Distinguishing home
visiting from perinatal case
management

In 2017, after years of operation as a feefor-service Medicaid program, MIHP was
integrated into Medicaid managed care
arrangements. As part of this transition,
health plans are required to refer all
Medicaid managed care enrolled pregnant women to MIHP (or an equivalent
evidence-based home visiting program)
or to document women’s refusal to
receive these services. Moreover, each
MIHP provider needs to have a contract
with one or more health plans to receive
reimbursement for in-network services
provided to MIHP enrollees.

A majority of states—approximately
30—have Medicaid perinatal case management programs. Most were created
in the 1980s using the TCM benefit and
have since evolved.67,68 Notably, while
some state Medicaid perinatal case management programs (e.g., Illinois, Oregon,
Tennessee, and Washington State) have
been included in reports about home
visiting, most states do not consider
perinatal case management programs as
part of their home visiting system and, to
date, none are approved on the HomVEE
evidence-based home visiting list.

Beyond MIHP, Medicaid has designed
a multi-model home visiting system
initiative under which Medicaid funds
are braided with MIECHV, Child Abuse
Prevention and Treatment Act (CAPTA),
state general funds, state school aid,
and private Children’s Trust Fund dollars.
Annual accountability reports with data
from multiple models and structures are
submitted to the governor.66

As noted above, Kentucky built upon a
perinatal case management program
to create the HomVEE approved, evidence-based HANDS program. Michigan
redesigned perinatal home visiting to
create the MIHP program, which the
state considers home visiting.

Strategies often
are tailored to
fit with a state’s
Medicaid, home
visiting, and
health system.

With the advent of MIECHV and emphasis on evidence-based home visiting, more states may see the need
for making clear distinctions between
evidence-based home visiting and perinatal case management, particularly if
Medicaid funding is used for both. While
both focus on pregnant women, infants,
and young children, and they have some
overlapping purposes (e.g., improving
maternal and infant health; and providing information, referrals, and care
coordination), they are not the same.
Research points to different staffing patterns, protocols, and structures, as well as
different impact on birth outcomes and
service utilization.69,70 Moreover, many
home visiting models continue beyond
the perinatal period (pregnancy and
infancy), into the early childhood years.
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Looking broadly at home visiting
financing with federal dollars
Working under broad federal rules, states
are making decisions regarding which
children and families are eligible for
home visiting services, which models/
services are offered, and which providers
may deliver services. Another important
decision is which funds to use for which
families and models. Medicaid is one,
but only one, of the federal funding
streams that states can and are using to
increase the capacity of home visiting.
Given that MIECHV is the driving legislative and grant-making authority for
home visiting, states could benefit from
greater clarification on how federal funds
can (or cannot) be braided. For example,
while the law (either statutory or regulatory language) specifies how Medicaid
can be braided (i.e., used in combination) with the Title V Maternal and Child
Health Services Block Grant, Child Welfare (foster care), and IDEA Part B Special
Education and Part C Early Intervention
programs, no such federal law clarification exists for MIECHV. In the absence of
written federal guidance, states are often
choosing to use Medicaid for only one

model or only certain local agency sites,
making for simpler administrative separation of and accounting for funds.
States are leading the way in advancing
home visiting finance and statewide systems with multiple models.71,72,73 Across
the nation, states are using a variety of
public and private funding streams to
finance home visiting services. As shown
in Figure 1, key federal funding streams
used by states for home visiting include:
MIECHV, Medicaid, Title V Maternal
and Child Health Services Block Grant,
Substance Abuse and Mental Health
Services, Temporary Assistance to Needy
Families (TANF), Child Welfare, and Head
Start. These federal funding streams are
being used to varying degrees and for
different models. For example Medicaid
is more likely to be used to fund models
that have impact on health outcomes,
and Child Welfare funding is more likely
to be used for models such as ChildFirst
and SafeCare that have shown impact
on families at higher risk for involvement
in the child welfare system. In most
cases, in addition to required matching

States use
an array of
federal funding
streams to
finance home
visiting.
funds, state general revenues are part
of braided funding for home visiting. In
a few states, additional funds such as
tobacco-related funds, Children’s Trust
Fund, or philanthropic funds are dedicated to home visiting services. Diversified funding can increase home visiting
capacity, support quality, and optimize
use of different models for prevention
and intervention purposes.

