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Ask the Expert
If you have questions or need clarification about the content in this chapter, please contact:

Kelli Emans 		Integration Unit Manager
(360)725-3213 	 	kelli.emans@dshs.wa.gov
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[bookmark: _Toc18654107]Overview of Managed Care
[bookmark: _GoBack]The purpose of the managed care service delivery model is to integrate services an individual may need in one delivery system with one payment called a capitated payment.  The managed care plan must furnish all of an individual’s services included in the managed care contract using this capitated payment. This puts the managed care plan at risk for high cost services as well as creates incentives to use prevention and pro-active techniques to keep a person well.  

HCA, DSHS, and CMS have contracts with managed care entities. The contract between HCA, DSHS and/or CMS and the Managed Care entity details what services are covered in the contract and what the MCO is responsible for. Contract examples include:
Apple Health (Medicaid)
Program for all Inclusive care for the Elderly (DSHS & CMS)
Medicare Advantage and D-SNP (CMS)

[bookmark: _Toc18654108]Apple Health Managed Care
See WAC 182-538 Washington State Health Care Authority Managed Care for full details. 

The Health Care Authority (HCA) is the single state Medicaid agency and is responsible for managing Medicaid medical benefits for eligible recipients. HCA also manages the medical benefits of state employees (PEBB).

Payments to both providers and MCOs are made through the ProviderOne payment system. HCA pays for medical services through 5 payment models:

Apple Health (Medicaid) Managed Care
HCA contracts with Managed Care Organizations (MCOs) to provide services to enrollees. HCA pays a per member per month premium for the MCO to provide preventative, primary, specialty and ancillary health services.  The MCO is responsible for contracting with providers and providing all benefits covered under the Apple Health Contract.

Apple Health Managed Foster Care (AHFC) 
Beginning April 2016 HCA contracts with Coordinated Care (an MCO) to provide medical services and coordination to foster children, foster care alumni and individuals who receive adoption support services.

Fully Integrated Managed Care (FIMC)
Beginning April 2016 HCA contracts with MCOs who are responsible for the full scope of Medicaid physical, mental and substance use disorder services. This is known as early adopter region and is only SW WA (Clark & Skamania) set to expand statewide by 2020.

Fee for Service (FFS)
Provider is paid directly by HCA for services provided. All dual eligible (those on both Medicare & Medicaid) are FFS.

Primary Care Case Management (PCCM)
Mostly tribal clinics. Providers are paid FFS, clinic is given a monthly per member per month payment to fund care coordination activities.

[bookmark: _Toc18654109]Identifying clients who are enrolled in managed care via ACES Online:
You can find out if a client is enrolled in Apple Health or any managed care program by going to ACES online.  Once you pull up a client by entering name or ID, go to the “Medical Information” screen in the “Details” drop down.  

If the client is enrolled in managed care, the health plan name, program and start and end dates will be visible.  You can view managed care information, Primary Care Case Management program enrollments and Regional Support Network enrollments on this screen.

[bookmark: _Toc18654110]Apple Health Medicaid Managed Care (Physical Health)
Additional web resources can be found in the Resources section at the end of this manual.

Benefits:
Please see the HCA Benefit Matrix for more detail. Coverage includes:
Outpatient care such as: Wellness exams, immunizations, maternity care
Pharmacy, including over the counter (OTC) and prescription medications
Laboratory services
Inpatient Hospital/Emergency Room
Nursing facility for rehab/skilled nursing services
Outpatient Mental Health

Eligibility:Note: Dual eligible clients (Medicare and Medicaid) are not enrolled in Apple Health Managed Care.

Mandatory AH Managed Care enrollees include:
Parents, children &pregnant women
SSI Categorically Needy Blind and Disabled
COPES/CFC & institutional clients
Medicaid Expansion adults without children (MAGI)
Foster Care
Clients with Third Party Liability

[bookmark: _Toc525645188][bookmark: _Toc18654111]Exemptions
Reasons for exemption from mandatory managed care enrollment are included in WAC 182-538-130

[bookmark: _Toc525645189]Eligibility for Apple Health Medical coverage is handled through:
The Health Benefit Exchange www.WAHealthPlanFinder.org
The local DSHS community service office for SSI-eligible aged, blind and disabled clients. 
www.washingtonconnection.org

[bookmark: _Toc525645190][bookmark: _Toc18654112]Enrollment 
The managed care enrollment process was streamlined in 2016 to offer earlier enrollment of Medicaid clients. Prior to this date, when a client was determined Medicaid eligible, they were enrolled in FFS for the first month and then prospectively assigned to a MCO the following month.

Medicaid clients will no longer wait until the following month to be enrolled in an MCO. Instead, they will be enrolled retroactive to the first of the month in which they are determined eligible. This change reduces gaps in managed care coverage and increase care coordination for individuals who are newly eligible or have lost eligibility and are reconnecting.

[bookmark: _Changing_Plans:][bookmark: _Toc525645191][bookmark: _Toc18654113]Changing Plans
Apple Health enrollees may change plans every month (effective the 1st of the following month):
Via telephone at 1-800-562-3022. Clients may either wait for a customer services representative or use automated telephone Individual Voice Recognition
Online at www.waproviderone.org/client   
Via paper enrollment form mailed to HCA
The Health Benefit Exchange www.WAHealthPlanFinder.org  (MAGI and Family medical-not SSI)

[bookmark: _Toc525645192][bookmark: _Toc18654114]Care Coordination
[bookmark: _Apple_Health_Managed_1]Apple Health Managed Care & Nursing Facilities
Managed care, like Medicare, covers a rehabilitative/skilled nursing benefit if the authorization criteria is met.  When a managed care enrollee is hospitalized and needs to be discharged to a nursing facility, the plan must be contacted for nursing facility authorization.
 
MCOs have transitional care requirements for moves from the hospital to the nursing facility and home.  
Once it has been determined that the rehab/skilled stay will end or an enrollee does not meet authorization criteria, that enrollee should be referred to Home and Community Services (HCS) for a nursing facility level of care (NFLOC) assessment. HCS should also review available options with the client.

Contacted Regarding Discharges:
If contacted by a hospital/facility for the NFLOC assessment or for discharge options
Staff must ask if the hospital stay is covered by an MCO and if the client is enrolled in Medicaid managed care. 
If the client is enrolled in Medicaid managed care (Apple Health):
The facility must have a denial from the MCO before the stay can be covered by HCS.

Assisting with CoordinationFor additional information on Nursing Facility billing see the HCA Nursing Facility Provider billing Guide

If you receive billing questions, refer the provider to the health plan the client is enrolled in.
Assist clients who have Apple Health medical coverage by knowing the health plan contact phone numbers.
Find out which plan(s) each of the client’s doctors or specialists contract with.  This will help you assist the client in choosing the right Apple Health managed care plan.  It will also help when the client has a provider/plan coordination issue.
Report issues to the plan, the ALTSA HQ Managed Care Program Manager and/or HCA mcprograms@hca.wa.gov. 
For additional information regarding Nursing Facility coordination, see the Nursing Facility Case Management Chapter, Chapter 10.

Health Plan Contact Information (for Clients/Providers)
	[image: AMGlogo.png]
	Customer Service
Website
Provider Line
Provider Website
	1-800-600-4441
www.amerigroup.com
1-800-454-9790
http://washington.joinagp.com	
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	1-800-440-1561
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	1-877-644-4613
www.coordinatedcarehealth.com
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	Customer Service
Website
Provider Line
Provider Website
	1-800-869-7165
www.molinahealthcare.com
1-800-869-7165
https://www.molinahealthcare.com/providers/wa/medicaid/pages/home.aspx 
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	Customer Service
Website
Provider Line
Provider Website
	1-877-542-8997
www.uhccommunityplan.com
1-877-542-9231
www.uhcprovider.com/en/health-plans-by-state/washington-health-plans/wa-comm-plan-home.html 



[bookmark: _Toc525645193]
Health Plan Contact Information (Staff Only)
When contacting plans for care coordination or questions you may use the following process, this is an internal process and not for use by clients or providers.

[bookmark: _Toc525645194]The department has established the following processes with the Health Care Authority contracted Apple Health Managed Care Organizations (MCOs) to facilitate information sharing related to treatment, authorizations and care coordination activities for MCO enrolled clients that you are case managing.

	Amerigroup (AMG):

	Customer Service 	1-800-600-4441
No password needed
Provide the member/client information 

	Community Health Plan of Washington (CHPW)
	Customer Service 	1-800-440-1561
Verify Password: MISSION
Provide member/client specific information/identifiers

	Coordinated Care of Washington (CCW)

	Customer Service 	1-877-644-4613
Authorizations		1-877-644-4613 ext 69617
Verify password: Panda
Provide member/client specific information/identifiers (will be asked for name, P1/plan id/SSN, DOB)

	Molina Healthcare (MHC)

	Customer Service 	1-800-869-7165
Authorizations 		1-800-869-7175
Verify Password: CLEO	
Provide member specific information/identifiers

	United Healthcare (UHC)
	For authorizations or care coordination issues please contact:
Primary:	Marci Brand	marci_brand@uhc.com	952-202-4875 Backup:  	Cindy Spain	cindy_l_spain@uhc.com	206-926-0222



If you experience any issues with this process please contact Kelli Emans at (360)725-3213 or kelli.emans@dshs.wa.gov.

[bookmark: _Toc525645195]

[bookmark: _Toc18654115]Health Plan Service Areas & Network
For the most up to date service area map detailing what plans are available in each county and RSA please visit HCA’s website. 


[bookmark: _Toc525645196][bookmark: _Toc525648233][bookmark: RSA]Regional Service Areas (RSA):
RSAs are the new geographical boundaries or service areas for Medicaid purchasing of physical and behavioral health care through managed care contracts. 
Authorized by legislation in 2014 
Regions on a map, not an organization that oversees services 

[image: ]

[bookmark: _Toc18654116]Behavioral Health Organizations (BHO)
[bookmark: _Toc525645198][bookmark: _Toc18654117]What are BHOs
BHOs replaced the Regional Support Networks across Washington State in April 2016. State law created BHOs to purchase and administer public mental health and substance use disorder treatment under managed care on a regional basis for people with Medicaid coverage. BHOs contract with HCA, Division of Behavioral Health and Recovery, as of July 2018.  
[bookmark: _Toc18654118]Covered service (BHO or MCO depending on region)
Mental Health Treatment:
The BHOs do not oversee mental health or substance use services under Medicare or for private insurance, however some community mental health agencies may accept this coverage.  The availability of non-Medicaid public mental health services varies by region.  
Substance Use Disorder Treatment:
Some public substance use disorder treatment is covered by funding other than Medicaid.  Contact your BHO/MCO to determine what may available to your client.  
BHO or MCO Funded Personal Care 
Please refer to chapter 7H appendices for specifics regarding authorization process and requesting funding for BHO or MCO funded personal care.


What if my client does not qualify for Medicaid?
Crisis services are available to everyone within the BHO’s region, regardless of insurance coverage. Crisis services do not require an intake assessment prior to their delivery.  

[bookmark: _Toc18654119]Services Provided
The entity responsible for behavioral health services contract with local community mental health agencies and substance use providers to provide the full range of services identified in the Medicaid state plan, including the following partial list of services.  


Substance Use Disorder 
Assessment – An interview by a health provider to decide the services you need.
Brief Intervention and Referral to Treatment – Time limited, to reduce problem use.
Withdrawal Management (Detoxification) – Help with decreasing your use of alcohol or other drugs over time, until it is safe to stop using. (This service does not include hospital treatment.)
Outpatient Treatment – Individual and group counseling sessions in your community.
Intensive Outpatient Treatment – More frequent individual and group counseling sessions.
Inpatient Residential Treatment – A comprehensive program of individual counseling, group counseling, and education, provided in a 24 hour-a-day supervised facility.
Opiate Substitution Treatment Services – Provides outpatient assessment and treatment for opiate dependency. Includes approved medication and counseling.
Case Management – Help with finding medical, social, education, and other services.

Mental Health Services
Intake Evaluation – Identifies your needs and goals, and helps you and your mental health care provider to recommend other services and plan treatment.
Individual Treatment Services – Counseling and/or other activities designed to meet your goals in your service plan.
Medication Management – Licensed staff prescribing medicine and side effects education.
Medication Monitoring – Services to check on how your medication is working and to help you to take it correctly.
Crisis Services – 24 hour services intended to stabilize those in crisis, provided in a location that is best suited to meet your needs.  You do not need an intake evaluation before this service.
Group Treatment Services – Counseling with others who have similar challenges.
Peer Support – Help with navigating the public mental health system and reaching your recovery goals, provided by a trained person who is in recovery from mental illness.
Brief Intervention and Treatment – Short term counseling focused on a specific problem.
Family Treatment – Family centered counseling to problem solve and help build stronger relationships

[bookmark: _Toc18654120]Clients Contacting BHOs
The client will be referred to a community mental health agency or substance use provider for an assessment to determine their need for treatment and the best treatment setting. 
Mental Health Services
Clients will receive an intake assessment to determine whether they meet Access to Care Standards and what type of treatment they should receive. If a client does not meet the mental health Access to Care Standards, they may be referred to their Apple Health plan for mental health treatment if they are enrolled in one.
Substance Use Disorders
Clients will receive an assessment and then be referred to treatment based on the American Society of Addiction Medicine (or ASAM) criteria.  This will determine the level of care to best meet their needs.
Fully Integrated Managed Care (FIMC)
Medicaid beneficiaries who live in FIMC region will not have a BHO to administer their mental health or substance use disorder services. Instead, Apple Health plans will contract with providers. If enrolled, your client should contact their Apple Health plan directly to request behavioral health treatment.  

If you have a question about services in an integrated region, call the plan the client is enrolled in or Apple Health Customer Service at 1-800-562-3022.

[bookmark: _Toc18654121]Fully Integrated Managed Care (FIMC)
[bookmark: _Toc18654122]Background
In November 2014, the HCA and DSHS jointly published common RSAs for Medicaid purchasing of physical and behavioral health care to take effect in 2016 with a four-year transition period towards statewide integrated managed care by 2020. 

The Southwest Washington RSA (Clark and Skamania) opted to be an “early adopter” of fully integrated contracting for physical and behavioral health care in 2016 . There will be no BHOs in these regions and the regions will transition as described in the table below
[image: ]
Physical and behavioral health benefits will be covered by a Managed Care Organization of the client’s choosing.

Apple Health – Fully Integrated Managed Care (AH-FIMC) is an initiative under Healthier Washington to bring together the payment and delivery of physical and behavioral health services for people enrolled in Medicaid through managed care. 
 
Fully Integrated Managed Care (AH-FIMC)  
FIMC includes the full scope of Medicaid physical plus mental health and substance use disorder services. Clients with physical health and pharmacy coverage will be enrolled in FIMC Apple Health. 
Apple Health Family (Healthy Options)Dual eligible clients will not be enrolled in FIMC.

Apple Health Blind Disabled
Apple Health Adult Coverage
State Children’s Health Insurance Program 

Differences between BHOs and Fully Integrated Managed Care (FIMC) 
	BHOs
	FIMC

	Took the place of RSNs to provide behavioral health services
	At least two MCOs In a region provide physical and behavioral health services

	DSHS managed BHO contracts
	There is no RSN or BHO in this region 

	HCA manages Apple Health (AH) managed care contracts for physical health services in this region
	HCA manages AH-FIMC contracts for physical and behavioral health services in this region



Benefits:
Medicaid clients have a choice of at least two managed care organizations in a FIMC region.  
Medicaid State Plan services will remain the same and clients will continue to a have access to block grant or state-funded behavioral health services that complement the Medicaid benefits.
Clients will now have one point of contact for medical and behavioral health services instead of navigating up to three systems.

Services covered include:
Outpatient care such as: Wellness exams, immunizations, maternity care
Pharmacy, including OTC and prescription medications
Laboratory services
Inpatient Hospital/Emergency Room
Nursing facility for rehab/skilled nursing services
Mental Health services with the exception of crisis services (see BHO covered services)
Substance Use Disorder treatment (see BHO covered services)


[bookmark: _Toc18654123]Behavioral Health Services Only (BHSO)
The BHSO program provides specialty mental health and substance use disorder services ONLY and is a separate product than FIMC that is offered by the same MCOs.

Clients who are typical FFS populations are able to access behavioral health services through the BHSO program (For example: Medicare coverage or someone exempt from managed care). They will get physical health services through the FFS system.

Another way to think about it: 
These services are the “traditional” mental health and substance use disorder services managed by BHOs. Since there is no BHO in the FIMC regions, the MCOs that administer FIMC will be responsible to provide mental health and substance use disorder services for Medicaid eligible individuals living in the region.

Apple Health – BHSO = FFS Medical and Managed Care for behavioral health services. 
Medicare/Medicaid duals
Clients with third party medical coverage (TPL)
PCCM
Foster Care in Clark and Skamania only (their FFS will be with CCW)

[bookmark: _Toc18654124]BHO or MCO Funded Personal Care 
Please refer to chapter 7H appendices for specifics regarding authorization process and requesting funding for BHO or MCO funded personal care.

Exceptions
Dually eligible and otherwise managed care exempt individuals will not be enrolled in FIMC but will be required to be enrolled in a managed care plan for BHSO
An undocumented person (as defined by WAC 182-503-0535 (1)(e) will not be enrolled in either program and will remain in FFS medical except undocumented pregnant women, during their pregnancy will be enrolled in BHSO.
Foster Care adoption support have the option of FFS Medical and CCW BHSO or available BHSO plan in Spokane RSA and SWWA.


[bookmark: _Toc18654125]Behavioral Health Administrative Services Organization (BH-ASO)
Some services, such as response services for individuals experiencing a mental health crisis, must be available to all individuals regardless of their insurance status or income level. For this reason, the HCA will have a contract with an organization known as a Behavioral Health Administrative Service Organization (BH-ASO) to provide these services in integrated regions.

BH-ASO v. BHO
Unlike the BHO, the BH-ASO is not responsible for the full continuum of behavioral health services for the Medicaid population. The BH-ASO is only responsible for a subset of crisis-related services for Medicaid clients in integrated region, and is responsible for providing limited services to individuals who are not eligible for Medicaid, as well as managing certain administrative functions.

Services Provided – Regardless Insurance Status or Income
The following services may be provided by the BH-ASO to anyone in an integrated region who is experiencing a mental health or substance use disorder crisis:
A 24/7/365 regional crisis hotline to triage, refer and dispatch calls for mental health and substance use disorder crises;
Mental health crisis services, including the dispatch of mobile crisis outreach teams staffed by mental health professionals and certified peer counselors;
Short-term substance use disorder crisis services for people intoxicated or incapacitated in public;
Designated Mental Health Professionals (DMHPs) who can apply the Mental Health Involuntary Treatment Act, available 24/7 to conduct Involuntary Treatment Act assessments and file detention petitions;
Chemical dependency specialist who can apply the substance use disorder involuntary commitment statute, including services to identify and evaluate alcohol and drug involved individuals who may need protective custody, detention, etc. The chemical dependency specialist will also manage case findings and legal proceedings for substance use disorder involuntary commitment cases.

Services Provided – Uninsured and Low-Income
The BH-ASO may provide certain mental health and substance use disorder services to people who are not enrolled in or otherwise eligible for Medicaid. For some services, like those funded through the federal Substance Abuse Prevention and Treatment (SAPT) block grant, individuals may need to meet other priority population requirements to be considered eligible.

The BH-ASO may provide the following services to individuals who are not eligible for Medicaid:
Mental health evaluation and treatment services for individuals who are involuntarily detained or agree to a voluntary commitment;
Residential substance use disorder treatment services for individuals involuntarily detained as described in state law;
Outpatient mental health or substance use disorder treatment services, in accordance with a Less Restrictive Alternative court order;
Within available resources, the BH-ASO may provide non-crisis behavioral health services, such as outpatient substance use disorder and/or mental health services or residential substance use disorder and/or mental health services, to low-income individuals who are not eligible for Medicaid and meet other eligibility criteria.


[bookmark: _Toc18654126]Other Insurance Coverage
Clients often have other insurance coverage. We call this insurance coverage “third-party liability” or TPL.  As of January 1, 2017 clients with TPL are enrolled in a managed care plan.

Insurance companies serve multiple populations so when someone says “I have Molina” it could mean Molina Medicaid managed care program coverage, Molina Medicare, or Molina coverage through private insurance. Staff may need to explore further with a client to determine the client’s actual coverage or do so within ProviderOne.


Third party insurance can be viewed in ProviderOne on the “Client Demographics” screen within the ShowBox drop down list.
 
The Department does not advise clients on which coverage is right for them nor do we encourage clients to drop any insurance coverage.  These are choices the client must make. There are resources available that offer unbiased information to assist clients and their families with choosing the insurance coverage that may be right for them:  National Benefits CheckUp	http://www.benefitscheckup.org/
[bookmark: _Toc18654127]Program for All-Inclusive Care for the Elderly (PACE)
PACE stands for Program of All-inclusive Care for the Elderly. It is an innovative Medicaid/Medicare program that provides frail individuals age 55 and older comprehensive medical and social services coordinated and provided by an interdisciplinary team of professionals in a community-based center and in their homes, helping program participants delay or avoid long-term nursing home care. 

Each PACE participant receives customized care that is planned and delivered by a coordinated, interdisciplinary team of professionals working at the center. The team meets regularly with each participant and his or her representative in order to assess the participant's needs. A participant's care plan usually integrates some home care services from the team or residential placement with several visits each week to the PACE center, which serves as the hub for medical care, rehabilitation, social activities and dining.

The PACE model was developed in San Francisco in the 1970s as ON LOK, the Chinese-American community’s alternative to nursing home placement. It was formally established by CMS as a permanent Medicare Advantage option in 1997.

[bookmark: _Toc18654128][bookmark: _Toc525645213]Offering PACE as a Choice
The following elements were implemented in 2013 as directed by legislation (SBH 1499). At each assessment, AAA and HCS staff within the PACE service area must:
1. Bring a copy of DSHS Form 17-218, “PACE Request for More Information” with them.
2. Explain the form and the PACE program to eligible (NFLOC, age 55+) clients during their normal discussion about program options.
3. Bring the form back to the office after the assessment and fill it out completely and legibly.  Note the addition of the Client’s Phone Number field.
4. Send each form via DMS Hotmail (Staff will not see a DMS assignment for these forms).

Headquarters staff collect and track all requests for more information then weekly send spreadsheets to the PO of clients who indicated they would like more information about the PACE program. The PO will coordinate with the client and inform HCS should client choose to enroll and be accepted. 

[bookmark: _Toc525645220]Staff Training
Training is set up and offered through the PACE Organization (PO) at regular intervals for both HCS and AAA staff.  Trainings are meant to be interactive and jointly held. 

Private Pay
HCS is also responsible for assessing individuals not eligible for Medicaid or Medicare who are interested in enrolling in PACE to determine initial functional eligibility as well as ongoing functional eligibility. These referrals generally come directly from PACE organization.

[bookmark: _Toc18654129]Service Providers
[bookmark: _Toc525645217]DSHS currently contracts with Providence Elderplace and International Community Health Services (ICHS) to administer the PACE program in King County. Providence has multiple locations where services are provided while ICHS has one site.  

To be enrolled in PACE the client must live in a zip code in the PO’s service area. ICHS effective  7.1.2019

	PROVIDENCE – LOCATIONS AND ZIP CODES

	Providence ElderPlace - Seattle
4515 Martin Luther King Way South, Suite 100
Seattle, WA  98108
(206) 320-5325
(206) 320-5326 (Fax)

Providence ElderPlace West 
(Mount Saint Vincent – West Seattle)
4831 35th Ave. SW
Seattle, WA 98126
(206) 923-3940

Providence ElderPlace Redmond 
(PACE)
8632 160th Ave. NE
Redmond, WA 98052

	Providence ElderPlace – Full Life 
(at Full Life ADH Center in Kent)
7829 S 180th St.
Kent, WA 98023
(206) 320-5325

Providence Heritage House at the Market
1533 Western Avenue
Seattle, WA 98101
(206) 382-4119







	98001, 98002, 98003, 98004, 98005, 98006, 98007, 98008, 98009, 98011, 98015, 98027, 98028, 98033, 98034, 98052, 98053, 98074, 98075, 98077, 98023, 98029, 98030, 98031, 98032, 98038, 98040, 98042, 98055, 98056, 98057, 98058, 98059, 98072, 98101, 98102, 98103, 98104, 98105, 98106, 98107, 98108, 98109, 98111, 98112, 98115, 98116, 98117, 98118, 98119, 98121, 98122, 98125, 98126, 98131, 98133, 98134, 98136, 98144, 98146, 98148, 98155, 98166, 98168, 98177, 98178, 98188, 98198, 98199


	ICHS - ZIP CODES 

	International Community Health Services (ICHS) 		
803 S. Lane St.
Seattle, WA 98104
Phone: (425) 755-1100

98004, 98005, 98006, 98007, 98008, 98009, 98015, 98033, 98034, 98039, 98040, 98052, 98055, 98056, 98057, 98083, 98101, 98102, 98103, 98104, 98105, 98106, 98107, 98108, 98109, 98112, 98115, 98116, 98117, 98118, 98119, 98121, 98122, 98124, 98125, 98126, 98134, 98144, 98145, 98146, 98154, 98164, 98168, 98178, 98181, 98185, 98191, 98195, 98199



[bookmark: _Toc18654130]Services
PACE provides its participants with all services covered by Medicare and Medicaid, without the limitations normally imposed by these programs. It also provides any other services deemed necessary by the interdisciplinary team that would allow program participants to remain in the community. 

Services provided by PACE include, but are not limited to:
Primary care (including doctor, dental and nursing services)
Prescription drugs
Adult day health care 
Home and personal care services
Nutrition services, 
Case management 
Hospital and nursing home care if and when needed.
Transportation to and from the center and all off-site medical appointments

[bookmark: _Toc18654131]Eligibility
To participate in PACE, an individual must be 55 years of age or older, require NFLOC but be able to live safely in the community at time of enrollment with the services of PACE, and reside in the service area of a PO. PACE participants may disenroll from the program for any reason and those with Medicare or Medicaid who disenroll will be assisted in returning to their former or preferred health care coverage.
This may mean that the participant will need to change providers including PCP.

Both the PO and the client agree to the PACE enrollment by signing an enrollment agreement. This agreement means the client agrees to receive services exclusively through the PO and its contracted network.


Determining Eligibility 
HCS/AAA will assess clients and determine whether they:
Are age 55 or older;
Meet nursing facility level of care (NFLOC) as defined in WAC 388-106-0355; 
Reside in the PACE service area/or will at the time of enrollment; and
Are financially eligible per WAC 182-515-1505. (MAGI clients are financially eligible);
 
Reassessing Clients (Annual or Significant Change)
The PO is responsible for notifying HCS of any significant changes in the client’s condition:
1. Collaborate with the PACE social worker prior to each assessment.  Review the previous assessment/SERs and information given by the PO before the visit.
2. Communicate with collateral contacts as needed to obtain information and include relevant parties to complete an accurate assessment.
3. Complete the face-to-face assessment. Be sure that you have: 
Assigned the PO as the paid provider 
Assigned relevant tasks to the PO. No provider schedule is necessary.  
4. Verify financial eligibility at least annually, document on the Financial Screen in CARE and document in the file.
5. Once complete, move the assessment to current per procedures in Chapter 3 of the LTC Manual, send the CARE Assessment Details and Service Summary to the PO. Send Service Summary and CARE Results (when necessary) to client.
6. Extend PACE RAC, if applicable, for the new plan period (only available and needed if care plan is in-home).

[bookmark: _Toc525645221]Continued Functional Eligibility 
PACE services can continue even though a PACE participant no longer meets State Medicaid NFLOC if the HCS case manager reasonably expects that the participant would again meet NFLOC in the next 6 months should PACE services end.

State Staff Responsibilities:
1. HCS staff will continue to complete annual reassessments of all PACE participants.  If the assessment results in the client not meeting NFLOC, staff will review the assessment and consider whether the:
a. Participant’s health status is maintained or benefited, at least partially, because of the services PACE currently provides; and
b. Participant’s health and/or functional status are likely to decline over the next six (6) months without PACE services.

