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Today’s Objective

» Develop an increased understanding of
Ohio’s health home model to facilitate
provider and local system readiness

And now ... Flexibility and Innovation
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e Target Population — person-centered focus to meet
needs of persons with SPMI

e Providers must meet provider requirements
e Integrated Care Plan — comprehensive

e Payment methodology is consistent but design is
flexible to promote innovation

e Geographic Area - health home service will be
phased in based on readiness

« Use Patient-Centered Medical Home (PCMH) as
foundation for Medicaid Health Homes

« Medicaid Health Homes expand on PCMHs by:
- Focusing on patients with multiple chronic and
complex conditions;

- Coordinating across medical, behavioral, and long-term
care; and

- Building linkages to community, social supports, &
recovery services.

» Focus on outcomes — reduced ED & hospital
admissions & readmissions, reduced reliance on
LTC facilities, improved experience of care and
quality of care
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SPMI Target Population

Health Home Population Criteria:
Serious and Persistent Mental Health Condition
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Health Home Population Criteria:
Serious and Persistent Mental Health Condition

¢ Serious and Persistent Mental Illness (SPMI) cont.

o Treatment history criteria

« Continuous treatment of 12 months or more, or a combination of, the following
treatment modalities: inpatient psychiatric treatment, partial hospitalization or 12
months continuous residence in a residential program (e.g., supervised residential
treatment program, or supervised group home); or

« Two or more admissions of any duration to inpatient psychiatric treatment, partial
hospitalization or residential programming within the most recent 12 month
period; or

~ A history of using two or more of the following services over the most recent 12
month period continuously or intermittently (this includes consideration of a
person who might have received care in a correctional setting): psychotropic
medication management, behavioral health counseling, CPST, crisis intervention.

~ Previous treatment in an outpatient service for at least 12 months, and a history of
at least two mental health psychiatric hospitalizations; or

« In the absence of treatment history, the duration of the mental disorder is
expected to be present for at least 12 months.

Health Home Population Criteria:
Serious and Persistent Mental Health Condition

¢ Serious Mental Illness (SMI) :

o Must be 18 years of age or older

© Must meet any of the DSM-IV TR diagnoses, except the
exclusionary diagnoses (DD, AOD, V Codes & Dementia)

o Assessment of impaired functioning measured by the Global
Assessment of Functioning scale (GAF) (score of 40 to 60)

o Treatment history criteria
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Health Home Population Criteria:
Serious and Persistent Mental Health Condition

¢ Serious Mental Illness (SMI) cont.

o Treatment history criteria

« Continuous treatment of 6 months or more, or a combination of, the following
treatment modalities: inpatient psychiatric treatment, partial hospitalization or six
months continuous residence in a residential program (e.g., supervised residential
treatment program, or supervised group home); or

« Two or more admissions of any duration to inpatient psychiatric treatment, partial
hospitalization or residential programming within the most recent 12 month
period; or

~ A history of using two or more of the following services over the most recent 12
month period continuously or intermittently (this includes consideration of a
person who received care in a correctional setting): psychotropic medication
management, behavioral health counseling, CPST, crisis intervention; or

~ Previous treatment in an outpatient service for at least six months, and a history of
at least two mental health psychiatric hospitalizations; or

« In the absence of treatment history, the duration of the mental disorder is

expected to be present for at least 6 months.

Health Home Population Criteria:
Serious and Persistent Mental Health Condition

¢ Serious Emotional Disturbance (SED):
o Must be 17 years of age or younger

o Must meet criteria for any of the DSM-IV TR diagnoses, except
the exclusionary diagnoses (Developmental disorders,
Substance use disorders, and V Codes)

o Duration of the mental health disorder has persisted or is
expected to be present for 6 months or longer

o Assessment of impaired functioning as measured by the Global
Assessment of Functioning scale (GAF Score of below 60)
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Ohio Medicaid Health Home Program Goals

e Improve care coordination for clients with SPMI

e Improve Integration of Physical and Behavioral
Health Care

e Improve health outcomes

¢ Lower rates of hospital emergency department use
¢ Reduce hospital admissions and readmissions

¢ Decrease reliance on LTC facilities

e Improve the experience of care and quality of life for
the consumer

e Reduce healthcare costs

The work begins ....

