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Centers for Medicare & Medicaid Services
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CMS

CENTERS FOR MEDICARE & MEDICAID SERVICES

DIVISION OF MEDICAID & CHILDREN'S HEALTH OPERATIONS

Dorothy Frost Teeter, Director

MaryAnne Lindeblad, Medicaid Director

Health Care Authority DEC 11 2013
Post Office Box 45502

Olympia, Washington 98504-5010

RE: Washington State Plan Amendment (SPA) Transmittal Number 13-17
Dear Ms. Teeter and Ms. Lindeblad:

The Centers for Medicare & Medicaid Services (CMS) Seattle Regional Office has completed its
review of State Plan Amendment (SPA) Transmittal Number 13-17. This SPA implements
Health Homes as authorized under Section 2703 of the Patient Protection and Affordable Care
Act in twenty-three counties in WA: Clallam, Grays Harbor, Jefferson, Kitsap, Lewis, Mason,
Pacific, Thurston, Island, San Juan, Skagit, Whatcom, Adams, Chelan, Douglas, Ferry, Grant,
Lincoln, Okanogan, Pend Oreille, Spokane, Stevens, and Whitman.

To qualify for enrollment in a health home, Medicaid participants must have one chronic
condition and be at risk of developing another. The chronic conditions are specified in the SPA
and include:

Mental Health Condition,

Substance Abuse Disorder,

Asthma,

Diabetes,

Heart Disease,

Cancer,

Cerebrovascular disease,

Coronary artery disease,

Dementia or Alzheimer's disease,

Intellectual disability or disease,

HIV/AIDS,

Renal failure,

Chronic respiratory conditions,

Neurological disease,

Gastrointestinal conditions,

Hematological conditions, and

Musculoskeletal conditions.
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The state indicates that it will use a predictive risk modeling score of 1.5 or higher as evidence
that the individual is "at risk of developing™ another chronic condition. The WA risk score is
based on the Chronic Illness & Disability Payment System and Medicaid-Rx risk groupers where
arisk score of 1.5 means a beneficiary's expected future medical expenditures are expected to be
50% greater than the base reference group, the WA SSI disabled population.

This SPA designates that specified provider-types may be approved as health home providers, in
accordance with Section 1945(h)(5) of the Social Security Act.

This SPA is approved with an effective date of October 1, 2013. The state plan pages for this
SPA were submitted and approved through the Medicaid Model Data Lab (MMDL). Enclosed is
a copy of the CMS 179 form and the approved pages for incorporation into the Washington state
plan.

In accordance with the statutory provisions at Section 1945(c)(1) of the Social Security Act, for
payments made to health home providers under this amendment, during the first eight fiscal
quarters that the SPA is in effect, October 1, 2013 through September 30, 2015, the federal
medical assistance percentage (FMAP) rate applicable to such payments shall be equal to 90 per
cent. The FMAP rate for payments made to health home providers will return to the state's
published FMAP rate on October 1, 2015.

This approval is inclusive of the state's agreement to collect and report information required

for the evaluation of the health home model. States are also encouraged to report on the

CMS' recommended core set of quality measures, as outlined in State Medicaid Director letter
#13-001 (January 15, 2013).

With respect to Health Home services provided through Indian Health Service (IHS) facilities,
whether operated by the IHS or by tribes through an agreement under the Indian Self
Determination Education Assistance Act (ISDEAA), as amended, the state has committed to
reimbursing qualified Indian Health providers at the IHS rate for eligible encounters provided
under the Health Home SPA. These reimbursements are eligible for 100 percent FMAP. The
CMS also recognizes that qualified Indian Health providers may provide services to non-natives
and those qualified encounters are also eligible for the IHS encounter rate. The state may only
claim the appropriate match for these encounters based on the appropriate FMAP. For health
home services delivered to a currently eligible non-native served through an IHS facility that rate
would be 90 percent for the first eight quarters and would then revert to the state’s FMAP. For the
Medicaid adult expansion population the rate would be at 100 percent during calendar years
2014, 2015, and 2016, and would then be subject to the subsequent reduced FMAP. We advise
the state to monitor these cases and to ensure that appropriate supporting documentation is
available in the case files.

Finally, the Seattle Regional Office (RO) has recently provided informal guidance to the state
that Health Home services provided are considered to be duplicative of Primary Care Case
Management (PCCM) services when both of those services are provided to the same recipient
during the same month. The RO requests that the state amend its contracts with PCCM
contractors to include a prohibition against duplicate billing. Please submit executed
amendments to the RO by February 28, 2014.
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If you have any questions regarding this state plan amendment, please contact me or have your staff
contact Tania Seto at Tnia.Seto@cms.hhs.gov aat 206-615-2343.

Sincerely,

/s/

Associate Regional Administrator
Division of Medicaid and Children’s Health
Operations

Enclosure

cc: Jane Beyer, Assistant Secretary, DSHS, Behavioral Health and Service Integration Administration
Jenny Hamilton, Policy Analyst
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Describe:

The State provides assurance that eligible individuals will be given a free choice of Health Homes providers.

The State provides assurance that it will not prevent individuals who are dually eligible for Medicare and
Medicaid from receiving Health Homes services.

The State provides assurance that hospitals participating under the State Plan or a waiver of such plan will
be instructed to establish procedures for referring eligible individuals with chronic conditions who seek or
need treatment in a hospital emergency department to designated Health Homes providers.

The State provides assurance that it will have the systems in place so that only one 8-quarter period of

enhanced FMAP for each Health Homes enrollee will be claimed. Enhanced FMAP may only be claimed
for the first eight quarters after the effective date of a Health Homes State Plan Amendment that makes
Health Home Services available to a new population, such as people in a particular geographic area or
people with a particular chronic condition.
The State assures that there will be no duplication of services and payment for similar services provided

under other Medicaid authorities.

Health Homes Providers

Types of Health Homes Providers

Designated Providers

Indicate the Health Homes Designated Providers the State includes in its program and the provider
qualifications and standards:

Physicians
Describe the Provider Qualifications and Standards:

Clinical Practices or Clinical Group Practices

Describe the Provider Qualifications and Standards:

1. Experience operating broad-based regional provider network;

2. Contracts directly with the state as a Qualified Health Home;

3. Has capacity to provide Health Home services to 1,000 to 2,000 beneficiaries within their Health Home

provider network;
4., Provides a toll-free line and customer service representatives to answer questions regarding Health
Home enrollment, disenrollment, and how to access services or _1est a change to another Care

Coordination Organization (CCO);

5. Subcontracts with CCOs to directly provide the Health Home care coordination services;

6. Assigns Health Home beneficiaries to CCOs, using a smart assignment process, whenever possible. A
smart assignment process:

a. Uses PRISM or other data systems to match the beneficiary to the CCO that provides most of their
services; or

b. Optimizes beneficiary choice.

7. Maintains a list of CCOs and their assigned Health Home population.

8. Maintains Memoranda of Agreement (MOA) with the organizations that are part of the Health Home

TN No. 13-17 Approval Date: 12/11/13 Effective Date: 10/01/13  Supersedes TN No.
http://157.199.113.99/MMDL/faces/protected/hhs/h01/print/PrintSelector.jsp 11/06/2013
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provider network. At minimum, MOAs will be executed with organizations that authorize Medicaid
services to ensure coordination of care is achieved. MOAs will contain information related to beneficiary
privacy and protections, data sharing, referral protocols, and sharing of prior authorizations for hospital
stays when applicable;

9. Collects and reports encounters to the HCA;

10. Disburses payment to CCOs based upon encounters;

L 1. Ensures person-centered and integrated Health Action Planning. This includes providing high touch
care management; such as meeting the required beneficiary-to- care coordinator ratio and ensuring and
documenting the availability of support staff that complements the work of the care coordinator;

12. Collects, analyzes, and reports financial, health status and performance and outcome measures to
objectively determine progress towards meeting Health Home goals.