Examples of information that would support deeming of continued eligibility could include, but are not limited to:
· Physician and/or nursing progress notes documenting the treatment and impact of a chronic/disabling condition;
· List of services currently provided to the participant (OT, PT, dietary management, blood glucose/blood pressure checks, diabetic foot care, etc.);
· Frequency of medical appointments and/or frequency of medical treatments/ interventions that point to an unstable medical condition that must be treated/ monitored regularly to avoid complications;
· Decline or loss of mobility combined with cognitive decline or progression; etc.

2. If HCS case managers deem continued eligibility, they will continue to conduct full annual reassessments (and any significant change assessments) and determine NFLOC and/or that deeming criteria continues to be met.
3. If the client meets deeming criteria, staff will choose “Deemed Eligible for PACE” in the program drop down in CARE. 
4. HCS staff will note in a CARE SER the decision to deem eligibility in the PACE program. 
5. If HCS staff determine that a previously deemed participant no longer meets NFLOC or deemed continued eligibility or the client is not financially eligible for Medicaid a denial notice and appeal rights will be issued to the participant with a copy sent to the PO. 
6. If the participant requests a Department administrative hearing to dispute the State’s denial of continued eligibility, PACE services may continue until the appeal is heard and a decision is rendered.  If the denial is upheld, the participant may be required to pay the cost of PACE services rendered after the initial denial effective date.
7. If a request for administrative hearing is not received, PACE enrollment will be terminated at the end of the month in which the PAN was issued if the PAN was issued at least 10 days prior to the end of the month; if PAN was issued less than 10 days prior to the end of the month, PACE enrollment will be terminated at the end of the following month.

Forms
AAA/HCS Case Managers are required to complete the following forms:
PAN – Once you assess the client in CARE, you must send the client the Planned Action Notice.  The Planned Action Notice for PACE clients must include information that tells the client:
They are eligible for services;
That PACE is the program of choice;
The number of personal care hours or daily rate they are eligible for.
Rights and Responsibilities
Consent Form – Complete when working with collateral contacts to gather/share information. The PO is an “ALTSA paid provider”.


Roles
Note: Clients are eligible for PACE services on the first of the month in which they are enrolled following the date the client is financially/functionally eligible.  Clients can only be enrolled effective the first of the month.

	HCS/AAA ASSESSOR
	Determine Eligibility
Complete the CARE assessment to determine functional eligibility (specifically nursing facility level of care) for long-term care services. If the client is functionally eligible for nursing facility level of care, offer PACE as an option for receiving services.  

Client Seeks Enrollment
Once you receive confirmation from the client that they wish to enroll, provide a copy of the CARE Assessment Details and Service Summary to the PO for review. 

Enrollment Confirmed
Once you received notification from PO that client will enroll in PACE:
Send a copy of the Service Summary and Assessment Details in “current” status to the PO (if not already done).  The PO will request the client sign the Service Summary and sign it themselves and return it to HCS. Signed service summary is only necessary upon initial enrollment.
Send a Planned Action Notice (DSHS 14-405) to the client or their representative stating the effective enrollment date along with Service Summary (and CARE Results if necessary)
Send DSHS 14-443 to Financial with enrollment start date and indicate if it will be in-home or residential care. For the latter include the CARE daily rate.
Add PACE RAC in CARE. This will only be available if the setting is in-home.
End all ProviderOne authorizations for end of month prior to enrollment.
ProviderOne payment authorizations are not done by HCS.
Add PO as the “formal caregiver” in collateral contacts.
Assign all unmet and partially met tasks to the PO as paid provider on care plan support screen.
If client is receiving wellness education service under COPES complete interim to remove this treatment. This service is not available to clients in PACE.
If client is receiving ADH service under COPES and any ADL’s are partially met and informally assigned to ADH provider, complete interim to make these ADL’s unmet. 

	FINANCIAL WORKER
	If not already established, determine financial eligibility for long-term care (PACE). Upon confirmed enrollment: enter P1 ID in ACES so award letters and all correspondence gets sent to the PO.

	PACE ORGANIZATION
	Prior to Enrollment
Contact interested clients to discuss program
Schedule site visit and evaluation
Review CARE assessment

Enrollment Denied
PO informs client and sends information to HQ with reason as to why

Enrollment Confirmed
Notify HCS/AAA of enrollment decision including enrollment start date. 
Send a monthly electronic enrollment file by the 23rd of the month for enrollment the following month that contains client enrollment effective dates to the PACE Program Manager with a cc to the HCS field supervisor. Enrollments only occur at the start of a given month.
Send disenrollment letters for enrollees with other coverage.

	PACE HQ PROGRAM MANAGER
	Enroll the client into PACE via the ProviderOne system if eligible.
Review and evaluate any enrollment denials submitted by the PO.


Ongoing Client Management / Roles & Responsibilities
Case Management for PACE Clients
Once a client is enrolled in the PACE program, the PO assumes case management responsibilities. 

	Ongoing HCS SW Responsibilities
	Ongoing PO Responsibilities

	Annual functional assessments
Significant change assessments
Verify financial eligibility for each face-to-face assessment
Coordination with PO case managers
Obtain medical records from PO 
Process disenrollments
Communicate necessary info to financial as needed
Notify financial of SNF stays that go beyond 30 days

	Implement and oversee care plan
Day to day case management
Enlist, contract and pay providers (including IP’s)
Communicate changes to HCS (address, telephone #, milieu of care (including SNF placements)
Request sig change assessments (vetting request/reviewing current CARE first)
Staff cases with PO interdisciplinary team as needed
Distribute CARE assessment and plan of care to providers
Assist clients with eligibility reviews



HCS and PO Coordination
HCS and the PO must report the following client changes to one another when they occur:
Admit or discharge from a nursing facility. HCS must notify financial if over 30 days;
Need for home maintenance allowance (HMA). Requested by PO, HCS processes.
Change in address or phone number;
Change in plan of care which includes:
Change in care setting (in home, residential, SNF)
Disenrollment from plan (including expedited disenrollment);
Move out of the service area;
Changes in or termination of Medicaid eligibility;
Change from Medicaid to private pay and vice versa. PO makes HCS aware.
Financial reports changes in cost of care to the PO via award letter.
Client passes away

PO Responsibilities
Must maintain services for the enrollee while enrolled, regardless of how much service needs increase or decrease;
Is responsible for admitting and/or discharging PACE enrollees from the various living environments;
Must collect participation from the enrollee.
Will contract providers for all PACE services (including IP’s).
Must have an internal “exception to rule” policy as it relates to needed services above what CARE assessment indicates. (HCS ETR is N/A for PACE)
Review current CARE assessment prior to requesting significant change
Must notify HCS of any:
Address changes;
Changes in income or resources; or
Changes in living situations (in-home, residential, nursing facility);

HCS Field Manager/Supervisor Responsibilities
Point person for HQ PACE PM as it relates to PACE programs’ field-level operations
Point person for other HQ PM’s as needed (ProviderOne, contracts, FLSA, etc.)
Point person for PO management related to day-to-day operations of PACE programs
Troubleshoot and address enrollment issues including lapses in enrollment
Point person to provide assistance to PO (or their subcontractor) navigating ProviderOne as it relates to payment authorizations for individual providers
Point person to provide assistance to PO (or their subcontractor) troubleshooting issues with IP contracts as it relates to ProviderOne payment authorizations
Point person for PO intake and management staff related to enrollments and disenrollments
Point person for work with RCS as needed related to PACE clients in residential settings
Process PACE overpayments
Oversee and receive new enrollments monthly and assign to HCS workers
Assist HQ PM reconciling payment issues with PO on a monthly basis
Meet with PO and their subcontractors as needed or requested


[bookmark: _Toc18654132]CARE Rules & PACE Enrollees
All CARE minimum standards are applicable to PACE enrollee assessments.
When determining “status” for PACE enrollee, the PO is considered the ALTSA paid provider, not the IP, Homecare Agency, Residential or other provider.  The actual providers are not to be considered “informal” supports because they are being paid by the PO.
On the Support Screen, assign the PO as the paid provider for all applicable “unmet” and “partially met” needs. As well, tasks that would otherwise be assigned to PCP/MD should generally be assigned to PO.
Potential referrals triggered from the CARE assessment are the responsibility of the HCS/AAA worker prior to enrollment into PACE, including the assessment that determines functional eligibility.  Once the client is enrolled, the PO assumes all case management for the client.  

The PO may request and be granted view access and may enter SERs in CARE for clients enrolled in the contractor’s PACE program. The PO should contact the HQ program manager to request access to CARE.
[bookmark: _Toc18654133]Payment
POs receive a set amount of Medicare and Medicaid funds each month to ensure participant care, whether services are provided in the home, community or in a nursing home setting. This capitated funding arrangement rewards providers who are flexible and creative in providing high quality care and gives them the ability to coordinate care across settings and medical disciplines. 

The program also accepts participants who pay privately. 

Provider Payments
The PO contracts & enlists their own providers for all PACE services. This includes homecare agencies, IP’s, AFH’s, AL’s and all other covered services. 
The IP contracts are unique to PACE and are not “portable” for a switch to fee-for-service programs. The PO is responsible for directly paying all their providers.
IP’s are paid via ProviderOne though the PO is billed back for the costs.
The PO inputs IP payment authorizations directly into ProviderOne using their own RU.
No other payment authorizations will be visible in CARE for PACE clients.
Overpayments are processed by HCS Field Managers/Supervisors.


[bookmark: _Toc18654134]Disenrollment
Disenrollment is effective the last day of the month.
Voluntarily
Request disenrollment;
Are no longer Medicaid eligible; i.e. client is not financially or functionally NFLOC;
Involuntarily
Move out of the PACE service area or leave for more than 30 days (unless an arrangement has been made or client is receiving referred treatment from the PO); or
Engage in disruptive or threatening behavior and involuntary disenrollment is reviewed and approved by the HCS Headquarters Program Manager; or
Fail to pay or to make satisfactory arrangements to pay any amount due to the provider after a 30-day grace period; or
Are enrolled with a PO that loses its contract and/or license and is no longer able to offer services.
Process
1. The PO must send a written notice to the Headquarters Program Manager that fully documents that one of or more of the conditions exist to justify involuntary disenrollment. 
2. The Headquarters Program Manager will consult with the regional supervisor regarding any concerns with the disenrollment or timeframes. Once approved/denied the HQ Program Manager will notify the regional supervisor and the PO of approval/denial within 15 days of receipt.
Roles
HCS Case Manager
1. Send the client a Planned Action Notice (DSHS 14-405), stating effective disenrollment date.
2. Follow procedures for setting up other long-term care program/services and supports, if desired by client. This would include enlisting a new formal/paid caregiver and, if it’s an IP, contracting that IP (even if previously contracted by PO as IP while in PACE).
3. Coordinate with HQ and the PO.

PACE Organization
1. Send a monthly electronic disenrollment file by the 15th of the month to HQ PM with a cc to the regional supervisor with the effective dates of participant disenrollments.
2. Coordinate with HCS (field and HQ) on any disenrollments. Timely notification to HCS field is critical; HCS field should be notified at the time PACE becomes aware of a disenrollment to allow time for HCS to implement new plan of care.
3. Determine and communicate safe, ongoing plan of care to HCS for implementation.
4. Assist client in establishing new PCP.
5. Assist client in signing up for new Medicare Part D plan.

HCS HQ Program Manager
1. Process disenrollments in the ProviderOne payment system. 
2. Approve/deny any involuntary disenrollment requests.
3. Coordinate with the field and the PO.

[bookmark: _Toc18654135][bookmark: _Toc525645228]Grievance, Appeals and Hearing Rights 
The PO must report to the HQ PM quarterly regarding all grievance and appeals filed. 
If the PO denies or reduces a previously authorized service, the participant may appeal the denial to the PO. 
If the PO upholds its denial or does not respond timely to a request, the participant may request an administrative hearing. 
The participant must exhaust the appeal process before requesting an admin hearing on a PO determination.

Grievance
The client has the right to file a grievance either verbally or in writing to the PO any time they are dissatisfied with a service, the quality of care received or an interaction with PO staff.

Appeal
The client has the right to appeal any decision made by the PO to reduce, deny or terminate a service or an enrollment.  This includes the right to appeal an involuntary disenrollment by the PO. The client should contact the PO to file an appeal. 
Administrative Hearing
A client has a right to an administrative hearing only when entitled by the law and when aggrieved by a Department or PO decision or action.  Clients have a right to a hearing:
1. For any action taken by the Department and indicated on the Planned Action Notice (PAN) including approval, denial, reduction or termination of services or eligibility. 
1. When the department determined a client received more benefit than they were eligible for an overpayment was issued; and
1. When they have exhausted the appeal process regarding a PO determination or the PO did not respond timely to the request. 

Administrative hearings are coordinated through the admin hearing coordinator for the service area. The department may be a witness.

Per WAC 182-526-0155, an appellant may represent themselves or may be represented by a lawyer, paralegal, relative, friend or any other person of his or her choice. The appellant cannot be represented by an employee of the Department or the PO. 



[bookmark: _Toc18654136]Health Home Program
[bookmark: _Toc18654137]Overview
The Health Home (HH) program was created out of the Affordable Care Act, section 2703, which allowed states to provide specific services to Medicaid and Medicare/Medicaid (Duals) eligible clients. This program is a collaboration between ALTSA and HCA.

Integrated Care Coordination
The HH program promotes person-centered health action planning to empower clients to take charge of their own health care. This is accomplished through better coordination between the client and all of their health care providers.  

HH services are a set of optional Medicaid benefits available to eligible clients. Participation is voluntary, at no cost to clients, and does not change or duplicate services currently being delivered. A Care Coordinator (CC) steps in when a service is needed and is not already being provided, to bridge gaps in care. The HH program is designed to:
Ensure cross systems coordination and care transition;
Increase confidence and skills for self-management of health goals; and
Create a single point of contact responsible for bridging all systems of care.
Client Advocacy
Clients receiving HH services will be assigned a CC who will partner with them, their families, caregivers, representatives, doctors and other agencies providing services to ensure coordination across these systems of care. The CC will:
Work with their client to develop a Health Action Plan (HAP) that is person-centered;
Make in-person visits and provide support by telephone to help the client, their families and service providers; 
Assist the client in accessing the right care at the right time, at right place and with the right provider; and 
Provide at least one of the HH services each month.
The client and CC meet at a location of the client’s choice: their home, clinic, or other community location to receive services. Care Coordinators, sometimes work with a team for the delivery of HH services. 
Health Action Plan (HAP)

The HH program emphasizes person-centered care with the development of the HAP. The HAP includes routine screenings such as the Patient Activation Measure (PAM®), an assessment that gauges the knowledge, skills and confidence level essential to managing one’s own health and healthcare. 

Other tools CCs use include screenings for body mass index, depression, level of independence in accomplishing activities of daily living, fall risk, anxiety, substance use, and pain. The HAP and the assessment screens are updated periodically. The centerpiece of the HAP is identifying the client’s self-identified short and long-term health related goals, including action steps that the client and others plan to do to improve their health. 
HAP Form DSHS 10-481 and Instructions


 
[bookmark: _Toc525645271][bookmark: _Toc18654138]Structure – who provides these services?
HCA contracts with both community based organizations and managed care plans to provide HH services. These designated “Health Home Leads” contract with Care Coordination Organizations (CCOs) to provide the services. Some HH Leads hire internal CCs as well. The HH program is structured as a community-based delivery system and focuses on matching clients with a CCO that has a preexisting relationship or has expertise that would enhance their ability to provide HH services to that particular client.  

[bookmark: _Toc18654139]Enrollment
Clients are passively enrolled into the HH program by HCA. Enrollment into the HH program is voluntary and clients may disenroll at any time by their CC or by signing an Opt Out form. 

[bookmark: _Toc18654140]Eligibility 
To be eligible for Health Home Services clients must:
To be eligible clients must: 
· Have an identified chronic condition; and
· Be on Medicaid or have both Medicaid and Medicare (Dual Eligible); and
· Have a Predictive Risk Intelligence SysteM (PRISM) score of 1.5 or higher.

PRISM is used to determine which clients are eligible. Specifically, the client must have a chronic condition and be at risk of another as determined by a PRISM risk score of 1.5 or more. A risk score of 1.5 means a client's expected future medical expenditures to be 50% greater than the average for Washington’s Supplemental Security Income disabled population. Not all clients are eligible. For example, clients on spend down, enrolled in PACE or a Medicare Advantage Plan, are not eligible.


For those with limited PRISM data, there is a Clinical Eligibility Tool that may be used to determine a risk score and can be found at https://www.hca.wa.gov/billers-providers-partners/programs-and-services/resources-0#clinical-eligibility-tool 
[bookmark: _Toc525645234]

[bookmark: _Toc18654141]Payment – how do leads get paid?
Health Home services are Medicaid covered benefits and paid for by the state through its contracts with managed care organizations providing HH services to their members and community based HH Lead entities. HCA pays the HH Leads through ProviderOne. Case Managers never authorize HH services.

[bookmark: _Toc18654142]Services Provided
As defined by CMS, the HH program provides the following six services beyond the traditional Medicaid or Medicare benefits.

[bookmark: _Toc525645235]Comprehensive Care Management  
[bookmark: _Toc525645236]The initial and ongoing assessment and care management services aimed at the integration of primary, specialty, behavioral health, long-term services and supports, and community support services, using a comprehensive person-centered HAP which addresses all clinical and non-clinical needs. Examples include: 
[bookmark: _Toc525645237]Conduct outreach and engagement activities
[bookmark: _Toc525645238]Complete required and optional screenings
[bookmark: _Toc525645239]Develop the HAP
[bookmark: _Toc525645240]Develop goals and action steps to achieve those goals
[bookmark: _Toc525645241]Prepare crisis intervention and resiliency plans
[bookmark: _Toc525645242]Care Coordination
[bookmark: _Toc525645243]Facilitating access to, and the monitoring of, services identified in the HAP to manage chronic conditions. Includes updates to the HAP, monitoring service delivery, and progress toward goals. Care coordination is accomplished through face-to-face and collateral contacts with the client, family, caregivers, medical, and other providers. Examples include:
[bookmark: _Toc525645244]Implement the HAP
[bookmark: _Toc525645245]Monitor progress towards short and long term goals
[bookmark: _Toc525645246]Coordinate with service providers, case managers, and health plans as appropriate to secure necessary care and supports
[bookmark: _Toc525645247]Conduct or participate with multidisciplinary teams
[bookmark: _Toc525645248]Assist and support the client with scheduling health related appointments and accompany if needed
[bookmark: _Toc525645249]Communicate and consult with providers and the client as appropriate

[bookmark: _Toc525645250]Health Promotion 
[bookmark: _Toc525645251]Providing information for optimal health outcomes and promoting wellness. Examples include:
[bookmark: _Toc525645252]Provide individualized wellness and prevention information specific to the needs and goals of the client
[bookmark: _Toc525645253]Provide links to health care resources that support the client’s HAP goals
[bookmark: _Toc525645254]Promote participation in community educational and support groups
[bookmark: _Toc525645255]Act as a health coach to support the client in initiating and sustaining behavioral change

Comprehensive Transitional Care
[bookmark: _Toc525645256]Facilitating services for the client and family/caregiver when the client is transitioning, between levels of care. Examples include:
[bookmark: _Toc525645257]Participate on multidisciplinary planning teams such as nursing facility discharge planning
[bookmark: _Toc525645258]Review post discharge with client/family to ensure discharge orders are understood and acted upon including medication reconciliation
[bookmark: _Toc525645259]Assist with access to needed services or equipment and ensure it is received
[bookmark: _Toc525645260]Providing education to the client and providers that are located at the setting from which the person is transitioning
[bookmark: _Toc525645261]
Individual and Family Supports  
[bookmark: _Toc525645262]Coordinating information and services to support clients and their families or caregivers to maintain and promote the quality of life, with particular focus on community living options. Examples include:
[bookmark: _Toc525645263]Provide education and support of self-advocacy
[bookmark: _Toc525645264]Identify and access resources to assist client and family supports in finding, retaining and improving self-management, socialization and adaptive skills
[bookmark: _Toc525645265]Educate client, family or caregiver regarding Advance Directives, client rights, and health care issues
[bookmark: _Toc525645266]Referral to Community and Social Services Supports
[bookmark: _Toc525645267]Providing information and assistance for the purpose of referring clients and their families or caregivers to community based resources that can meet the needs identified on the client’s HAP. Examples include:
[bookmark: _Toc525645268]Identify, refer and facilitate access to relevant community and social services
[bookmark: _Toc525645269]Assist clients to apply for or maintain eligibility for health care services, disability benefits, housing and legal services not provided though other case management systems
[bookmark: _Toc525645270]Monitor and follow-up with referral sources to confirm appointments and other activities were established and clients were engaged in services
[bookmark: _Toc525645274]
[bookmark: _Toc18654143]Working with Care Coordinators
Care Coordinators do not duplicate or replace services or case management provided by HCS, DDA, or AAA.  Clients who participate in the HH program will continue receiving their primary medical, specialist, behavioral health, and long-term services and supports from their current providers. Participation will not change the way a client’s other services are currently, managed, authorized or paid.  

The CCs complement the work of HCS/AAA/DDA Case Managers. A CC may contact you to inform or share information about one of your clients to help support them in reaching one of their health related goals, to work together on an issue that needs resolution, or provide advocacy in the work you do.                                 

HCS/AAA/DDA Case Manager Roles
Once a client is participating in the HH program, staff should:
Coordinate with the CC to facilitate resources and referrals. In some cases, the CC may request a copy of a client’s CARE assessment. If requested, a consent form (HCA 22-852) will be shared. 
Include the CC as a collateral contact in CARE
Collaborate and communicate with the CC
Know that the CC is considered a member of the client’s health care team. In some instances they may attend the CARE assessment visit. 
Table: HCS v CC Case Management
	SERVICE DESCRIPTION
	HH CC
	HCS/AAA/DDA 

	Determine eligibility for LTC services and supports.
	
	X

	Perform a face-to-face CARE assessment with the client in their residence to determine service needs and program eligibility at least annually.
	
	X

	Assist the client to develop a plan of care to enable them to reside in the setting of their choice and monitor that plan.
	
	X

	Authorize services with the client’s choice of qualified provider according to their plan of care.
	
	X

	Termination Planning for personal care services/LTSS.  
	
	X

	Report abuse, abandonment, neglect, self-neglect, or financial exploitation to Adult Protective Services or the Complaint Resolution Unit.
	X
	X

	Report Suicide Ideation
	X
	X

	Make referrals for services identified by the client to improve health and prevent additional disease or disability. 
	X
	X

	Provide comprehensive care management including review of PRISM risk scores to Health Home high needs and utilization patterns.
	X
	

	Assist to develop and implement a person-centered Health Action Plan
	X
	

	Provide transitional care services following a discharge from institutions into the community.
	X
	

	Administer the Patient Activation, Caregiver Activation, or Parent Activation Measure used for Health Action Planning and self-management skill development. 
	X
	

	Provide care coordination and comprehensive care management across the client’s team of health care professionals.
	X
	

	Provide health promotion services/information to the client including health education, development of a self-management plan and improving social and community networks promoting healthy lifestyles (smoking cessation, weight loss, and physical activity). 
	X
	

	Identify resources for the client and their family in the community to allow the client to attain their highest level of health and functioning. 
	X
	

	Educate family members about disease processes, what to expect, and caregiving skills necessary to assist the client in achieving their HAP goals. 
	X
	



Determining if a client is enrolled for HH services
There is no notification system to let the HCS/AAA/DDA Case Manager know when a client is part of the HH program. Case managers will need to:  
Check PRISM for Risk Score 
Contact the clients Apple Health managed care organization, HH Community Lead in your area, or the HCA at HealthHomes@HCA.WA.GOV regarding questions of enrollment or to refer a client 
Check CARE ProviderOne screen
Click on Managed Care and it may indicate HH program 
Check ProviderOne 
Select client search with ProviderOne ID
Check if the Health Home Clinical Indicator is populated with current dates
Check Managed Care Enrolled screen which may indicate HH and the Lead organization

[bookmark: _Toc18654144]Resources
[bookmark: _Toc18654145]Related WACs & eCFRs
WAC 182-526-0155	HCA & Appellant’s Representation
WAC 182-538		Washington State Health Care Authority Managed Care
WAC 182-538-130	Exemption
WAC 182-513-1230	PACE (HCA website)

CFR 42-438	Managed Care
CFR 42-460	PACE


[bookmark: _Toc18654146]Acronyms
AAA	Area Agency on Aging
ACES	Automated Client Eligibility System
AHC	Apple Health Foster Care
BHO	Behavioral Health Organization
CC	Care Coordinator
CCW	Coordinated Care of Washington	
CFC	Community First Choice
CMS	Centers for Medicare and Medicaid Services
COPES	Community Options Program Entry System
DDA	Developmental Disability Administration
DSHS	Department of Social and Health Services
FFS	Fee-for-Service
FIMC	Fully Integrated Managed Care
HAP	Health Action Plan
HCA	Health Care Authority
HCS	Home and Community Services
HH	Health Home
LTSS	Long-Term Services and Supports
MAGI	Modified Adjusted Gross Income
MCO	Managed Care Organization
NFLOC	Nursing Facility Level of Care
PACE	Program for All Inclusive Care for the Elderly
PCCM	Primary Care Case Management
PO	PACE Organization	
RSA	Regional Service Area
SSI	Supplemental Security Income
TPL	Third Party Liability 
[bookmark: _Toc18654147]Glossary
	Care Coordination
	An approach to healthcare in which all of a patient’s needs are coordinated with the assistance of a primary point of contact. The point of contact provides information to the patient and the patient’s caregivers, and works with the patient to make sure that the patient gets the most appropriate treatment, while ensuring that health care is not duplicated.

	Disenrollment
	The process by which an enrollee’s participation in a managed care program is terminated.  Reasons for disenrollment include death, loss of eligibility, or choice not to participate, if applicable.

	Fee-For-Service
	A service delivery system where health care providers are paid for each service separately (e.g. an office visit, test, or procedure).

	Long-Term Services and Supports 
	A wide variety of services and supports that help people with functional impairments meet their daily needs for assistance in qualified settings and attain the highest level of independence possible. LTSS includes both Home and Community-Based Waiver Services and Medicaid Personal Care Services.

	Managed Care

	A prepaid, comprehensive system of medical and health care delivery.
- Medical:  Includes preventive, primary, specialty care and ancillary health services
- Integrated:  Includes Medical services PLUS behavioral health and long term services and supports.

	Behavioral Health Organization
	Medicaid pays a monthly per member per month rate to the BHO to cover the cost of providing behavioral health services to eligible clients. BHOs provide substance use disorder services for all and specialty mental health services for individuals who do meet access-to-care standards 

	Third Party Liability
	Refers to the legal obligation of third parties (e.g., entities, insurers, or programs) to pay part or all of the expenditures for medical assistance furnished under a state plan. By law, all other available third party resources must meet their legal obligation to pay claims before the Medicaid program pays for the care of an individual eligible for Medicaid. States are required to take all reasonable measures to ascertain the legal liability of third parties to pay for care and services available under the state plan.



[bookmark: _Toc18654148]Revision History
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[bookmark: _Toc18654149]Health Home Print Resources



   

[bookmark: _Toc18654150]Web Resources
Apple Health & Managed Care
	HCA Managed Care webpage
ProviderOne Find a Provider List	
Washington Healthplanfinder 
“Welcome to Washington Apple Health” benefits book
Apple Health Enrollment Form

PACE
DSHS - PACE webpage
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HAP instructions.pdf
HEALTH HOME
Health Action Plan
Instructions

The Health Action Plan (HAP) is completed for each client upon assignment to a Care Coordination Organization (CCO)
for the Health Home program. The HAP provides the documentation of the care plan developed by the Care Coordinator,
the client, the parent, and/or their caregiver. The HAP is established for one assignment year with three columns
representing a four month time period ranging from 120 to 123 days.

The Health Action Plan establishes:
a. Client identified goals (Long Term and Short Term);

b. Prioritized action steps for the client, their personal care worker or caregiver, collaterals, the Care Coordinator,
and other health or social service care providers.