Health
Home
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Medicaid
Health 3
Home Service =
Provider
Requirements

v Must be certified by ODMH as eligible to provide all of the following
Medicaid covered community mental health services*:
1)pharmacological management
2)mental health assessment (physician and non-physician)
3)behavioral health counseling and therapy (individual & group)
4)community psychiatric support treatment (individual & group)

*This certification includes achieving accreditation from any of the
following national organizations: The Commission on Accreditation of
Rehabilitation Facilities (CARF), The Joint Commission, or The Council
on Accreditation for Children and Family Services.




Am I eligible to provide Health Home service?, cont.

Health Home Service Components

4/19/2012



Health Home Service Components

Health Home Service Components
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Health Home Service Components

Health Home Service Components
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Health Home Service Components

e Referral to Community & Social Support Services
Provide referrals to community/social/recovery support
services;

Assist consumers in making appointments and validating that
the consumer attended the appointment and the outcome of
the visit and any needed follow-up.

v"Must demonstrate integration of physical and
behavioral health by receiving one of the following
accreditations or certifications within 18 months of
becoming a CBHC health home service provider:

- CARF’s Integrated Physical Health/Behavioral Health Core
Program Standards

- Joint Commissions’ Physical Health Standards module

- National Committee for Quality Assurance Patient Centered
Medical Home Recognition (Level 1)

- Equivalent recognition standards as approved by the State
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v CBHCs must establish evidence of integrated
primary/behavioral health care services through
use of a contract, MOU, or other written
agreements approved by the state if they:

e Do not have an ownership interest in a primary
care organization, and;

* Do not have embedded, onsite or N et T

0 0no W\ \ A
co-located primary care practitioners 4

v"Must support delivery of person-centered care by:
- Expanded, timely access

Orientation of the patient to Health Home
services
Services in a culturally and linguistically
appropriate manner
A multi-disciplinary team based approach for
the delivery of Health Home services through
the continual use of an established team of
core members defined by the state
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Am I eligible to provide Health Home service?, cont.

Am I eligible to provide Health Home service?, cont.
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Am I eligible to provide Health Home service?, cont.

Am I eligible to provide Health Home service?, cont.
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e Care Manager Requirements

Accountable for overall care management and care coordination and be able to both provide
and coordinate all of the health home services. A single care management record will be
agreed to and shared by all team professionals and case reviews will be conducted on a
regular basis.

Responsible for overall management and coordination of the beneficiary’s care plan which
will include both medical/behavioral health and social service needs and goals.

Care managers must have the necessary credentials and skills to be able to conduct
comprehensive assessments and treatment planning. The minimum qualifications for the
Care Manager include social workers with LSW or LISW, counselors with PC or PCC,
Marriage and Family Therapists with MFT or IMFT, RN Nurses (including a 3 year RN
degree) with extensive experience working with the SPMI population, and other qualified
staff approved by the State.

Must have formal training as well as practical experience in behavioral health and possess
core and specialty competencies and skills in working with SPMI population.

Must demonstrate either formal training or a strong knowledge base in chronic physical
health issues and physical health needs of the SPMI population and must be able to function
as a member of an inter-disciplinary team.

Must be knowledgeable and experienced in community resources and social support services
for the SPMI population.

- Care Manager Aid Requirements

Assist with care coordination, referral/linkage, follow-up,
family/consumer support and health promotion services.

May be any of the following: LPN nurses, CPST workers with four
year degrees or 2 year Associate Degrees, wellness coaches, peer
support specialists, certified tobacco treatment specialists, health
educators and other qualified workers (e.g., community health
workers with Associate Degrees or CPST workers with
commensurate experience.)
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e Health Home Team Requirements cont.

The Health Home Service Team will be coordinating
with the following resources to address identified
client needs:

psychiatrists, psychiatric mental health nurses, and other
behavioral health treatment specialists including substance abuse
treatment specialists, trauma therapists, housing specialists,
benefit specialists, vocational/employment specialists,
nutritionists/dieticians, pharmacists, Adult Care Facilities, Home
Health providers, social welfare program staff, criminal justice
system staff, schools, SNFs and other representatives as
appropriate to meet the beneficiary’s needs.

v"Must support the delivery of person-centered care by
providing:

- Asingle, integrated, and person-centered care plan that
coordinates all of the clinical and non-clinical needs