Rural Health Clinics

Describe the Provider Qualifications and Standards:

1. Experience operating broad-based regional provider network;

2. Contracts directly with the state as a Qualified Health Home;

3. Has capacity to provide Health Home services to 1,000 to 2,000 beneficiaries within their Health Home
provider network;

4. Provides a toll-free line and customer service representatives to answer questions regarding Health
Home enrollment, disenrollment, and how to access services or request a change to another Care
Coordination Organization (CCO);

5. Subcontracts with CCOs to directly provide the Health Home care coordination services;

6. Assigns Health Home beneficiaries to CCOs, using a smart assignment process, whenever possible. A
smart assignment process:

a. Uses PRISM or other data systems to match the beneficiary to the CCO that provides most of their
services; or

b. Optimizes beneficiary choice.

7. Maintains a list of CCOs and their assigned Health Home population.

8. Maintains Memoranda of Agreement (MOA) with the organizations that are part of the Health Home
provider network. At minimum, MOAs will be executed with organizations that authorize Medicaid
services to ensure coordination of care is achieved. MOAs will contain information related to beneficiary
privacy and protections, data sharing, referral protocols, and sharing of prior authorizations for hospital
stays when applicable;

9. Collects and reports encounters to the HCA;

10. Disburses payment to CCOs based upon encounters;

11. Ensures person-centered and integrated Health Action Planning. This includes providing high touch
care management; such as meeting the required beneficiary-to- care coordinator ratio and ensuring and
documenting the availability of support staff that complements the work of the care coordinator;

12. Collects, analyzes, and reports financial, health status and performance and outcome measures to
objectively determine progress towards meeting Health Home goals.

Community Health Centers

Describe the Provider Qualifications and Standards:

1. Experience operating broad-based regional provider network;

2. Contracts directly with the state as a Qualified Health Home;

3. Has capacity to provide Health Home services to 1,000 to 2,000 beneficiaries within their Health Home
provider network;

4. Provides a toll-free line and customer service representatives to answer questions regarding Health
Home enrollment, disenrollment, and how to access services or request a change to another Care
Coordination Organization (CCO);

5. Subcontracts with CCOs to directly provide the Health Home care coordination services;

6. Assigns Health Home beneficiaries to CCOs, using a smart assignment process, whenever possible. A
smart assignment process:

a. Uses PRISM or other data systems to match the beneficiary to the CCO that provides most of their
services; or

b. Optimizes beneficiary choice.

7. Maintains a list of CCOs and their assigned Health Home population.

8. Maintains Memoranda of Agreement (MOA) with the organizations that are part of the Health Home
provider network. At minimum, MOAs will be executed with organizations that authorize Medicaid

TN No. 13-17 Approval Date: 12/11/13 Effective Date: 10/01/13  Supersedes TN No.
http://157.199.113.99/MMDL/faces/protected/hhs/h01/print/PrintSelector.jsp 11/06/2013
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services to ensure coordination of care is achieved. MOAs will contain information related to beneficiary
privacy and protections, data sharing, referral protocols, and sharing of prior authorizations for hospital
stays when applicable;

9. Collects and reports encounters to the HCA;

10. Disburses payment to CCOs based upon encounters;

11. Ensures person-centered and integrated Health Action Planning. This includes providing high touch
care management; such as meeting the required beneficiary-to- care coordinator ratio and ensuring and
documenting the availability of support staff that complements the work of the care coordinator;

12. Collects, analyzes, and reports financial, health status and ~ ormance and outcome measures to
objectively determine progress towards meeting Health Home goals.

Community Mental Health Centers

Describe the Provider Qualifications and Standards:

1. Experience operating broad-based regional provider network;

2. Contracts directly with the state as a Qualified Health Home;

3. Has capacity to provide Health Home services to 1,000 to 2,000 beneficiaries within their Health Home
provider network;

4. Provides a toll-free line and customer service representatives to answer questions regarding Health
Home enrollment, disenrollment, and how to access services or request a change to another Care
Coordination Organization (CCO);

5. Subcontracts with CCOs to directly provide the Health Home care coordination services;

6. Assigns Health Home beneficiaries to CCOs, using a smart assignment process, whenever possible. A
smart assignment process:

a. Uses PRISM or other data systems to match the beneficiary to the CCO that provides most of their
services; or

b. Optimizes beneficiary choice.

7. Maintains a list of CCOs and their assigned Health Home population.

8. Maintains Memoranda of Agreement (MOA) with the organizations that are part of the Health Home
provider network. At minimum, MOAs will be executed with organizations that authorize Medicaid
services to ensure coordination of care is achieved. MOAs will contain information related to beneficiary
privacy and protections, data sharing, referral protocols, and sharing of prior authorizations for hospital
stays when applicable;

9. Collects and reports encounters to the HCA;

10. Disburses payment to CCOs based upon encounters;

11. Ensures person-centered and integrated Health Action Planning. This includes providing high touch
care management; such as meeting the required beneficiary-to- e coordinator ratio and ensuring and
documenting the availability of support staff that complements the work of the care coordinator;

12. Collects, analyzes, and reports financial, health status and performance and outcome measures to
objectively determine progress towards meeting Health Home goals.

Home Health Agencies

Describe the Provider Qualifications and Standards:

1. Experience operating broad-based resional provider network;

2. Contracts directly with the state as ¢ _ alified Health Home;

3. Has capacity to provide Health Home services to 1,000 to 2,000 beneficiaries within their Health Home
provider network; ‘

4. Provides a toll-free line and customer service representatives to answer questions regarding Health
Home enrollment, disenrollment, and how to access services o1 |uest a change to another Care
Coordination Organization (CCO);

5. Subcontracts with CCOs to directly provide the Health Home care coordination services;

6. Assigns Health Home beneficiaries to CCOs, using a smart assignment process, whenever possible. A
smart assignment process:

a. Uses PRISM or other data systems to match the beneficiary to the CCO that provides most of their
services; or

b. Optimizes beneficiary choice.

7. Maintains a list of CCOs and their assigned Health Home population.

8. Maintains Memoranda of Agreement (MOA) with the organizations that are part of the Health Home
provider network. At minimum, MOAs will : executed with organizations that authorize Medicaid
services to ensure coordination of care is achieved. MOAs will contain information related to beneficiary

TN No. 13-17 Approval Date: 12/11/13 Effective Date: 10/01/13  Supersedes TN No.
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privacy and protections, data sharing, referral protocols, and sharing of prior authorizations for hospital
stays when applicable;

9. Collects and reports encounters to the HCA;

10. Disburses payment to CCOs based upon encounters;

11. Ensures person-centered and integrated Health Action Planning. This includes providing high touch
care management; such as meeting the required beneficiary-to- care coordinator ratio and ensuring and
documenting the availability of support staff that complements the work of the care coordinator;

12. Collects, analyzes, and reports financial, health status and performance and outcome measures to
objectively determine progress towards meeting Health Home goals.