The Health Action Plan is updated and modified as needed by the Care Coordinator monthly with each contact, when
necessary to support a care transition, and when a client opts-out of the Health Home program. The Health Action Plan is
also updated and modified as needed according to:

a. A change in the client’s condition;
b. New immediate goals to be addressed through the Health Home program; or
c. Resolution of goals or action steps.

Documentation of face-to-face client visits, collateral contacts, consultations, telephone calls, or provider visits are
documented in the Care Coordination Organization’s client file or medical record.

HAP FORM FIELDS FOR COMPLETION
Client’s First Name: Enter the first name of the client.
Client’s Last Name: Enter the last name of the client.

Gender: check the appropriate box. Check unknown until the gender of the client is known. Check other if the client does
not identify as male or female, for example, identifies as transgender male to female or transgender female to male.

Date of Birth: Enter the client’'s date of birth.
ProviderOne Client ID: Enter the ProviderOne client identification number (9 digits followed by WA).
Health Home Lead Organization: Enter the name of the Lead Organization.

Health Home Lead Organization Telephone Number: Enter the number the client calls to talk with a Lead Organization
client representative.

Care Coordination Organization: Enter the name of the Care Coordination Organization.
Care Coordinator’'s Name and Telephone Number: Enter the name of the Care Coordinator and their contact number.

Begin Date of HAP: Enter the date the Care Coordinator initiates the HAP. For the first year, the Initial HAP Begin Date
and Opt-in Date are the same.

End Date of HAP: Enter the End Date when the Eight Month Update period ends. If the client leaves the program before
the end of the 12 month cycle (i.e. dies or is no longer eligible) enter the date the client leaves the program. Do not enter
an end date if the client remains enrolled and moves or changes their Lead Organization or CCO.

Date Opted In: Enter the date the client agrees to participate in the HAP, signs the consent form, and begins the
development of the HAP with the Care Coordinator. This date becomes the client’s anniversary date. It triggers the start
of a new HAP for the next HAP reporting year.
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Example Opt In date 2/1/2014

2/1/2014 - 5/31/2014 6/1/2014 - 9/30/2014 10/1/2014 - 1/31/2015

Activity Period 1 Activity Period 2 Activity Period 3

Reason for Closure of HAP: If applicable check the reason for closing the HAP (beneficiary opted out, moved to a
county that does not have Health Home services, no longer eligible, or death). Enter an end date for the HAP.

Reason for Transfer of HAP: If applicable check the reason for transferring the HAP (client choice to change CCO or
Lead Organization, or eligibility changed to or from fee-for-service or managed care). Do not enter an end date as the
HAP is still in effect during the transfer.

Client Introduction: Enter a brief introductory statement about the client. The introductory statement may include client
preferences and demographics (e.g. call in the afternoon, monolingual Spanish, call caregiver, gender, ethnicity, and/or
background) or any other significant information (e.g. the client lives alone, lives with daughter and grandchildren, or
resides in a senior housing complex, etc.).

Client’s Long Term Goal: Enter the client’s long term goal for self. What would they like to happen as a result of their
care? What would they like be able to do that they can’t currently do? What is the most important thing they want to
achieve related to their chronic disease? For example, client states, “I want to feel better”, “| want to be able to travel to
Florida for a family reunion next year”, or “l want to see my grandchildren grow up.” Connect the Long Term Goal with the
Short Term Goal(s).

Diagnosis (Pertinent to the HAP): Enter the diagnosis(es) being addressed by the client and Care Coordinator. This list
should only include the diagnoses being addressed by the HAP and may not reflect all of the client’s diagnoses and health
care needs. The list of diagnoses may need to be prioritized by the Care Coordinator and client for planned interventions.
ICD-9 codes for the diagnoses are optional.

The HAP must be updated a minimum of once every four months. The form provides three columns for entry of the initial
or annual HAP, the four month update, and the eight month update. At the completion of a year a new HAP is started on
the anniversary date. Long term goals, short term goals, and action steps may be revised, deleted, or carried over to the
next HAP period.

HAP Dates Flowchart

Enter HAP End Date
3 ‘b{ Client receives services for one year? —Yes—p{ when Eight Month
Update period ends

HAP clock starts

Start New HAP
when Client Opts In art New

No—]

J -'"'-..H‘.'"'H_
~ = s

o

|
[ 1
| |
| |
| |
| |
| |
[ 1
[ = = = 1
[ o " _~"Dies or no longer —_ i
| <_Dpts out? >—No-p cligible®? > |
: iy /— MHR& igd " | | Optin date = 2/1/2014
3 | |optin date = 2/1/2014 | \]/' || doesnot change
£ I |Begin date = 2/1/2014 Yes 7/1 '
E E : 4 \‘{-'sf.-'l | |Begin date = 2/1/2015
H I
o | End date = 7/1/2014 | [End date =9/1/2014 | [End date=1/31/2015 | |
2 |
Gl | l
¥ 2/1/2014 1/31/2015 ¥

* If chient moves or changes 0C0,
HAP should be transitioned
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HAP Required Screenings: Mandatory screenings are determined by the client’'s age and may include the PAM, CAM,
or PPAM, BMI, Katz ADL, and PHQ-9 or PSC-17. If the client, their caregiver, or parent is unable or declines to complete
a required screening provide an explanation in the “if not complete / explain field.” Do not enter zero for the score. If a
screening was completed enter the date, the score, and activation level if indicated. Administer and report these
mandatory screenings within each of the three HAP periods (Initial/Annual, Four Month Update, and Eight Month Update).
For example: if the begin date is February 1*, administer the screenings in the Initial/Annual period between February 1%
and May 31%, then again in the Four Month Update period between June 1* and September 30", etc.

Patient Activation Measure Survey: A PAM, CAM, or PPAM must be entered for the client. The client’s age determines
if a PAM, CAM, or PPAM must be administered.

a. The PAM is required if the client is 18 year of age and over and a CAM has not been submitted. The PAM is not used
for clients under 18 years of age.

b. The CAM is required if a PAM has not been submitted. It is optional if a PAM has been submitted. The CAM is not used
if the client is less than 18 years of age.

c. The PPAM is required if the client is less than 18 years of age.
Score: Enter the activation score. The value range is 0.0 to 100.0.
Level: Enter the PAM, CAM, or PPAM activation level. The value range is Level 1 to Level 4.

Body Mass Index (BMI): Enter the client’s actual BMI, the following links provide a BMI calculator. The value range is
0.0to 125.9.

a. Adults (20 years and older):
http://www.cdc.gov/healthyweight/assessing/bmi/adult bmi/english_bmi_calculator/bomi_calculator.html

b. Children and Teens (2-19 years): http://apps.nccd.cdc.gov/dnpabmi/

c. The BMIl is neither used nor required for children less than two years of age and no value is accepted.

Katz Index of Independence in Activities of Daily Living: Enter the total number of points. The value range is 0 to 6.
The Katz ADL screening is not administered to clients under the age of 18 years and no value is accepted.

PHQ-9 (Patient Health Questionnaire - Depression Screening): Enter the client’'s PHQ-9 score. This is required for
clients 18 years of age and older. The value range is 0 to 27. Values for clients under age 18 will not be accepted.

PSC-17 (Pediatric Symptoms Checklist — 17): Enter the client's PSC-17 score. This is required for clients ages 4
through 17 years of age. The value range is 0 to 34.

Optional Screenings: Enter the date the screening was completed and the score. Optional screenings may include but

are not limited to:

e DAST = Drug Abuse Screening: Enter the score. The accepted value range is 0 to 10.

e GAD-7 = Generalized Anxiety Disorder 7 item scale: Enter the score. The value range is 0 to 21.

e AUDIT = Alcohol Use Disorders Identification (age 14 and older): Enter the score. The value range is 0 to 40.

e Falls Risk: Enter the falls risk score. The value range is 0 to 11.

e Pain Scales: Enter the score and check the type of scale used (FLACC, Faces, or Numeric). The value range is 0 to
10.

Comments: For the paper form only, enter any comments or notes that relate to any of the fields above. For example,
information shared by a caregiver or parent.

Short Term Goal: Enter the client identified goal(s). Goals should be specific, measurable, attainable, relevant, and
time-based and must be mutually agreed upon. For example: “client wants to cut back on smoking over the next three
months or by the end of the year”; “client wants to understand how to use her blood pressure medication by the end of
January”; “client wants to be able to communicate with PCP and address questions and concerns at next medical
appointment.”

DSHS 10-481 (REV. 02/2015) INSTRUCTIONS PAGE 3 OF 4



http://www.cdc.gov/healthyweight/assessing/bmi/adult_bmi/english_bmi_calculator/bmi_calculator.html

http://apps.nccd.cdc.gov/dnpabmi/



Goal Start Date: Enter the date the client chooses to begin working toward the stated short term goal.

Goal End Date: Enter the date of the resolution of a goal, if a client chooses to end a goal, or there is no further need for
a specific goal.

Outcome: Check the applicable reason (completed, revised, no longer pertinent-life or health change, or client request to
discontinue). Goals that will continue from one trimester to another should be copied and continued with modifications as
needed for specific actions steps.

Action Steps: Enter the Care Coordinator and client identified action steps the client, the parent, the Care Coordinator,
their personal care worker or other caregivers, or health care providers plan to take to achieve the client’s Short Term
Goal(s). The Care Coordinator will document planned client, coordinator, and other caregiver / provider steps on the HAP.
These action steps should be established mutually with the client recognizing the client’s abilities and readiness for
change and teaching. (Refer to the PAM coaching guide for appropriate level of action steps for client to consider.)

For example the action step(s) for the above Goal(s) are:

a.
b.
c.

d.

Care Coordinator to attend PCP appointment with client to review treatment options for COPD.
Client and Care Coordinator will prepare list of questions to bring to the PCP appointment.
Review with client the “Your Guide to Lowering Blood Pressure” brochure to help client understand her medications.

The personal care worker will walk with the client in the hallway three times each week for ten minutes.

Start Date and Completion Date: Enter the date(s) for each Action Step.

Actual Care Coordinator interventions, telephone contacts, home visits, and the status of the client’s progress towards
achieving goals and action steps are documented in the client chart or medical record.
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Health Home Fact Sheet





		[bookmark: _GoBack]Overview



		Health Homes promote person-centered health action planning to empower clients to take charge of their own health care.  This is accomplished through better coordination between the client and all of their health care providers and encourages involvement and independence.  The Health Home program is designed to ensure clients receive the right care, at the right time with the right provider.  







		Goals



		· Establish person-centered health action goals designed to improve health and health-related outcomes Coordinate across the full continuum of services including medical, behavioral and long term services and supports

· Facilitate the delivery of evidence-based health care services

· Ensure coordination and care transitions among care settings

· Increase confidence and skills for self-management of health goals

· Improve quality of care







		Eligibility



		· Identified chronic condition

· All ages, across all settings

· A risk score of 1.5 or greater predicting 50% higher healthcare costs than the average Medicaid disabled client in the next 12 months







		Structure



		The Health Care Authority contracts with designated “Health Home Lead Entities” to provide Health Home services directly, or through contracted Care Coordination Organizations. 



The Health Home program emphasizes person-centered care with the development of the Health Action Plan (HAP).  The HAP includes routine screenings such as the Patient Activation Measure (PAM).  The PAM is an assessment that gauges the knowledge, skills and confidence essential to managing one’s own health and healthcare.   The HAP also includes screenings for body mass index, depression, level of independence in accomplishing activities of daily living, risk of falls, anxiety, chemical dependency, and pain.  The HAP and assessment screens are updated on a 4 month cycle.  



The centerpiece of the HAP is the client’s self-identified short and long-term health related goals, including what action steps the client and others will do to help improve his or her health.  With client consent the HAP can be shared with care providers in order to foster open communication, support, and encouragement to reach their health goals.







		Role of the Care Coordinator



		A Care Coordinator is an individual who  works with eligible clients, their families, and providers to: 



· Coordinate services for clients with chronic and complex medical and social needs 

· Identify gaps in care and help remove barriers 

· Connect clients to a broad range of benefits and community resources 

· Support successful transitions from inpatient facilities to other levels of care 

· Help establish primary and specialty care relationships

· Communicate and coordinate with the client’s providers

· Support and assist clients to reach their identified health goals
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HAP instructions.pdf
HEALTH HOME
Health Action Plan
Instructions

The Health Action Plan (HAP) is completed for each client upon assignment to a Care Coordination Organization (CCO)
for the Health Home program. The HAP provides the documentation of the care plan developed by the Care Coordinator,
the client, the parent, and/or their caregiver. The HAP is established for one assignment year with three columns
representing a four month time period ranging from 120 to 123 days.

The Health Action Plan establishes:
a. Client identified goals (Long Term and Short Term);

b. Prioritized action steps for the client, their personal care worker or caregiver, collaterals, the Care Coordinator,
and other health or social service care providers.

The Health Action Plan is updated and modified as needed by the Care Coordinator monthly with each contact, when
necessary to support a care transition, and when a client opts-out of the Health Home program. The Health Action Plan is
also updated and modified as needed according to:

a. A change in the client’s condition;
b. New immediate goals to be addressed through the Health Home program; or
c. Resolution of goals or action steps.

Documentation of face-to-face client visits, collateral contacts, consultations, telephone calls, or provider visits are
documented in the Care Coordination Organization’s client file or medical record.

HAP FORM FIELDS FOR COMPLETION
Client’s First Name: Enter the first name of the client.
Client’s Last Name: Enter the last name of the client.

Gender: check the appropriate box. Check unknown until the gender of the client is known. Check other if the client does
not identify as male or female, for example, identifies as transgender male to female or transgender female to male.

Date of Birth: Enter the client’'s date of birth.
ProviderOne Client ID: Enter the ProviderOne client identification number (9 digits followed by WA).
Health Home Lead Organization: Enter the name of the Lead Organization.

Health Home Lead Organization Telephone Number: Enter the number the client calls to talk with a Lead Organization
client representative.

Care Coordination Organization: Enter the name of the Care Coordination Organization.
Care Coordinator’'s Name and Telephone Number: Enter the name of the Care Coordinator and their contact number.

Begin Date of HAP: Enter the date the Care Coordinator initiates the HAP. For the first year, the Initial HAP Begin Date
and Opt-in Date are the same.

End Date of HAP: Enter the End Date when the Eight Month Update period ends. If the client leaves the program before
the end of the 12 month cycle (i.e. dies or is no longer eligible) enter the date the client leaves the program. Do not enter
an end date if the client remains enrolled and moves or changes their Lead Organization or CCO.

Date Opted In: Enter the date the client agrees to participate in the HAP, signs the consent form, and begins the
development of the HAP with the Care Coordinator. This date becomes the client’s anniversary date. It triggers the start
of a new HAP for the next HAP reporting year.
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Example Opt In date 2/1/2014

2/1/2014 - 5/31/2014 6/1/2014 - 9/30/2014 10/1/2014 - 1/31/2015

Activity Period 1 Activity Period 2 Activity Period 3

Reason for Closure of HAP: If applicable check the reason for closing the HAP (beneficiary opted out, moved to a
county that does not have Health Home services, no longer eligible, or death). Enter an end date for the HAP.

Reason for Transfer of HAP: If applicable check the reason for transferring the HAP (client choice to change CCO or
Lead Organization, or eligibility changed to or from fee-for-service or managed care). Do not enter an end date as the
HAP is still in effect during the transfer.

Client Introduction: Enter a brief introductory statement about the client. The introductory statement may include client
preferences and demographics (e.g. call in the afternoon, monolingual Spanish, call caregiver, gender, ethnicity, and/or
background) or any other significant information (e.g. the client lives alone, lives with daughter and grandchildren, or
resides in a senior housing complex, etc.).

Client’s Long Term Goal: Enter the client’s long term goal for self. What would they like to happen as a result of their
care? What would they like be able to do that they can’t currently do? What is the most important thing they want to
achieve related to their chronic disease? For example, client states, “I want to feel better”, “| want to be able to travel to
Florida for a family reunion next year”, or “l want to see my grandchildren grow up.” Connect the Long Term Goal with the
Short Term Goal(s).

Diagnosis (Pertinent to the HAP): Enter the diagnosis(es) being addressed by the client and Care Coordinator. This list
should only include the diagnoses being addressed by the HAP and may not reflect all of the client’s diagnoses and health
care needs. The list of diagnoses may need to be prioritized by the Care Coordinator and client for planned interventions.
ICD-9 codes for the diagnoses are optional.

The HAP must be updated a minimum of once every four months. The form provides three columns for entry of the initial
or annual HAP, the four month update, and the eight month update. At the completion of a year a new HAP is started on
the anniversary date. Long term goals, short term goals, and action steps may be revised, deleted, or carried over to the
next HAP period.

HAP Dates Flowchart

Enter HAP End Date
3 ‘b{ Client receives services for one year? —Yes—p{ when Eight Month
Update period ends

HAP clock starts

Start New HAP
when Client Opts In art New

No—]

J -'"'-..H‘.'"'H_
~ = s

o

|
[ 1
| |
| |
| |
| |
| |
[ 1
[ = = = 1
[ o " _~"Dies or no longer —_ i
| <_Dpts out? >—No-p cligible®? > |
: iy /— MHR& igd " | | Optin date = 2/1/2014
3 | |optin date = 2/1/2014 | \]/' || doesnot change
£ I |Begin date = 2/1/2014 Yes 7/1 '
E E : 4 \‘{-'sf.-'l | |Begin date = 2/1/2015
H I
o | End date = 7/1/2014 | [End date =9/1/2014 | [End date=1/31/2015 | |
2 |
Gl | l
¥ 2/1/2014 1/31/2015 ¥

* If chient moves or changes 0C0,
HAP should be transitioned
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HAP Required Screenings: Mandatory screenings are determined by the client’'s age and may include the PAM, CAM,
or PPAM, BMI, Katz ADL, and PHQ-9 or PSC-17. If the client, their caregiver, or parent is unable or declines to complete
a required screening provide an explanation in the “if not complete / explain field.” Do not enter zero for the score. If a
screening was completed enter the date, the score, and activation level if indicated. Administer and report these
mandatory screenings within each of the three HAP periods (Initial/Annual, Four Month Update, and Eight Month Update).
For example: if the begin date is February 1*, administer the screenings in the Initial/Annual period between February 1%
and May 31%, then again in the Four Month Update period between June 1* and September 30", etc.

Patient Activation Measure Survey: A PAM, CAM, or PPAM must be entered for the client. The client’s age determines
if a PAM, CAM, or PPAM must be administered.

a. The PAM is required if the client is 18 year of age and over and a CAM has not been submitted. The PAM is not used
for clients under 18 years of age.

b. The CAM is required if a PAM has not been submitted. It is optional if a PAM has been submitted. The CAM is not used
if the client is less than 18 years of age.

c. The PPAM is required if the client is less than 18 years of age.
Score: Enter the activation score. The value range is 0.0 to 100.0.
Level: Enter the PAM, CAM, or PPAM activation level. The value range is Level 1 to Level 4.

Body Mass Index (BMI): Enter the client’s actual BMI, the following links provide a BMI calculator. The value range is
0.0to 125.9.

a. Adults (20 years and older):
http://www.cdc.gov/healthyweight/assessing/bmi/adult bmi/english_bmi_calculator/bomi_calculator.html

b. Children and Teens (2-19 years): http://apps.nccd.cdc.gov/dnpabmi/

c. The BMIl is neither used nor required for children less than two years of age and no value is accepted.

Katz Index of Independence in Activities of Daily Living: Enter the total number of points. The value range is 0 to 6.
The Katz ADL screening is not administered to clients under the age of 18 years and no value is accepted.

PHQ-9 (Patient Health Questionnaire - Depression Screening): Enter the client’'s PHQ-9 score. This is required for
clients 18 years of age and older. The value range is 0 to 27. Values for clients under age 18 will not be accepted.

PSC-17 (Pediatric Symptoms Checklist — 17): Enter the client's PSC-17 score. This is required for clients ages 4
through 17 years of age. The value range is 0 to 34.

Optional Screenings: Enter the date the screening was completed and the score. Optional screenings may include but

are not limited to:

e DAST = Drug Abuse Screening: Enter the score. The accepted value range is 0 to 10.

e GAD-7 = Generalized Anxiety Disorder 7 item scale: Enter the score. The value range is 0 to 21.

e AUDIT = Alcohol Use Disorders Identification (age 14 and older): Enter the score. The value range is 0 to 40.

e Falls Risk: Enter the falls risk score. The value range is 0 to 11.

e Pain Scales: Enter the score and check the type of scale used (FLACC, Faces, or Numeric). The value range is 0 to
10.

Comments: For the paper form only, enter any comments or notes that relate to any of the fields above. For example,
information shared by a caregiver or parent.

Short Term Goal: Enter the client identified goal(s). Goals should be specific, measurable, attainable, relevant, and
time-based and must be mutually agreed upon. For example: “client wants to cut back on smoking over the next three
months or by the end of the year”; “client wants to understand how to use her blood pressure medication by the end of
January”; “client wants to be able to communicate with PCP and address questions and concerns at next medical
appointment.”
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Goal Start Date: Enter the date the client chooses to begin working toward the stated short term goal.

Goal End Date: Enter the date of the resolution of a goal, if a client chooses to end a goal, or there is no further need for
a specific goal.

Outcome: Check the applicable reason (completed, revised, no longer pertinent-life or health change, or client request to
discontinue). Goals that will continue from one trimester to another should be copied and continued with modifications as
needed for specific actions steps.

Action Steps: Enter the Care Coordinator and client identified action steps the client, the parent, the Care Coordinator,
their personal care worker or other caregivers, or health care providers plan to take to achieve the client’s Short Term
Goal(s). The Care Coordinator will document planned client, coordinator, and other caregiver / provider steps on the HAP.
These action steps should be established mutually with the client recognizing the client’s abilities and readiness for
change and teaching. (Refer to the PAM coaching guide for appropriate level of action steps for client to consider.)

For example the action step(s) for the above Goal(s) are:

a.
b.
c.

d.

Care Coordinator to attend PCP appointment with client to review treatment options for COPD.
Client and Care Coordinator will prepare list of questions to bring to the PCP appointment.
Review with client the “Your Guide to Lowering Blood Pressure” brochure to help client understand her medications.

The personal care worker will walk with the client in the hallway three times each week for ten minutes.

Start Date and Completion Date: Enter the date(s) for each Action Step.

Actual Care Coordinator interventions, telephone contacts, home visits, and the status of the client’s progress towards
achieving goals and action steps are documented in the client chart or medical record.
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DEPARTMENT OF HEALTH & HUMAN SERVICES
Centers for Medicare & Medicaid Services

Seattle Regional Office

701 Fifth Avenue, Suite 1600, MS/RX-200

Seattle, WA 98104

CMS

CENTERS FOR MEDICARE & MEDICAID SERVICES

Division of Medicaid & Children’s Health Operations

November 29, 2018

Susan Birch, Director

MaryAnne Lindeblad, Medicaid Director
Health Care Authority

PO Box 45502

Olympia, WA 98504-5010

RE: Washington State Plan Amendment (SPA) Transmittal Number 18-0028

Dear Ms. Birch and Ms. Lindeblad:

The Centers for Medicare & Medicaid Services (CMS) has completed its review of State Plan
Amendment (SPA) Transmittal Number WA 18-0028. This amendment implemented a 20
percent rate increase across all three tiers of Health Home services and reduced the performance
incentive payment to 5 percent.

This SPA is approved with an effective date of August 1, 2018.

If there are additional questions, please contact me or your staff may contact James Moreth at

James.Moreth@cms.hhs.gov or (206) 615-2043.

Sincerely,

Date: 2018.11.30 07:53:49 -08'00'

David L. Meacham
Associate Regional Administrator

Cec:
Ann Myers, SPA Coordinator
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WA2018MS00060 SPA ID: WA-18-0028

Submission Type: Official Approval Date:11/29/18 Initial Submission Date: 9/4/18
Superseded SPA ID: WA-16-0026 Effective Date: 8/1/18
11/29/2018 Medicaid State Plan Print View

Approval Notice

DEPARTMENT OF HEALTH & HUMAN SERVICES

Centers for Medicare & Medicaid Services

CMS

7500 Security Boulevard, Mail Stop S2-14-26 CENTERS FOR MEDICARE & MEDICAID SERVICES

Baltimore, Maryland 21244-1850

Date: 11/29/2018

Head of Agency: Sue Birch

Title/Dept : Health Care Authority Director
Address 1: PO Box 45502

Address 2:

City : Olympia WA

State: WA

Zip: 98504

MACPro Package ID: WA2018MS00060
SPA ID: WA-18-0028

Subject

WA 18-0028 approval notice.

Dear Sue Birch

This is an informal communication that will be followed with an official communication to the State's Medicaid Director.

The Centers for Medicare and Medicaid Services (CMS) is pleased to inform you that we are recommending approval for your request for

WA 18-0028
Reviewable Unit Effective Date
Health Homes Intro 8/1/2018
Health Homes Geographic Limitations 8/1/2018
Health Homes Population and Enroliment Criteria 8/1/2018
Health Homes Providers 8/1/2018
Health Homes Service Delivery Systems 8/1/2018
Health Homes Payment Methodologies 8/1/2018
Health Homes Services 8/1/2018
Health Homes Monitoring, Quality Measurement and Evaluation 8/1/2018
Increased Geographic Coverage Increase in Conditions Covered
Yes Yes
No No

WA 18-0028 HH SPA is approved with an effective date of 8/1/18.

Sincerely,

Alissa M. DeBoy

Mrs.

Approval Documentation

Name Date Created
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WA2018MS00060 SPAID WA-18-0028
Official Initial Submission Date 9/4/2018
11/29/2018 Effective Date N/A

N/A

Washington'’s original Health Homes SPAs were WA 13-0008 (approved June 28, 2013) and WA 13-17 (approved December
11,2013). SPAWA 15-0011 (approved June 11, 2015) superseded both of these SPAs. SPA 16-0026 (approved March 31,
2017) superseded 15-0011, added a 20% Performance Incentive payment to increase Beneficiary engagement rates and
expanded the Health Home program statewide adding King and Snohomish counties. This SPA 18-0028 supersedes 16-
0026, adds a 20% rate increase, and reduces the Performance Incentive payment to 5 %.

Under Washington’s approach, Health Homes are the bridge to integrate care within existing delivery systems for both
managed care and Fee-for-Service beneficiaries. Washington’'s Medicaid delivery systems are undergoing a great deal of
change as the Health Care Authority (HCA) integrates physical and behavioral health services through its managed care
program. As HCA phases in statewide integration, Washington's Health Home program will become more managed care
focused while continuing to serve beneficiaries who remain in the Fee-for-Service delivery system, such as full-dual eligibles
and American Indian/Alaska Natives.

Washington has three high level goals to assess the effectiveness of its Health Home program: 1) Building care
coordination capacity in all areas of the state; 2) Improve the beneficiary's self-management abilities; and 3) Reduce future
cost trends or at the very least attain cost neutrality with improved outcomes.

The Health Home program is designed as the central point for directing person-centered care through one-on-one
interactions between the Health Home Care Coordinators and their assigned beneficiaries.

Beneficiaries are identified as having one or more of the chronic conditions on the chronic condition list and at risk for a
2nd chronic condition using a tool that identifies those clients expected to have high costs in the future due to all their
chronic conditions.

The Department of Social and Health Services (DSHS) generates and submits a list of eligible Health Homes beneficiaries to
HCA, who enrolls them into a Managed Fee-for Service Health Home Lead Entity (designated provider) or notifies the
Managed Care Organization (designated provider) that one of their enrollees is eligible for Health Home services with a
Health Home indicator on the 834 file. Lead Entities are permitted to provide Health Home services internally but must
also subcontract with a wide-range of community-based Care Coordination Organizations (CCOs) to effectively manage the
full breadth of beneficiary needs, increasing Washington's capacity to provide statewide Health Home services, especially in
rural areas of the state.

Lead Entities are qualified by HCA and DSHS through both a contracting process and a Request for Application (RFA)
process. Contracting is used if a Lead Entity has already been qualified through the RFA process and wants to broaden
their Health Home service areas to other counties, while the RFA process is used to solicit new Lead Entities when adding
counties that are not part of the Health Home program.