- The ability to track tests and referrals for health care services,
and coordinate follow up care as needed

+ Point of care reminders for patients about services needed for
preventive care and/or management of chronic conditions by
using patient information and clinical data

4/19/2012
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v"Must demonstrate development of an integrated
care plan that addresses behavioral health care,
physical health care, long-term care, and social
support needs:

- State will NOT prescribe the format or contents
of the integrated care plan

- The integrated care plan does not replace the
treatment plans for specialty or other providers

v"Must have the capacity to receive electronic data from
a variety of sources to facilitate all components of
health home service:

- Within 12 months, acquire (or adopt) an electronic health

record (EHR) product certified by Office of the National
Coordinator for Health Information Technology

- Within 24 months, demonstrate EHR is used to support
all health home services, including population
management

- Participate in statewide Health Information Exchange

4/19/2012
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v"Must maintain a comprehensive and continuous
quality improvement program capable of collecting
and reporting data on utilization and health
outcomes, and the ability to report to the State or
its designee

v'Must participate in Medicaid Health Home
Learning Communities

v'Must allow the state to conduct site visits related to
quality performance

v CBHCs must establish relationships with managed care
plans:

« Ensuring all needs of health home members are met

- Ensuring clear delineation of service delivery
responsibilities

 ALL health home services will be provided by the CBHC
Health Home

- Work with a designated single point of contact assigned by
MCP

- Collaborate with MCP panel providers and clinicians

- Foster relationships with MCP that encourage bi-
directional free flow of data gathering and reporting

4/19/2012
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Am I eligible to provide alth Home service?, cont.

v To facilitate health home beneficiaries’ access to
needed services, CBHCs must also establish
relationships with:

e Specialty (including substance abuse) care
providers

e Long-term care providers
e Hospitals (including emergency departments)

e Other community providers (e.g., nutritionists,
housing, etc.)

4/19/2012
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e Within 12 months of receiving designation as a Health
Home provider, the CBHC must acquire (or adopt) an
electronic health record product that is certified by
the Office of the National Coordinator for Health
Information Technology.

e Within 24 months of receiving designation as a Health
Home provider, the CBHC must demonstrate that the
electronic health record is used to support all Health Home
services, including population management.

e The CBHC must also participate in any statewide Health
Information Exchange.

e Comprehensive Care Management
Day One Requirements - The CBHC health home must:
Receive electronically the health utilization profile;

Develop internal processes to be able to act on and
disseminate the data;

Demonstrate how data will be utilized.

Future Requirements

The state will continue to build the capacity to exchange
data through the HIE.

4/19/2012
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What are the HIT requirements?

What are the HIT requirements?
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What are the HIT requirements?

e Comprehensive Transitional Care

Day One Requirements — The CBHC health home must receive
electronically:
Health Utilization Profile
Inpatient Admissions — goal is to inform CBHC health home as soon as a hospital
admission occurs
ODMH Regional Psychiatric Hospital Admission
Psychiatric general Hospital Admission
General medical admission of an MCP enrollee with a CBHC Health Home
General medical admission of an Non-MCP enrollee with a CBHC Health Home
Nursing Facilities
Children moving in and out of foster care
Hospital ED Visits

Future Requirements
The state will continue to build the capacity to exchange data through the HIE.

What are the HIT requirements?

e Individual & Family Support Services

Day One Requirements — The CBHC health home must:
Receive electronically the health utilization profile.
Use YouTube, FaceBook, secure Email and voice mail.
Auto-generate appointment reminder letters for patients and family
members.
Establish a “tickler” system (e-mail, postcard, phone call) to remind
clients to schedule routine exam (dental exam, vision checks, medical test
such as lab work, physical exam, mammogram, etc.).
Establish capacity to develop website that contains wellness and health
promotion information, and supports access to services.

Future Requirements
The state will continue to build capacity to exchange data through HIE.

4/19/2012
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What are the HIT requirements?

¢ Referral to Community & Social Support Services

o Day One Requirements — The CBHC health home must:
« Receive electronically the health utilization profile.
o Utilization profiles will be used to determine supports.

« Connect clients with necessary social supports via call, fax or web based.

o Done commensurate with providers capacity and referral source
requirements.

o Future Requirements

« The state will continue to build the capacity to exchange data
through the HIE.