Other providers that have been determined by the State and approved by the Secretary to be
qualified as a health home provider:

Case Management Agencies

Describe the Provider Qualifications and Standards:

Area Agencies on Aging

1. Experience operating broad-based regional provider network;

2. Contracts directly with the state as a Quali Health Home;

3. Has capacity to provide Health Home services to 1,000 to 2,000 beneficiaries within their Health
Home provider network;

4. Provides a toll-free line and customer service representatives to answer questions regarding
Health Home enrollment, disenrollment, and how to access services or request a change to another
Care Coordination Organization (CCO);

5. Subcontracts with CCOs to directly provide the Health Home care coordination services;

6. Assigns Health Home beneficiaries to CCOs, using a smart assignment process, whenever
possible. A smart assignment process:

a. Uses PRISM or other data systems to match the beneficiary to the CCO that provides most of
their services; or

b. Optimizes beneficiary choice.

7. Maintains a list of CCOs and their assigned Health Home population.

8. Maintains Memoranda of Agreement (MOA) with the organizations that are part of the Health
Home provider network. At minimum, MOAs will be executed with organizations that authorize
Medicaid services to ensure coordination of care is achieved. MOAs will contain information
related to beneficiary privacy and protections, data sharing, referral protocols, and sharing of prior
authorizations for hospital stays when applicable;

9. Collects and reports encounters to the HCA;

10. Disburses payment to CCOs based upon encounters;

11. Ensures person-centered and integrated Health Action Planning. This includes providing high
touch care management; such as meeting the required beneficiary-to- care coordinator ratio and
ensuring and documenting the availability of support staff that complements the work of the care
coordinator;

12. Collects, analyzes, and reports financial, health status and performance and outcome measures
to objectively determine progress towards meeting Health Home goals.

Community/Behaviorall  th Agencies

Describe the Provider Qualifications and Standards:

1. Experience operating broad-based regional provider network;

2. Contracts directly with the state as a Qualified Health Home;

3. Has capacity to provide Health Home services to 1,000 to 2,000 beneficiaries within their Health
Home provider network;

4. Provides a toll-free line and customer service representatives to answer questions regarding
Health Home enrollment, disenrollment, and how to access services or request a change to another
Care Coordination Organization (CCO);

5. Subcontracts with CCOs to directly provide the Health Home care coordination services;

6. Assigns Health Home beneficiaries to CCOs, using a smart assignment process, whenever
possible. A smart assignment process:

a. Uses PRISM or other data systems to match the beneficiary to the CCO that provides most of
their services; or

b. Optimizes beneficiary choice.

TN No. 13-17 Approval Date: 12/11/13 Effective Date: 10/01/13  Supersedes TN No.
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9. Develop a person-centered care plan for each individual that coordinates and integrates all of his or her
clinical and non-clinical health-care related needs and services:

10. Demonstrate a capacity to use health information technology to link services, facilitate communication
among team members and between the health team and individual and family caregivers, and provide
feedback to practices, as feasible and appropriate:

11. Establish a continuous quality improvement program, and collect and report on data that permits an
evaluation of increased coordination of care and chronic disease management on individual-level clinical
outcomes, experience of care outcomes, and quality of care outcomes at the population level.

Description:

The foundation of the State’s health homes is the community network, which must be present in order to qualify
as a Health Home. This ensures partnerships between mental health and substance abuse providers, long-term
services and supports providers and the medical communities are developed to support care coordination and
access through integrated health home services.

The beneficiary will be involved in improving their health through the slopment their Health Action
Plan. Beneficiaries may choose to include their families and caregivers as part of their health home team.

Training of qualified health home designated/lead providers and Care Coordination Organizations will be
sponsored between HCA and DSHS. DSHS nursing staff will develop a set of core curriculum materials for health
homes to support the provision of timely, comprehensive, high-quality health homes services that are whole
person focused. DSHS will offer technical assistance training for core skill building on relevant topics. Webinars,
community network development meetings and/or learning collaborative will foster shared learning, information
sharing and problem solving.

The State will provide access to PRISM, a secure web-based clinical support tool showing: the client’s medical
risk factors, demographics, eligibility, managed care status, housing, utilization of Medicaid and Medicare health
services (inpatient, outpatient, ER, filled prescriptions, mental health services, long term care services and
support, filled lab orders, dental), providers with contact information, long term care case manager assessments,
patient activation measure assessments and completed health action plans. This resource will complement existing
clinic-specific Electronic Health Records, with information sharing facilitated by the State’s developing Health
Information Exchange. This provides the necessary foundation for a continuous quality improvement program.

Provider Infrastructure
Describe the infrastructure of provider arrangements for Health Homes Services.
The delivery of Washington’s health home service model is based on an inter-disciplinary array of medical care,
behavioral health care, and community-based social services and supports for children and adults who meet
Washington’s defined chronic conditions and risk criteria. The integration of primary care, behavioral health
services, and long term care services and supports are critical when improving health outcomes and reducing
costs.

The Health Home qualification process will ensure the inclusion of ample designated providers, such as managed
care organizations (MCOs), hospitals, Federally Qualified Health Centers (FQHC), Regional Support Networks,
Area Agencies on Aging, Community Mental Health Agencies, Substance Use Disorder Treatment Providers,
Specialty Care and Primary Care Providers, and Tribal Clinics.

The purpose of qualifying Health Homes is to provide HCA with geogranhically based qualified Health Home
providers, who through their respective networks, provide intensive He h Home care coordination services to
Medicaid and Medicare/Medicare beneficiaries with chronic conditions to ensure that services delivered are
integrated and coordinated across medical, mental health, chemical dej dency and long term services and
supports. Beneficiaries who are eligible for Health Homes receive direct services from HCA and DSHS, but the
Health Home contracts are based in HCA.

Additionally, multidisciplinary team members will be recruited to support clinical decisions and evidenced-based
care. Multidisciplinary team members will be composed of willing participants who provide direct service to the
beneficiary or subject matter €2 3, such as primary care provic r  al health professionals, chemical
dependency treatment providers, social workers, nutritionists/dieticians, direct care workers, pharmacists, peer
specialists, family members or housing representatives.

The Health Home structure is built on the following hierarchy:
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1. Designated Provider/Lead Entity - Healthcare systems, providers and authorizing entities with experience
developing community based service provider network relationships, such as managed care organizations
(MCOs), hospitals, Federally Qualified Health Centers (FQHC), Regional Support Networks, Area Agencies on
Aging, Community Mental Health Agencies, Substance Use Disorder Treatment providers, Specialty Care and
Primary Care Providers. The Designated Provider contracts directly with the state and is responsible for service
delivery model and administration of the Health Home. Lead entities collect and submit encounters; disburse
payment to network affiliated Care Coordination Organizations through the collection and submission of
encounters, monitor quality; sub-contract; collect, analyze and report financial, health status and performance and
outcome measures to objectively determine progress towards meeting overall Health Home goals; and provide
customer service, such as toll-free lines or nursing advise lines.

2. Network Affiliated Care Coordination Organizations — Accountable for Care Coordination staffing and
oversight of direct delivery of the six Health Home services. Care Coordination Organizations are responsible for
implementing systematic processes and protocols to assure beneficiary access to Care Coordinators and care
coordination functions. Care Coordination Organizations can be managed care organizations, hospitals, Federally
Qualified Health Centers (FQHC), Regional Support Networks, Area Agencies on Aging, Community Mental
Health Agencies, Substance Use Disorder Treatment providers, Home Health, Specialty providers, such as AIDS
or ESRD clinics, Specialty Care and Primary Care Providers.