There are six defined Health Home services, with each individual service further defined by embedded activities to make
up the composition of the service.

Federal Budget Impact and Statute/Regulation Citation

Federal Budget Impact

Federal Fiscal Year Amount
First 2019 $7382731
Second 2020 $8242270

Federal Statute / Regulation Citation

Affordable Care Act, Section 2703, Section 1945

Supporting documentation of budget impact is uploaded (optional).

Name

Date Created

No items available
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Package Header
Package ID
Submission Type
Approval Date
Superseded SPA ID

WA2018MS00060 SPAID
Official Initial Submission Date
11/29/2018 Effective Date
N/A

Governor's Office Review

No comment

Comments received

No response within 45 days
Other

Describe

SPA ID: WA-18-0028

Initial Submission Date: 9/4/18

WA-18-0028
9/4/2018
N/A

Exempt

Effective Date: 8/1/18
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Submission - Public Comment
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Package Header

Package ID WA2018MS00060 SPAID WA-18-0028
Submission Type Official Initial Submission Date 9/4/2018
Approval Date 11/29/2018 Effective Date N/A

Superseded SPAID N/A
Name of Health Homes Program
Washington State Health Home Program
Indicate whether public comment was solicited with respect to this submission.
Public notice was not federally required and comment was not solicited
Public notice was not federally required, but comment was solicited
Public notice was federally required and comment was solicited
Indicate how public comment was solicited:
Newspaper Announcement
Publication in state's administrative record, in accordance with the administrative procedures requirements
Email to Electronic Mailing List or Similar Mechanism

Website Notice )
Select the type of website

Website of the State Medicaid Agency or Responsible Agency
Date of Posting: Jul 24,2018

Website URL: https://www.hca.wa.gov/about-
hca/news-data-and-reports-hca/public-

notices
Website for State Regulations
Other
Public Hearing or Meeting
Other method
Upload copies of public notices and other documents used
Name Date Created
18-0028-Health-Homes-Rates-Public-Notice-WSR-18-14-039 9/4/2018 6:05 PM EDT

Upload with this application a written summary of public comments received (optional)

Name Date Created

No items available

Indicate the key issues raised during the public comment period (optional)
Access
Quality
Cost
Payment methodology
Eligibility
Benefits
Service delivery

Other issue
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Initial Submission Date: 9/4/18
Effective Date: 8/1/18

Approval Date:11/29/18
Superseded SPA ID: WA-16-0026

11/29/2018

Submission - Tribal Input
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Package Header

Medicaid State Plan Print View

Package ID WA2018MS00060 SPAID WA-18-0028
Submission Type Official Initial Submission Date 9/4/2018
Approval Date 11/29/2018 Effective Date N/A
Superseded SPAID N/A

Name of Health Homes Program

Washington State Health Home Program

One or more Indian health programs or Urban Indian Organizations
furnish health care services in this state

Yes
No

This state plan amendment is likely to have a direct effect on Indians,
Indian health programs or Urban Indian Organizations

Yes
No

The state has solicited advice from
Indian Health Programs and/or
Urban Indian Organizations, as
required by section 1902(a)(73) of
the Social Security Act, prior to
submission of this SPA

Complete the following information regarding any solicitation of advice and/or tribal consultation conducted with respect to this submission:

Solicitation of advice and/or Tribal consultation was conducted in the following manner:

All Indian Health Programs

Date of solicitation/consultation:

7/5/2018

All Urban Indian Organizations

Date of solicitation/consultation:

7/5/2018

Method of solicitation/consultation:

Email and hard copy mailing

Method of solicitation/consultation:

Email and hard copy mailing

States are not required to consult with Indian tribal governments, but if such consultation was conducted voluntarily, provide information about such
consultation below:

All Indian Tribes

Date of consultation: Method of consultation:

7/5/2018 Email and hard copy mailing

The state must upload copies of documents that support the solicitation of advice in accordance with statutory requirements, including any notices
sent to Indian Health Programs and/or Urban Indian Organizations, as well as attendee lists if face-to-face meetings were held. Also upload
documents with comments received from Indian Health Programs or Urban Indian Organizations and the state's responses to any issues raised.
Alternatively indicate the key issues and summarize any comments received below and describe how the state incorporated them into the design of
its program.

Name Date Created

18-0028-Health-Homes-Rates-Tribal Notice Documentation 11/5/2018 6:17 PM EST

18-0028-Health-Homes-Rates-Response-to-Tribal-Notice 11/5/2018 6:19 PM EST
Indicate the key issues raised (optional)

Access

Quality

Cost
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+ Summarize comments: The Confederated Tribes of the Chehalis Reservation would like information about Care Coordination Organizations to see if they
could be paid for providing services to their Medicaid population through their chronic disease outreach program.

+ Summarize response: The Home Health program managers from the Health Care Authority and the Aging and Long Term Services Administration
responded with offers to discuss and/or meet.

Payment methodology
Eligibility
Benefits

+ Summarize comments: The Confederated Tribes of the Chehalis Reservation would like information about Care Coordination Organizations to see if they
could be paid for providing services to their Medicaid population through their chronic disease outreach program.

+ Summarize response: The Home Health program managers from the Health Care Authority and the Aging and Long Term Services Administration
responded with offers to discuss and/or meet.

Service delivery

Other issue
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Package Header
Package ID WA2018MS00060
Submission Type Official
Approval Date 11/29/2018

Superseded SPAID N/A

SAMHSA Consultation

Name of Health Homes Program
Washington State Health Home Program

The State provides assurance that it has consulted and coordinated with
the Substance Abuse and Mental Health Services Administration (SAMHSA)
in addressing issues regarding the prevention and treatment of mental
iliness and substance abuse among eligible individuals with chronic
conditions.

SPAID WA-18-0028
Initial Submission Date 9/4/2018

Effective Date N/A

Date of consultation

11/8/2012
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Health Homes Intro
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Package Header

Package ID WA2018MS00060 SPAID WA-18-0028
Submission Type Official Initial Submission Date 9/4/2018
Approval Date 11/29/2018 Effective Date 8/1/2018

Superseded SPAID WA-16-0026

User-Entered

Program Authority

1945 of the Social Security Act
The state elects to implement the Health Homes state plan option under Section 1945 of the Social Security Act.
Name of Health Homes Program

Washington State Health Home Program

Executive Summary

Provide an executive summary of this Health Homes program including the goals and objectives of the program, the population, providers, services
and service delivery model used

Washington's original Health Homes SPAs were WA 13-0008 (approved June 28, 2013) and WA 13-17 (approved December 11, 2013). WA 15-0011 (approved June
11, 2015) superseded both of these SPAs. SPA 16-006 (approved March 31, 2017) superseded 15-0011, added a 20% performance incentive payment to increase
beneficiary engagement rates, and expanded the Health Home program statewide, adding King and Snohomish counties. This SPA WA 18-0028 supersedes WA
16-0026, adds a 20% rate increase, and reduces the performance incentive payment to 5%.

Under Washington’s approach, Health Homes are the bridge to integrate care within existing delivery systems for both managed care and Fee-for-Service
beneficiaries. Washington's Medicaid delivery systems are undergoing a great deal of change as the Health Care Authority (HCA) integrates physical and
behavioral health services through its managed care program. As HCA phases in statewide integration, Washington's Health Home program will become more
managed care focused while continuing to serve beneficiaries who remain in the Fee-for-Service delivery system, such as full-dual eligibles and American
Indian/Alaska Natives.

Washington has three high level goals to assess the effectiveness of its Health Home program: 1) Building care coordination capacity in all areas of the state; 2)
Improve the beneficiary’s self-management abilities; and 3) Reduce future cost trends or at the very least attain cost neutrality with improved outcomes.

The Health Home program is designed as the central point for directing person-centered care through one-on-one interactions between the Health Home Care
Coordinators and their assigned beneficiaries. Beneficiaries are identified as having one or more of the chronic conditions on the chronic condition list and at
risk for a 2nd chronic condition using a tool that identifies those clients expected to have high costs in the future due to all their chronic conditions .

The Department of Social and Health Services (DSHS) generates and submits a list of eligible Health Homes beneficiaries to HCA, who enrolls them into a
Managed Fee for Service Health Home Lead Entity (designated provider) or notifies the Managed Care Organization (designated provider) that one of their
enrollees is eligible for Health Home services with a Health Home indicator on the 834 file. Lead Entities are permitted to provide Health Home services internally
but must also subcontract with a wide-range of community-based Care Coordination Organizations (CCOs) to effectively manage the full breadth of beneficiary
needs, increasing Washington's capacity to provide statewide Health Home services, especially in rural areas of the state.

Lead Entities are qualified by HCA and DSHS through both a contracting process and a Request for Application (RFA) process. Contracting is used if a Lead Entity
has already been qualified through the RFA process and wants to broaden their Health Home service areas to other counties, while the RFA process is used to
solicit new Lead Entities when adding counties that are not part of the Health Home program.

There are six defined Health Home services, with each individual service further defined by embedded activities to make up the composition of the service.

General Assurances

The state provides assurance that eligible individuals will be given a free choice of Health Homes providers.
The states 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 FMAP for Health Homes services shall be 90% for the first eight fiscal quarters from the effective date of the SPA. After the
first eight quarters, expenditures will be claimed at the regular matching rate.

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.

The state provides assurance that there will be no duplication of services and payment for similar services provided under other Medicaid authorities.

https://macpro.cms.gov/suite/tempo/records/item/IlUB9Co0jznkfJLyQF 9e4HpigLQ9Q0cLS686 GhhLQgRf5E7z-wNVEPIQRVzvbAgHdSwtu_ygqyMOE... 11/64





WA2018MS00060
Submission Type: Official

11/29/2018

Approval Date:11/29/18
Superseded SPA ID: WA-16-0026

SPA ID: WA-18-0028
Initial Submission Date: 9/4/18
Effective Date: 8/1/18

Medicaid State Plan Print View

Health Homes Geographic Limitations

MEDICAID | Medicaid State Plan | Health Homes | WA2018MS00060 | WA-18-0028 | Washington State Health Home Program

Package Header
Package ID
Submission Type
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Official
11/29/2018
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Health Homes services will be available statewide

Health Homes services will be limited to the following geographic areas

Health Homes services will be provided in a geographic phased-in approach

Phase 1
Title of phase
Phase 1

Phase-in will be done by the following geographic area

By county

SPAID WA-18-0028

Initial Submission Date 9/4/2018

Effective Date 8/1/2018

Implementation Date

7/1/2013

1. Asotin

2. Benton

3. Clark

4. Columbia
5. Cowlitz

6. Franklin

7. Garfield

8. Kittitas
Klickitat

10. Pierce

11. Skamania
12. Wahkiakum
13. Walla Walla
14. Yakima

0

Health Homes services are now available state-wide

No

Enter any additional narrative necessary to fully describe this phase

Specify which counties:

Phase One: The first 14 counties were phased in beginning July 1, 2013 through two Requests for Application (RFA). HCA and DSHS qualified Lead Entities
according to which counties they were proposing to serve, their Care Coordination Organization network, and their responses to RFA questions regarding their
proposed processes to deliver Health Home services.

Name

Phase 2
Title of phase
Phase 2

Phase-in will be done by the following geographic area

By county

Date Created

No items available

Implementation Date

10/1/2013

1. Adams

2. Chelan

3. Clallam
4. Douglas
5. Ferry

6. Grant

7.

. Grays Harbor

8. Island

9. Jefferson
10. Kitsap

11. Lewis
12. Lincoln
13. Mason
14. Okanogan
15. Pacific

Specify which counties:
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11/29/2018 Medicaid State Plan Print View

16. Pend Oreille
17.San Juan

18. Skagit

19. Spokane

20. Stevens

21. Thurston
22. Whatcom
23. Whitman

Health Homes services are now available state-wide
No

Enter any additional narrative necessary to fully describe this phase

23 more counties were phased in beginning October 1, 2013 through an RFA. HCA and DSHS qualified Lead Entities according to which counties they were
proposing to serve, their Care Coordination Organization network, and responses to RFA questions regarding their proposed processes to deliver Health Home

services.

Name Date Created

No items available
Phase 3
Title of phase Implementation Date
Phase 3 4/1/2017
Phase-in will be done by the following geographic area Specify which counties:
By county 1. King
2. Snohomish

Health Homes services are now available state-wide Effective date of state-wide service implementation
Yes 4/1/2017

Enter any additional narrative necessary to fully describe this phase

King and Snohomish counties were added in 4/1/2017 to make the Health Home program statewide. A combination RFA and contracting process was used to
qualify Lead Entities to provide Health Home services in King and Snohomish counties. Organizations that did not become Qualified Lead Entities during Phase
One or Two were required to become qualified through the third RFA. Lead Entities qualified in Phase One and Phase Two are allowed to add King and
Snohomish counties to their existing Health Home coverage areas through the contracting process by submitting their Care Coordination networks for analysis.

Note: Two RFAs were completed for the addition of King and Snohomish Counties. The first RFA 1862 did not have enough responses to support the
implementation of the Health Home program in King County. A second RFA was done (RFA 1992) in December 2016 to see if other organizations were interested
in becoming Qualified Lead Entities for King. As of the submittal of this SPA, both King and Snohomish Counties have a Managed Fee-for-Service Lead Entity and
five MCOs serving the Health Home population.

Name Date Created

No items available
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Categories of Individuals and Populations Provided Health Homes Services

The state will make Health Homes services available to the following categories of Medicaid participants

Categorically Needy (Mandatory and Options for Coverage) Eligibility Groups

Medically Needy Eligibility Groups
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Population Criteria

The state elects to offer Health Homes services to individuals with
Two or more chronic conditions

One chronic condition and the risk of developing another Specify the conditions included

Mental Health Condition
Substance Use Disorder
Asthma

Diabetes

Heart Disease

BMI over 25

Other (specify)

Name

hematological

musculosketal

cancer

cerebrovascular disease

coronary artery disease

dementia or Alzheimer's disease

intellectual disability or disease

HIV/AIDS

renal failure

chronic respiratory conditions

neurological disease

https://macpro.cms.gov/suite/tempo/records/item/IlUB9Co0jznkfJLyQF 9e4HpigLQ9Q0cLS686 GhhLQgRf5E7z-wNVEPIQRVzvbAgHdSwtu_ygqyMOE...
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Initial Submission Date: 9/4/18
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SPAID WA-18-0028
Initial Submission Date 9/4/2018
Effective Date 8/1/2018

Description

As defined by UC San Diego CDPS
and Medicaid RX disease
categories.

As defined by UC San Diego CDPS
and Medicaid RX disease
categories.

As defined by UC San Diego CDPS
and Medicaid RX disease
categories.

As defined by UC San Diego CDPS
and Medicaid RX disease
categories.

As defined by UC San Diego CDPS
and Medicaid RX disease
categories.

As defined by UC San Diego CDPS
and Medicaid RX disease
categories.

As defined by UC San Diego CDPS
and Medicaid RX disease
categories.

As defined by UC San Diego CDPS
and Medicaid RX disease
categories.

As defined by UC San Diego CDPS
and Medicaid RX disease
categories.

As defined by UC San Diego CDPS
and Medicaid RX disease
categories.

As defined by UC San Diego CDPS
and Medicaid RX disease
categories.
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One serious and persistent mental health condition

SPA ID: WA-18-0028

Approval Date:11/29/18 Initial Submission Date: 9/4/18
Superseded SPA ID: WA-16-0026 Effective Date: 8/1/18

Medicaid State Plan Print View

Name Description

As defined by UC San Diego CDPS
gastrointestinal and Medicaid RX disease
categories.

1-120f12

Specify the criteria for at risk of developing another chronic condition

At-risk for a second condition is a minimum predictive risk score of 1.5,
meaning a beneficiary's expected future medical expenditures is expected to
be 50% greater than the base reference group (the Washington SSI-disabled
population). The Washington risk score is based on the Chronic lliness &
Disability Payment System (CDPS) and Medicaid-Rx risk groupers developed
by Rick Kronick and Todd Gilmer at the University of California-San Diego, with
risk weights normalized for the Washington Medicaid population. Diagnoses,
prescriptions, age and gender indicated in a beneficiary’s medical claims and
eligibility history for the past 15 months (24 months for children) produce a
risk score, with chronic conditions checked across all categorically needy
populations, and a clinical indicator (Y=qualifies, N=does not qualify) is loaded
into Washington’s Medicaid Management System (MMIS).

Potentially eligible beneficiaries with insufficient claims history may be
referred to the program by contacting HCA. A tool has been developed to
manually calculate risk. This tool is on the Health Home website and
distributed to the Lead Entities. Once a provider has determined a potentially
beneficiary is eligible by manually calculating their risk, that information is
sent to HCA for further analysis. If the beneficiary is eligible and not receiving
other Medicaid care coordination services, they will be enrolled into a Health
Home.
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Enrollment of Participants

Participation in a Health Homes is voluntary. Indicate the method the
state will use to enroll eligible Medicaid individuals into a Health Home

Opt-In to Health Homes provider
Referral and assignment to Health Homes provider with opt-out

Other (describe)

SPAID WA-18-0028
Initial Submission Date 9/4/2018
Effective Date 8/1/2018

Describe the process used

The state identifies Fee-for-Service beneficiaries who are eligible for the
Health Home program based on their chronic condition and risk score, then
enrolls them into a Managed Fee-for-Service Lead Entity/Designated Provider.
Enroliment is based on zip code, amount of available beneficiaries within each
zip code, and capacity to provide Health Home services. The Lead Entity
assigns Health Home beneficiaries to one of their network affiliated Care
Coordination Organizations (CCO), who, in turn, assigns the beneficiary to a
Care Coordinator. Beneficiaries have the ability to opt out of the assigned
Health Home or change enrollment to another Health Home provider within
the Health Home network. Eligible beneficiaries who opt out of participation
and retain their 1.5 or higher risk score have the option of re-enrolling the
Health Home program at any time by contacting HCA's customer service line.

Managed care beneficiaries are auto-enrolled into a Medicaid managed care
organization (MCO). The state identifies MCO beneficiaries who are eligible for
Health Homes based upon their chronic condition and risk score and sends
the information to their MCO. MCOs that are qualified to be Lead Entities,
assign their Health Home beneficiaries to one of their network-affiliated Care
Coordination Organizations (CCOs), who, in turn, assign the beneficiary to a
Care Coordinator. MCOs that are not qualified as a Lead Entity/designated
provider must delegate Health Home services to a qualified Lead Entity and
assign their eligible/identified beneficiaries to their delegated Lead Entity. The
delegated Lead Entity, in turn, will assign the beneficiary to one of their
network affiliated CCOs and a Care Coordinator. Beneficiaries have the ability
to opt-out of the Health Home or change enroliment to another MCO or
subcontracted Health Home CCO within the Health Home program.

Beneficiaries lose Health Home eligibility when their risk score drops below
1.0 for at least six continual months and they have not participated or
engaged in the program during those months. Beneficiaries who actively
participate and are engaged do not lose eligibility if their risk scores drops
below 1.0.

The state provides assurance that it will clearly communicate the
individual's right to opt out of the Health Homes benefit or to change
Health Homes providers at any time and agrees to submit to CMS a copy
of any letter or communication used to inform the individuals of the
Health Homes benefit and their rights to choose or change Health Homes
providers or to elect not to receive the benefit

Name Date Created

Health Homes Client Notice 8/21/2018 4:56 PM EDT !

Letter-2018 P

;g:Jr WA State HH Booklet 22- 8/21/2018 4:56 PM EDT !
5
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Types of Health Homes Providers

Designated Providers

SPAID WA-18-0028
Initial Submission Date 9/4/2018

Effective Date 8/1/2018

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

Physicians
Clinical Practices or Clinical Group Practices

Describe the Provider Qualifications and Standards

1. HIPAA-compliant data systems for enroliment, collecting and reporting
encounters to HCA

2. Disburses payment to Care Coordination Organizations (CCOs) based upon
claims

3. Experience operating broad-based regional provider networks

4. Contracts directly with the state as a Qualified Health Home

5. Has capacity to provide Health Home services to 300 to 500 or more
beneficiaries within their Health Home network

6. Subcontracts with community based CCOs to provide Health Home services
7. Assigns Health Home beneficiaries to CCOs, using a smart assignment
process, whenever possible. A smart assignment process uses data systems
to match the beneficiary to the CCO that provides most of their services or
has the expertise specific to serve the beneficiary or optimizes beneficiary
choice

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

9. Monitors CCOs to ensure fidelity to the Health Home model

10. Maintains Memoranda of Agreement (MOA) with the organizations that
are part of the Health Home 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, and referral protocols.

11. Ensures person-centered and integrated Health Action Planning, which
includes providing high-touch care management

12. Ensuring and documenting the availability of allied staff that complements
the work of the Care Coordinator

13. Collects, analyzes, and reports network adequacy and beneficiary driven
Health Action Plans to HCA

14. Maintains an adequate network of Care Coordination Organizations

15. Employs Care Coordinators to supplement CCOs in areas where qualified
Care Coordinators are hard to find

Rural Health Clinics
Describe the Provider Qualifications and Standards

1. HIPAA-compliant data systems for enrollment, collecting and reporting
encounters to HCA; 2. Disburses payment to Care Coordination Organizations
(CCOs) based upon claims

3. Experience operating broad-based regional provider networks

4. Contracts directly with the state as a Qualified Health Home

5. Has capacity to provide Health Home services to 300 to 500 or more
beneficiaries within their Health Home network

6. Subcontracts with community based CCOs to provide Health Home services
7. Assigns Health Home beneficiaries to CCOs, using a smart assignment
process, whenever possible. A smart assignment process uses data systems
to match the beneficiary to the CCO that provides most of their services or
has the expertise specific to serve the beneficiary or optimizes beneficiary
choice

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

9. Monitors CCOs to ensure fidelity to the Health Home model

10. Maintains Memoranda of Agreement (MOA) with the organizations that
are part of the Health Home 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, and referral protocols
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11. Ensures person-centered and integrated Health Action Planning. This
includes providing high touch care management

12. Ensuring and documenting the availability of allied staff that complements
the work of the Care Coordinator

13. Collects, analyzes, and reports network adequacy and beneficiary driven
Health Action Plans to HCA

14. Maintains an adequate network of Care Coordination Organizations

Community Health Centers
Describe the Provider Qualifications and Standards

1. HIPAA-compliant data systems for enroliment, collecting and reporting
encounters to HCA 2. Disburses payment to Care Coordination Organizations
(CCOs) based upon claims

3. Experience operating broad-based regional provider networks

4. Contracts directly with the state as a Qualified Health Home

5. Has capacity to provide Health Home services to 300 to 500 or more
beneficiaries within their Health Home network

6. Subcontracts with community based CCOs to provide Health Home services
7. Assigns Health Home beneficiaries to CCOs, using a smart assignment
process, whenever possible. A smart assignment process uses data systems
to match the beneficiary to the CCO that provides most of their services or
has the expertise specific to serve the beneficiary or optimizes beneficiary
choice.

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

9. Monitors CCOs to ensure fidelity to the Health Home model

10. Maintains Memoranda of Agreement (MOA) with the organizations that
are part of the Health Home 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, and referral protocols.

11. Ensures person-centered and integrated Health Action Planning which
includes providing high-touch care management

12. Ensuring and documenting the availability of allied staff that complements
the work of the Care Coordinator

13. Collects, analyzes, and reports network adequacy and beneficiary driven
Health Action Plans to HCA

14. Maintains an adequate network of Care Coordination Organizations

Community Mental Health Centers
Describe the Provider Qualifications and Standards

1. HIPAA-compliant data systems for enroliment, collecting and reporting
encounters to HCA 2. Disburses payment to Care Coordination Organizations
(CCOs) based upon claims

3. Experience operating broad-based regional provider networks

4. Contracts directly with the state as a Qualified Health Hom;

5. Has capacity to provide Health Home services to 300 to 500 or more
beneficiaries within their Health Home network

6. Subcontracts with community based CCOs to provide Health Home services
7. Assigns Health Home beneficiaries to CCOs, using a smart assignment
process, whenever possible. A smart assignment process uses data systems
to match the beneficiary to the CCO that provides most of their services or
has the expertise specific to serve the beneficiary or optimizes beneficiary
choice.

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

9. Monitors CCOs to ensure fidelity to the Health Home model

10. Maintains Memoranda of Agreement (MOA) with the organizations that
are part of the Health Home 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, and referral protocols.

11. Ensures person-centered and integrated Health Action Planning. This
includes providing high touch care management

12. Ensuring and documenting the availability of allied staff that complements
the work of the Care Coordinator

13. Collects, analyzes, and reports network adequacy and beneficiary driven
Health Action Plans to HCA

14. Maintains an adequate network of Care Coordination Organizations

15. Employs Care Coordinators to supplement CCOs in areas where qualified
Care Coordinators are hard to find

Home Health Agencies

Case Management Agencies
Describe the Provider Qualifications and Standards

1. HIPAA compliant data systems for enrollment, collecting and reporting
encounters to HCA 2. Disburses payment to Care Coordination Organizations
(CCOs) based upon claims

3. Experience operating broad-based regional provider networks

4. Contracts directly with the state as a Qualified Health Home
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5. Has capacity to provide Health Home services to 300 to 500 or more
beneficiaries within their Health Home network

6. Subcontracts with community based CCOs to provide Health Home services
7. Assigns Health Home beneficiaries to CCOs, using a smart assignment
process, whenever possible. A smart assignment process uses data systems
to match the beneficiary to the CCO that provides most of their services or
has the expertise specific to serve the beneficiary or optimizes beneficiary
choice.

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

9. Monitors CCOs to ensure fidelity to the Health Home model

10. Maintains Memoranda of Agreement (MOA) with the organizations that
are part of the Health Home 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, and referral protocols.

11. Ensures person-centered and integrated Health Action Planning, which
includes providing high touch care management

12. Ensuring and documenting the availability of allied staff that complements
the work of the Care Coordinator

13. Collects, analyzes, and reports network adequacy and beneficiary driven
Health Action Plans to HCA

14. Maintains an adequate network of Care Coordination Organizations

Community/Behavioral Health Agencies
Describe the Provider Qualifications and Standards

1. HIPAA-compliant data systems for enrollment, collecting and reporting
encounters to HCA 2. Disburses payment to Care Coordination Organizations
(CCOs) based upon claims

3. Experience operating broad-based regional provider networks

4. Contracts directly with the state as a Qualified Health Home

5. Has capacity to provide Health Home services to 300 to 500 or more
beneficiaries within their Health Home network

6. Subcontracts with community based CCOs to provide Health Home services
7. Assigns Health Home beneficiaries to CCOs, using a smart assignment
process, whenever possible. A smart assignment process uses data systems
to match the beneficiary to the CCO that provides most of their services or
has the expertise specific to serve the beneficiary or optimizes beneficiary
choice

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

9. Monitors CCOs to ensure fidelity to the Health Home mode;

10. Maintains Memoranda of Agreement (MOA) with the organizations that
are part of the Health Home 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, and referral protocols.

11. Ensures person-centered and integrated Health Action Planning which
includes providing high-touch care management

12. Ensuring and documenting the availability of allied staff that complements
the work of the Care Coordinator

13. Collects, analyzes, and reports network adequacy and beneficiary driven
Health Action Plans to HCA

14. Maintains an adequate network of Care Coordination Organizations

Federally Qualified Health Centers (FQHC)
Describe the Provider Qualifications and Standards

1. HIPAA-compliant data systems for enrollment, collecting and reporting
encounters to HCA

2. Disburses payment to Care Coordination Organizations (CCOs) based
upon claims

3. Experience operating broad-based regional provider networks

4. Contracts directly with the state as a Qualified Health Home

5. Has capacity to provide Health Home services to 300 to 500 or more
beneficiaries within their Health Home network

6. Subcontracts with community based CCOs to provide Health Home
services

7. Assigns Health Home beneficiaries to CCOs, using a smart assignment
process, whenever possible. A smart assignment process uses data systems
to match the beneficiary to the CCO that provides most of their services or
has the expertise specific to serve the beneficiary or optimizes beneficiary
choice

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

9. Monitors CCOs to ensure fidelity to the Health Home model

10. Maintains Memoranda of Agreement (MOA) with the organizations that
are part of the Health Home 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, and referral protocols.