Emergency
Personnel

Other
medical
specialties

4/19/2012
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What Data will be Shared ?

e Information to support health homes

Patient profile data - patient demographics and
historical utilization data

Real time data
 Goal is to develop a comprehensive standardized
approach
e ODMH will solicit provider input to validate what

data would be most meaningful and how often it
should be updated

What Data will be Shared ?

Patient Profile
Proposed utilization data set would include
Demographics
Affiliation with MCP and PCP
24 months of summary level data

Data sources would include FFS and MCP
Encounter level data

For each Service and/or drug
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What Data will be Shared ?

Health Home Performance
Measures Requirements
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How will performance be measured?

How will performance be measured? cont.
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How will performance be measured? cont.

How will performance be measured? cont.
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How will performance be measured? cont.

How will performance be measured? cont.
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How will performance be measured? cont.

How will performance be measured? cont.
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Improve Preventive Care:

-Percent of Live Births Weighing Less than 2,500 grams

-Prenatal and Postpartum Care - Timeliness of Prenatal Care

-Adult BMI Assessment (18 - 74)*

‘Weight Assessment: child/adolescent document weight/BMI (3-17)
-Adolescent Well-Care Visits (12- 21 years)

-Adults' Access to Preventive/Ambulatory Health Services (20 and older)
-Appropriate Treatment for Children with Upper Respiratory Infections (3
mos. - 18)

-Annual Dental Visit (2-21 years) & (> 21 years)

Preventative Care Code

+3008F Adult and child/adolescent BMI documented

Improve Care Coordination:

*Timely Transmission of Transition Record to
Healthcare Professional: discharged to home or other
facility, w/in 24 hrs of discharge (for IP facility
discharges)*

*Medication Reconciliation Post-Discharge (MRP)

*CMS required core measure

4/19/2012
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Improve Appropriate Utilization/Site of Care:

» Ambulatory Care - Sensitive Condition Admission
(under age 75)*

« Inpatient & ED utilization - Mental Health,
Substance Abuse, General/Acute

» Plan - All Cause Readmission (18 and older)*

*CMS required core measure

Improve management of behavioral health conditions:

» Client Perception of Care - National Outcome
Measure (SPMI Health Home)

» Medication adherence: Medication Possession Ratio
(MPR)

4/19/2012
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Health Home Payment Methodology

What is the payment rate ?

Consistent Methodology
but No single Answer

D
jo = ¥

Based on ODMH Uniform Cost Principles

4/19/2012
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Allowable Costs

e For privately owned and/or operated not-for-profit
agencies/programs, allowable costs shall be determined

in accordance with 42 CFR 413 and OMB Circular A-122.

e For governmentally owned and/or operated
agencies/programs, allowable costs shall be determined
in accordance with 42 CFR 413 and OMB Circular A-87.

e For privately owned and/or operated for-profit
agencies/programs, allowable costs shall be determined
in accordance with 42 CFR 413 and the PRM, Part 1

Unallowable Costs

- For privately owned and/or operated not-for-profit
agencies/programs, unallowable costs shall be determined
in accordance with 42 CFR 413 and OMB Circular A-122.

- For governmentally owned and/or operated
agencies/programs, unallowable costs shall be determined
in accordance with 42 CFR 413 and OMB Circular A-87.

- For privately owned and/or operated for-profit
agencies/programs, unallowable costs shall be determined
in accordance with 42 CFR 413 and the PRM, Part 1

4/19/2012
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Direct Service Personnel Costs

e Must represent the full salary and benefit cost of those
personnel who provide direct services to the clients

e Total paid time includes that time spent in delivering a
unit of service as well as the time for that position which
may be devoted to paperwork, vacation, meetings, etc.

e Costs include the total time paid for each position minus
the value of any time allocated to the provision of clinical
supervision, program oversight or administration, or
quality assurance by a clinician who has primary or
significant responsibility in these areas

Support Service Personnel Costs

e Directly support CBHC health home service
components

e Includes the value of any direct care staff time
allocated to the provision of clinical supervision,
program oversight or administration or quality
assurance by a clinician who has primary or
significant responsibility in these areas.

e Example: clerical staff dedicated to health home
service
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Non-personnel costs

 Costs necessary for and allocated to specific direct
services

e Examples: weight and height measuring scales,
blood pressure cuffs; examination tables;

Administrative Overhead Costs

e Personnel and non-personnel costs that benefit the
agency as a whole and can not be allocated to a
specific service or services.

e Examples: electronic health record; personnel
costs of the chief financial officer, human resource
director, QI, medical director

4/19/2012
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Let’s build a health home rate!