Figure 1. Key Federal Funding Streams Used to Support Home Visiting
Maternal,
Infant, Early
Childhood
Home Visiting
(MIECHV)

Medicaid

Title V
Maternal
and Child
Health
Block Grant

Substance
Abuse &
Mental Health
Services

Temporary
Assistance
for Needy
Families
(TANF)

Child Welfare
(Title IV B,
Title IV E,
CAPTA, etc.)

Early
Head
Start

Combined with required matching funds, state general revenues, and other funds
(e.g., Children’s Trust Fund, tobacco settlement, private dollars)
©Johnson Group

Medicaid and Home Visiting: The State of States’ Approaches. Johnson Group Consulting, Inc. January, 2019.

Page 19

References
1. Johnson K. No place like home: State home visiting policies and programs. The Commonwealth Fund. May, 2001.
2. Johnson K. State-based home visiting programs: Strengthening programs through state leadership. National Center for Children
in Poverty. March, 2009. Available at: http://www.nccp.org/publications/pub_862.html. Accessed October 26, 2018.
3. Normile B, King A, VanLandeghem K. Medicaid financing of home visiting services for women, children and their families.
National Academy for State Health Policy. August 2017. Available at: https://nashp.org/wp-content/uploads/2017/09/Home-Visiting-Brief.pdf. Accessed October 26, 2018.
4. Witgert K, Giles B, Richardson A. Medicaid Financing of Early Childhood Home Visiting Programs: Options, Opportunities,
and Challenges. Pew Center on the States and National Academy for State Health Policy. June, 2012. Available at: https://www.
pewtrusts.org/~/media/assets/2012/07/pcs_nashp_hv_medicaid.pdf. Accessed October 26, 2018.
5. Herzfeldt-Kamprath R, Calsyn M, Huelskoetter. Medicaid and home visiting: Best practices from states. Center for American
Progress. January, 2017.
6. Herzfeldt-Kamprath R, O’Toole M, Calsyn M, Spiro T, Hamm K. Paying it forward: New Medicaid home visiting option would
expand evidence-based services. Center for American Progress. November, 2015.
7. Johnson, 2001. Op cit.
8. Centers for Medicare and Medicaid Services and Health Resources and Services Administration. Coverage of maternal, infant,
and early childhood home visiting services. Joint Information Bulletin, March 2016. Available at: https://www.medicaid.gov/federal-policy-guidance/downloads/cib-03-02-16.pdf. Accessed October 26, 2018.
9. National Commission to Prevent Infant Mortality. Home visiting: Opening doors for America’s pregnant women and children.
1989.
10. Fernandes-Alcantara AL. Maternal, Infant, and Early Childhood Home Visiting (MIECHV) Program: Background and funding. Congressional Research Service. (CRS No. R43930). December, 2016. Available at: https://greenbook-waysandmeans.house.
gov/sites/greenbook.waysandmeans.house.gov/files/R43930%20-%20Maternal%20and%20Infant%20Early%20Childhood%20
Home%20Visiting%20(MIECHV)%20-%20Background%20and%20Funding.pdf. Accessed December 15, 2018.
11. Fernandes-Alcantara AL. Maternal, Infant, and Early Childhood Home Visiting (MIECHV) Program: Background and funding.
Congressional Research Service. (CRS No. R43930). November, 2018. Available at: https://www.everycrsreport.com/files/20181121_
R43930_9812a0aae1b30e1ed13980723054eb89fabdc168.pdf. Accessed December 20, 2018.
12. Fernandes-Alcantara AL. Maternal, Infant, and Early Childhood Home Visiting (MIECHV) Program. Congressional Research
Service. (CRS No. IF 10595). November, 2018.
13. Duffee JH, Mendelsohn AL, Kuo AA, Fegano LA, Earls MF. Council on Community Pediatrics, Council on Early Childhood,
Committee on Child Abuse and Neglect. Early childhood home visiting: Policy statement of the American Academy of Pediatrics.
Pediatrics. 2017;140(3):e20172150.
14. Tschudy M, Toomey, Cheng TL. Merging systems: Integrating home visitation and the family-centered medical home. Pediatrics. 2013;132:S74–S81.
15. Berwick DM, Nolan TW, Whittington J. The triple aim: Care, health, and cost. Health Affairs. 2008 May;27(3):759-69.
16. Health Resources and Services Administration, Maternal and Child Health Bureau. Home Visiting. U.S. Department of Health
and Human Services. Available at: https://mchb.hrsa.gov/maternal-child-health-initiatives/home-visiting-overview. Accessed
November 23, 2018.
17. Health Resources and Services Administration and Administration for Children and Families. The Maternal, Infant, and Early
Childhood Home Visiting Program: Partnering with parents to help children succeed (National Program Brief). U.S. Department
of Health and Human Services. 2018. Available at: https://mchb.hrsa.gov/sites/default/files/mchb/MaternalChildHealthInitiatives/
HomeVisiting/pdf/programbrief.pdf. Accessed November 23, 2018.
18. Health Resources and Services Administration. Demonstrating Improvement in the Maternal, Infant, and Early Childhood
Home Visiting Program: A report to Congress. U.S. Department of Health and Human Services. March, 2016. Available at: https://
mchb.hrsa.gov/sites/default/files/mchb/MaternalChildHealthInitiatives/HomeVisiting/pdf/reportcongress-homevisiting.pdf. Accessed November 23, 2018.
19. U.S. Department of Health and Human Services. The Maternal, Infant, and Early Childhood Home Visiting Program: Partnering
with parents to help children succeed. Program Brief. 2018.