11. Ensures person-centered and integrated Health Action Planning. This
includes providing high-touch care management

12. Ensuring and documenting the availability of allied staff that
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complements the work of the Care Coordinator

13. Collects, analyzes, and reports network adequacy and beneficiary driven
Health Action Plans to HCA

14. Maintains an adequate network of Care Coordination Organizations

Other (Specify)

Provider Type Description

1. HIPAA-compliant data systems
for enrollment, collecting and
reporting encounters to HCA
2. Disburses payment to Care
Coordination Organizations (CCOs)
based upon claims
3. Experience operating broad-
based regional provider networks
4. Contracts directly with the
state as a Qualified Health Home
5. Has capacity to provide Health
Home services to 300 to 500 or
more beneficiaries within their
Health Home network
6. Subcontracts with community
based CCOs to provide Health
Home services
7. Assigns Health Home
beneficiaries to CCOs, using a
smart assignment process,
whenever possible. A smart
assignment process uses data
systems to match the beneficiary
to the CCO that provides most of
their services or has the expertise
specific to serve the beneficiary or
optimizes beneficiary choice
8. Maintains a list of CCOs and
their assigned Health Home
population

Substance Use Disorder Treatment 9. Monitors CCOs to ensure

providers fidelity to the Health Home model
10. Maintains Memoranda of
Agreement (MOA) with the
organizations that are part of the
Health Home 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, and
referral protocols.
11. Ensures person-centered and
integrated Health Action Planning
which includes providing high
touch care management
12. Ensuring and documenting the
availability of allied staff that
complements the work of the Care
Coordinator
13. Collects, analyzes, and reports
network adequacy and beneficiary
driven Health Action Plans to HCA
14. Maintains an adequate
network of Care Coordination
Organizations
15. Employs Care Coordinators to
supplement CCOs in areas where
qualified Care Coordinators are
hard to find
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Provider Type

Hospitals

SPA ID: WA-18-0028
Initial Submission Date: 9/4/18
Effective Date: 8/1/18

Description

1. HIPAA-compliant data systems
for enrollment, collecting and
reporting encounters to HCA

2. Disburses payment to Care
Coordination Organizations (CCOs)
based upon claims

3. Experience operating broad-
based regional provider networks
4. Contracts directly with the
state as a Qualified Health Home
5. Has capacity to provide Health
Home services to 300 to 500 or
more beneficiaries within their
Health Home network

6. Subcontracts with community
based CCOs to provide Health
Home services

7. Assigns Health Home
beneficiaries to CCOs, using a
smart assignment process,
whenever possible. A smart
assignment process uses data
systems to match the beneficiary
to the CCO that provides most of
their services or has the expertise
specific to serve the beneficiary or
optimizes beneficiary choice.

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

9. Monitors CCOs to ensure
fidelity to the Health Home model
10. Maintains Memoranda of
Agreement (MOA) with the
organizations that are part of the
Health Home 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, and
referral protocols.

11. Ensures person-centered and
integrated Health Action Planning
which includes providing high-
touch care management;

12. Ensuring and documenting the
availability of allied staff that
complements the work of the Care
Coordinator

13. Collects, analyzes, and reports
network adequacy and beneficiary
driven Health Action Plans to HCA
14. Maintains an adequate
network of Care Coordination
Organizations

15. Employs Care Coordinators to
supplement CCOs in areas where
qualified Care Coordinators are
hard to find
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Provider Type

Behavioral Health Organizations

SPA ID: WA-18-0028
Initial Submission Date: 9/4/18
Effective Date: 8/1/18

Description

1. HIPAA-compliant data systems
for enrollment, collecting and
reporting encounters to HCA

2. Disburses payment to Care
Coordination Organizations (CCOs)
based upon claims

3. Experience operating broad-
based regional provider networks
4. Contracts directly with the
state as a Qualified Health Home
5. Has capacity to provide Health
Home services to 300 to 500 or
more beneficiaries within their
Health Home network

6. Subcontracts with community
based CCOs to provide Health
Home services

7. Assigns Health Home
beneficiaries to CCOs, using a
smart assignment process,
whenever possible. A smart
assignment process uses data
systems to match the beneficiary
to the CCO that provides most of
their services or has the expertise
specific to serve the beneficiary or
optimizes beneficiary choice.

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

9.  Monitors CCOs to ensure
fidelity to the Health Home model
10. Maintains Memoranda of
Agreement (MOA) with the
organizations that are part of the
Health Home 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, and
referral protocols.

11. Ensures person-centered and
integrated Health Action Planning
which includes providing high-
touch care management

12. Ensuring and documenting the
availability of allied staff that
complements the work of the Care
Coordinator

13. Collects, analyzes, and reports
network adequacy and beneficiary
driven Health Action Plans to HCA
14. Maintains an adequate
network of Care Coordination
Organizations

15. Employs Care Coordinators to
supplement CCOs in areas where
qualified Care Coordinators are
hard to find.
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Provider Type

Managed Care Organizations

SPA ID: WA-18-0028
Initial Submission Date: 9/4/18
Effective Date: 8/1/18

Description

1. HIPAA-compliant data systems
for enrollment, collecting and
reporting encounters to HCA

2. Disburses payment to Care
Coordination Organizations (CCOs)
based upon claims

3. Experience operating broad-
based regional provider networks
4. Contracts directly with the
state as a Qualified Health Home
5. Has capacity to provide Health
Home services to 300 to 500 or
more beneficiaries within their
Health Home network

6. Subcontracts with community
based CCOs to provide Health
Home services

7. Assigns Health Home
beneficiaries to CCOs, using a
smart assignment process,
whenever possible. A smart
assignment process uses data
systems to match the beneficiary
to the CCO that provides most of
their services or has the expertise
specific to serve the beneficiary or
optimizes beneficiary choice

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

9. Monitors CCOs to ensure
fidelity to the Health Home model
10. Maintains Memoranda of
Agreement (MOA) with the
organizations that are part of the
Health Home 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, and
referral protocols.

11. Ensures person-centered and
integrated Health Action Planning
which includes providing high-
touch care management

12. Ensuring and documenting the
availability of allied staff that
complements the work of the Care
Coordinator

13. Collects, analyzes, and reports
network adequacy and beneficiary
driven Health Action Plans to HCA
14. Maintains an adequate
network of Care Coordination
Organizations

15. Employs Care Coordinators to
supplement CCOs in areas where
qualified Care Coordinators are
hard to find
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1. HIPAA-compliant data systems
for enrollment, collecting and
reporting encounters to HCA

2. Disburses payment to Care
Coordination Organizations (CCOs)
based upon claims

3. Experience operating broad-
based regional provider networks
4. Contracts directly with the
state as a Qualified Health Home
5. Has capacity to provide Health
Home services to 300 to 500 or
more beneficiaries within their
Health Home network

6. Subcontracts with community
based CCOs to provide Health
Home services

7. Assigns Health Home
beneficiaries to CCOs, using a
smart assignment process,
whenever possible. A smart
assignment process uses data
systems to match the beneficiary
to the CCO that provides most of
their services or has the expertise
specific to serve the beneficiary or
optimizes beneficiary choice.

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

9.  Monitors CCOs to ensure
fidelity to the Health Home model
10. Maintains Memoranda of
Agreement (MOA) with the
organizations that are part of the
Health Home 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, and
referral protocols.

11. Ensures person-centered and
integrated Health Action Planning
which includes providing high-
touch care management

12. Ensuring and documenting the
availability of allied staff that
complements the work of the Care
Coordinator

13. Collects, analyzes, and reports
network adequacy and beneficiary
driven Health Action Plans to HCA
14. Maintains an adequate
network of Care Coordination
Organizations

15. Employs Care Coordinators to
supplement CCOs in areas where
qualified Care Coordinators are
hard to find

Tribal Clinics

1-50f5

Teams of Health Care Professionals

Indicate the composition of the Health Homes Teams of Health Care
Professionals the state includes in its program. For each type of provider
indicate the required qualifications and standards

Physicians
Nurse Practitioners

Describe the Provider Qualifications and Standards

a. Licensed Practical Nurses (LPN) must successfully complete a commission-
approved nursing education program consisting of at least 60 hours of theory
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content and 120 hours of clinical practice, and must pass the official National
Council of State Boards of Practical Nurse Licensing Examination (NCLEX-PN®)
for their LPN nurse certificate. All LPNs must have an active status license in
Washington before practicing.

b. Registered Nurses (RN) must successfully complete a commission approved
nursing education program consisting of a minimum of 40 hours of core
course content, 40 hours of specialty content, and 160 hours of clinical
practice in a specialty area. RNs must successfully pass the official National
Council of the State Boards of Nursing Registered Nurse (NCSBN) or (NCLEX-
RN). All RNs must have an active status license in Washington before
practicing.

c. Advanced Registered Nurse Practitioners (ARNP) must have formal graduate
education and obtain a national specialty certification as a nurse practitioner,
nurse anesthetist or nurse midwife. ARNPs must hold a registered nurse
license in Washington before taking an accredited nursing or nursing-related
accrediting organization recognized by the US Department of Education or the
Council of Higher Education Accreditation. Educational requirements include
no less than 500 hours of clinical practice.

d. A psychiatric advanced registered nurse practitioner is a person licensed as
an advanced registered nurse practitioner and is board-certified in advanced
practice psychiatric and mental health nursing.

e. Psychiatric nurses are registered nurses with a Bachelor's degree from an
accredited college or university, and have, 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.

Nurse Care Coordinators
Describe the Provider Qualifications and Standards

a. Licensed Practical Nurses (LPN) must successfully complete a commission-
approved nursing education program consisting of at least 60 hours of theory
content and 120 hours of clinical practice, and must pass the official National
Council of State Boards of Practical Nurse Licensing Examination (NCLEX-PN®)
for their LPN nurse certificate. All LPNs must have an active status license in
Washington before practicing.

b. Registered Nurses (RN) must successfully complete a commission-approved
nursing education program consisting of a minimum of 40 hours of core
course content, 40 hours of specialty content, and 160 hours of clinical
practice in a specialty area. RNs must successfully pass the official National
Council of the State Boards of Nursing Registered Nurse (NCSBN) or (NCLEX-
RN). All RNs must have an active status license in Washington before
practicing.

c. Advanced Registered Nurse Practitioners (ARNP) must have formal graduate
education and obtain a national specialty certification as a nurse practitioner,
nurse anesthetist or nurse midwife. ARNPs must hold a registered nurse
license in Washington before taking an accredited nursing or nursing-related
accrediting organization recognized by the US Department of Education or the
Council of Higher Education Accreditation. Educational requirements include
no less than 500 hours of clinical practice.

d. A psychiatric advanced registered nurse practitioner is a person licensed as
an advanced registered nurse practitioner and is board-certified in advanced
practice psychiatric and mental health nursing.

e. Psychiatric nurses are registered nurses with a Bachelor's degree from an
accredited college or university, and have, 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.

Nutritionists
Social Workers

Describe the Provider Qualifications and Standards

All social workers listed below must pass either the American Association of
State Social Work Board's advanced or clinical examination for licensure. The
Associate social workers listed below are not required to have supervised
postgraduate experience prior to becoming an associate.

a. Licensed Independent Social Worker must graduate with an MA or PhD in
social work and complete a minimum of 4000 hours of supervised experience
or which 1000 hours must be direct client contact, over a three-year period
supervised by a licensed independent clinical social worker, with supervision
of at least 130 hours by a licensed mental health practitioner.

b. Licensed Advanced Social Worker must graduate with an MA or PhD from a
social work program and complete 3200 hours with supervision. At least 90
hours are direct supervision as specified by a licensed independent clinical
social worker, a licensed advanced social worker, or an equally qualified
licensed mental health professional. At least 40 hours must be in one-to-one
supervision and 50 hours may be in one-to-one supervision or group
supervision.

c. Licensed independent clinical social worker must graduate with an MA or
PhD- level from a social work program accredited by the Council on Social
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Work Education and successfully complete a supervised experience of at least
4000 hours of experience, of which 1000 hours must be direct client contact,
over a 3-year period, supervised by a licensed independent clinical social
worker, with supervision of at least 130 hours by a licensed mental health
practitioner.

d. Licensed social worker associate-independent clinical must graduate with
an MA or PhD-level from a social work program accredited by the Council on
Social Work Education and declare they are working toward full licensure.

e. Licensed social worker associate-advanced must graduate with an MA or
PhD-level from a social work program accredited by the Council on Social
Work Education and declare they are working toward full licensure.

Behavioral Health Professionals
Describe the Provider Qualifications and Standards

a. Psychologists must have a doctoral degree from a regionally-accredited
institution, with at least 40 semester hours or 60 quarter hours of graduate
courses, one full year of continuous residency, a practicum of at least 300
hours, and supervised experience consisting at least two years. Psychologists
must take the National Examination of Professional Practice of Psychology
(EPPP).

b. Child psychiatrists must be licensed as physicians and surgeons, with
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. Licensed mental health counselors must graduate with an MA or PhD-level
from an educational program in mental health counseling or a related
discipline, and complete 36 months of supervised full-time counseling or 3000
hours of postgraduate mental health counseling under the supervision of a
qualified licensed mental health counselor. Licensed mental health counselors
must pass an examination administered by the National Board of Certified
Counselors. Licensed mental health counselors are not required to have
supervised postgraduate experience prior to becoming an associate.

d. Licensed marriage and family therapists must have either an MA or PhD in
marriage and family therapy or an MA or PhD in behavioral science with
equivalent course work from an approved school. Licensed marriage and
family therapists must complete a minimum of 2 years of supervised full-time
marriage and family therapy. For full licensure, a licensed marriage and family
therapists must take and pass the Association of Marital and Family Therapy
Regulatory Boards examination. Licensed marriage and family therapist
associate applicants are not required to have supervised postgraduate
experience prior to becoming an associate.

Other (Specify)

Provider Type Description

Chemical Dependency
Professionals (CDPs) must pass the
National Association of Alcoholism
and Drug Abuse Counselor
(NAADAC) National Certification
Examination for Addiction
Counselors or International
Certification and Reciprocity
Consortium (ICRC) Certified
Addiction Counselor Level Il or
higher examination. CDPs must
complete 1,000 to 2,500 hours of
supervised experience that
includes clinical evaluation and
face-to-face counseling,
dependent upon the following:
associate degree, baccalaureate
degree, masters or doctoral
degree, licensed as an advance
registered nurse practitioner,
marriage and family therapists,
mental health counselors,
advanced social workers,
independent clinical social worker
or licensed as a psychologist.

Chemical Dependency
Professionals
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Physician Assistants (PA) must be
licensed by the Department of
Health, Medical Quality Assurance
Commission to practice medicine
to a limited extent under the
supervision of a physician. They
must be academically and clinically
prepared to provide health care
services and perform diagnostic,
therapeutic, preventative, and
health maintenance services. PAs
must have graduated from an
accredited physician assistant
program approved by the
commission and be certified by
successful completion of the
National Commission of
Certification of Physician Assistants
(NCCPA) examination. Physician
assistants must have 4 clock hours
of AID education and an active DEA
registration.

Physician Assistants

Community health workers, peer
counselors, wellness coaches or
other non-clinical personnel who
provide supportive services,
outreach and engagement to the
client under the direction and
supervision of the Health Home
Care Coordinator.

Allied or Affiliated staff

Health Teams

Provider Infrastructure

Describe the infrastructure of provider arrangements for Health Home Services

The delivery of Washington’s Health Home service model is based on an multidisciplinary 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.

Qualifying the Health Home Lead Entities/Designated Providers ensures managed care organizations (MCOs), hospitals, Federally Qualified Health Centers
(FQHCQ), Behavioral Health Organizations, Area Agencies on Aging, Community Mental Health Agencies, Substance Use Disorder Treatment Providers, Specialty
Care and Primary Care Providers, and Tribal Clinics who may apply have the necessary skills and infrastructure to provide Health Home services.

Qualified Lead Entities, through their respective networks, provide intensive Health Home care coordination services to Medicaid and Medicare/Medicaid
beneficiaries with chronic conditions to ensure that services delivered are integrated and coordinated across medical, mental health, substance use disorder and
long-term care services and supports. Beneficiaries who are eligible for Health Homes may receive direct services from both HCA and DSHS, but the Health Home
contracts are based in HCA.

Additionally, multidisciplinary and affiliated staff are recruited to support engagement and outreach, clinical decisions and evidenced-based care.
Multidisciplinary team members may be composed of willing participants who provide direct service to the beneficiary and subject matter experts, such as
primary care providers, mental health professionals, chemical dependency treatment providers, social workers, nutritionists/dieticians, direct care workers,
pharmacists, peer specialists, community health navigators, family members or housing representatives.

The Health Home structure is built on the following hierarchy:

1. Designated Provider/Qualified Health Home Lead Entities - 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 (FQHCs), Behavioral
Health Organizations, Area Agencies on Aging (AAAs), Community Mental Health Agencies, Substance Use Disorder Treatment providers, Specialty Care, Primary
Care Providers and tribal clinics. The Lead Entities contract directly with the state and areresponsible for service delivery model and administration of the Health
Home. Lead Entities assign Health Home eligible beneficiaries into Care Coordination Organizations (CCOs), collect and submit encounters; disburse payment to
network affiliated CCOs through the collection and submission of encounters, monitor quality, sub-contract, collect, analyze and report financial, and health
status to objectively determine progress towards meeting overall Health Home goals. Some Lead Entities also verify address and phone information, and engage
participates through telephonic contact to determine willingness to participate. Some Lead Entities may also serve as internal CCOs as a means of reaching rural
areas of the state that may not have enough non-Lead CCOs to support capacity.

2. Network Affiliated Care Coordination Organizations (CCO) - Accountable for Care Coordination staffing and oversight of direct delivery of the six Health
Home services. CCOs are responsible for implementing systematic processes and protocols to assure service delivery and beneficiary access to Care
Coordinators and affiliated staff. CCOs may be managed care organizations, hospitals, Federally Qualified Health Centers (FQHC), Behavioral Health
Organizations, Area Agencies on Aging, Community Mental Health Agencies, Substance Use Disorder Treatment providers, Home Health, Specialty providers,
such as AIDS or ESRD clinics, Specialty and Primary Care Providers, and Tribal Clinics.

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
(HAP); reinforcing the HAP 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;
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ensuring 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 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 serve eligible beneficiaries in the setting of their choice and may not establish policies that
would restrict service because a beneficiary moves from one eligible setting to another.

4. Affiliated 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. Some affiliated staff may provide more direct care coordination functions under the
supervision of a 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 Lead Entity, through the use of an operational agreement.

Supports for Health Homes Providers

Describe the methods by which the state will support providers of Health Homes services in addressing the following components

Provide quality-driven, cost-effective, culturally appropriate, and person- and family- centered Health Homes services

Coordinate and provide access to high quality health care services informed by evidence-based clinical practice guidelines

Coordinate and provide access to preventive and health promotion services, including prevention of mental illness and substance use disorders

Coordinate and provide access to mental health and substance abuse services

Coordinate and provide access to comprehensive care management, care coordination, and transitional care across settings. Transitional care includes

appropriate follow-up from inpatient to other settings, such as participation in discharge planning and facilitating transfer from a pediatric to an adult

system of health care

Coordinate and provide access to chronic disease management, including self-management support to individuals and their families

Coordinate and provide access to individual and family supports, including referral to community, social support, and recovery services

Coordinate and provide access to long-term care supports and services

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

. 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

uhrwn =
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Description

The foundation of the Health Home program is the community-based Care Coordination Organization (CCO) network, subcontracted to Lead Entities. CCOs are a
wide variety of medical, behavioral health and social service providers who provide Health Home services through contracted Care Coordinators. Because many
Health Home beneficiaries have existing relationships with one or more providers, broad-based CCO networks enable a smart assignment process. For example,
the clinic where the beneficiary has their primary care provider may be their CCO, or an Area Agency on Aging who supports the beneficiary with their long-term
services and supports may be their CCO.

Each activity defined under the six Health Home services is built into Lead Entity contracts, ensuring that coordination of services, access to services, and person-
centered care is delivered to the Health Home beneficiary. For example, the beneficiary is involved in improving their health through the development of their
Health Action Plan (HAP). HAPs are shared with the beneficiary during development and when they are updated on a four-month cycle. Beneficiaries may include
their families and caregivers as part of their support team and may authorize the release of the HAP to their family members, caregivers and providers. The HAP
is both an electronic form and a paper form.

HCA and DSHS jointly sponsor training for Health Home service. Nursing staff developed core curriculum materials to support the provision of timely,
comprehensive, high-quality services with a whole-person focus. DSHS offers technical assistance training for core skills relevant topics. Webinars, community
network meetings and/or collaborative learning efforts continue to foster shared learning, information sharing and problem solving.

The state provides access to PRISM, a secure web-based clinical support tool showing the beneficiary’s medical risk factors, demographics, eligibility, managed
care status, housing, utilization of Medicaid and Medicare health services (including inpatient services, outpatient services, emergency department visits, filled
prescriptions, mental health services, long term care services and supports, filled lab orders, and dental services), provider contact information, and long term
care case manager assessments. This resource complements existing clinic-specific Electronic Health Records and provides the foundation for a continuous
quality improvement program.

Other Health Homes Provider Standards

The state's requirements and expectations for Health Homes providers are as follows

Qualified Health Home Lead Entities and their networks are developed to meet the needs of the populations they serve. Care coordination is necessary across
numerous service domains and therefore may include many different disciplines. The state qualifies each Lead Entity, who 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 persons with chronic
iliness across the lifespan, through contractual/operational arrangements with appropriate providers. A Care Coordinator 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 Department visits; providing timely post
discharge follow-up, and improving beneficiary outcomes by addressing health care needs.

Washington qualifies the designated providers as Lead Entities through both a Request for Application (RFA) process and a contracting process. For the first two
phases of implementation, Washington issued an RFA and qualified eight Lead Entities to provide Health Home services through their network of Care
Coordination Organizations. For the last implementation phase of the program, HCA issued an RFA for any new organizations who wished to be Qualified Lead
Entities in Coverage Area 2, which consists of Snohomish County with Island, San Juan, Skagit, and Whatcom counties and Coverage Area 3, which consists of King
county. Previously Qualified Health Home Lead Entities may contract for Health Home services in Coverage Area 2 and 3 without responding to an RFA if they
demonstrate network adequacy.

The following are minimum requirements to become a Qualified Health Home Lead Entity:

1. Applicant is a Medicaid provider in good standing, has the ability to serve at least 300 Health Home beneficiaries, has experience operating broad-based
networks, agrees to serve the entire coverage area, assures a referral system is in place, documents beneficiary consent, subcontracts with CCOs, has the ability
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to coordinate care and services after critical events, such as emergency department use and hospital inpatient admission and discharge, language access and
interpretation capabilities, can provide links to acute and outpatient medical, mental health and substance abuse services, and community-based social services;

2. Provider networks must include a wide-variety of community-based CCOs, such as Community Mental Health Agencies (CMHAs), Substance Use Disorder
treatment providers, long-term services and support providers, FQHCs, and Community Health Centers;

3. Organizational infrastructure includes the ability to provide administrative functions, 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 movement between payment levels and/or movement between
CCOs, quality monitoring, subcontracting, collecting, analyzing and reporting financial, and health status. 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 must be met, showing the ability to provide six Health Home care coordination functions and a guarantee of non-
duplication of efforts that includes:

engagement and outreach

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

information-sharing with beneficiary’s treating/authorizing entities

establishment of 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
helping the beneficiary access follow-up care and referrals

optimizing social supports and family

use of health information technology

QD O3 T AT TI@MN0QN T

Before contracts are awarded through the RFA process, HCA and DSHS conduct desk audits and on-site readiness reviews to ascertain readiness to provide
Health Home services. Contracts will be offered only after the readiness reviews and after any identified deficiencies are mitigated through a corrective action
plan. Before contracts are awarded to previously Qualified Lead Entities, HCA and DSHS will determine if their networks are adequate to provide Health Home
services.

The period of performance for a Fee-for-Service Health Home contract is an initial two years. For managed care organizations who apply to become Lead Entities,
the period of performance will be based upon their managed care contract. The program will be audited during annual contract compliance audits. Based upon

results of the audit, the designated provider may be put on corrective action or have their qualification status terminated.

As the Health Home program matures, HCA and DSHS may allow other entities interested in applying to become a Qualified Health Home Lead Entity to submit a
request to HCA and DSHS, at which point the process for contracting will take effect.

Name Date Created

No items available
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Identify the service delivery system(s) that will be used for individuals receiving Health Homes services

Fee for Service
PCCM
Risk Based Managed Care

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

Care Professionals . .
Managed care contracts contain language to support the Health Home benefit

Yes for eligible beneficiaries. An MCO has two paths to choose from when

No providing those benefits. They may either become a qualified Health Home
Lead Entity through the Request for Application process or they may provide
their Health Home benefits through a delegation agreement with another
qualified Health Home Lead Entity.
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Contract language will contain:

1. Standards for the six Health Home services - Comprehensive Care
Management, Care Coordination and Health Promotion, Transitional 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 allied staff

3. Contracts, memorandums of agreement or operational agreements with
hospitals for emergency department and hospitalization notification,
including a referral process to refer beneficiaries to HCA for Health Home
enrollment

4. Data security requirements

5. Standardized screening and assessments

6. Development of a Health Action Plan (HAP) through an in-person visit to
promote self-management through the identification of the beneficiary’s short
and long-term goals

7. Encounter data reporting and documentation of 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. Training requirements

10. Program Integrity

11. Grievances and Appeals processes

12. Access to the PRISM clinical decision support tool;

13. 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 beneficiary
outreach and education regarding medication use, lapses in pharmaceutical
payments; and emergency department use that may suggest a need for a
Care Coordinator visit or intervention to address the clinical and Health Action
Plan goals.

The Apple Health MCO and IMC contracts are located online at
https://www.hca.wa.gov/assets/billers-and-
providers/model_contract_ahmc.pdf and the Managed Fee-for-Service (MFFS)
Health Home contract at https://www.hca.wa.gov/assets/billers-and-
providers/FFScontract.pdf

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.

Name Date Created

No items available

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

Yes
No

Assurances 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)

e Assumptions on the expected
utilization of Health Homes
services and number of eligible
beneficiaries (including detailed
description of the data used for
utilization estimates)

o Any risk adjustments made by
plan that may be different than
overall risk adjustments
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« How the final capitation amount
is determined in either a percent
of the total capitation or an
actual PMPM

The State provides assurance that it
will design a reporting
system/mechanism to monitor the
use of Health Homes services by the
plan ensuring appropriate
documentation of use of services

The State provides assurance that it
will complete an annual assessment
to determine if the payments
delivered were sufficient to cover
the costs to deliver the Health
Homes services and provide for
adjustments in the rates to
compensate for any differences
found

Describe if the providers in this other delivery system will be a
designated provider or part of the Team of health care professionals and
how payment will be delivered to these providers

In addition to the Managed Care Health Home delivery system, Washington
also uses a Managed Fee-for-Service (MFFS) delivery system, which provides
Health Home services through community-based Qualified Health Home Lead
organizations. This service delivery system requires the Health Home Lead
organization to pay for services to their subcontracted Care Coordination
Organizations (CCOs) and report their claims payments to the state in the
form of encounter data before receiving the monthly per member per month
payment only for services rendered.

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.

Name Date Created

No items available
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Payment Methodology

The State's Health Homes payment methodology will contain the following features
Fee for Service
Individual Rates Per Service

Per Member, Per Month Rates Fee for Service Rates based on
Severity of each individual's chronic
conditions

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

Other
Describe below

The Managed Fee-for-Service (MFFS)
system provides HH services via
community-based HH Lead
organizations which pay subcontracted
Care Coordination Organizations &
report their claims payments to as
encounter data before receiving the
monthly payment.