73

What are the health home rate components?

e Initially,

Cost component weighted at 100%
+ Pay for Performance component weighted at 0%
Total health home rate

» Rate Components will be weighted and adjusted
over time as efficiencies and outcomes are realized

e Parameters in place to assure costs and caseload
size are within acceptable boundaries

4/19/2012
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Is this the health home rate?

NO - Agency Example
e All data is fictional

e Provider specific rate

e This example assumes

o all UCR supporting worksheets have been
accurately completed and in accordance with
OAC 5122-26-19

o FTE is considered 40 hours a week, 52 weeks a
year for a total of 2,080 hours

What are the assumptions for
hypothetical Ratetting Scenario?

TEAM COMPOSITION - GENERAL INFORMATION
e Salary Calculations
o Salaries based on Ohio Council Annual Salary Survey
o Fringe factor = 30% of base
o Total salary = Base salary + fringe factor
« Staffing Ratio
o Clinician informed caseloads
o EXAMPLE assumes an average SPMI caseload
o All assumptions include a 1 FTE to client ratio

4/19/2012
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e Health home must determine caseload based on
current and projected SPMI population

e The acuity levels of the SPMI population will drive
the staff/client ratios

* Establish staffing ratios within the health home
team and within member role based on client’s
intensity levels (e.g. low, medium, high)

TEAM RATIO = INDIVIDUAL
CLINICIAN RATIO

Assumptions:
Caseload: 2,566
Care Mgr Staffing Ratio=1:60 ==»2,566/60 = 42.77 FTEs
Care Mgr Aide Staffing Ratio= 1:40 w=) 2,566/40=64.15 FTEs
42.77 + 64.15 =106.92 FTEs
2,566 clients / 106.92 FTEs = 24
Staffing Ratio = 1:24

4/19/2012
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Direct Service personnel and staffing ratios
e Team Leader — LISW-S

Annual Salary = $65,000 Staffing Ratio = 1:300

e Embedded PC Clinician — Nurse Practitioner
w/Rx authority

Annual Salary = $109,200 Staffing Ratio=1:1,500
e Care Manager — Master’s LSW,

Annual Salary = $50,050 Staffing Ratio = 1:60
e Care Manager Aide—Bachelor’s, CPST

Annual Salary = $38,870 Staffing Ratio = 1:40

e Support Personnel Costs - $55,440

e.g. Clerical
e Non-Personnel Costs - $250,000

e.g. Supplies, blood pressure cuffs, medical exam tables
e Administrative Costs - $250,800

e.g. QI, billing director, medical director, training, medical
records staff

4/19/2012
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For Ilustrative Purposes only

CBHC Health Home Payment Rate Methodology - FY 2012
CBHC SED Caseload 1,155

Staffing Annual
Cost Category Credentials Ratios FTEs Annual Salary  Staffing Cost
Direct Service Personnel
Health Home Team Leader LISW 300 38 $ 65,000 $ 250,250
Embedded Primary Care Clinician Nurse Practioner 1,500 077 $ 109,200 $ 84,084
Care Managers LSW 60 1925 §$ 50,050 $ 963,463
Care Manager Aides BA Level 40 28.88 $ 38,870 $ 1,122,371
Support Personnel
Clerical 500 231§ 24,000 $ 55,440
Non-Personnel
Supplies, blood pressure cuffs, exam tables $ 250,000
Administrative overhead
QI 5,000 023§ 50,000 $ 11,550
Medical Records 1,500 077 $ 32,000 $ 24,640
CEO 5,000 023 $ 130,000 $ 30,030
CFO 5,000 023 $ 100,000 $ 23,100
CIO 5,000 023§ 100,000 $ 23,100
Human Resources 5,000 023 § 100,000 $ 23,100
Billing staff 1,500 077 $ 32,000 $ 24,640
Clinical Director 2,000 044 $ 80,000 $ 35,200
Medical Director 5,000 023 $ 200,000 $ 46,200
Training 5,000 023§ 40,000 $ 9,240
Total Direct and Support Personnel Costs $ 2,976,408
Non-Personnel & Administrative overhead
PMPM Cost Component $ 2,976,408

