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Sustainable Pathways 
for Healthcare 
Investment in Housing:  
LESSONS FROM HUB MODELS

E X E C U T I V E  S U M M A R Y

HUB Models as a Pathway for Sustainable 
Healthcare Investment in Housing

Affordable housing providers are increasingly recognized as essential partners in improving 
health outcomes, particularly for high-cost populations. However, securing sustainable 
funding for services, especially services already being delivered through resident service 
coordination, remains a persistent challenge. HUB models provide a structured pathway 
for community-based organizations and non-profit organizations like housing providers 
to access healthcare reimbursement for these services. By centralizing contracting, 
compliance, and payment through an intermediary, HUBs reduce the need for these 
organizations to navigate complex healthcare systems directly. This reduces administrative 
burden around billing, compliance, and HIPAA requirements, while creating a more 
consistent pathway for funding services such as housing stabilization, care coordination, 
and navigation. While HUB models can streamline access to healthcare funding and offset 
the cost of existing services, they do not eliminate administrative requirements. Their 
effectiveness depends on clear service definitions, aligned payment structures, and the 
ability to integrate documentation and reporting into existing housing operations. 

As a national collaborative of mission-driven housing providers who are seeking to build 
and sustain partnerships with health plans and leverage Medicaid funding opportunities, 
Stewards of Affordable Housing for the Future (SAHF) developed this overview and two 
short case studies to  highlight the promise of this model and provide examples of housers’ 
participation in them. 

https://sahfnet.org/sites/default/files/documents/The-Case-for-RS_0.pdf
https://sahfnet.org/sites/default/files/documents/The-Case-for-RS_0.pdf
https://sahfnet.org/
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W H A T  I S  A  H U B  M O D E L ?
A HUB model is an intermediary structure that connects healthcare payers, including 
Medicaid managed care organizations (MCOs),1 with community-based and non-profit 
providers, including housing providers. Rather than contracting directly with multiple payers, 
housing providers participate through a HUB that centralizes:

•	 Contracting and compliance: Streamlines agreements with multiple payers and ensures 
providers meet regulatory and program requirements

•	 Referral management: Coordinates and routes resident referrals efficiently to 
appropriate community and housing services

•	 Service definitions and documentation standards: Establishes consistent expectations 
for service delivery, coding, and recordkeeping across providers

•	 Reporting and payment: Aggregates data, tracks outcomes, and manages billing and 
reimbursement processes across partners

This model emerged to address the administrative mismatch between healthcare systems 
and community-based providers, where direct contracting proved difficult to scale due to 
billing complexity, compliance requirements, and inconsistent documentation. Over the past 
decade, Medicaid managed care expansion and value-based payment models increased 
payer accountability for total cost of care. States authorized reimbursement for health-
related social needs through mechanisms such as 1115 waivers, In Lieu of Services (ILOS), 
and related initiatives, allowing Medicaid managed care organizations to fund defined non-
medical services tied to health outcomes. 

1 	A Managed Care Organization (MCO) is a type of healthcare delivery system that coordinates and manages 
healthcare services for its members. The primary goal is to control costs while maintaining or improving the 
quality of care provided to its members. To achieve this, MCOs in healthcare contract with hospitals, physicians, 
and specialists to offer services to their members at negotiated rates. They often use a network of these 
contracted providers to make a wide range of medical services available to members. Some state Medicaid 
programs contract with managed care organizations to provide healthcare services to eligible beneficiaries. 

https://www.kff.org/medicaid/medicaid-section-1115-waivers-the-basics/
https://ccf.georgetown.edu/2024/05/23/strengthened-tool-to-address-health-related-social-needs-the-new-medicaid-managed-care-regulations-in-lieu-of-services-explained/
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Core Structural Components and National Landscape

HUB models are often used in Medicaid managed cared environments, where states allow reimburse-
ment for health-related social services, including housing supports. While structures vary by market, 
most HUBs function as centralized networks that connect healthcare payers with community-based 
providers through a single administrative entity. A typical HUB includes three core components:
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COMMUNITY HUB MODELS

•	 Network of CBOs/NPOs

•	 Contracting/Compliance

•	 Referral Management

•	 Reporting to Healthcare

•	 Billing Entity

•	 Healthcare Contracting Entity: A Medicaid managed care organization, health system, or 
value-based entity funding non-medical services tied to member outcomes. 

•	 HUB Intermediary: An organization that manages contracts, standardizes services, handles 
referrals, verifies documentation, and processes payments. 