Comprehensive Methodology Included in the Plan

Incentive Payment Reimbursement .
4 Fee for Service Rates based on
Severity of each individual's chronic
conditions

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

Other
Describe below

In 2018, the Washington legislature
approved an increase to the current
rates established in July 2013 and
added a 5% performance incentive
payment in addition to the increase in
rates. The state’s actuary firm,
Milliman, reviewed and developed the
new rates to ensure the actual Health
Home expenditure and cost trends
support a composite rate increase of
20% for each tier level of service. The
complete report on the cost data and
assumptions used is available online at
https://www.hca.wa.gov/assets/billers-
and-
providers/HHCareCoordinationRateDev
elopment.pdf. As a result, the state
implemented the new rates for each
tier effective August 1, 2018, to include
a 5% performance incentive payment
based on increased beneficiary
engagement rate. Monthly, HCA
produces a report of the total number
of enrolled beneficiaries (Denominator)
with the total number of encounter
data (claims paid) accepted
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(Numerator) to determine the
engagement rate of the Health Home
Leads. The expectation is for the
Health Home Lead to maintain at least
25% engagement of the enrolled
beneficiaries per month per coverage
area for the quarter in order to receive
an additional 5% incentive payment
above the total amount paid. The
document with the specific Health
Home rates, including administrative
costs and the performance incentive
payment is available online at
https://www.hca.wa.gov/assets/billers-
and-
providers/HHCareCoordinationRates.pd
f

Describe any variations in Health Home (HH) rates were built for three levels of payment using a clinical and non-clinical staffing model combined
payment based on provider with monthly service intensity. HH Lead entities pay for only one procedure code or service level encounter per beneficiary
qualifications, individual care per month, regardless of the number of services the Health Home Care Coordinator provided to the beneficiary during the
needs, or the intensity of the month. The procedure codes used to claim payment for the HH service level tiers are:
services provided +  Tier One - G9148
+  Tier Two - G9149
+  Tier Three - G9150
The three levels of payment are dependent upon the intensity of the service, determined by one-on-one, high-touch
interactions with the beneficiary and/or caregiver. The initial care coordination (CC) stage (Tier One) encompasses three
primary responsibilities: health screening and assessments, development of a person-centered health action plan for care
management, and assessing the beneficiary for self-management and promoting self-management skills to improve
functional or health status or prevent or slow declines in functioning. Tier One of the HH rate is a one-time payment and
indicates the beneficiary is engaged in the program.

The second service level, Tier Two, is for providing Intensive, high-touch HH services. Once a month, the Care Coordination
Organization (CCO) submits a claim for payment of the Tier Two procedure code or service level encounter. This rate
includes face-to-face meetings with the beneficiary, pays for and signifies the documentation and intensive CC provided for
the beneficiary, delivering at least one of the six defined health home services.

The third service level, Tier Three, is for Low-Level HH services to maintain the beneficiary’s self-management skills and
continued assessment of needs. Once per month, the CCO submits a claim for payment of the Tier Three procedure code
or service level encounter. Payment for this service level includes documentation that HH services were provided to
beneficiary either in person or by phone.

PCCM (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 PMPM Tiered Rates based on
payments (describe below)
Severity of each individual's chronic

conditions

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

Other
Describe below

The Managed Fee-for-Service (MFFS)
system provides HH services via
community-based HH Lead
organizations who pay subcontracted
Care Coordination Organizations &
report their claims payments to HCA as
encounter data before receiving the
monthly payment.

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

Provide a comprehensive description of the policies the state will use to
establish Health Homes alternative models of payment. Explain how the
methodology is consistent with the goals of efficiency, economy and
quality of care. Within your description, please explain the nature of the
payment, the activities and associated costs or other relevant factors
used to determine the payment amount, any limiting criteria used to
determine if a provider is eligible to receive the payment, and the
frequency and timing through which the Medicaid agency will distribute
the payments to providers.

Washington State Health Homes have designated three tiers that define the
level of care coordination services provided:
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1. Initial engagement and action planning = Tier One
2. Intensive level of care coordination = Tier Two
3. Low level of care coordination = Tier Three

The Tier Level of the client is intended to reflect the overall level of:

1. Engagement and activation level of the client and/or their caregivers

2. Activity in the Health Action Plan

3. Provision of at least one of the qualified Health Home Services

4. Frequency of contacts (face-to- face visits, phone calls, referrals, or care
coordination).

Selecting the appropriate Tier should most closely reflect the above activities.
Typically, the Tier will not change from month to month, between Tier Two
and Tier Three but does change when the client and/or their caregivers
consistently demonstrate an intensive or low level Health Home need. At
least one of the six qualifying Health Home services must be provided within
each Tier Level in order to bill and receive payment for the service.

Qualifying Health Home Services include:

+  Comprehensive Care Management: The initial and ongoing assessment
and care management services aimed at the integration of physical,
behavioral health, long-term services and supports, and community services,
using a detailed person-centered HAP which addresses all clinical and non-
clinical needs.

Examples:

o Conduct outreach and engagement activities

o Develop the HAP setting client centered goals and action steps to achieve
the goals

o Complete comprehensive needs assessment such as the Patient
Activation Measure (PAM) and other required assessments for the HAP

o Prepare crisis intervention and resiliency plans

o Support the client to live in the setting of their choice

o Identify possible gaps in services and secure needed supports

+  Care Coordination and Health Promotion: Facilitating access to, and
monitoring of progress toward goals identified in the HAP to manage chronic
conditions for optimal health and to promote wellness. Accomplished
through face-to-face and collateral contacts with the client, family, caregivers,
physical care, and other providers.

Examples:

o Support to implement the HAP

o Encourage and monitor progress towards individualized short and long
term goals

o Coordinate with service providers, case managers, and health plans

o Conduct or participate in interdisciplinary teams

o Assist and support the client with scheduling health appointments and
accompany if needed

o Communicate and consult with all providers and the client

o Provide individualized educational materials according to the needs and
goals of the client

o Promote participation in community educational and support groups

+  Comprehensive Transitional Care: The facilitation of services for the
client, family, and caregivers when the client is transitioning between levels of
care.

Examples:

o  Follow-up with hospitals/ED upon notification of admission or discharge
o Provide post-discharge contact with client, family, and caregivers to
ensure discharge orders are understood and acted upon

o0  Assist with access to needed services or equipment and ensure it is
received

o Provide education to the client and providers that are located at the
setting from which the person is transitioning

o Communicate and coordinate with the client, family, caregivers, and
providers to ensure smooth transitions to new settings

o Ensure follow-up with Primary Care Provider (PCP)

o Review and verify medication reconciliation post discharge is completed

+ Individual and Family Supports: Coordination of information and services
to support the client and their family or caregivers to maintain and promote
quality of life, with particular focus on community living options.

Examples:

o Provide education and support of self-advocacy including referral to Peer
Support specialists

o Identify and access resources to assist client and family supports in
finding, retaining and improving self-management, socialization, and adaptive
skills

o Educate client, family or caregivers of advance directives, client rights,
and health care issues

o Communicate and share information with the client, family, and
caregivers with appropriate consideration of language, activation level, literacy
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and cultural preferences

+  Referral to Community and Social Supports: The provision of information
and assistance for the purpose of referring the client and their family or
caregivers to community based resources as needed.

Examples:

o Identify, refer and facilitate access to relevant community and social
services that support the client's HAP

o Assist the client to apply for or maintain eligibility for health care services,
disability benefits, housing, and legal services not provided though other case
management systems

o Monitor and follow-up with referral resources to ensure appointments
and other activities were established and the client engaged in the services

+  Use of Health Information Technology to link services: Determine level of
service provided and update client health records and HAP according to the
Health Home Qualified Lead required information systems.

Client movement between Tiers
Based on the needs and preferences of the client they may move between
Tiers Two and Three; higher intensity to lower or lower intensity to higher.

Tier One:

* Minimum Contact:

>Contact is made with the client to arrange a face to face meeting to confirm
the client’s desire to participate in the Health Home Program.

>Care Coordinator visits the client to complete required assessments and
develop the Health Action Plan (HAP) with client centered goals and action
steps to achieve those goals.

* Activity Examples:

>Review PRISM and other available client records.

>Administer required screenings.

Administer optional screenings as needed.

>Together, the Care Coordinator and the client identify the client's health
goals (long term and short term) and develop a Health Action Plan (HAP).
>Establish a follow up plan with the client.

>Submit Tier One Claim for payment with date of service when the HAP has
been completed.

Tier Two - Intensive Health Home care coordination:

* Minimum Contact:

>At a minimum, Tier Two includes one face-to-face visit between the care
coordinator and the client during the month in which qualifying health home
services are provided.

>Exceptions can be approved to the monthly care coordinator’s face-to-face
visit by the Health Home Lead entity. A face-to-face visit with other service
providers or allied staff directly related to the client's HAP goals and included
in the action steps may be considered as an exception.

>Exceptions can be approved to monthly care coordinator’s face-to-face visit
by the Health Home Lead entity as long as there is documented evidence of
other types of qualifying health home activities being provided.

>At least one qualifying Health Home service must be provided prior to
submitting a Tier Two claim for payment.

* Activity Examples:

>Administration and follow up on clinical, functional, and resource use
screenings.

>Continuity and coordination of care services through in-person visits,
telephone calls, and team meetings, and the ability to accompany
beneficiaries to health care provider appointments, as needed.

>Beneficiary assessments to determine readiness for self-management and
promotion of self-management skills so the beneficiary is better able to
engage with health and service providers.

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

>Referrals and assessment of the use of peer supports, support groups and
self-care/self-management programs.

>Medication reconciliation as part of care transitioning.

>Education and coaching of caregivers, family members, and other supports.

Tier Three - Low level Health Home care coordination:

* Minimum Contact:

>Low Level Health Home care coordination supports maintenance of the
client’s self-management skills with periodic home visits and/or telephone
calls to reassess health care needs.

>The client expresses their preference to have fewer contacts or a lower level
of engagement with the care coordinator.

>Contact may not occur every month depending on the HAP and the needs of
the client.

>At least one qualifying Health Home Service must be provided prior to
submitting a Tier Three claim for payment.

* Activity Examples:
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>Monthly calls to the client to discuss success with maintaining health and/or
behavioral changes. >Monthly call to check in on HAP progress and to identify
new or changing goals.

>At Tier Three, the review of the HAP must occur at least every four months
for progress towards goals, level of activation, and new or unidentified care
opportunities.

The Health Care Authority publishes the Encounter Data Reporting Guide
(EDRG) for MCOs, Health Home Lead Entities, and Behavioral Health
Organizations. The EDRG describes the frequency of required encounter
data submissions and includes the Health Home Managed Fee-for-Services
(MFFS) payment process. The EDRG is available on-line at:
https://www.hca.wa.gov/assets/billers-and-providers/encounter-data-
reporting-guide.pdf
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Provide a comprehensive description in the SPA of the manner in which rates were set

1. In the SPA please provide the cost data and assumptions that were used to develop each of the rates
2. Please identify the reimbursable unit(s) of service
3. Please describe the minimum level of activities that the state agency requires for providers to receive payment per the defined unit
4. Please describe the state's standards and process required for service documentation, and
5. Please describe in the SPA the procedures for reviewing and rebasing the rates, including
« the frequency with which the state will review the rates, and
« the factors that will be reviewed by the state in order to understand if the rates are economic and efficient and sufficient to ensure quality services.

Comprehensive Description

In 2018, the Washington legislature approved an increase to the current rates established in July 2013 and added a 5%
performance incentive payment in addition to the increase in rates. The state’s actuary firm, Milliman, reviewed and
developed the new rates to ensure the actual Health Home expenditure and cost trends support a composite rate increase
of 20% for each tier level of service. The complete report on the cost data and assumptions used is available online at
https://www.hca.wa.gov/assets/billers-and-providers/HHCareCoordinationRateDevelopment.pdf . As a result, the state
implemented the new rates for each tier effective August 1, 2018, to include a 5% performance incentive payment based
on increased beneficiary engagement rate. Monthly, HCA produces a report of the total number of enrolled beneficiaries
(Denominator) with the total number of encounter data (claims paid) accepted (Numerator) to determine the engagement
rate of the Health Home Leads. The expectation is for the Health Home Lead to maintain at least 25% engagement of the
enrolled beneficiaries per month per coverage area for the quarter in order to receive an additional 5% incentive payment
above the total amount paid. The document with the specific Health Home rates, including administrative costs and the
performance incentive payment is available online at https://www.hca.wa.gov/assets/billers-and-
providers/HHCareCoordinationRates.pdf .

2. Washington State has three payment tiers with specific HCPCS procedure codes that define the level of Health Home
care coordination services provided. All three tiers have a mix of clinical and non-clinical staffing elements. The procedure
code submitted for payment reflects the overall level of the beneficiary’s:

+  Engagement and activation level;

+ Activity in the Health Action Plan;

«  Provision of at least one of the six defined Health Home services; and

+  Frequency of contacts (face-to-face visits, phone calls, referrals, or care coordination).

3. Tier One (G91438) is for initial engagement and health action planning. This is a one-time payment to initiate
participation in the Health Home, conduct a face-to-face home visit, and complete the Health Action Plan (HAP).
Development of the HAP may include family members, caregivers, and other social supports as appropriate.

Tier Two (G9149) is for on-going, face-to-face and telephonic visits with the beneficiary to provide one or more of the six
Health Home services. Tier Two is paid once per month, per beneficiary. The minimum level for reimbursement is at least
one face-to-face contact with the beneficiary during the month.

Tier Three (G9150) is low-level care coordination for beneficiaries who request less contact or face-to-face visits or have
achieved a level of self-management for their chronic conditions and no longer need the intensive care coordination. Tier
Three is paid once per month, per beneficiary only for months in which a Health Home service was provided.

4. Washington requires all Health Home Lead Entities to submit completed Health Action Plans (HAP) into a HAP
database. The HAPs are reviewed against the Tier One claims to ensure that a payment has been made for a completed
HAP. HAPs are updated every activity period, which consists of four months, or more frequently if there has been a change
in circumstances, such as a hospital or Emergency Department visit. HAPs are also updated when short and long-term
goals have been finalized and the beneficiary sets new goals. Washington requires all Health Home providers to document
the Health Home services provided in their subcontracts with Care Coordination Organizations (CCOs). Annually, during the
contract compliance reviews the state audits care management records and notes.

5. Reviewing and rebasing the rates for future updates will happen every three years or more frequently if cost trends
warrant a more frequent adjustment. Except as otherwise noted in the plan, state-developed fee schedule rates are the
same for both governmental and private providers.
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Assurances

The State provides assurance that it will ensure non-duplication of payment for services similar to Health Homes services that are offered/covered under a
different statutory authority, such as 1915(c) waivers or targeted case management.

Describe below how non- Case management provided under the state’s 1915(c) waivers are non-duplicative of Health Home services. The functions
duplication of payment will be provided by 1915(c) case managers include determination of waiver eligibility, comprehensive assessment to determine
achieved unmet needs related to waiver services, service planning of services provided under the waiver, qualification of waiver
providers, authorization of waiver services, and monitoring of service provision. This type of specialized case management
for both individuals receiving long-term services and supports and individuals receiving developmental disabilities services
will continue to be necessary for individuals served under waivers, and the Health Home program will not duplicate the
functions provided by state and Area Agency on Aging (AAA) staff who perform these functions.

Health Homes will be responsible for review of claims and social service use history, health screening (e.g., screening for
common mental health conditions associated with chronic illness such as depression, patient activation assessments),
examination of current clinical conditions and treatment, and PRISM information. This assessment is used to identify care
gaps, utilization patterns, where chronic care condition education and coaching may be most helpful and to assist the
beneficiary in development and implementation of their Health Action Plan, including identification of self-care goals.

The Health Home will also be responsible for transitions, assessing beneficiaries at higher risk for re-institutionalization,
assisting the beneficiary and their support network in gaining an understanding of discharge instructions and information,
ensuring appropriate follow-up primary and specialty care and that medication reconciliation occurs, and assisting with
referrals for additional services the beneficiary may need.

For Tribal PCCMs, the state will not allow an eligible Health Home enrollee to be enrolled in a Tribal PCCM and a Tribal
Health Home at the same time. A Tribal member, if enrolled in a PCCM, must choose which method they wish to use for
case management. If they decide to become enrolled in a Tribal Health Home, they must disenroll themselves from their
Tribal PCCM.

Health Home enrollment is managed by the state and the ProviderOne enrollment and payment system which does not
allow a tribal member to be enrolled in a Health Home and a PCCM at the same time.

The state has developed payment methodologies and rates that are consistent with section 1902(a)(30)(A).

The State provides assurance that all governmental and private providers are reimbursed according to the same rate schedule, unless otherwise described
above.

The State provides assurance that it shall reimburse providers directly, except when there are employment or contractual arrangements consistent with
section 1902(a)(32).

Optional Supporting Material Upload

Name Date Created

No items available

https://macpro.cms.gov/suite/tempo/records/item/IlUB9Co0jznkfJLyQF 9e4HpigLQ9Q0cLS686 GhhLQgRf5E7z-wNVEPIQRVzvbAgHdSwtu_ygqyMOE...

40/64





WA2018MS00060 SPA ID: WA-18-0028

Submission Type: Official Approval Date:11/29/18 Initial Submission Date: 9/4/18
Superseded SPA ID: WA-16-0026 Effective Date: 8/1/18
11/29/2018 Medicaid State Plan Print View

Health Homes Services

MEDICAID | Medicaid State Plan | Health Homes | WA2018MS00060 | WA-18-0028 | Washington State Health Home Program

Package Header

Package ID WA2018MS00060 SPAID WA-18-0028
Submission Type Official Initial Submission Date 9/4/2018
Approval Date 11/29/2018 Effective Date 8/1/2018

Superseded SPAID WA-16-0026

User-Entered

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 deliver comprehensive care management, primarily in-person with periodic follow-up. Care management services include screening to assess
gaps in care or establish baseline results, in-person visits to the beneficiary’s home or location of their choice, and accompanying 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-directed, 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) to
document a beneficiary directed care management plan. The HAP is created during a face-to-face initial visit with the beneficiary, and is updated periodically on a
four-month cycle, as well as when there are changes in beneficiary circumstances such as hospitalization or emergency department visits. The results of
screenings and assessments are documented in the HAP and used to identify gaps in care and chart the beneficiary's progress towards meeting their short and
long-term goals through active Health Home participation.

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

Care Coordinators may conduct client outreach and engagement activities to assess on-going emerging needs and to promote continuity of care and improved
health outcomes. This may also be done by allied or affiliated staff under the direction of the Care Coordinator.

Describe how Health Information Technology will be used to link this service in a comprehensive approach across the care continuum

All Health Home Lead Entities will have access to the Medicaid Management Information System called ProviderOne (P1) and the DSHS Predictive Risk Intelligence
System (PRISM). Authorizers and providers of long-term services and supports have access to DSHS's Comprehensive Assessment and Reporting Evaluation
(CARE) data either electronically or in paper form. Most elements of CARE are also contained in PRISM. 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 PRISM and reporting loss of eligibility on a monthly basis.

2. ProviderOne contains Medicaid eligibility, loss of eligibility, MCO and Health Home enroliment, disenroliment, claims, per member per month (PMPM) payment
to MCOs, MFFS payment for Health Home services made to community-based Health Home Lead organizations and the collection and reporting of encounter
data.

3. Emergency Department Information Exchange (EDIE) notification provides Medicaid claims data to ED physicians. EDIE is HIPAA-compliant and can proactively
alert care providers through a variety of methods such as fax, phone, email, or integration with a facility’s current Electronic Medical Record (EMR), when high-
utilizing patients enter the ED. 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 actual medical situation.

4. PreManage is the information exchange system that alerts Health Home providers when their beneficiary is admitted for inpatient hospital services.

Scope of service

The service can be provided by the following provider types
Behavioral Health Professionals or Specialists Description

a. Psychologists must have a doctoral degree from a regionally-accredited
institution, with at least 40 semester hours or 60 quarter hours of graduate
courses, one full year of continuous residency, a practicum of at least 300
hours, and supervised experience consisting at least two years. Psychologists
must take the National Examination of Professional Practice of Psychology
(EPPP).

b. Child psychiatrists must be licensed as physicians and surgeons, with
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. Licensed mental health counselors must graduate with an MA or PhD-
level from an educational program in mental health counseling or a related
discipline, and complete 36 months of supervised full-time counseling or 3000
hours of postgraduate mental health counseling under the supervision of a
qualified licensed mental health counselor. Licensed mental health
counselors must pass an examination administered by the National Board of
Certified Counselors. Licensed mental health counselors are not required to
have supervised postgraduate experience prior to becoming an associate.

d. Licensed marriage and family therapists must have either an MA or PhD
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in marriage and family therapy or an MA or PhD in behavioral science with
equivalent course work from an approved school. Licensed marriage and
family therapists must complete a minimum of 2 years of supervised full-time
marriage and family therapy. For full licensure, a licensed marriage and
family therapists must take and pass the Association of Marital and Family
Therapy Regulatory Boards examination. Licensed marriage and family
therapist associate applicants are not required to have supervised
postgraduate experience prior to becoming an associate.

Description

a. Licensed Practical Nurses (LPN) must successfully complete a commission-
approved nursing education program consisting of at least 60 hours of theory
content and 120 hours of clinical practice, and must pass the official National
Council of State Boards of Practical Nurse Licensing Examination (NCLEX-PN®)
for their LPN nurse certificate. All LPNs must have an active status license in
Washington before practicing.

b. Registered Nurses (RN) must successfully complete a commission-
approved nursing education program consisting of a minimum of 40 hours of
core course content, 40 hours of specialty content, and 160 hours of clinical
practice in a specialty area. RNs must successfully pass the official National
Council of the State Boards of Nursing Registered Nurse (NCSBN) or (NCLEX-
RN). All RNs must have an active status license in Washington before
practicing.

c. Advanced Registered Nurse Practitioners (ARNP) must have formal
graduate education and obtain a national specialty certification as a nurse
practitioner, nurse anesthetist or nurse midwife. ARNPs must hold a
registered nurse license in Washington before taking an accredited nursing or
nursing-related accrediting organization recognized by the US Department of
Education or the Council of Higher Education Accreditation. Educational
requirements include no less than 500 hours of clinical practice.

d. A psychiatric advanced registered nurse practitioner is a person who is
licensed as an advanced registered nurse practitioner and is also board-
certified in advanced practice psychiatric and mental health nursing.

e. Psychiatric nurses are registered nurses with a Bachelor's degree from an
accredited college or university, and have, 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.

Description

a. Licensed Practical Nurses (LPN) must successfully complete a commission-
approved nursing education program consisting of at least 60 hours of theory
content and 120 hours of clinical practice, and must pass the official National
Council of State Boards of Practical Nurse Licensing Examination (NCLEX-PN®)
for their LPN nurse certificate. All LPNs must have an active status license in
Washington before practicing.

b. Registered Nurses (RN) must successfully complete a commission
approved nursing education program consisting of a minimum of 40 hours of
core course content, 40 hours of specialty content, and 160 hours of clinical
practice in a specialty area. RNs must successfully pass the official National
Council of the State Boards of Nursing Registered Nurse (NCSBN) or (NCLEX-
RN). All RNs must have an active status license in Washington before
practicing.

c.  Advanced Registered Nurse Practitioners (ARNP) must have formal
graduate education and obtain a national specialty certification as a nurse
practitioner, nurse anesthetist or nurse midwife. ARNPs must hold a
registered nurse license in Washington before taking an accredited nursing or
nursing-related accrediting organization recognized by the US Department of
Education or the Council of Higher Education Accreditation. Educational
requirements include no less than 500 hours of clinical practice.

d. A psychiatric advanced registered nurse practitioner is a person who is
licensed as an advanced registered nurse practitioner and is also board-
certified in advanced practice psychiatric and mental health nursing.

e. Psychiatric nurses are registered nurses with a Bachelor's degree from an
accredited college or university, and have, 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.

Description

Physician Assistants (PA) must be licensed by the Department of Health,
Medical Quality Assurance Commission to practice medicine to a limited
extent under the supervision of a physician. They must be academically and
clinically prepared to provide health care services and perform diagnostic,
therapeutic, preventative, and health maintenance services. PAs must have
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graduated from an accredited physician assistant program approved by the
commission and be certified by successful completion of the National
Commission of Certification of Physician Assistants (NCCPA) examination.
Physician assistants must have 4 clock hours of AID education and an active
DEA registration.

Description

All social workers listed below must pass either the American Association of
State Social Work Board's advanced or clinical examination for licensure. The
Associate social workers listed below are not required to have supervised
postgraduate experience prior to becoming an associate.

a. Licensed Independent Social Worker must graduate with an MA or PhD in
social work and complete a minimum of 4000 hours of supervised experience
or which 1000 hours must be direct client contact, over a three-year period
supervised by a licensed independent clinical social worker, with supervision
of at least 130 hours by a licensed mental health practitioner.

b. Licensed Advanced Social Worker must graduate with an MA or PhD in a
social work program and complete 3200 hours with supervision. At least 90
hours are direct supervision as specified by a licensed independent clinical
social worker, a licensed advanced social worker, or an equally qualified
licensed mental health professional. At least 40 hours must be in one-to-one
supervision and 50 hours may be in one-to-one supervision or group
supervision.

c. Licensed independent clinical social worker must graduate with an MA or
PhD-level from a social work program accredited by the Council on Social
Work Education and successfully complete a supervised experience of at least
4000 hours of experience, of which 1000 hours must be direct client contact,
over a 3-year period supervised by a licensed independent clinical social
worker, with supervision of at least 130 hours by a licensed mental health
practitioner.

d. Licensed social worker associate-independent clinical must graduate with
an MA or PhD-level from a social work program accredited by the Council on
Social Work Education and declare they are working toward full licensure.

e. Licensed social worker associate-advanced must graduate with an MA or
PhD-level from a social work program accredited by the Council on Social
Work Education and declare they are working toward full licensure.

Description

Chemical Dependency Professionals (CDPs) must pass the National
Association of Alcoholism and Drug Abuse Counselor (NAADAC) National
Certification Examination for Addiction Counselors or International
Certification and Reciprocity Consortium (ICRC) Certified Addiction Counselor
Level Il or higher examination. CDPs must complete 1,000 to 2,500 hours of
supervised experience, dependent upon the following, associate degree,
baccalaureate degree, masters or doctoral degree, licensed as an advance
registered nurse practitioner, marriage and family therapists, mental health
counselors, advanced social workers, independent clinical social worker or
licensed as a psychologist, that include clinical evaluation and face-to-face
counseling.

The IHS-certified Community Health Representative (CHR) Program is a
unique concept for providing health care, health promotion, and disease
prevention services. CHRs must demonstrate how they assist and connect
with the community, and their work has become essential to the spectrum of
Tribal community-oriented primary health care services. CHRs come from
the communities they serve and have tribal cultural competence.
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Health Home benefits and services must be provided by qualified care
coordinators. On rare occasions, Health Home lead entities may request an
exception to the policy. Consideration and approval may be given to those
specific hires when the lead organization provides evidence that the
education, skills and knowledge and experience of the individual are an
acceptable substitution for care coordinator qualifications. The individual
must meet Health Home employment standards such as criminal history
background checks and eligible for professional liability insurance as
required by the hiring organization.

The lead entity will provide HCA a letter of request for approval to hire a

specific candidate. The letter will include the rationale for the potential care

coordinator (i.e. any special skills or knowledge such as bicultural or

bilingual), employee background and experience and how the person will be

supervised. The following are examples of supporting documentation the
Exception to Rule lead entity may include with the letter of request:

*  Resume

+  Letters of recommendation

+  Educational transcripts

+  Documentation of courses, classes and trainings

+  Certifications

+  Licenses

The state will review and score each Exception to Rule letter of request and
documentation in the following areas:

+  Education

+  Experience

«  Skills/Knowledge

+  Letters of Recommendation

The potential candidate must receive a score of at least 80% to qualify under
the Exception to Rule

Community health workers, peer counselors, wellness coaches or other non-
clinical personnel who provide supportive services, outreach and
engagement to the client under the direction and supervision of the Health
Home Care Coordinator.