Rate methodology Key Points

Cost Summary

Cost Component $ 2,076,408

Performance Component $ -
Total Costs $ 2,976,408

Monthly Case Rate Calculation

PMPM Cost $ 214.748

PMPM Performance $ -
Total PMPM $ 214.75

Care Manager & Care Manager Aide Staffing Ratio

Care manager FTEs 19.25
Care Manager Aide FTEs 28.88
Ratio 24.00

4/19/2012
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Provider
Application
Process

When and how can I apply ?

e Providers will utilize existing Medicaid provider
number

e Provider led - ODMH will accept applications from
any qualified CBHCs who demonstrate they are
able to provide the core elements and meet
provider standards

e Participation will not be limited to only one
provider per region

4/19/2012

42



Implementation/Operational — examples
e Finalize QI forms and system
e Finalize documentation forms

Care plan, progress notes, transition plan

Review orientation, informed consent form

Review policies, procedures

Review integration arrangements to meet BH/physical
healthcare requirements

e Reconfigure existing staff, teams, hiring & training
e Reconfigure intake process to identify new referrals

Implementation/Operational examples, cont.

e Work towards meeting long-term information
technology requirements

e Work towards meeting phased-in accreditation
requirements for integration

 Assure expanded access requirements are met

o Additional tasks as necessary to assure all
requirements are met and able to be implemented

4/19/2012
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State approved CBHC application
to provide health home service!

Implementation efforts begin ...

How do I assign clients to the health home?

¢ Submit batch file with key client data to ODJFS

o After initial batch submission, new health home consumers
and updates can be entered using the ODJFS web portal

Information will be ultimately used to
validate claim payments against date span,
trigger coordination of care with managed care plans,
hospitals, other specialty providers, etc.

make health care providers and MCP aware of who is
assigned to health home.
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How do I transition clients?

 Develop care plan with the client to demonstrate
client’s orientation to the health home service

o Care Plan format must address behavioral

health care, physical health care,

long-term care, and social support needs \

What documentation is required and why?

e Progress Note is required:
o To support the monthly claim;
o To substantiate medical necessity;

o To demonstrate accountability that health home services
were provided.
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e CBHC health home will get paid by submitting fee-for-
service monthly claim (HCPCS code S0281)

e CBHC can bill for health home service for clients on spend-
down as soon as spend-down is met and services are
rendered

e Units of service is one per month regardless of the number
days health home services were provided

e Separate payments will continue for
e Community Behavioral Health treatment services
e Other treatment services (e.g., primary care & specialty

services) through existing Medicaid payment
mechanisms (MCPs or FFS)

e Limited to one claim per client per calendar
month across providers(S0281)

e Require SPMI diagnosis code

e Initially, modifiers cannot be used with S0281
e Can be provided to a client enrolled in a MCP
 Rate will be provider specific

e Zero billed charges for CPT 2 codes submitted
with S0281 will be required for performance
monitoring
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e Medicaid will not pay twice for the delivery of case

management services.

e If health home service is being provided
simultaneously, claims for the following Medicaid
Case Management Services will be denied:

ODMH CPST — Hoo036,
ODADAS Case management —H0006,

Help Me Grow Targeted Case management

Milestones & Next Steps

Item/Activity
Information Forums

Consultation with CMS

Submit draft SPA to CMS for formal review

File Administrative rules

Implementation of CBHC Medicaid Health Homes
- client identified and data exchanged
Implementation of CBHC Medicaid Health Homes
- payment begin

Learning Communities begin

Target Date
April 20, 2012 — May
10, 2012
Ongoing

May 2012
June 2012

September 2012
October 2012

First Quarter 2013
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Timeline and Tasks

Timeline and Tasks, cont.
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What is the Implementation schedule?

e CBHC should submit non-binding letter of intent
© BH/PH Integration Model
0 Team composition

o Local system readiness
o Implementation timeframe
(month/year)

e ODMH & ODJFS will determine regions
and implementation schedule

For a complete list of Health Home documents,
please visit the following link:

http://mentalhealth.ohio.gov/what-we-
do/protect-and-monitor/medicaid/health-home-
committees.shtml
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Questions ?

Additional questions can
be submitted to the
healthhomes@mbh.ohio.gov
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