3. Care Coordinators — Operate under the direction of the Care Coordination Organizations by directly interacting
with participating beneficiaries. Care Coordinators provide the six defined Health Home care coordination
benefits in-person by actively engaging the beneficiary in developing a Health Action Plan; reinforcing the Health
Action Plan and supporting the beneficiary to attain short and long term goals; coordinating with authorizing and
prescribing entities as necessary to reinforce and support the beneficiary’s health action goals; advocating,
educating and supporting the beneficiary to attain and improve self-management skills; assuring the receipt of
evidence-based care; supporting beneficiaries and families during discharge from hospital and institutional
settings, including providing evidence-based transition planning; and accompanying the beneficiary to critical
appointments when necessary. To better support beneficiary goals and ensure quality of care, they will coordinate
services with authorizing entities for which the beneficiary is receiving services assistance. A Health Home Care
Coordinator must provide service in the community in which the beneficiary resides so services can be provided
in-person whenever needed, unless the beneficiary requests to receive their services elsewhere. Health Home Care
Coordinators shall serve eligible individuals in the setting of the beneficiary’s choice and may not establish
policies that would restrict service because a beneficiary moves from one eligible setting to another. Care
Coordinators must be clinical or non-clinical professionals, such as RNs, ARNPs, Psychiatric ARNPs, Social
Workers, Mental Health Social Workers, Chemical Dependency Professionals, and Counselors.

4. Allied health care staff, such as community health workers, peer counselors or other non-clinical personnel
provides administrative support for the Health Home Care Coordinator, such as mailing health promotion
material, arranging for beneficiary transportation to appointments, and calling the beneficiary to facilitate face-to-
face Health Home visits with the Care Coordinator.

5. Additional network providers who have agreed to participate in the health home model through the use of
memorandums of agreement, subcontracts, or operational agreements. For example, a clinic may agree to provide
referrals to a designated provider, through the use of an operational agreement.

Provider Standards
The State's minimum requirements and expectations for Health Homes providers are as follows:
Health home providers/networks will be developed to meet the needs of the population. Care coordination should
occur across service domains and therefore include many different disciplines. A health home is qualified by the
State and is responsible for the integration and coordination of primary, acute, behavioral health (mental health
and substance use disorder) and long-term services and supports for high cost/risk persons with chronic illness
across the lifespan through contractual/operational arrangements with appropriate providers. A health home is the
central point of contact working with the managed care or fee-for-service beneficiary to direct person -centered
health action planning and implementation and is accountable for reducing avoidable health care costs,
specifically preventable hospital admissions/readmissions and avoidable emergency room visits; providing timely
post discharge follow-up, and improving patient outcomes by addressing health care needs.

Washington has qualified the health home delivery system through a competitive Request for Application (RFA)
for each region of implementation. The first RFA application was released on November 26, 2012. The second

RFA was released on February 24, 2013. The third RFA was released on May 10, 2013. Proposals are scored on
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the following;:

1. Minimum Qualifications — Applicant is a Medicaid provider in good standing, ability to serve 1,000 to 2,000
health home beneficiaries, experience operating broad based networks, agrees to serve the entire coverage area,
assures 24 hours/seven days a week information and referrals, document beneficiary consent, subcontract with
CCOs, ability to coordinate care and services after critical events, such as emergency department use and hospital
inpatient admission and discharge, language access/translation capability, links to acute and outpatient medical,
mental health and substance abuse services, links to community-based social services, including housing;

2. Provider Networks — must include authorizing entities, a wide-variety of Care Coordination organizations, such
as CMHAs, Substance Abuse Treatment providers, long-term services and supports, FQHCs, Community Health
Clinics, and PCCMs;

3. Organizational Infrastructure — ability to provide administrative functions, such as toll-free lines, customer
service staff, policies on process and timelines for bringing in additional CCOs to preserve integrity of face-to-
face health home care coordination activities, ability to track health home beneficiaries to CCO assignment,
collecting and submitting claims and encounters, payment disbursement, taking into account intensity levels
and/or movement between CCOs, quality monitoring, subcontracting, collecting, analyzing and reporting
financial, health status and performance and outcome measures. Ability to ensure hospitals have procedures in
place for referring health home eligible beneficiaries for enroliment if they are seeking or need treatment in a
hospital emergency room;

4. Core Health Home Requirements — ability to provide six health home care coordination functions and guarantee
of non-duplication of efforts, health action planning, self-management of chronic conditions, setting short and
long-term goals, cultural competency, motivational interviewing, identification of services and gaps in services,
evidence-based interventions, sharing information with beneficiary’s 1 :ing/authorizing entities, establishing
multidisciplinary teams, accompanying beneficiary to visits when requested, arranging for priority appointments,
notification systems for transitional care, follow-up on medication upon discharge and follow-up with pharmacy
to get scripts filled, help the beneficiary access follow-up care, referrals, optimizing social supports and family,
use of health information technology; and

5. Center for Medicare and Medicaid Services (CMS) Health Home Provider Functional Requirements —
descriptions of process used to ensure 11 core health requirements are met.

Additional points are awarded to Health Homes which include housing, charity organizations, shelters, and
organizations that help with Medicaid eligibility even though the additional outreach services are not through
designated providers. Scores are weighted with core health home requirements and network adequacy receiving
the most points. Following the announcement of apparently successful bidders, debriefing and protest period,
HCA and DSHS conduct desk audits and on-site readiness reviews to ascertain readiness to provide Health Home
services. Contracts are offered after the readiness reviews.

The period of performance of any contract(s) resulting from the RFA is an initial two years. The start and end date
of the two year period of performance is based upon the start date for each awarded contract. After two years, the
program will be evaluated and based upon results may be modified for quality. Other entities interested in
applying as a Qualified Health Home will be invited to another Request for Application process, if more capacity
is needed or there are gaps in care that would benefit from a more robust network.

Health Homes Service Delivery Systems

Identify the service delivery system(s) that will be used for individuals receiving Health Homes services:

Fee for Service
PCCM
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Describe:

The Health Plans will be a Designated Provider or part of a Team of Health Care Professionals.
Provide a summary of the contract language that you intend to impose on the Health Plans in order to
deliver the Health Homes services.

Contract language supports the requirement that all Med health plans have to submit a proposal
to become a Qualified Health Home through the Health Authority's Request for Applications
(RFA); or subcontract with another Qualified Health Home to provide services to their Health Home
eligible enrollees.

Contract language will contain:

1. Standards for the six Health Home services - Comprehensive Care Management, Care
Coordination and Health Promotion, Transition Care, Individual and Family Support, Referrals to
the Community and Use of Health Information Technology;

2. The use of clinical and non-clinical care coordinators and support staff;

3. Contracts, memorandums of agreement or operational agreements with hospitals for ER
notification and hospitalization, including a referral process to refer beneficiaries for health home
services;

4. Standardized screening and assessments;

5. Development of a Health Action Plan through an in-person visit by directly interacting with the
enrollee to promote self-management through the identification of short and long-term goals;

6. Process and outcome measures;

7. Encounter data reporting and tracking methods to document delivered services to support
encounters;

8. The use of multidisciplinary care teams, that include the care coordinator, the beneficiary, and any
other identified providers;

9. If the Health Home beneficiary is a Medicaid managed care enrollee, the MCO will share critical
data with the Health Home Care Coordination Organization. Data may include institutional
admissions and discharge readiness for transitional health care services management and facilitation,
lapses in pharmaceutical payments that may indicate need for client outreach and education regarding
medication use and over-use patterns, such as emergency room use that may suggest a need for a Care
Coordinator visit or intervention to address the clinical and Health Action Plan goals.