Medicaid and Home Visiting: The State of States’ Approaches. Johnson Group Consulting, Inc. January, 2019.

Page 20

20. National Home Visiting Resource Center. 2018 Home visiting yearbook. James Bell Associates and Urban Institute. 2018. Available at: https://www.nhvrc.org/yearbook/2018-home-visiting-yearbook/. Accessed December 20, 2018.
21. Bruner C, Johnson K. Federal spending on prenatal to three: Developing a public response to improving developmental trajectories and preventing inequities. Center for the Study of Social Policy. March, 2018.
22. Health Resources and Services Administration and Administration for Children and Families. Op cit. 2018.
23. Bruner and Johnson. Op cit.
24. Markus AR, Andres E, West KD, Garro N, Pellegrini C. Medicaid covered births, 2008 through 2010, in the context of the implementation of health reform. Women’s Health Issues. 2013;23(5):e273-e280.
25. Johnson K, Bruner C. A sourcebook on Medicaid’s role in early childhood: Advancing high performing medical homes and
improving lifelong health. Child and Family Policy Center. October, 2018. Available at: https://www.cfpciowa.org/en/issues/
health_equity/sourcebook_on_medicaids_role_in_early_childhood/. Accessed November 23, 2018.
26. Sama-Miller E, Akers L, Mraz-Esposito A, et al. Home visiting evidence of effectiveness review: Executive summary. Office of
Planning, Research and Evaluation, Administration for Children and Families, U.S. Department of Health and Human Services.
2018.
27. See evidence reviews by model and outcome domains conducted by Home Visiting Evidence of Effectiveness (HomVEE). Available at: https://homvee.acf.hhs.gov/. Accessed October 26, 2018.
28. Filene JH, Kaminski JW, Valle LA, Cachat P. Components associated with home visiting program outcomes: A meta-analysis.
Pediatrics. 2013;132:S100-S109.
29. U.S. Department of Health and Human Services. Home visiting evidence of effectiveness. Available at: https://homvee.acf.hhs.
gov/. Accessed October 26, 2018.
30. Karoly LA, Kilburn MR, Cannon JS. Early childhood interventions: Proven results, future promise. RAND. 2005. Available at:
www.rand.org/pubs/monographs/MG341. Accessed November 23, 2018.
31. Cannon JS, Kilburn MR, Karoly LA, et al. Investing early: Taking stock of outcomes and economic returns from early childhood
programs. RAND. 2017. Available at: www.rand.org/t/RR1993. Accessed November 23, 2018.
32. Johnson K. Using Medicaid to Finance Home Visiting Services: A Checklist for State Decision Makers. Johnson Group Consulting, Inc. December 2016. Available at: https://nashp.org/wp-content/uploads/2017/10/Medicaid_HV_checklist_final_122116_quality_kj.pdf. Accessed November 23, 2018.
33. Centers for Medicare and Medicaid Services (CMS). About Section 1115 Demonstrations. Medicaid Web site. https://www.medicaid.gov/medicaid/section-1115-demo/about-1115/index.html. Accessed October 23, 2018.
34. Burton A, Chang DI, Gratale D. Medicaid funding of community-based prevention: Myths, state successes overcoming barriers
and the promise of integrated payment methods. Nemours. June, 2013. Available at: https://www.nemours.org/content/dam/nemours/wwwv2/filebox/about/Medicaid_Funding_of_Community-Based_Prevention_Final.pdf. Accessed November 30, 2018.
35. Bachrach D, Guyer J, Levin A. Medicaid coverage of social interventions: A road map for states. Milbank Memorial Fund. July
2016. Available at: https://www.milbank.org/publications/medicaid-coverage-social-interventions-road-map-states/. Accessed
November 30, 2018.
36. Johnson and Bruner, 2018. Op cit.
37. Normile B, King A, VanLandeghem K. Medicaid financing of home visiting services for women, children and their families.
National Academy for State Health Policy. August 2017. Available at: https://nashp.org/wp-content/uploads/2017/09/Home-Visiting-Brief.pdf. Accessed October 26, 2018.
38. Gratale D, Chang D. Defining an accountable community for health for children and families. Nemours. October, 2017. Available at: https://nam.edu/defining-an-accountable-community-for-health-for-children-and-families/. Accessed December 14, 2018.
39. Nathaniel Counts, personal communication. December 14, 2018.
40. Johnson K, Rosenthal J. Improving care coordination, case management, and linkages to service for young children: Opportunities for states. National Academy for State Health Policy and Commonwealth Fund. April, 2009.
41. Rosenbaum S. Medicaid Targeted Case Management Rule: Implications for special needs service providers and programs.
Center for Health Care Strategies, Inc. April, 2008. Available at: https://www.chcs.org/media/CMS_Medicaid_Targeted_Case_Management_Rule.pdf. Accessed November 23, 2018.