•	 Network of Community-Based Organizations (CBOs) and Non-Profit Organizations 
(NPOs): Providers, including housing organizations, that deliver services such as housing 
navigation, tenancy support, and care coordination under contract with the HUB. 

Services are organized into defined pathways with clear documentation and performance 
requirements, and payment is tied to verified service delivery and, in some cases, outcomes. 
Examples include:

•	 Housing stabilization (referral, assessment, housing plan, tenancy support, with payment 
tied to retention), care transitions (hospital discharge to housing, follow-up care, with 
payment tied to reduced readmissions)

•	 Service coordination (SDoH screening, referrals, and closed-loop tracking tied to service uptake)
•	 Eviction prevention (risk identification, legal/financial intervention, tied to avoided displacement)
•	 Behavioral health engagement (screening, connection to treatment, adherence tracking)
•	 Employment or benefits navigation (enrollment support tied to sustained income or coverage). 

This creates a closed-loop system where funding, referrals, service delivery, and reimbursement are 
centrally coordinated and managed. For multi-state housing providers, opportunities to participate 
vary significantly by market. Differences in Medicaid policy and HUB design mean models that work 
in one state may not be replicable across an entire portfolio.
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H O W  H O U S I N G  P R O V I D E R S  P A R T I C I P A T E
Resident service coordination is inclusive of a range of non-clinical 
services that housing providers deliver to support resident stability 
and wellness, including care coordination, resource navigation, 
on-site programs and services, and connection to off-site health 
and social services. HUB models create a mechanism to translate 
these existing activities into reimbursable service units. Rather than 
introducing entirely new services, participation typically involves 
aligning current resident services activities with defined service 
pathways, documentation standards, and reporting requirements for 
the HUB. Housing providers participate by aligning existing resident 
services with reimbursable activities defined by the HUB. Resident 
Service Coordination remains the core service model, including:

•	 Care coordination and follow-up
•	 Housing stabilization and tenancy support
•	 Resource navigation (food, transportation, benefits)
•	 Appointment coordination and engagement

Participation does not require housing providers to become clinical 
entities. However, it does require standardized documentation 
of services, tracking of service encounters, and compliance with 
defined workflows and reporting requirements. This may mean 
adapting existing services, rather than creating entirely new ones. It 
is also essential to deliver services with a consistent approach that 
includes documentation.  

What HUBs Reduce/Centralize Still Required of Housing Providers

•	 Direct contracting with multiple health plans 
•	 Billing infrastructure and payer-specific requirements 
•	 HIPAA-related administrative complexity 
•	 Referral and payment coordination

•	 Service delivery aligned with defined activities 
•	 Documentation and encounter tracking 
•	 Compliance with HUB program requirements 
•	 Staff training and workflow adjustments

Payment Structure and Financial Considerations

A key consideration for housing providers is the degree to which HUB participation offsets the 
cost of delivering resident services, including the added cost of HUB-related administration. In 
most cases, reimbursement will not fully cover resident service coordination costs but can provide 
meaningful support for existing service infrastructure. For housing providers, participation decisions 
require a realistic assessment of both time investment and financial return.



Time to Launch Start-Up Costs May Include Estimating Financial Benefit

From exploration to operational 
launch, participation typically 
requires:
•	 3–6 months for strategic 

assessment and contracting
•	 2–4 months for internal 

infrastructure development
•	 Ongoing training and 

documentation calibration 
post-launch

•	 Legal review and contract 
negotiation

•	 Staff training on 
standardized service 
definitions

•	 Data system upgrades 
•	 Development of internal 

documentation protocols
•	 Internal resources needed 

for documentation and 
regulatory compliance. 

These costs are often 
absorbed before consistent 
reimbursement begins.

To evaluate viability, housing 
providers should assess:
•	 Expected reimbursement per 

resident
•	 Percentage of residents eligible 

for reimbursable services
•	 Administrative overhead 

required to maintain 
compliance

•	 Cash flow timing relative to 
payroll and operating expenses

•	 Whether rates cover 
supervision, reporting,  
and audit readiness

Organizations should anticipate at least 6–12 months before reimbursement becomes more stable 
and predictable, reflecting the time required to operationalize workflows, generate consistent 
referrals, and normalize payment timelines. Understanding these structural, financial, and 
capacity dynamics is essential before evaluating any specific HUB participation opportunity.  HUB 
reimbursement models vary but typically include a combination of:
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    Lower-risk structures:

•	 Fee-for-service (per encounter)
•	 Milestone-based payments (like completion 

of a housing assessment, lease signing, and 
sustained housing at 90 days)

•	 Per-member-per-month (PMPM) payments

   Higher-risk structures:

•	 Outcome-based payments tied to 
healthcare utilization

Typical payment ranges:

•	 PMPM: ~$5–$75+
•	 Service encounters: ~$15–$75
•	 Program bundles: ~$300–$800 per 

participant (a single payment covering 
a defined set of services delivered over 
a period of time, such as outreach, 
assessment, care planning, and follow-
up supports)

 

These payments are tied to eligible residents and documented services, include administrative 
deductions by the HUB, and often lag 30–90+ days. In addition, HUB entities often receive a 
portion of funding to support infrastructure and administrative functions, either as a small PMPM 
($10–$30) or a percentage of total contract value. HUB participation typically offsets a portion of 
resident services costs rather than fully funding them. While the level of financial impact varies, 
organizations should expect partial cost recovery rather than full program funding, with outcomes 
dependent on eligibility, service alignment, and operational capacity.



  The Community Builders – Ohio (Cincinnati & Cleveland)

2	There is significant overlap between the traditional Resident Services Coordinator (RSC) role and CHW (which are 
typically seen in healthcare and public health settings), which include care coordination, benefits navigation, service 
linkage, health risk identification, and early intervention that helps prevent housing disruption and health decline.

Model structure: 

In Ohio, The Community Builders (TCB) participates in a HUB-based model using the Pathways 
Community HUB Institute (PCHI) framework. Local intermediaries, including Health Care Access Now 
(in Cincinnati) and Better Health Partnership (in Cleveland), contract with Medicaid managed care 
organizations (MCOs), manage data systems, and reimburse community-based organizations like 
TCB. These HUB entities standardize service delivery and reimbursement for services through defined 
“pathways” tied to specific outcomes.

Service and payment model:

TCB resident services staff are certified as community health workers2 (CHWs), which is required in 
this HUB methodology, and integrate pathways into resident services by “opening” and “closing” 
them based on verified outcomes. Pathways include social service referrals, securing new housing, 
medication management, learning pathways (education about various topics), and pregnancy-
related care. Payment is triggered upon completion and verification of each pathway, with higher 
reimbursement tied to more complex interventions.

  6

Source: https://www.healthimpactohio.org/central-ohio-pathways-hub

C A S E  E X A M P L E

https://tcbinc.org/
https://www.pchi-hub.org/
https://www.healthcareaccessnow.org/
https://www.betterhealthpartnership.org/
https://www.neighborworks.org/health/community-health-workers-a-promising-program-model-to-advance-health-well-being
https://www.healthimpactohio.org/central-ohio-pathways-hub


Scale:

TCB has implemented this across 3 family properties: 
Pointes of Avondale in Cincinnati, and Woodhill Homes 
and Commodore in Cleveland. Additional HUBS 
operate and could present opportunities in other 
markets throughout Ohio. 

Key takeaway:

This model enables reimbursement for resident 
services but requires strong alignment, dedicated 
staffing, and the ability to manage significant 
documentation and continued training demands 
that each HUB requires. Early implementation shows 
success depends on stable sites, focused staff, 
streamlined data/reporting, and addressing gaps 
where high-need residents fall outside eligibility.

3	Residents must be enrolled in participating Medicaid plans, dual-eligible individuals may be excluded, and 
covered services vary by MCO and contract year

Key outcomes:

•	 ~80% of services may align 
with pathways, depending on 
population eligibility3

•	 Payment ranges from:
•	 ~$30 for lower-intensity 

pathways
•	 Several hundred dollars for 

more complex pathways
•	 Administrative fees are covered 

by the HUB (in some cases, or 
TCB pays licensing fees to use 
the platform)
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   Mercy Housing – California

Model structure:
In California, Mercy Housing participates in the Pair Impact Network through its partnership with 
Pair Team under CalAIM. Within this structure, Pair Team serves as both an Enhanced Care Man-
agement (ECM) provider and HUB intermediary, contracting with Medicaid managed care organi-
zations (MCOs) and managing administrative functions including enrollment, eligibility verification, 
documentation, reporting, and reimbursement. Mercy Housing delivers the majority of in-person, 
non-clinical services through its resident services coordination model, including care coordination, 
resource navigation, and resident engagement.