The State provides assurance that any contract requirements specified in this section will
be included in any new or the next contract amendment submitted to CMS for review.

The State intends to include the Health Homes payments in the Health Plan capitation rate.

Yes

The State provides an assurance that at least annually, it will submit to the

regional office as part of their capitated rate Actuarial certification a separate
Health Homes section which outlines the following:

¢ Any program changes based on the inclusion of Health Homes services in the
health plan benefits

» Estimates of, or actual (base) costs to provide Health Homes services (including
detailed a description of the data used for the cost estimates)
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Fee for Service
Fee for Service Rates based on:
Severity of each individual's chronic conditions

Describe any variations in payment based on provider qualifications, individual care needs,
or the intensity of the services provided:

Capabilities of the team of health care professionals, designated provider, or health team.

Describe any variations in payment based on provider qualifications, individual care needs,
or the intensity of the services provided:

Other: Describe below.

Rates were built for three levels of payment using a clinical and non-clinical staffing model
combined with monthly service intensity. Three levels of payment are dependent upon who is
providing the services and the intensity of the servi  1¢  nined by in-person, one-on-one, high
touch interactions. This first care coordination stage encompasses three primary responsibilities, in
addition to the health home service: health screening and assessments, development of a health
action plan for care management, and assess the beneficiary for self-management and promote self-
management skills to improve functional or health status or prevent or slow declines in
functioning. There is no withhold for this component of care coordination.

This is a one-time only rate and is triggered by the submission of a Health Action Plan encounter
and the documentation of a health home service. This encounter must be submitted before any
other encounter can be paid.

The second level is for Intensive Health Home Care Coordination. It is assumed that for each full -
time employee (FTE), 50 clients car : supported. This rate is paid once per month, per
beneficiary and is triggered by documenting delivery of a health home service.

The third level of payment is for Low-Level Health Home Care Coordination. This rate is paid
once per month with an encounter. Low-level payment will be paid on a monthly basis, and
payment is made only for months in which an encounter occurred. An encounter is represented by
documenting delivery of a health home service. It is assumed that for months in which an
encounter occurs, 2/3 will involve a phone call and 1/3 involves a home visit.

Provide a comprehensive description of the rate-setting policies the State will use to establish Health
Homes provider reimbursement fee-for-service ra :plain how the methodology is consistent
with the goals of efficiency, economy and quality of care. Within your description, please explain:
the reimbursable unit(s) of service, the cost assumptions and other relevant factors used to
determine the payment amounts, the minimum level of activities that the State agency requires for
providers to receive payment per the defined unit, and the State's standards and process required
for service documentation.
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CMS regulations require that a health home service must be delivered before a payment can be made.
Milliman adjusted the rates for the new set of Health Home care coordination activities and a new set of
regulations by converted the staffing levels to a broader set of clinical and non-clinical staff, adjusting the
percentages of time staff would be interacting with the beneficiary on a monthly basis, and averaging a
defined set of in-person visits and telephonic contact. This methodology allowed for a more efficient
calculation of the rates based upon the costs of a known model. A minimum level of activities was derived
from averaging the amount of in-person visits and telephonic contact. The three rate levels

derived from the analysis are:

1. The first PMPM for Health Homes, which includes Outreach, Engagement and Health Action Plan -
$252.93

2. Intensive Health Home Care Coordination - $172.61

3. Low-level Health Home Care Coordination - $67.50

A portion of the rates were also defined for admir  itive functions and withholds. The administrative
functions and withholds are part of the total rate as documented above:

1. Outreach, Engagement and Health Action Plan - $25.29, no withhold
2. Intensive Health Home Care Coordination - $17.26, $3.45
3. Low-level Health Home Care Coordination - $6.75, $1.35

This SPA does not make changes to payments for clinic or outpatient hospital services or for enhanced or
supplemental payments to physician or other practitioners.

Per Member, Per Month Rates

Provide a comprehensive description of the rate-set pol s the State will use to establish Health
Homes provider reimbursement fee for service or PMPM rates. Explain how the methodology is
consistent with the goals of efficiency, economy and quality e. Within your description, please
explain: the reimbursable unit(s) of service, the cost assum ptions and other relevant factors used to
determine the payment amounts, the minimum I of activities that the State agency requires for
providers to receive payment per the defined unit, and the State's standards and process required
for service documentation.

The state developed a three-tiered rating system for the health home service delivery. Health Home
encounters are submitted per member/per month. The initial tier of $252.93 is a once in a lifetime
payment and the corresponding encounter must be submitted prior to subsequent payment for the other
health home encounters. Policy guiding the decisions for rate tiers was based on efficiency of an
automated process to reduce human error, economy of only paying for a service when a service is
delivered, and quality by introducing a reduction in payment in the 2nd year of operation when
performance expectations are not met.

The reimbursable units are $252.93 for the first tier, ! 72.61 for the 2nd tier and $67.50 for the 3rd

tier. Cost assumptions include salary distribution, geographic distribution, and high-touch vs. low touch
intensity of services. Providers must provide at least  : health home service to claim reimbursement, with
the expectation that high touch means in-person, face-to-face care coordination and low-touch means a
combination of face-to-face or telephonic touch. All three tiers have a mix of clinical and nonclinical
staffing elements.

The state will reconcile encounters with a monthly reconciliation report that includes: 1) Client ID; 2)
Provider 1D; 3) Date of Service; 4) identification of staff who provided the service; 5) amount and types of
contact; 6) encounter transaction record; 7) date encounter was submitted; 8) date beneficiary disenrolled
from the program or decided to not participate in the program.

The state will review the rates every two years through an actuarial analysis based upon experience data.
The agency's rates were set as of July 1, 2013 and are effective for services on or after that date. All rates
are published on http://www.hca.wa.gov/Pages/health homes. aspx. Except as otherwise noted in the

plan, state developed fee schedule rates are the same for both governmental and private providers.

Incentive payment reimbursement
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Provide a comprehensive description of incentive payment policies that the State will use to
reimburse in addition to the unit base rates. Explain how the methodology is consistent with the
goals of efficiency, economy and quality of care. Within your description, please explain: the
incentives that will be reimbursed through the methodology, how the supplemental incentive
payments are tied to the base rate activities, the ¢ :ria used to determine a provider's eligibility to
receive the payment, the methodology used to determine the incentive payment amounts, and the
frequency and timing through which the Medicaid agency |l distribute the payments to providers.

The state will pay the entire rate for the first year of the program. Policy directives on keeping the rates
whole had three goals: 1) allow Health Homes to build their infrastructure and increase their capacity to
provide health home services; 2) keep the withhold administratively simple; and 3) reward better
performing health homes by reducing the withhold amount incrementally based upon performance
measure results.