Allied or Affiliated Staff Allied or affiliated staff may:
1. Contact the client to introduce Health Home benefits and schedule initial
Care Coordinator face-to-face visit.
2. Conduct client outreach and engagement activities to assess on-going
emerging needs and to promote continuity of care and improved health
outcomes.

Care Coordination
Definition

The dedicated Health Home Care Coordinator and affiliated staff 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 assures 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. Allied staff, such as 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 provides 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 and affiliated staff 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 is an information technology resource that supports 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, with beneficiary consent, via secure email or hard copy. The HAP includes:

Required and optional health screenings and assessments;

Beneficiary and Care Coordinator prioritized action items;

Beneficiary identified goals (short and long term);

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

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

uhwn =

The Health Home Care Coordinator updates and modifies the HAP on a four month cycle. The HAP is also updated and modified as needed to reflect:
1. Achange in the beneficiary's condition;
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2. New immediate goals to be addressed through the Health Home; and
3. Resolution of goals or action steps.

Scope of service

The service can be provided by the following provider types

Behavioral Health Professionals or Specialists Description

a. Psychologists must have a doctoral degree from a regionally-accredited
institution, with at least 40 semester hours or 60 quarter hours of graduate
courses, one full year of continuous residency, a practicum of at least 300
hours, and supervised experience consisting at least two years. Psychologists
must take the National Examination of Professional Practice of Psychology
(EPPP).

b.  Child psychiatrists must be licensed as physicians and surgeons, with
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. Licensed mental health counselors must graduate with an MA or PhD-
level from an educational program in mental health counseling or a related
discipline, and complete 36 months of supervised full-time counseling or 3000
hours of postgraduate mental health counseling under the supervision of a
qualified licensed mental health counselor. Licensed mental health
counselors must pass an examination administered by the National Board of
Certified Counselors. Licensed mental health counselors are not required to
have supervised postgraduate experience prior to becoming an associate.

d. Licensed marriage and family therapists must have either an MA or PhD
in marriage and family therapy or an MA or PhD in behavioral science with
equivalent course work from an approved school. Licensed marriage and
family therapists must complete a minimum of 2 years of supervised full-time
marriage and family therapy. For full licensure, a licensed marriage and
family therapists must take and pass the Association of Marital and Family
Therapy Regulatory Boards examination. Licensed marriage and family
therapist associate applicants are not required to have supervised
postgraduate experience prior to becoming an associate.

Nurse Practitioner
Nurse Care Coordinators Description

a. Licensed Practical Nurses (LPN) must successfully complete a commission-
approved nursing education program consisting of at least 60 hours of theory
content and 120 hours of clinical practice, and must pass the official National
Council of State Boards of Practical Nurse Licensing Examination (NCLEX-PN®)
for their LPN nurse certificate. All LPNs must have an active status license in
Washington before practicing.

b. Registered Nurses (RN) must successfully complete a commission-
approved nursing education program consisting of a minimum of 40 hours of
core course content, 40 hours of specialty content, and 160 hours of clinical
practice in a specialty area. RNs must successfully pass the official National
Council of the State Boards of Nursing Registered Nurse (NCSBN) or (NCLEX-
RN). All RNs must have an active status license in Washington before
practicing.

c.  Advanced Registered Nurse Practitioners (ARNP) must have formal
graduate education and obtain a national specialty certification as a nurse
practitioner, nurse anesthetist or nurse midwife. ARNPs must hold a
registered nurse license in Washington before taking an accredited nursing or
nursing-related accrediting organization recognized by the US Department of
Education or the Council of Higher Education Accreditation. Educational
requirements include no less than 500 hours of clinical practice.

d. A psychiatric advanced registered nurse practitioner is a person who is
licensed as an advanced registered nurse practitioner and is also board-
certified in advanced practice psychiatric and mental health nursing.

e. Psychiatric nurses are registered nurses with a Bachelor's degree from an
accredited college or university, and have, 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.

Nurses Description

a. Licensed Practical Nurses (LPN) must successfully complete a commission-
approved nursing education program consisting of at least 60 hours of theory
content and 120 hours of clinical practice, and must pass the official National
Council of State Boards of Practical Nurse Licensing Examination (NCLEX-PN®)
for their LPN nurse certificate. All LPNs must have an active status license in
Washington before practicing.

b. Registered Nurses (RN) must successfully complete a commission
approved nursing education program consisting of a minimum of 40 hours of
core course content, 40 hours of specialty content, and 160 hours of clinical
practice in a specialty area. RNs must successfully pass the official National
Council of the State Boards of Nursing Registered Nurse (NCSBN) or (NCLEX-
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Medical Specialists
Physicians

Physician's Assistants

Pharmacists

Social Workers

Doctors of Chiropractic

Licensed Complementary and alternative Medicine Practitioners
Dieticians

Nutritionists

Other (specify)

Provider Type

RN). All RNs must have an active status license in Washington before
practicing.

c.  Advanced Registered Nurse Practitioners (ARNP) must have formal
graduate education and obtain a national specialty certification as a nurse
practitioner, nurse anesthetist or nurse midwife. ARNPs must hold a
registered nurse license in Washington before taking an accredited nursing or
nursing-related accrediting organization recognized by the US Department of
Education or the Council of Higher Education Accreditation. Educational
requirements include no less than 500 hours of clinical practice.

d. A psychiatric advanced registered nurse practitioner is a person who is
licensed as an advanced registered nurse practitioner and is also board-
certified in advanced practice psychiatric and mental health nursing.

e. Psychiatric nurses are registered nurses with a Bachelor's degree from an
accredited college or university, and have, 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.

Description

Physician Assistants (PA) must be licensed by the Department of Health,
Medical Quality Assurance Commission to practice medicine to a limited
extent under the supervision of a physician. They must be academically and
clinically prepared to provide health care services and perform diagnostic,
therapeutic, preventative, and health maintenance services. PAs must have
graduated from an accredited physician assistant program approved by the
commission and be certified by successful completion of the National
Commission of Certification of Physician Assistants (NCCPA) examination.
Physician assistants must have 4 clock hours of AID education and an active
DEA registration.

Description

All social workers listed below must pass either the American Association of
State Social Work Board's advanced or clinical examination for licensure. The
Associate social workers listed below are not required to have supervised
postgraduate experience prior to becoming an associate.

a. Licensed Independent Social Worker must graduate with a MA or PhD
social work and complete a minimum of 4000 hours of supervised experience
or which 1000 hours must be direct client contact, over a three-year period
supervised by a licensed independent clinical social worker, with supervision
of at least 130 hours by a licensed mental health practitioner.

b. Licensed Advanced Social Worker must graduate with a MA or PhD social
work program and complete 3200 hours with supervision. At least 90 hours
are direct supervision as specified by a licensed independent clinical social
worker, a licensed advanced social worker, or an equally qualified licensed
mental health professional. At least 40 hours must be in one-to-one
supervision and 50 hours may be in one-to-one supervision or group
supervision.

c. Licensed independent clinical social worker must graduate with a MA or
PhD level social work program accredited by the Council on Social Work
Education and successfully complete a supervised experience of at least 4000
hours of experience, of which 1000 hours must be direct client contact, over a
3-year period supervised by a licensed independent clinical social worker, with
supervision of at least 130 hours by a licensed mental health practitioner.

d. Licensed social worker associate-independent clinical must graduate with
a MA or PhD level social work program accredited by the Council on Social
Work Education and declare they are working toward full licensure.

e. Licensed social worker associate-advanced must graduate with a MA or
PhD level social work program accredited by the Council on Social Work
Education and declare they are working toward full licensure.

Description
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Community health workers, peer counselors, wellness coaches or other non-
clinical personnel who provide supportive services, outreach and
engagement to the client under the direction and supervision of the Health
Home Care Coordinator.

Allied or Affiliated staff may:

1. Communicate with service providers and health plans as appropriate to
secure necessary care and supports;

2. Link/refer client to needed services to support care plan/treatment goals,
including medical/ behavioral health care; patient education, and self-
help/recovery, medication adherence, health literacy, and self-management.
3. Advocate for services and assist with scheduling of needed services.

4. Assist and support client with scheduling medical and applicable
appointments.

Allied or Affiliated Staff

Health Home benefits and services must be provided by qualified care
coordinators. On rare occasions, Health Home lead entities may request an
exception to the policy/rule. Consideration and approval may be given to
those specific hires when the lead organization provides evidence that the
education, skills, knowledge, and experience of the individual are an
acceptable substitution for care coordinator qualifications. The individual
must meet Health Home employment standards such as criminal history
background checks and be eligible for professional liability insurance as
required by the hiring organization.

The lead entity will provide HCA a letter of request for approval to hire a

specific candidate. The letter will include the rationale for the potential care

coordinator (e.g., any special skills or knowledge such as bicultural or

bilingual), employee background and experience, and how the person will be

supervised. The following are examples of supporting documentation the
Exception to Rule lead entity may include with the letter of request:

+  Resume

+  Letters of recommendation

+  Educational transcripts

+  Documentation of courses, classes and trainings

+  Certifications

+  Licenses

The state will review and score each Exception to Rule letter of request and
documentation in the following areas:

+  Education

+  Experience

+  Skills/Knowledge

+  Letters of Recommendation

The potential candidate must receive a score of at least 80% to qualify under
the Exception to Rule

Chemical Dependency Professionals (CDPs) must pass the National
Association of Alcoholism and Drug Abuse Counselor (NAADAC) National
Certification Examination for Addiction Counselors or International
Certification and Reciprocity Consortium (ICRC) Certified Addiction Counselor
Level Il or higher examination. CDPs must complete 1,000 to 2,500 hours of

Chemical Dependency Professionals supervised experience that includes clinical evaluation and face-to-face
counseling, dependent upon the following: associate degree, baccalaureate
degree, masters or doctoral degree, licensed as an advance registered nurse
practitioner, marriage and family therapists, mental health counselors,
advanced social workers, independent clinical social worker or licensed as a
psychologist.

The IHS certified Community Health Representative (CHR) Program is a
unique concept for providing health care, health promotion, and disease
prevention services. CHRs must demonstrate how they assist and connect
with the community, and their work has become essential to the spectrum of
Tribal community-oriented primary health care services. CHRs come from
the communities they serve and have tribal cultural competence

Indian Health Services (IHS) Certified Community Health Representatives

Health Promotion
Definition

Health promotion begins for Health Home beneficiaries with the commencement of the Health Action Plan (HAP). Each Health Home must demonstrate use of
self-management, recovery and resiliency principles using beneficiary-identified supports including family members and caregivers that are paid or unpaid. The
Health Home Care Coordinator will use the beneficiary’s activation score and level to determine the coaching methodology appropriate for each beneficiary to be
used when working with the beneficiary towards reaching their health goals. Educational materials are customized and introduced according to the beneficiary’s
readiness for change, progressing with the beneficiary’s level of confidence and self-management 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 provides wellness and prevention education specific to the beneficiary’s chronic conditions, HAP, including
assessment of need and facilitation of receipt of routine preventive care, support for improving social connections to community networks, and links to resources
that support a healthier lifestyle. Linkages include but are not limited to resources for smoking prevention and cessation, substance use disorder treatment and
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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 beneficiary 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 resource which provides calculation of the Patient Activation Measure (PAM)/Caregiver Activation Measures (CAM),
Parent/Patient Activation Measure (PPAM) and 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 Health Home visit or by phone.

The Health Home Care Coordinator is able to view the medical claims, behavioral health claims, prescription claims, and LTC services utilization and selected
CARE characteristics (for those beneficiaries with long-term services and supports) in PRISM so that education materials can be tailored to the individual's
engagement and activation.

Scope of service

The service can be provided by the following provider types
Behavioral Health Professionals or Specialists Description

a. Psychologists must have a doctoral degree from a regionally-accredited
institution, with at least 40 semester hours or 60 quarter hours of graduate
courses, one full year of continuous residency, a practicum of at least 300
hours, and supervised experience consisting at least two years. Psychologists
must take the National Examination of Professional Practice of Psychology
(EPPP).

b. Child psychiatrists must be licensed as physicians and surgeons, with
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. Licensed mental health counselors must graduate with a MA or PhD level
educational program in mental health counseling or a related discipline, and
complete 36 months of supervised full-time counseling or 3000 hours of
postgraduate mental health counseling under the supervision of a qualified
licensed mental health counselor. Licensed mental health counselors must
pass an examination administered by the National Board of Certified
Counselors. Licensed mental health counselors are not required to have
supervised postgraduate experience prior to becoming an associate.

d. Licensed marriage and family therapists must have either an MA or PhD
in marriage and family therapy or an MA or PhD in behavioral science with
equivalent course work from an approved school. Licensed marriage and
family therapists must complete a minimum of 2 years of supervised full-time
marriage and family therapy. For full licensure, a licensed marriage and
family therapists must take and pass the Association of Marital and Family
Therapy Regulatory Boards examination. Licensed marriage and family
therapist associate applicants are not required to have supervised
postgraduate experience prior to becoming an associate.

Nurse Practitioner

Nurse Care Coordinators Description

a. Licensed Practical Nurses (LPN) must successfully complete a commission-
approved nursing education program consisting of at least 60 hours of theory
content and 120 hours of clinical practice, and must pass the official National
Council of State Boards of Practical Nurse Licensing Examination (NCLEX-PN®)
for their LPN nurse certificate. All LPNs must have an active status license in
Washington before practicing.

b. Registered Nurses (RN) must successfully complete a commission
approved nursing education program consisting of a minimum of 40 hours of
core course content, 40 hours of specialty content, and 160 hours of clinical
practice in a specialty area. RNs must successfully pass the official National
Council of the State Boards of Nursing Registered Nurse (NCSBN) or (NCLEX-
RN). All RNs must have an active status license in Washington before
practicing.

c. Advanced Registered Nurse Practitioners (ARNP) must have formal
graduate education and obtain a national specialty certification as a nurse
practitioner, nurse anesthetist or nurse midwife. ARNPs must hold a
registered nurse license in Washington before taking an accredited nursing or
nursing-related accrediting organization recognized by the US Department of
Education or the Council of Higher Education Accreditation. Educational
requirements include no less than 500 hours of clinical practice.

d. A psychiatric advanced registered nurse practitioner is a person who is
licensed as an advanced registered nurse practitioner and is also board-
certified in advanced practice psychiatric and mental health nursing.

e. Psychiatric nurses are registered nurses with a Bachelor's degree from an
accredited college or university, and have, 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.

Nurses Description

a. Licensed Practical Nurses (LPN) must successfully complete a commission-
approved nursing education program consisting of at least 60 hours of theory
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Medical Specialists
Physicians

Physician's Assistants

Pharmacists

Social Workers

Doctors of Chiropractic
Licensed Complementary and alternative Medicine Practitioners

Dieticians

content and 120 hours of clinical practice, and must pass the official National
Council of State Boards of Practical Nurse Licensing Examination (NCLEX-PN®)
for their LPN nurse certificate. All LPNs must have an active status license in
Washington before practicing.

b. Registered Nurses (RN) must successfully complete a commission
approved nursing education program consisting of a minimum of 40 hours of
core course content, 40 hours of specialty content, and 160 hours of clinical
practice in a specialty area. RNs must successfully pass the official National
Council of the State Boards of Nursing Registered Nurse (NCSBN) or (NCLEX-
RN). All RNs must have an active status license in Washington before
practicing.

c. Advanced Registered Nurse Practitioners (ARNP) must have formal
graduate education and obtain a national specialty certification as a nurse
practitioner, nurse anesthetist or nurse midwife. ARNPs must hold a
registered nurse license in Washington before taking an accredited nursing or
nursing-related accrediting organization recognized by the US Department of
Education or the Council of Higher Education Accreditation. Educational
requirements include no less than 500 hours of clinical practice.

d. A psychiatric advanced registered nurse practitioner is a person who is
licensed as an advanced registered nurse practitioner and is also board-
certified in advanced practice psychiatric and mental health nursing.

e. Psychiatric nurses are registered nurses with a Bachelor's degree from an
accredited college or university, and have, 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.

Description

Physician Assistants (PA) must be licensed by the Department of Health,
Medical Quality Assurance Commission to practice medicine to a limited
extent under the supervision of a physician. They must be academically and
clinically prepared to provide health care services and perform diagnostic,
therapeutic, preventative, and health maintenance services. PAs must have
graduated from an accredited physician assistant program approved by the
commission and be certified by successful completion of the National
Commission of Certification of Physician Assistants (NCCPA) examination.
Physician assistants must have 4 clock hours of AID education and an active
DEA registration.

Description

All social workers listed below must pass either the American Association of
State Social Work Board's advanced or clinical examination for licensure. The
Associate Social Workers listed below are not required to have supervised
postgraduate experience prior to becoming an associate.

a. Licensed Independent Social Worker must graduate with an MA or PhD in
social work and complete a minimum of 4000 hours of supervised experience
or which 1000 hours must be direct client contact, over a three-year period
supervised by a licensed independent clinical social worker, with supervision
of at least 130 hours by a licensed mental health practitioner.

b. Licensed Advanced Social Worker must graduate with an MA or PhD in a
social work program and complete 3200 hours with supervision. At least 90
hours are direct supervision as specified by a licensed independent clinical
social worker, a licensed advanced social worker, or an equally qualified
licensed mental health professional. At least 40 hours must be in one-to-one
supervision and 50 hours may be in one-to-one supervision or group
supervision.

c. Licensed independent clinical social worker must graduate with an MA or
PhD-level from a social work program accredited by the Council on Social
Work Education and successfully complete a supervised experience of at least
4000 hours of experience, of which 1000 hours must be direct client contact,
over a 3-year period supervised by a licensed independent clinical social
worker, with supervision of at least 130 hours by a licensed mental health
practitioner.

d. Licensed social worker associate-independent clinical must graduate with
an MA or PhD-level from a social work program accredited by the Council on
Social Work Education and declare they are working toward full licensure.

e. Licensed social worker associate-advanced must graduate with an MA or
PhD-level from a social work program accredited by the Council on Social
Work Education and declare they are working toward full licensure.
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Description

Community health workers, peer counselors, wellness coaches or other non-
clinical personnel who provide supportive services, outreach and
engagement to the client under the direction and supervision of the Health
Home Care Coordinator.

Allied or Affiliated staff may:

1. Provide customized educational materials according to the needs and
goals of the client, caregiver, or other social supports as appropriate.

2. Promote participation in community educational and support groups.
3. Provide links to health care resources that support the client’s goals.

4. Support the execution of cross-system care coordination activities that
assist clients in accessing and navigating needed services.

5. Distribute health education and other materials.

6. Assist with follow up calls and provide appointment reminders.

Chemical Dependency Professionals (CDPs) must pass the National
Association of Alcoholism and Drug Abuse Counselor (NAADAC) National
Certification Examination for Addiction Counselors or International
Certification and Reciprocity Consortium (ICRC) Certified Addiction Counselor
Level Il or higher examination. CDPs must complete 1,000 to 2,500 hours of
supervised experience, dependent upon the following, associate degree,
baccalaureate degree, masters or doctoral degree, licensed as an advance
registered nurse practitioner, marriage and family therapists, mental health
counselors, advanced social workers, independent clinical social worker or
licensed as a psychologist, that include clinical evaluation and face-to-face
counseling.

Health Home benefits and services must be provided by qualified care
coordinators. On rare occasions, Health Home lead entities may request an
exception to the policy/rule. Consideration and approval may be given to
those specific hires when the lead organization provides evidence that the
education, skills and knowledge and experience of the individual are an
acceptable substitution for care coordinator qualifications. The individual
must meet Health Home employment standards such as criminal history
background checks and eligible for professional liability insurance as
required by the hiring organization.

The lead entity will provide HCA a letter of request for approval to hire a
specific candidate. The letter will include the rationale for the potential care
coordinator (i.e. any special skills or knowledge such as bicultural or
bilingual), employee background and experience and how the person will be
supervised. The following are examples of supporting documentation the
lead entity may include with the letter of request:

*  Resume

+  Letters of recommendation

+  Educational transcripts

. Documentation of courses, classes and trainings

+  Certifications

+  Licenses

The state will review and score each Exception to Rule letter of request and
documentation in the following areas:

+  Education

*  Experience

«  Skills/Knowledge

+  Letters of Recommendation

The potential candidate must receive a score of at least 80% to qualify under
the Exception to Rule

The IHS certified Community Health Representative (CHR) Program is a
unique concept for providing health care, health promotion, and disease
prevention services. CHRs must demonstrate how they assist and connect
with the community, and their work has become essential to the spectrum of
Tribal community-oriented primary health care services. CHRs come from
the communities they serve and have tribal cultural competence.

Comprehensive Transitional Care from Inpatient to Other Settings (including appropriate follow-up)

Definition

Comprehensive transitional care is provided to prevent beneficiary avoidable readmission after discharge from an inpatient facility to ensure proper and timely

follow-up care.

The beneficiary’s Health Action Plan (HAP) includes transitional care planning. Transitional care planning includes:
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1. Anotification 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 department, inpatient, nursing home or residential/rehabilitation and if proper
permissions, a substance use disorder treatment setting. Progress notes or a case file documents the notification and the HAP should be updated with transition
planning.

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

3. Beneficiary education addressing discharge care needs, including medication management, encouragement and intervention to assure follow-up
appointments and self-management of their chronic or acute conditions, including information on when to seek medical care and emergency care. Involvement
of family and formal or informal caregivers are facilitated when requested by the beneficiary.

4. Asystematic 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) notifications provide Medicaid claims data to ED physicians. EDIE is HIPAA-compliant. EDIE can proactively
alert care providers through a variety of methods such as fax, phone, email, or integration with facility's current electronic medical record when high utilizing
beneficiaries enter the ED. 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 overall medical situation.

PreManage is information exchange system alerts providers when their beneficiary is accessing inpatient hospital services.

Lead FFS Entities with access to EDIE and Pre-Manage can push real-time information on ED visits and inpatient hospital stays to their Care Coordination
Organizations.

Managed care Lead Entities notify Health Home Care Coordinators of beneficiary admission to hospital and tertiary care facilities to facilitate discharge planning
and care transitions. MCO Lead Entities 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 service

The service can be provided by the following provider types

Behavioral Health Professionals or Specialists Description

a. Psychologists must have a doctoral degree from a regionally-accredited
institution, with at least 40 semester hours or 60 quarter hours of graduate
courses, one full year of continuous residency, a practicum of at least 300
hours, and supervised experience consisting at least two years. Psychologists
must take the National Examination of Professional Practice of Psychology
(EPPP).

b.  Child psychiatrists must be licensed as physicians and surgeons, with
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. Licensed mental health counselors must graduate with an MA or PhD-
level from an educational program in mental health counseling or a related
discipline, and complete 36 months of supervised full-time counseling or 3000
hours of postgraduate mental health counseling under the supervision of a
qualified licensed mental health counselor. Licensed mental health
counselors must pass an examination administered by the National Board of
Certified Counselors. Licensed mental health counselors are not required to
have supervised postgraduate experience prior to becoming an associate.

d. Licensed marriage and family therapists must have either an MA or PhD
in marriage and family therapy or an MA or PhD in behavioral science with
equivalent course work from an approved school. Licensed marriage and
family therapists must complete a minimum of 2 years of supervised full-time
marriage and family therapy. For full licensure, a licensed marriage and
family therapists must take and pass the Association of Marital and Family
Therapy Regulatory Boards examination. Licensed marriage and family
therapist associate applicants are not required to have supervised
postgraduate experience prior to becoming an associate.

Nurse Practitioner

Nurse Care Coordinators Description

a. Licensed Practical Nurses (LPN) must successfully complete a commission-
approved nursing education program consisting of at least 60 hours of theory
content and 120 hours of clinical practice, and must pass the official National
Council of State Boards of Practical Nurse Licensing Examination (NCLEX-PN®)
for their LPN nurse certificate. All LPNs must have an active status license in
Washington before practicing.

b. Registered Nurses (RN) must successfully complete a commission
approved nursing education program consisting of a minimum of 40 hours of
core course content, 40 hours of specialty content, and 160 hours of clinical
practice in a specialty area. RNs must successfully pass the official National
Council of the State Boards of Nursing Registered Nurse (NCSBN) or (NCLEX-
RN). All RNs must have an active status license in Washington before
practicing.
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c. Advanced Registered Nurse Practitioners (ARNP) must have formal
graduate education and obtain a national specialty certification as a nurse
practitioner, nurse anesthetist or nurse midwife. ARNPs must hold a
registered nurse license in Washington before taking an accredited nursing or
nursing-related accrediting organization recognized by the US Department of
Education or the Council of Higher Education Accreditation. Educational
requirements include no less than 500 hours of clinical practice.

d. A psychiatric advanced registered nurse practitioner is a person who is
licensed as an advanced registered nurse practitioner and is also board-
certified in advanced practice psychiatric and mental health nursing.

e. Psychiatric nurses are registered nurses with a Bachelor's degree from an
accredited college or university, and have, 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.

Description

a. Licensed Practical Nurses (LPN) must successfully complete a commission-
approved nursing education program consisting of at least 60 hours of theory
content and 120 hours of clinical practice, and must pass the official National
Council of State Boards of Practical Nurse Licensing Examination (NCLEX-PN®)
for their LPN nurse certificate. All LPNs must have an active status license in
Washington before practicing.

b. Registered Nurses (RN) must successfully complete a commission
approved nursing education program consisting of a minimum of 40 hours of
core course content, 40 hours of specialty content, and 160 hours of clinical
practice in a specialty area. RNs must successfully pass the official National
Council of the State Boards of Nursing Registered Nurse (NCSBN) or (NCLEX-
RN). All RNs must have an active status license in Washington before
practicing.

c. Advanced Registered Nurse Practitioners (ARNP) must have formal
graduate education and obtain a national specialty certification as a nurse
practitioner, nurse anesthetist or nurse midwife. ARNPs must hold a
registered nurse license in Washington before taking an accredited nursing or
nursing-related accrediting organization recognized by the US Department of
Education or the Council of Higher Education Accreditation. Educational
requirements include no less than 500 hours of clinical practice.

d. A psychiatric advanced registered nurse practitioner is a person who is
licensed as an advanced registered nurse practitioner and is also board-
certified in advanced practice psychiatric and mental health nursing.

e. Psychiatric nurses are registered nurses with a Bachelor's degree from an
accredited college or university, and have, 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.

Description

Physician Assistants (PA) must be licensed by the Department of Health,
Medical Quality Assurance Commission to practice medicine to a limited
extent under the supervision of a physician. They must be academically and
clinically prepared to provide health care services and perform diagnostic,
therapeutic, preventative, and health maintenance services. PAs must have
graduated from an accredited physician assistant program approved by the
commission and be certified by successful completion of the National
Commission of Certification of Physician Assistants (NCCPA) examination.
Physician assistants must have 4 clock hours of AID education and an active
DEA registration.

Description

All social workers listed below must pass either the American Association of
State Social Work Board's advanced or clinical examination for licensure. The
Associate Social Workers listed below are not required to have supervised
postgraduate experience prior to becoming an associate.

a. Licensed Independent Social Worker must graduate with an MA or PhD in
social work and complete a minimum of 4000 hours of supervised experience
or which 1000 hours must be direct client contact, over a three-year period
supervised by a licensed independent clinical social worker, with supervision
of at least 130 hours by a licensed mental health practitioner.

b. Licensed Advanced Social Worker must graduate with an MA or PhD in a
social work program and complete 3200 hours with supervision. At least 90
hours are direct supervision as specified by a licensed independent clinical
social worker, a licensed advanced social worker, or an equally qualified
licensed mental health professional. At least 40 hours must be in one-to-one
supervision and 50 hours may be in one-to-one supervision or group
supervision.
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Doctors of Chiropractic

Licensed Complementary and alternative Medicine Practitioners
Dieticians

Nutritionists

Other (specify)

Provider Type

Chemical Dependency Professionals

Exception to Rule

Allied or Affiliated Staff

c. Licensed independent clinical social worker must graduate with an MA or
PhD-level from a social work program accredited by the Council on Social
Work Education and successfully complete a supervised experience of at least
4000 hours of experience, of which 1000 hours must be direct client contact,
over a 3-year period supervised by a licensed independent clinical social
worker, with supervision of at least 130 hours by a licensed mental health
practitioner.

d. Licensed social worker associate-independent clinical must graduate with
an MA or PhD-level from a social work program accredited by the Council on
Social Work Education and declare they are working toward full licensure.

e. Licensed social worker associate-advanced must graduate with an MA or
PhD-level from a social work program accredited by the Council on Social
Work Education and declare they are working toward full licensure.

