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Innovative Community Health Worker Strategies:
My Health GPS in Washington, DC, Seeks to Achieve 
Sustainable Funding and Whole-Person Care

Tina Kartika

What’s innovative about My 
Health GPS?

• Launched July 1, 2017, My 
Health GPS is Washington, 
DC’s health home program 
that coordinates whole-person 
care for Medicaid beneficia-
ries with three or more chronic 
conditions.

• It permits peer navigators to 
serve on the My Health GPS 
care teams.

• My Health GPS specifies a 
minimum staffing ratio of peer 
navigators based on the se-
verity of beneficiaries’ condi-
tions.

Due to mounting evidence that community health workers (CHWs) can improve health outcomes, in-
crease access to health care, and control medical costs,1 states are increasingly engaging their CHW 
workforce to replicate those successes at the state level. However, the policies and programs that reg-
ulate and pay for CHWs differ dramatically across states,2 and states facing difficulties advancing CHW 
initiatives can gain insights from the experiences of other programs across the country.

The National Academy for State Health Policy (NASHP) recently updated its State Community Health 
Worker Models Map and is currently identifying innovative state strategies that have helped CHW initia-
tives meet their goals. This case study, which explores My Health GPS in Washington, DC, is the first in 
a series of NASHP products that highlight those CHW program strategies.

My Health GPS Program 
Overview
Under Section 2703 of the Affordable Care Act (Section 1945 
of the Social Security Act), states have the option to submit a 
state plan amendment to create health homes that coordinate 
whole-person care for Medicaid enrollees with multiple chron-
ic conditions.3 My Health GPS is DC’s health home4 program 
designed to “address unmet care management needs” of bene-
ficiaries with three or more qualifying chronic conditions.5 Eligi-
ble conditions include, but are not limited to, asthma, diabetes, 
chronic renal failure, HIV/AIDS, depression, and substance use 
disorder.6 Because the program’s members are sicker than the 
average beneficiary, the program’s goals are to improve health 

outcomes through whole-person care and reduce avoidable hospital and emergency department (ED) 
utilization. Participation in My Health GPS is voluntary; beneficiaries can opt-out of the program.7 After 
the first three months, more than 2,500 beneficiaries had enrolled.

To deliver patient-centered care, multidisciplinary teams integrate and coordinate primary, acute, be-
havioral health, and long-term services and supports for beneficiaries participating in My Health GPS.8 

State Plan Amendment approval 
date: February 6, 2017
Program start date: July 1, 2017

The teams of providers—which may include health home direc-
tors, nurse care managers, peer navigators (DC uses the terms 
“peer navigator” and “community health worker” interchangeably), 
care coordinators, and licensed clinical pharmacists—are catego-
rized into two acuity groups based on the severity of their beneficiaries’ conditions. Approximately 80 
percent of beneficiaries will be in the lower acuity group (Group 1) and 20 percent of beneficiaries in the 
higher acuity group  (Group 2).9

http://nashp.org/state-community-health-worker-models/
http://nashp.org/state-community-health-worker-models/
https://dhcf.dc.gov/page/health-home-persons-multiple-chronic-conditions-my-health-gps
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Community Health Workers in My Health GPS
Each care team includes peer navigator(s) regardless of its acuity group. The program defines a peer 
navigator as:

• A health educator capable of linking beneficiaries with the health and social services they need 
to achieve wellness;

• Someone who has completed at least 40 hours of training in; or 
• Someone with at least six months of experience in community health.10

The only other state that requires CHWs to be part of health home care teams is Michigan. In Maine, 
Missouri, New York, Washington, and West Virginia, CHWs are optional members of health home care 
teams.

My Health GPS also has a minimum staffing ratio for each type of provider in the program. The program 
requires at least one full-time peer navigator for every 400 beneficiaries in Group 1, and the equivalent 
of 3.5 full-time peer navigators per 400 beneficiaries in Group 2.11

Reimbursement Model
Per-member, per-month (PMPM) reimbursement for My Health GPS requires that a beneficiary re-
ceives at least one My Health GPS service within that calendar month. Providers in Group 1 receive 
$46 PMPM while Group 2 providers receive $137 PMPM.12 Starting in fiscal year 2019, My Health GPS 
will operate on a pay-for-performance model. Providers will be reimbursed for meeting readmissions, 
preventable hospitalizations, and avoidable ED utilization metrics.13  

Takeaways
While the program is in its infancy, My Health GPS provides an organizational and funding model for 
states seeking sustainable CHW programs. States can follow the implementation of DC’s program as 
they consider whether to incorporate CHWs into their health homes and to establish a minimum staffing 
ratio for their CHWs.
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21. Substance use disorder.
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