Service and payment model:
Services are delivered collaboratively: Mercy Housing’s resident services staff identify eligible 
residents, conduct intake, and provide ongoing support, while Pair Team supplements with virtual 
medical care and care navigation. Payment flows through Pair Team, which verifies Mercy Housing’s 
documentation and distributes reimbursement tied to service encounters and quality metrics, 
primarily HEDIS outcomes, which focus heavily on social determinants of health such as food and 
financial security. Mercy operates this program and partnership with Pair Team with two staffing 
modes: one that leverages Mercy’s traditional resident services coordinators (RSCs) and one with 
RSCs who have been trained and credentialed by Pair Team as CHWs. While both staffing models 
work, Mercy Housing has experienced several benefits to having their RSCs cross trained as CHWs 
including: 1) higher reimbursement rates, providing a professional development pathway for staff, 
and offering stronger alignment with healthcare partners. The challenge with this model is that it 
requires staff to maintain their CHW credentialling, which is a consideration with any staff turnover.

MERCY HOUSING
Identify residents 
Intake & referral

Deliver resident services 
Document encounters

PAIR TEAM
Eligibility & ECM Enrollment

Aggregate documentation 
Manage payer requirements

 

Billing & payment distribution

Mercy Housing and Pair Team HUB Model Workflow
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https://www.mercyhousing.org/
https://pairteam.com/
https://www.dhcs.ca.gov/CalAIM/Pages/CalAIM.aspx
https://www.dhcs.ca.gov/CalAIM/ECM/Pages/Home.aspx
https://www.ncqa.org/hedis/


Scale:
•	 ~80 residents across three senior properties  

(Alameda County and San Mateo)

Key takeaways:
Implementation to date has been targeted, with 
expansion dependent on population served, MCO 
capacity, and Pair Team’s operational scale. Pair Team 
and Mercy Housing have discussed the potential 
for expanding to family housing in the future and 
possible expansion into Sacramento. Approximately 
40% of Pair Team’s patient population is sourced 
through community-based organizations, including 
housing providers like Mercy Housing. This creates a shared incentive structure: Mercy Housing 
expands access to reimbursement for resident services, while Pair Team increases enrollment 
within its payer contracts. 

This model allows Mercy to capture reimbursement for services already embedded in its operations, 
though scale is constrained by resident eligibility, intermediary capacity, and payer participation.

Key outcomes:
•	 ~75% of Mercy’s existing 

services align with 
reimbursable activities

•	 Reimbursement includes:
•	 ~$75 per service encounter
•	 Up to ~$150 PMPM (with 

required encounters)
•	 Pair Team retains ~10–15% for 

administrative functions
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S H O U L D  H O U S I N G  P R O V I D E R S  P A R T I C I P A T E  
I N  A  H U B  M O D E L ?
HUB models offer housing providers a structured pathway to access healthcare funding 
without needing to directly navigate medical billing systems, payer relationships, or HIPAA 
compliance. By serving as an intermediary, the HUB translates healthcare requirements 
into defined, reimbursable service activities while centralizing administrative complexity. 
However, participation redistributes (rather than removes) that complexity, shifting more 
responsibility for documentation, tracking, and workflow discipline onto housing providers. 
It is typically a good fit when a significant share of residents are Medicaid-eligible, existing 
services closely match reimbursable activities, staff and systems can support standardized 
documentation, and the organization can manage reimbursement delays. Access to a well-
resourced intermediary that provides training and administrative support is also critical.

Conversely, participation can be challenging when a small share of residents meet Medicaid 
eligibility criteria or are attributed to participating MCOs that reimburse for services, state 
policy changes impact reimbursement rates or which MCOs hold state contracts, properties 
are in transition, staff capacity is already constrained, or internal systems cannot support 
required reporting. Cash flow constraints can also pose risks, as reimbursement is often 
delayed and tied to specific service units and populations. In most cases, HUB funding 
offsets only a portion of resident services costs rather than fully covering them. Experiences 
from Mercy Housing and The Community Builders demonstrate that when alignment is 
strong, HUB models can generate meaningful reimbursement for services already embedded 
in housing operations which aims to improve sustainability without fundamentally changing 
the service model. At the same time, these examples highlight ongoing constraints, 
including eligibility limitations, intermediary capacity, and persistent administrative burden.

For most organizations, HUB participation is best approached initially as a targeted pilot at 
select properties. This allows providers to assess capacity, operational impact, financial return, 
and staff workflow implications before scaling. Ultimately, the decision to participate should 
be grounded in a clear assessment of resident population fit, operational readiness, and 
whether reimbursement meaningfully offsets both service delivery and administrative costs.