At the end of the 10th month of the first year of the program, the engagement rate for participation will be
calculated using the following metrics:

Numerator — Number of beneficiaries assigned to the Designated Provider during the measurement period
who had a paid encounter for “Outreach, Engagement and Health Action Plan,” regardless of who was

paid for that encounter;

Denominator — Number of beneficiaries assigned to the  signated provider during the measurement
period.

The 2nd year withholds will be applied to the Intensive Health Home Care Coordination rate of $172.61
per member/per month and the Low-level Health Home Care ( lination rate of $67.50 per month with
an encounter.

1. 45% or higher participation rates will guarantee ful ~ 'ment of the rates for another year, with no
withhold applied;

2. Under 45% to 40% participation, a portion of the total withhold will be removed from the health home
rate;

3. Under 39% to 30, a higher portion of the withhold will be removed from the rate, and

4. Under 30% the entire withhold amount of $3.45 will be removed from the Intensive Health Home of
$172.61, reducing the rate to $169.16.

Low-Level Health Home Care Coordination

1. Same percents in 1 through 3 above, and

2. Under 30% the entire withhold amount of $1.35 will be removed from the Low-Level Health Home rate
of $67.50 reducing the rate to $66.15.

Health homes who improve their results during the 2ndy , will have their rates adjusted back up to the
total, based upon their engagement percentages.

PCCM Managed Care (description included in Service Delivery section)
Risk Based Managed Care (description included in Service Delivery section)

Alternative models of payment, other than Fee for Service or PM/PM payments (describe below)
Tiered Rates based on:
Severity of each individual's chronic conditions
Capabilities of the team of health care professionals, designated provider, or health team.
TN No. 13-17 Approval Date: 12/11/13 Effective Date: 10/01/13  Supersedes TN No.
http://157.199.113.99/MMDL/faces/protected/hhs/h01/print/PrintSelector.jsp 11/06/2013



A40C
Typewritten Text
TN No.  13-17   Approval Date: 12/11/13        Effective Date: 10/01/13     Supersedes TN No.  


TN No. 13-17 Approval Date: 12/11/13 Effective Date: 10/01/13  Supersedes TN No.


A40C
Typewritten Text
TN No.  13-17   Approval Date: 12/11/13        Effective Date: 10/01/13     Supersedes TN No.  


Application print HHS WA.0332.R00.00 - Oct 01, 2013 Page 32 of 54

Health Homes Services (1 of 2)

Category of Individuals
CN individuals

Service Definitions

Provide the State's definitions of the following Health Homes services and the specific activities
performed under each service:

Comprehensive Care Management

Definition:

Care Coordinators will deliver comprehensive care management, primarily in-person with periodic
follow-up. Care management services include state appro  screens, demonstrate the ability to provide
continuity and coordination of care through in-person visits, and the ability to accompany beneficiaries
to health care provider appointments, as needed. Care Coordinators assess beneficiary readiness for self
-management and promote self-management skills so the beneficiary is better able to engage with
health and service providers and support the achievement of self-di  zd, individualized health goals to
attain recovery, improve functional or health status or prevent or slow declines in functioning.
Comprehensive care management service delivery uses the Health Action Plan (HAP) as the
beneficiary directed care management plan. The HAP is created during a face-to-face initial visit with
the beneficiary and updated periodically every 4, 6 and 8 months. It is also updated when there are any
changes in beneficiary circumstances such as hospitalization or ER visits. The results of screenings and
assessments are captured via the HAP and used to identify gaps in care and chart the beneficiary's
progress towards meeting goals through active participation in comprehensive care management.

Screens include clinical and functional screens, including depression, alcohol or substance use disorder,
functional impairment, and pain appropriate to the age and risk profile of the individual. Screens will
support referrals to services when needed, e.g., referral for assessment of need for chemical dependency
treatment, specialty care or long term services and supports. Other screens and assessments that may
supplement comprehensive care management are mental healtl itment plans, chemical dependency
treatment plans, and/or other pre-existing care plans which include assessment results.

Describe how health information technology will be used to link this service in a comprehensive
approach across the care continuum:

All Health Home designated providers/lead entities will have access to the Medicaid Management
Information System - ProviderOne (P1), the DSHS Predictive Risk Intelligence System (PRISM) and
Insignia Health information technology sources. Authorizers and providers of long-term services and
supports have access to the DSHS Comprehensive Assessment and Reporting Evaluation (CARE) data
either electronically or in paper form. Data sharing agreements and Release of Information consent
forms will be maintained by all Health Home Lead Entities to facilitate sharing electronic health
information with their Health Home network affiliates.

1. DSHS is responsible for maintenance and updates to the CARE and PRISM.

2. Insignia Health is responsible through a DSHS licensing agreen for maintenance and updates to
the Patient Activation Measure (PAM) and Caregiver Activation Measure (CAM) and administrative
web site functions including Coaching for Activation.

3. HCA's P1 data system is responsible for Medicaid eligibility, enrollment, disenrollment, claims and
per member per month (PMPM) payment to MCOs, payment of health homes, encounter data
collection and reporting.

4. Emergency Department Information Exchange (EDIE) fication provides Medicaid claims data to
ED physicians. EDIE is HIPAA compliant and can proactively alert care providers when high utilizing
patients enter the ED through a variety of methods such as fax, phone, email, or integration with a
facility’s current EMR. Once notified, care providers can use EDIE to access care guidelines and
crucial information on the patient from other participating facilities to better determine the patient’s
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actual medical situation. A care management module is being developed for the EDIE system to
facilitate defined treatment plans for frequent ED users in Washington State.

Scope of benefit/service

The benefit/service can only be provided by certain provider types.
Behavioral Health Professionals or Specialists

Description

a. Psychologists licensed as a psychologist pursuant to chapter 18.83 RCW.

b. Child psychiatrists licensed as a physician and surgeon in this state, who has had a
graduate training in child psychiatry in a program approved by the American Medical
Association or the American Osteopathic Association, and who is board eligible or board
certified in child psychiatry.

c. Psychiatric nurse is a registered nurse who has a bachelor's degree from an accredited
college or university, and has had, in addition, at least two years experience in the direct
treatment of mentally ill or emotionally disturbed persons, such experience gained under
the supervision of a mental health professional. "Psychiatric nurse" shall also mean any
other registered nurse who has three years of suche:  ence.

d. Counselor means an individual, practitioner, therapist, or analyst who engages in the
practice of counseling to the public for a fee.

Nurse Care Coordinators

Description
a. Registered nurses licensed to practice registeredn  1g under chapter 18.79 RCW.

b. Nurse Practitioners licensed to practice advanced registered nursing under chapter 18.79
RCW.

c. Licensed Practical nurses licensed to practice practical nursing under chapter 18.79
RCW.

Nurses

Description
a. Registered nurses licensed to practice registered nursing under chapter 18.79 RCW.
b. Nurse Practitioners licensed to practice advanced re;  ered nursing under chapter 18.79

Ei\?é;:nsed Practical nurses licensed to practice practical nursing under chapter 18.79
RCW.

Medical Specialists

Monmindingg

Physicians

Moanamintinn
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Other (specify):

Name
Chemical Dependency Professionals

Description
Must be certified in chemical dependency counseling under chapter 18.205
RCW. Certification is through the Department of Health.

Care Coordination

Definition:

The dedicated Health Home Care Coordinator shall play a central and active role in development and
execution of cross-system care coordination to assist the beneficiary to access and navigate needed
services. The Care Coordinator shall assure communication is fostered between the providers of care
including the treating primary care provider and medical specialists and entities authorizing behavioral
health and long-term services and supports. Care Coordination is the bridge between all the
beneficiary’s systems of care, including non-clinical support such as food, housing, and transportation.