Medicaid and Home Visiting: The State of States’ Approaches. Johnson Group Consulting, Inc. January, 2019.

Page 21

42. Centers for Medicare and Medicaid Services (CMS). EPSDT – A guide for states: Coverage in the Medicaid benefit for children
and adolescents. U.S. Department of Health and Human Services. June, 2014. Available at: https://www.medicaid.gov/medicaid/
benefits/downloads/epsdt_coverage_guide.pdf. Accessed November 23, 2018.
43. Rosenbaum S. Technical Memorandum regarding CMS/HRSA Informational Bulletin on coverage of maternal, infant, and early
childhood home visiting services. George Washington University. March 16, 2016.
44. Health Resources and Services Administration. EPSDT Website. https://mchb.hrsa.gov/maternal-child-health-initiatives/
mchb-programs/early-periodic-screening-diagnosis-and-treatment. Accessed December 14, 2018.
45. Centers for Medicare and Medicaid Services (CMS). Factsheet: What you need to know about EPSDT. Available at: https://www.
medicaid.gov/medicaid/benefits/downloads/what-you-need-to-know-about-epsdt.pdf. US Department of Health and Human
Services. Accessed November 23, 2018.
46. CMS-HRSA, 2016. Op cit.
47. Rosenbaum, 2016. Op cit.
48. Gifford K, Walls J, Ranji U, Salganicoff A, Gomez I. Medicaid coverage of pregnancy and perinatal benefits: Results from
a 50-state survey. Kaiser Family Foundation. April, 2017. https://www.kff.org/womens-health-policy/report/medicaid-coverage-of-pregnancy-and-perinatal-benefits-results-from-a-state-survey/. Accessed November 23, 2018.
49. Medicaid and CHIP Payment and Access Commission (MACPAC). Maternity services: Examining eligibility and coverage in
Medicaid and CHIP. In Report to Congress on Medicaid and CHIP. June, 2013. Available at: https://www.macpac.gov/wp-content/
uploads/2015/01/Maternity_Services_Examining_Eligibility_and_Coverage_in_Medicaid_and_CHIP.pdf. Accessed November 23,
2018.
50. Minnesota Family Home Visiting Program. Family Home Visiting Program 2016 Report to the Minnesota Legislature. Minnesota
Department of Health. Available at: http://www.health.state.mn.us/fhv/. Accessed October 26, 2018.
51. Minnesota Department of Health. Family Home Visiting Web site. http://www.health.state.mn.us/divs/cfh/program/fhv/index.
cfm. Accessed December 20, 2018.
52. New York State Department of Health. First 1,000 Days in Medicaid Web site. https://www.health.ny.gov/health_care/medicaid/redesign/first_1000.htm. Accessed November 28, 2018.
53. Bruner C, Johnson K, Trefz MN. States in the lead: Case studies of Iowa and New York efforts to improve early childhood
through Medicaid. Child and Family Policy Center. October, 2018. Available at: https://www.cfpciowa.org/documents/filelibrary/
medicaid_finance/section_pdfs/FINAL_Combined_case_studies_86D3E5C1248BC.pdf. Accessed November 23, 2018.
54. New York State Department of Health, Office of Health Insurance Programs. Comprehensive Medicaid Case Management Firsttime Mother/Newborns Program Implementation Guidance Manual. August 2011.
55. Schuyler Center for Analysis and Advocacy. Maternal, infant and early childhood home visiting in New York: Funding options
and opportunities. 2012.
56. New York State Department of Health. New York State Delivery System Reform Incentive Payment Program Project (DSRIP)
Toolkit. Undated. (See pages 64-65) Available at: https://www.health.ny.gov/health_care/medicaid/redesign/docs/dsrip_project_
toolkit.pdf. Accessed December 28, 2018.
57. Administration for Children and Families. HANDS. HomVEE Web site. https://homvee.acf.hhs.gov/Model/1/Health-Access-Nurturing-Development-Services--HANDS--Program/37/1. Accessed November 23, 2018.
58. State Home Visiting Promising Practices Series: Kentucky. Pew Home Visiting Campaign. March, 2012.
59. Witgert et al. Op cit.
60. Johnson Group Consulting, Inc. Home visiting in California: A scan of local approaches. November, 2018.
61. South Dakota Department of Health. South Dakota Bright Start Web site. http://www.sdbrightstart.com/. Also see: Bright Start
Home Visiting Fact sheet. Available at: https://doh.sd.gov/Infant-Mortality/assets/brightstart.pdf. Accessed December 23, 2018.
62. Michigan Department of Health and Human Services. How home visiting supports Michigan families: 2017 home visiting
initiative report. (PA 291 report). State of Michigan. May, 2017. Available at: https://www.michigan.gov/documents/homevisiting/
Home_Visiting_Initiative_Report_2017_637278_7.pdf. Accessed November 26, 2018.
63. Michigan Department of Health and Human Services. Maternal Infant Health Program Web site. https://www.michigan.gov/
mihp/. Accessed December 26, 2018.
64. Witgert et al. Op cit.