When providing intensive care coordination to the beneficiary, the Care Coordinator caseload will be
maintained at a level that ensures fidelity in providing required health home services, including
interventions. Community health workers, peer counselors or other non-clinical staff may be used to
facilitate the work of the assigned Health Home Care Coordinator.

Care coordination shall provide informed interventions that recognize and are tailored for the medical,
social, economic, behavioral health, functional impairment, cultural and environmental factors
impacting a beneficiary’s health and health care choices. Care Coordinators will promote:

1. Optimal clinical outcomes, including a description of how progress toward outcomes will be
measured through the Health Action Plan;

2. Outreach and engagement activities that support the beneficiary’s participation in their care and
promotes continuity of care;

3. Health education and coaching designed to assist beneficiaries to increase self-management skills
and improve health outcomes; and

4. Use of peer supports, support groups and self-care programs to increase the beneficiary’s knowledge
about their health care conditions and improve adherence to prescribed treatment.

Describe how health information technology will be used to link this service in a comprehensive
approach across the care continuum:

PRISM and Insignia Health are information technology sources that support the beneficiary and the
Health Home Care Coordinator to identify the unmet needs, gaps in care, transitional support needs,
clinical protocols required and current utilization of case management, medical and behavioral health
services.

The Health Action Plan (HAP) may be shared via secure email or hard copy. The HAP includes:

1. Beneficiary and Care Coordinator prioritized action items;

2. Beneficiary identified goals (short and long term);

3. Action steps for the beneficiary, the Health Home Care Coordinator and/or other direct service and
medical providers; and

4. If the beneficiary has a personal care worker, the HAP will include action steps for them to support
identified health action goals identified by the beneficiary.

The HAP is updated and modified by the Health Home Care Coordinator quarterly, and as needed to
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Nutritionists

Description

Other (specify):

Name

Chemical Dependency Proressionais

Description
Must be certified in chemical dependency counseling under chapter 18.205
RCW. Certification is through the Departm  of Health.

Health Promotion

Definition:

Health promotion begins for health home beneficiaries with the commencement of the Health Action
Plan. Each Washington health home must demonstrate use of self-management, recovery and
resiliency principles using person-identified supports including family members, and paid and unpaid
caregivers. The Health Home Care Coordinator will use the beneficiary’s activation score and level (1-
4) to determine the coaching methodology for each beneficiary and develop a teaching and support
plan. Educational materials are customized and introduced according to the beneficiary’s readiness for
change and progressed with a beneficiary’s level of confidence and self-man  :ment

abilities. Opportunities for mentoring and modeling communication with health care providers are
provided through joint office visits and communications with health care providers by the beneficiary
and the Health Home Care Coordinator. The health home will provide wellness and prevention
education specific to the beneficiary’s chronic conditions, Health Action Plan, including assessment of
need and facilitation of receipt of routine preventive care, support for improving social connections to
community networks and linking beneficiaries with resources that support a health promoting lifestyle.
Linkages include but are not limited to resources for smoking prevention and cessation, substance use
disorder treatment and prevention, nutritional counseling, obesity reduction and prevention, increasing
physical activity, disease specific or chronic care management self-help resources, and other services,
such as housing based on individual needs and preferences.

Describe how health information technology will be used to link this service in a comprehensive
approach across the care continuum:

Insignia Health is an information technology source and provides, in connection with the Patient
Activation Measure (PAM)/Caregiver Activation Measures (CAM), the Coaching for Activation
website. This site provides educational materials linked to a beneficiary’s level of activation and can be
sent electronically to a beneficiary or printed for review at a Home Visit or by phone.

PRISM contains the history of the PAM/CAM scores and responses for each survey administered to the
beneficiary. The Health Home Care Coordinator is able to view the scores for each beneficiary
alongside the medical, behavioral health claims and LTC services util on and selected CARE
characteristics (for those beneficiaries with long-term serv and supports) so that education materials
can be tailored to the individual’s engagement and activation.
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Other (specify):

Name
Chemical Dependency Professionals

Description

Must be certified in chemical dependency cour  ng under chapter 18.205
RCW. Certificationist  gh the Department of Health.

Health Homes Services (2 o1'2)

Category of Individuals
CN individuals

Service Definitions

Provide the State's definitions of the following Health Homes services and the specific activities
performed under each service:

Comprehensive transitional care from inpatient to other settings, including appropriate follow-
up

Definition:

Comprehensive transitional care shall be provided to prevent beneficiary avoidable readmission after
discharge from an inpatient facility (hospital, rehabilitative, psychiatric, skilled nursing, substance use
disorder treatment or residential habilitation setting) and to ensure proper and timely follow-up care.

The beneficiary’s Health Action Plan shall include transitional care planning. Transitional care
planning includes:

1. A notification system with managed care plans, hospitals, nursing homes and
residential/rehabilitation facilities to provide the health home prompt communication of a beneficiary’s
admission and/or discharge from an emergency room, inpatient, nursi 1€ or
residential/rehabilitation and if proper permissions, a substance use disoraer treatment setting. Progress
notes or a case file will document the notification and the Health Action Plan should be updated with
transition planning.

2. The use of a Health Home Care Coordinator as an active participant in all phases of care transition;
including discharge planning visits during hospitalizations or nursing home stays post
hospital/institutional stay home visits and telephone calls.

3. Beneficiary education that supports discharge care needs includi  nedication management,
encouragement and intervention to assure follow-up appointments ana self-management of their
chronic or acute conditions, including information on when to  k medical care and emergency care.
Involvement of formal or informal caregivers shall be facilitated when requested by the beneficiary.
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4. A systematic follow-up protocol to assure timely access to follow-up care post discharge and to
identify and re-engage beneficiaries that do not receive post discharge care.

Describe how health information technology will be used to link this service in a comprehensive
approach across the care continuum:

Emergency Department Information Exchange (EDIE) notification provides Medicaid claims data to
ED physicians. EDIE is HIPAA compliant. EDIE can proactively alert care providers when high
utilizing beneficiaries enter the ED through a variety of methods such as fax, phone, email, or
integration with facility’s current EMR. Once notified, care providers can use EDIE to access care
guidelines and crucial information on the beneficiary from other participating facilities to better
determine the beneficiary’s actual medical situation.

Managed care organizations (MCOs) will notify Health Home Care Coordinators of beneficiary
admission to hospital and tertiary care facilities to facilitate discharge planning and care

transitions. MCOs will also inform the Health Home Care Coordinators of lapses in pharmacy refills
for beneficiaries with chronic conditions requiring long-term use of medications. Health Home Care
Coordinators are responsible for conducting outreach activities with the beneficiary to ensure
medications have been picked up and are being used according to the clinical treatment plan.

Scope of benefit/service

The benefit/service can only be provided by cer provider types.
Behavioral Health Professionals or Specialists

Description

a. Psychologists licensed as a psychologist pursuant to chapter 18.83 RCW.

b. Child psychiatrists licensed as a physician and surgeon in this state, who has had a
graduate training in child psychiatry in a program approved by the American Medical
Association or the American Ost  :hic Association, and who is board eligible or board
certified in child psychiatry.

c. Psychiatric nurse is a registered nurse who has a bachelor's degree from an accredited
college or university, and has had, in addition, at least two years experience in the direct
treatment of mentally ill or emotionally disturbed persons, such experience gained under
the supervision of a mental health professional. "Psychiatric nurse" shall also mean any
other registered nurse who has three years of suche  ience.

d. Counselor means an individual, practitioner, therapist, or analyst who engages in the
practice of counseling to the public for a fee.

Nurse Care Coordinators

Description

a. Registered nurses licensed to practice registered nursing under chapter 18.79 RCW.

b. Nurse Practitioners licensed to practice advar reg @  nursing under chapter 18.79
RCW.

c. Licensed Practical nurses licensed to practice practical nursing under chapter 18.79
RCW.

Nurses

Description

a. Registered nurses licensed to practice registered nursing under chapter 18.79 RCW.

b. Nurse Practitioners licensed to practice advanced registered nursing under chapter 18.79
RCW.

c. Licensed Practical nurses licensed to practice practical nursing under chapter 18.79
RCW.

Medical Specialists
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PRISM software applications include the PRISM Health Report for selected beneficiaries. The PRISM
report is provided to the beneficiary’s primary care provider and any other health care provider
identified by the beneficiary and supported by a signed release of information. This includes the Health
Home Care Coordinator. The report includes:

1. Beneficiary demographics

2. Last dental appointment

3. Health conditions

4. Hospital stays

5. Emergency room visits

6. Office visits and procedures in the last 180 days, used by the Care Coordinator to assess sufficient
clinical oversight of the client’s chronic conditions

7. Prescriptions filled in the last 90 days

8. Prescriptions by drug class in last two years

Coaching for Activation educational materials are available electronically and are printed for
beneficiary and family support.

Scope of benefit/service

The benefit/service can only be provided by certain provider types.
Behavioral Health Professionals or Specialists

Description

a. Psychologists licensed as a psychologist pursuant to chapter 18.83 RCW.

b. Child psychiatrists licensed as a physician and surgeon in this state, who has had a
graduate training in child psychiatry in a program approved by the American Medical
Association or the American Osteopathic Association, and who is board eligible or board
certified in child psychiatry.

c. Psychiatric nurse is a registered nurse who has a bachelor's degree from an accredited
college or university, and has had, in addition, at least two years experience in the direct
treatment of mentally ill or emotionally disturbed persons, such experience gained under
the supervision of a mental health professional. "Psychiatric nurse" shall also mean any
other registered nurse who has three years of suche  ence.

d. Counselor means an individual, practitioner, therapist, or analyst who engages in the
practice of counseling to the public for a fee.

Nurse Care Coordinators

Description

a. Registered nurses licensed to practice registered nursing under chapter 18.79 RCW.

b. Nurse Practitioners licensed to practice advanced registered nursing under chapter 18.79
RCW.

c. Licensed Practical nurses licensed to practice practical nursing under chapter 18.79
RCW.

Nurses

Description

a. Registered nurses licensed to practice reg  :red nursing under chapter 18.79 RCW.

b. Nurse Practitioners licensed to practice advancec istered nursing under chapter 18.79
RCW.

c. Licensed Practical nurses licensed to practice practical nursing under chapter 18.79
RCW.

Medical Specialists

Description
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Health Homes Monitoring, Quality Measurement and Evaluation

Monitoring

Describe the State's methodology for tracking avoidable hospital readmissions, including data sources
and measurement specifications:

There is no generally accepted methodology for determining “avoidable” readmissions. We will use the CMS -
defined specifications of Plan All-Cause 30 Day Readmissions required for the duals demonstration grant,
adjusted for the health home population, unless a diffe metricisreq  1by CMS. The current
specifications:

Risk-adjusted percentage of participating health home clients who were readmitted to a hospital within 30 days
following discharge from the hospital for an index admission.

Numerator: Risk-adjusted readmissions among participating health home clients at a non-Federal, short-stay,
acute-care or critical access hospital, within 30 days of discharge from the index admission included in the
denominator, and excluding planned readmissions.

Denominator: All hospitalizations among participating health home clients not related to medical treatment of
cancer, primary psychiatric disease or rehabilitation care, fitting of prostheses, and adjustment devices for
beneficiaries at non-Federal, short-stay acute care or crit access hospitals , where the beneficiary was
continuously enrolled in Medicaid and health homes for at least 1 month after discharge, was not discharges to
another acute-care hospital, was not discharged against medical advice, and was alive upon discharge and for
30 days post-discharge.

Describe the State's methodology for calculating cost savings that result from improved coordination of
care and chronic disease management achieved through the Health Homes program, including data
sources and measurement specifications.

The State will calculate regional, risk adjusted, per member per month expenses in the target population in the
baseline (FY2011), apply trend factors and estimate a projected per member per month figure. Cost savings
will be calculated as the difference between actual and projected risk adjusted per member per month
expenditures.

Describe how the State will use health information technology in providing Health Homes services and to
improve service delivery and coordination across the care continuum (including the use of wireless
patient technology to improve coordination and management of care and patient adherence to
recommendations made by their provider).

The State integrates fee-for-service claims data, managed care encounter data, eligibility, and enrollment data
for medical, pharmacy, mental health, substance use disorder, long term services and supports, and Medicaid
and dual eligible Medicare covered services in a secure web-based clinical decision support tool called
PRISM. PRISM also pulls from other clinical assessment data within the state such as CARE. The State will
use the PRISM tools to support the beneficiary and the Health Home Care Coordinator to identify the unmet
needs, gaps in care, clinical protocols required and current utilization of case management, medical and
behavioral health services. Use of these tools will enable the Health Home Care Coordinator to better
coordinate care and ensure that the beneficiary’s complex  ds are met. Use of these tools will allow the State
to monitor cost and utilization data to ensure program goals are met.

The State is currently planning to further develop HIT through OneHealthPort, an entity contracted with HCA
to consult on building a statewide health information exchange. HCA will develop the Medicaid Health Profile
clinical data repository, with clinical data passed through OneHealthPort HIE using the Continuity of Care
Document (CCD) and the Admit/ Discharge/Transfer Document (ADT) transaction sets. Implementation will
be phased in during 2013 and 2014.

Quality Measurement

The State provides assurance that it will require that all Health Homes providers report to the State
on all applicable quality measures as a condition of receiving payment from the State.
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Assessment of Program Implementation

Indicators of program implementation are collected from enrollment data, claims/encounter data, client assessment data
and interim progress reports.

Processes and Lessons Learned

The state has experience in implementation of opt-out and passive e In . The state will phase enrollment
geographically to ensure ability to evaluate processes and apply lessons learned. Washington will use the HealthPath
Washington Advisory Team (HAT) to collect input on implementation as well as to make recommendations on
implementation strategies to ensure issues are addressed quickly and effectively. Process and lessons learned are
collected through key informant interviews and interim progress reports.

Assessment of Quality Improvements and Clinical Outcomes

Quality improvement indicators are collected from enrollment data, claims/encounter data, and client assessment data.
As detailed in the quality measures section, Washington has identified a list of quality and outcomes measures that
apply lessons learned from previous care management pilots that served high cost/high risk individuals. The outcome
measures are intended to measure both quality and cost outcomes. Quality will be measured at multiple levels.

Estimates of Cost Savings
The State will use the same method as that described in the Monitoring section.

If no, describe how cost-savings will be estimated.
Information on cost savings comes from administrative claims/encounter data.
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