Medicaid and Home Visiting: The State of States’ Approaches. Johnson Group Consulting, Inc. January, 2019.

Page 22

65. Meghea CI, You Z, Raffo J, Leach RE, Roman LA. Statewide Medicaid enhanced prenatal care programs and infant mortality.
Pediatrics. 2015 Aug;136(2):334-342.
66. Michigan Department of Health and Human Services and Department of Education. Op cit.
67. Johnson K, Gee R, Applegate M. Improving Medicaid: Three decades of change to better serve women of childbearing age.
Clinical Obstetrics and Gynecology. 2015;58(2):336.354.
68. Hill IT. Improving state Medicaid programs for pregnant women and children. Health Care Financing Review. 1990 Dec;(Sup68.
pl):75-87. Available at: https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4195155/. Accessed November 23, 2018.
69. Issel LM, Forrestal SG, Slaughter J, Wiencrot A, Handler A. A review of prenatal home-visiting effectiveness for improving birth
outcomes. Journal of Obstetric, Gynecologic, and Neonatal Nursing. 2011;40(2):157-165.
70. Slaughter JC, Issel LM, Handler AS, et al. Measuring dosage: a key factor when assessing the relationship between prenatal
case management and birth outcomes. Maternal and Child Health Journal. 2013;17(8):1414-1423.
71. National Conference of State Legislatures (NCSL). Home visiting: Improving outcomes for children Web site. http://www.ncsl.
org/research/human-services/home-visiting-improving-outcomes-for-children635399078.aspx. Also see: Significant Home Visiting Enacted Legislation, 2008-2017. http://www.ncsl.org/documents/cyf/HV_Enacted_08_17_28330.pdf. Accessed November 23,
2018.
72. National Conference of State Legislatures (NCSL). State home visiting: Enhancing maternal and child health, wellbeing, and
school readiness. Webinar November 16, 2017. Available at: http://www.ncsl.org/research/human-services/state-home-visiting-enhancing-maternal-and-child-health-wellbeing-and-school-readiness.aspx. Accessed November 23, 2018.
73. Zero to Three Policy Center. The Maternal, Infant, and Early Childhood Home Visiting Program: Smart investments build strong
systems for young children. Zero to Three. February 2014. Available at: https://www.zerotothree.org/resources/171-the-miechvprogram-smart-investments-build-strong-systems-for-young-children. Accessed November 23, 2018.

Medicaid and Home Visiting: The State of States’ Approaches. Johnson Group Consulting, Inc. January, 2019.

Page 23

Medicaid Financing for Home Visiting:
The State of States’ Approaches.
Johnson Group Consulting, Inc. January, 2019.