Description

Chemical Dependency Professionals (CDPs) must pass the National
Association of Alcoholism and Drug Abuse Counselor (NAADAC) National
Certification Examination for Addiction Counselors or International
Certification and Reciprocity Consortium (ICRC) Certified Addiction Counselor
Level Il or higher examination. CDPs must complete 1,000 to 2,500 hours of
supervised experience, dependent upon the following, associate degree,
baccalaureate degree, masters or doctoral degree, licensed as an advance
registered nurse practitioner, marriage and family therapists, mental health
counselors, advanced social workers, independent clinical social worker or
licensed as a psychologist, that include clinical evaluation and face-to-face
counseling.

Health Home benefits and services must be provided by qualified care
coordinators. On rare occasions, Health Home lead entities may request an
exception to the policy. Consideration and approval may be given to those
specific hires when the lead organization provides evidence that the
education, skills and knowledge and experience of the individual are an
acceptable substitution for care coordinator qualifications. The individual
must meet Health Home employment standards such as criminal history
background checks and eligible for professional liability insurance as
required by the hiring organization.

The lead entity will provide HCA a letter of request for approval to hire a
specific candidate. The letter will include the rationale for the potential care
coordinator (i.e. any special skills or knowledge such as bicultural or
bilingual), employee background and experience and how the person will be
supervised. The following are examples of supporting documentation the
lead entity may include with the letter of request:

+  Resume

+  Letters of recommendation

+  Educational transcripts

+  Documentation of courses, classes and trainings

+  Certifications

+  Licenses

The state will review and score each Exception to Rule letter of request and
documentation in the following areas:

+  Education

+  Experience

+  Skills/Knowledge

+  Letters of Recommendation

The potential candidate must receive a score of at least 80% to qualify under
the Exception to Rule

Community health workers, peer counselors, wellness coaches or other non-
clinical personnel who provide supportive services, outreach and
engagement to the client under the direction and supervision of the Health
Home Care Coordinator.

Allied or Affiliated staff may:
1. Support client with connecting to community supports to ensure that
needed services or equipment are received.
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Provider Type Description

The IHS certified Community Health Representative (CHR) Program is a
unique concept for providing health care, health promotion, and disease
prevention services. CHRs must demonstrate how they assist and connect
with the community, and their work has become essential to the spectrum of
Tribal community-oriented primary health care services. CHRs come from
the communities they serve and have tribal cultural competence.

Indian Health Services (IHS) Certified Community Health Representatives

Individual and Family Support (which includes authorized representatives)
Definition

The Health Home Care Coordinator recognizes the unique roles the beneficiary may assign to family, identified decision makers and caregivers in assisting them
with accessing and navigating health care and social service delivery systems, as well as support health action planning.

The Health Home Care Coordinator uses peer supports, support groups, and self-management programs to increase beneficiary and caregivers’ knowledge of
the beneficiary’s chronic conditions, promote the beneficiary’s engagement and self-management capabilities, and help the beneficiary improve adherence to
their prescribed treatment.

The Health Home Care Coordinator, affiliated staff, and the beneficiary:

1. Identify the role that families, informal supports and paid caregivers provide to achieve self-management and optimal levels of physical and cognitive
function;

2. Educate and support self-management, self-help recovery, and other resources necessary for the beneficiary, their family, and their caregivers to support the
beneficiary's individualized health action goals;

3. Discuss advance directives with beneficiaries and their families; and

4. Communicate and share information with beneficiaries and their families and other caregivers with appropriate consideration of language, activation level,
literacy and cultural preferences.

Describe how Health Information Technology will be used to link this service in a comprehensive approach across the care continuum

The PRISM software application includes the PRISM Health Report for all beneficiaries. The PRISM report is provided to the beneficiary’s primary care provider
and any other health care providers identified by the beneficiary and authorized by a signed release of information. This includes the Health Home Care
Coordinator. The report includes:

Beneficiary demographics

Last dental appointment

Health conditions

Hospital stays

Emergency room visits

Office visits and procedures in the last 180 days, used by the Care Coordinator to assess sufficient clinical oversight of the beneficiary’s chronic conditions
Prescriptions filled in the last 90 days

Prescriptions by drug class in last two years

ONOUVAWN =

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

Scope of service

The service can be provided by the following provider types

Behavioral Health Professionals or Specialists Description

a. Psychologists must have a doctoral degree from a regionally-accredited
institution, with at least 40 semester hours or 60 quarter hours of graduate
courses, one full year of continuous residency, a practicum of at least 300
hours, and supervised experience consisting at least two years. Psychologists
must take the National Examination of Professional Practice of Psychology
(EPPP).

b.  Child psychiatrists must be licensed as physicians and surgeons, with
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. Licensed mental health counselors must graduate with an MA or PhD-
level from an educational program in mental health counseling or a related
discipline, and complete 36 months of supervised full-time counseling or 3000
hours of postgraduate mental health counseling under the supervision of a
qualified licensed mental health counselor. Licensed mental health
counselors must pass an examination administered by the National Board of
Certified Counselors. Licensed mental health counselors are not required to
have supervised postgraduate experience prior to becoming an associate.

d. Licensed marriage and family therapists must have either an MA or PhD
in marriage and family therapy or an MA or PhD in behavioral science with
equivalent course work from an approved school. Licensed marriage and
family therapists must complete a minimum of 2 years of supervised full-time
marriage and family therapy. For full licensure, a licensed marriage and
family therapists must take and pass the Association of Marital and Family
Therapy Regulatory Boards examination. Licensed marriage and family
therapist associate applicants are not required to have supervised
postgraduate experience prior to becoming an associate.

Nurse Practitioner

Nurse Care Coordinators Description
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a. Licensed Practical Nurses (LPN) must successfully complete a commission-
approved nursing education program consisting of at least 60 hours of theory
content and 120 hours of clinical practice, and must pass the official National
Council of State Boards of Practical Nurse Licensing Examination (NCLEX-PN®)
for their LPN nurse certificate. All LPNs must have an active status license in
Washington before practicing.

b. Registered Nurses (RN) must successfully complete a commission
approved nursing education program consisting of a minimum of 40 hours of
core course content, 40 hours of specialty content, and 160 hours of clinical
practice in a specialty area. RNs must successfully pass the official National
Council of the State Boards of Nursing Registered Nurse (NCSBN) or (NCLEX-
RN). All RNs must have an active status license in Washington before
practicing.

c. Advanced Registered Nurse Practitioners (ARNP) must have formal
graduate education and obtain a national specialty certification as a nurse
practitioner, nurse anesthetist or nurse midwife. ARNPs must hold a
registered nurse license in Washington before taking an accredited nursing or
nursing-related accrediting organization recognized by the US Department of
Education or the Council of Higher Education Accreditation. Educational
requirements include no less than 500 hours of clinical practice.

d. A psychiatric advanced registered nurse practitioner is a person who is
licensed as an advanced registered nurse practitioner and is also board-
certified in advanced practice psychiatric and mental health nursing.

e. Psychiatric nurses are registered nurses with a Bachelor's degree from an
accredited college or university, and have, 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.

Nurses Description

a. Licensed Practical Nurses (LPN) must successfully complete a commission-
approved nursing education program consisting of at least 60 hours of theory
content and 120 hours of clinical practice, and must pass the official National
Council of State Boards of Practical Nurse Licensing Examination (NCLEX-PN®)
for their LPN nurse certificate. All LPNs must have an active status license in
Washington before practicing.

b. Registered Nurses (RN) must successfully complete a commission
approved nursing education program consisting of a minimum of 40 hours of
core course content, 40 hours of specialty content, and 160 hours of clinical
practice in a specialty area. RNs must successfully pass the official National
Council of the State Boards of Nursing Registered Nurse (NCSBN) or (NCLEX-
RN). All RNs must have an active status license in Washington before
practicing.

c. Advanced Registered Nurse Practitioners (ARNP) must have formal
graduate education and obtain a national specialty certification as a nurse
practitioner, nurse anesthetist or nurse midwife. ARNPs must hold a
registered nurse license in Washington before taking an accredited nursing or
nursing-related accrediting organization recognized by the US Department of
Education or the Council of Higher Education Accreditation. Educational
requirements include no less than 500 hours of clinical practice.

d. A psychiatric advanced registered nurse practitioner is a person who is
licensed as an advanced registered nurse practitioner and is also board-
certified in advanced practice psychiatric and mental health nursing.

e. Psychiatric nurses are registered nurses with a Bachelor's degree from an
accredited college or university, and have, 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.

Medical Specialists
Physicians
Physician's Assistants Description

Physician Assistants (PA) must be licensed by the Department of Health,
Medical Quality Assurance Commission to practice medicine to a limited
extent under the supervision of a physician. They must be academically and
clinically prepared to provide health care services and perform diagnostic,
therapeutic, preventative, and health maintenance services. PAs must have
graduated from an accredited physician assistant program approved by the
commission and be certified by successful completion of the National
Commission of Certification of Physician Assistants (NCCPA) examination.
Physician assistants must have 4 clock hours of AID education and an active
DEA registration.

Pharmacists

Social Workers Description

All social workers listed below must pass either the American Association of
State Social Work Board's advanced or clinical examination for licensure. The
Associate Social Workers listed below are not required to have supervised
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Doctors of Chiropractic

Licensed Complementary and alternative Medicine Practitioners
Dieticians

Nutritionists

Other (specify)

Provider Type

Exception to Rule

postgraduate experience prior to becoming an associate.

a. Licensed Independent Social Worker must graduate with an MA or PhD in
social work and complete a minimum of 4000 hours of supervised experience
or which 1000 hours must be direct client contact, over a three-year period
supervised by a licensed independent clinical social worker, with supervision
of at least 130 hours by a licensed mental health practitioner.

b. Licensed Advanced Social Worker must graduate with an MA or PhD from
a social work program and complete 3200 hours with supervision. At least 90
hours are direct supervision as specified by a licensed independent clinical
social worker, a licensed advanced social worker, or an equally qualified
licensed mental health professional. At least 40 hours must be in one-to-one
supervision and 50 hours may be in one-to-one supervision or group
supervision.

c. Licensed independent clinical social worker must graduate with an MA or
PhD-level from a social work program accredited by the Council on Social
Work Education and successfully complete a supervised experience of at least
4000 hours of experience, of which 1000 hours must be direct client contact,
over a 3-year period supervised by a licensed independent clinical social
worker, with supervision of at least 130 hours by a licensed mental health
practitioner.

d. Licensed social worker associate-independent clinical must graduate with
an MA or PhD-level from a social work program accredited by the Council on
Social Work Education and declare they are working toward full licensure.

e. Licensed social worker associate-advanced must graduate with an MA or
PhD-level from asocial work program accredited by the Council on Social Work
Education and declare they are working toward full licensure.

Description

Health Home benefits and services must be provided by qualified care
coordinators. On rare occasions, Health Home lead entities may request an
exception to the policy. Consideration and approval may be given to those
specific hires when the lead organization provides evidence that the
education, skills and knowledge and experience of the individual are an
acceptable substitution for care coordinator qualifications. The individual
must meet Health Home employment standards such as criminal history
background checks and eligible for professional liability insurance as
required by the hiring organization.

The lead entity will provide HCA a letter of request for approval to hire a
specific candidate. The letter will include the rationale for the potential care
coordinator (i.e. any special skills or knowledge such as bicultural or
bilingual), employee background and experience and how the person will be
supervised. The following are examples of supporting documentation the
lead entity may include with the letter of request:

+  Resume

+  Letters of recommendation

+  Educational transcripts

+  Documentation of courses, classes and trainings

+  Certifications

+  Licenses

The state will review and score each Exception to Rule letter of request and
documentation in the following areas:

+  Education

+  Experience

+  Skills/Knowledge

+  Letters of Recommendation

The potential candidate must receive a score of at least 80% to qualify under
the Exception to Rule
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Provider Type Description

Community health workers, peer counselors, wellness coaches or other non-
clinical personnel who provide supportive services, outreach and
engagement to the client under the direction and supervision of the Health
Home Care Coordinator.

Allied or Affiliated staff may:

1. Educate client, family, or caregiver advance directives, client rights, and
health care issues, as needed.

2. Meet with client and family, inviting any other providers to facilitate
needed interpretation services.

3. Refer client/family to peer supports, support groups, social services,
entitlement programs as needed.

Allied or Affiliated Staff

Chemical Dependency Professionals (CDPs) must pass the National
Association of Alcoholism and Drug Abuse Counselor (NAADAC) National
Certification Examination for Addiction Counselors or International
Certification and Reciprocity Consortium (ICRC) Certified Addiction Counselor
Level Il or higher examination. CDPs must complete 1,000 to 2,500 hours of

Chemical Dependency Professionals supervised experience, dependent upon the following, associate degree,
baccalaureate degree, masters or doctoral degree, licensed as an advance
registered nurse practitioner, marriage and family therapists, mental health
counselors, advanced social workers, independent clinical social worker or
licensed as a psychologist, that include clinical evaluation and face-to-face
counseling.

The IHS certified Community Health Representative (CHR) Program is a
unique concept for providing health care, health promotion, and disease
prevention services. CHRs must demonstrate how they assist and connect
with the community, and their work has become essential to the spectrum of
Tribal community-oriented primary health care services. CHRs come from
the communities they serve and have tribal cultural competence.

Indian Health Services (IHS) Certified Community Health Representatives

Referral to Community and Social Support Services
Definition

The Health Home Care Coordinator and affiliated staff identify available community based resources, actively manage referrals, assist the beneficiary in
advocating for access to care, and engage with community and social supports related to goal achievement documented in the Health Action Plan. When needed
and not otherwise provided through other case management systems, the Health Home Care Coordinator provides assistance in obtaining and maintaining
eligibility for health care services, disability benefits, housing, personal needs and legal services. These services will be coordinated with appropriate local, state
and federal governments and community based organizations. Referral to community and social support services includes long-term services and supports,
mental health, substance use disorder and other community and social services support providers needed to support the beneficiary in support of health action
goals.

The Health Home Care Coordinator documents referrals to and access by the beneficiary of community- based and other social support services.
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 supporting 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.

Scope of service

The service can be provided by the following provider types

Behavioral Health Professionals or Specialists Description

a. Psychologists must have a doctoral degree from a regionally-accredited
institution, with at least 40 semester hours or 60 quarter hours of graduate
courses, one full year of continuous residency, a practicum of at least 300
hours, and supervised experience consisting at least two years. Psychologists
must take the National Examination of Professional Practice of Psychology
(EPPP).

b.  Child psychiatrists must be licensed as physicians and surgeons, with
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. Licensed mental health counselors must graduate with an MA or PhD-
level from an educational program in mental health counseling or a related
discipline, and complete 36 months of supervised full-time counseling or 3000
hours of postgraduate mental health counseling under the supervision of a
qualified licensed mental health counselor. Licensed mental health
counselors must pass an examination administered by the National Board of
Certified Counselors. Licensed mental health counselors are not required to
have supervised postgraduate experience prior to becoming an associate.

d. Licensed marriage and family therapists must have either an MA or PhD
in marriage and family therapy or an MA or PhD in behavioral science with
equivalent course work from an approved school. Licensed marriage and
family therapists must complete a minimum of 2 years of supervised full-time
marriage and family therapy. For full licensure, a licensed marriage and
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family therapists must take and pass the Association of Marital and Family
Therapy Regulatory Boards examination. Licensed marriage and family
therapist associate applicants are not required to have supervised
postgraduate experience prior to becoming an associate.

Description

1. Licensed Practical Nurses (LPN) must successfully complete a commission
approved nursing education program consisting of at least 60 hours of theory
content and 120 hours of clinical practice and pass the official National
Council of State Boards of Practical Nurse Licensing Examination (NCLEX-PN®)
for their LPN nurse certificate. All LPNs must have an active status license in
Washington State before practicing.

2. Registered Nurses (RN) RNs must successfully complete a commission
approved nursing education program consisting of a minimum of 40 hours of
core course content, 40 hours of specialty content, and 160 hours of clinical
practice in a specialty area. RNs must successfully pass the official National
Council of the State Boards of Nursing Registered Nurse (NCSBN) or (NCLEX-
RN). All RNs must have an active status license in Washington State before
practicing.

3. Advanced registered Nurse Practitioners (ARNP) must have formal graduate
education and achieve a national specialty certification for the nurse
practitioner, nurse anesthetist or nurse midwife role. ARNPs must hold a
registered nurse license in Washington State before taking an accredited
nursing or nursing-related accrediting organization recognized by the US
Department of Education or the Council of Higher Education Accreditation.
Educational requirements include no less than 500 hours of clinical practice.
4. Psychiatric advanced registered nurse practitioner" means a person who is
licensed as an advanced registered nurse practitioner; and who is board
certified in advanced practice psychiatric and mental health nursing.

5. Psychiatric nurses are registered nurses with a bachelor's degree from an
accredited college or university, and have, 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.

Description

1. Licensed Practical Nurses (LPN) must successfully complete a commission
approved nursing education program consisting of at least 60 hours of theory
content and 120 hours of clinical practice and pass the official National
Council of State Boards of Practical Nurse Licensing Examination (NCLEX-PN®)
for their LPN nurse certificate. All LPNs must have an active status license in
Washington State before practicing.

2. Registered Nurses (RN) RNs must successfully complete a commission
approved nursing education program consisting of a minimum of 40 hours of
core course content, 40 hours of specialty content, and 160 hours of clinical
practice in a specialty area. RNs must successfully pass the official National
Council of the State Boards of Nursing Registered Nurse (NCSBN) or (NCLEX-
RN). All RNs must have an active status license in Washington State before
practicing.

3. Advanced registered Nurse Practitioners (ARNP) must have formal graduate
education and achieve a national specialty certification for the nurse
practitioner, nurse anesthetist or nurse midwife role. ARNPs must hold a
registered nurse license in Washington State before taking an accredited
nursing or nursing-related accrediting organization recognized by the US
Department of Education or the Council of Higher Education Accreditation.
Educational requirements include no less than 500 hours of clinical practice.
4. Psychiatric advanced registered nurse practitioner" means a person who is
licensed as an advanced registered nurse practitioner; and who is board
certified in advanced practice psychiatric and mental health nursing.

5. Psychiatric nurses are registered nurses with a bachelor's degree from an
accredited college or university, and have, 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.

Description

Physician Assistants (PA) must be licensed by the Department of Health,
Medical Quality Assurance Commission to practice medicine to a limited
extent under the supervision of a physician. They must be academically and
clinically prepared to provide health care services and perform diagnostic,
therapeutic, preventative, and health maintenance services. PAs must have
graduated from an accredited physician assistant program approved by the
commission and be certified by successful completion of the National
Commission of Certification of Physician Assistants (NCCPA) examination.
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Pharmacists

Social Workers

Doctors of Chiropractic

Licensed Complementary and alternative Medicine Practitioners
Dieticians

Nutritionists

Other (specify)

Provider Type

Chemical Dependency Professionals

Physician assistants must have 4 clock hours of AID education and an active
DEA registration.

Description

All social workers listed below must pass either the American Association of
State Social Work Board's advanced or clinical examination for licensure. The
Associate Social Workers listed below are not required to have supervised
postgraduate experience prior to becoming an associate.

a. Licensed Independent Social Worker must graduate with an MA or PhD in
social work and complete a minimum of 4000 hours of supervised experience
or which 1000 hours must be direct client contact, over a three-year period
supervised by a licensed independent clinical social worker, with supervision
of at least 130 hours by a licensed mental health practitioner.

b. Licensed Advanced Social Worker must graduate with an MA or PhD from
a social work program and complete 3200 hours with supervision. At least 90
hours are direct supervision as specified by a licensed independent clinical
social worker, a licensed advanced social worker, or an equally qualified
licensed mental health professional. At least 40 hours must be in one-to-one
supervision and 50 hours may be in one-to-one supervision or group
supervision.

c. Licensed independent clinical social worker must graduate with an MA or
PhD-level from a social work program accredited by the Council on Social
Work Education and successfully complete a supervised experience of at least
4000 hours of experience, of which 1000 hours must be direct client contact,
over a 3-year period supervised by a licensed independent clinical social
worker, with supervision of at least 130 hours by a licensed mental health
practitioner.

d. Licensed social worker associate-independent clinical must graduate with
an MA or PhD-level from a social work program accredited by the Council on
Social Work Education and declare they are working toward full licensure.

e. Licensed social worker associate-advanced must graduate with an MA or
PhD-level frpm a social work program accredited by the Council on Social
Work Education and declare they are working toward full licensure.

Description

Chemical Dependency Professionals (CDPs) must pass the National
Association of Alcoholism and Drug Abuse Counselor (NAADAC) National
Certification Examination for Addiction Counselors or International
Certification and Reciprocity Consortium (ICRC) Certified Addiction Counselor
Level Il or higher examination. CDPs must complete 1,000 to 2,500 hours of
supervised experience, dependent upon the following, associate degree,
baccalaureate degree, masters or doctoral degree, licensed as an advance
registered nurse practitioner, marriage and family therapists, mental health
counselors, advanced social workers, independent clinical social worker or
licensed as a psychologist, that include clinical evaluation and face-to-face
counseling.
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Provider Type

Exception to Rule

Allied or Affiliated Staff

Indian Health Services (IHS) Certified Community Health Representative

https://macpro.cms.gov/suite/tempo/records/item/IlUB9Co0jznkfJLyQF 9e4HpigLQ9Q0cLS686 GhhLQgRf5E7z-wNVEPIQRVzvbAgHdSwtu_ygqyMOE...

Description

Health Home benefits and services must be provided by qualified care
coordinators. On rare occasions, Health Home lead entities may request an
exception to the policy/rule. Consideration and approval may be given to
those specific hires when the lead organization provides evidence that the
education, skills and knowledge and experience of the individual are an
acceptable substitution for care coordinator qualifications. The individual
must meet Health Home employment standards such as criminal history
background checks and eligible for professional liability insurance as
required by the hiring organization.

The lead entity will provide HCA a letter of request for approval to hire a
specific candidate. The letter will include the rationale for the potential care
coordinator (i.e. any special skills or knowledge such as bicultural or
bilingual), employee background and experience and how the person will be
supervised. The following are examples of supporting documentation the
lead entity may include with the letter of request:

*  Resume

+  Letters of recommendation

+  Educational transcripts

+  Documentation of courses, classes and trainings

+  Certifications

+  Licenses

The state will review and score each Exception to Rule letter of request and
documentation in the following areas:

+  Education

+  Experience

«  Skills/Knowledge

+  Letters of Recommendation

The potential candidate must receive a score of at least 80% to qualify under
the Exception to Rule

Community health workers, peer counselors, wellness coaches or other non-
clinical personnel who provide supportive services, outreach and
engagement to the client under the direction and supervision of the Health
Home Care Coordinator.

Allied or Affiliated staff may:

1. Identify, refer and facilitate access to relevant community and social
support services that support the client's health action goals.

2. Assist client to apply for or maintain eligibility for health care services,
disability benefits, housing, and legal services not provided through other
case management systems.

3. Provide general information about upcoming community events.

The IHS certified Community Health Representative (CHR) Program is a
unique concept for providing health care, health promotion, and disease
prevention services. CHRs must demonstrate how they assist and connect
with the community, and their work has become essential to the spectrum of
Tribal community-oriented primary health care services. CHRs come from
the communities they serve and have tribal cultural competence.
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Health Homes Patient Flow

Describe the patient flow through the state's Health Homes system. Submit with the state plan amendment flow-charts of the typical process a
Health Homes individual would encounter

Enroliment flow is dependent upon 1) whether the beneficiary is enrolled with a Managed Care Lead Entity, or 2) is not enrolled in managed care and is receiving
their medical benefits in the FFS delivery system. Almost all Washington’s Medicaid Health Home beneficiaries are enrolled in managed care. Those that remain
in the FFS delivery system either reside in a voluntary managed care county, are a full-dual eligible, or have self-identified as American Indian/Alaska Native.

All Health Home beneficiaries, regardless of whether they receive their Medicaid benefits in managed care or in FFS, have the same eligibility criteria - one or
more chronic conditions from the chronic condition list and meet the state’s definition of “at risk for another.”

Enrollment starts with the identification of eligibility and assignment of a clinical indicator (Y=qualifies). The indicator is loaded into ProviderOne.

1. FFS beneficiaries with “Y“clinical indicators are enrolled into one of the qualified FFS Health Home Lead Entities in the geographic region in which they reside.
Health Home outreach and education information is generated automatically and sent to the beneficiary by mail. The Health Home Lead Entity receives
notification of the enrollment via HIPAA 834 files and assigns the beneficiary to one of their local Health Home Care Coordination Organizations (CCOs).

2. Managed care organizations have their eligible Health Home beneficiaries identified with a “Y” clinical indicator and receive notification of eligibility via HIPAA
834 files. The MCO assigns the beneficiary to one of their local Health Home Care Coordination Organizations (CCOs). The MCO is responsible for making sure
the enrollee is notified of their eligibility to receive Health Home services.

3. Any health care provider may refer beneficiaries to the Health Home program. An example is a local emergency room department who has agreed with the
Health Home Lead Entity to refer potentially eligible participants to the program.

Engagement consists of the assigned CCO placing beneficiaries with a Care Coordinator, who contacts the beneficiary to offer Health Home services. Once the
beneficiary has agreed to participate in a Health Home, the Care Coordinator prepopulates the Health Action Plan with PRISM claims utilization details and
arranges for an in-person visit. PRISM provides episode information related to specific diagnoses or pharmacy utilization, inpatient and outpatient claims,
emergency room visits, mental health claims, substance use disorder treatment claims, pharmacy claims, and long-term care assessment data.

During the home visit, the Care Coordinator:

Conducts the required and when needed optional brief screening;

Evaluates the beneficiary’s support system;

Completes a Consent for Release of Information;

Administers and scores the 13-question Patient Activation (PAM) or Caregiver Activation Measure (CAM) or Parent/Patient Activation Measure (PPAM); and
. Develops the Health Action Plan (HAP) with the beneficiary, who will work with the CCO to identify immediate and long-term goals, prioritize concerns and
establish action steps.
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Monitoring

Describe the state's methodology for calculating cost saving (and report cost savings annually in Quality Measure Report). Include savings that result
from improved coordination of care and chronic disease management achieved through the Health Homes Program, including data sources and
measurement specifications, as well as any savings associated with dual eligibles, and if Medicare data was available to the state to utilize in arriving
at its cost-savings estimates

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. Cost savings for dual eligibles will be determined by CMS.

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, beneficiary eligibility, enrollment and claims 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 uses PRISM 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 enables the Health Home Care Coordinator to better coordinate care and ensure that
the beneficiary’s complex needs are met, and will assist the state in monitoring cost and utilization data to ensure program goals are met.

The state has developed Health Information Technology (HIT) through OneHealthPort (OHP), who HCA contracts with to consult on maintaining a statewide
Health Information Exchange (HIE). HCA is developing 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. Updates to the Medicaid clinical data
repository to refine or to correct identified data collection errors occur whenever a need is identified.
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Quality Measurement and Evaluation

The state provides assurance that all Health Homes providers report to the state on all applicable quality measures as a condition of receiving payment from

the state

The state provides assurance that it will identify measureable goals for its Health Homes model and intervention and also identify quality measures related to
each goal to measure its success in achieving the goals

The state provides assurance that it will report to CMS information submitted by Health Homes providers to inform evaluations, as well as Reports to
Congress as described in Section 2703(b) of the Affordable Care Act and as described by CMS

The state provides assurance that it will track avoidable hospital readmissions and report annually in the Quality Measures report
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PRA Disclosure Statement: According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB
control number. The valid OMB control number for this information collection is 0938-1188. The time required to complete this information collection is estimated to average
40 hours per response, including the time to review instructions, search existing data resources, gather the data needed, and complete and review the information collection.
If you have comments concerning the accuracy of the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA
Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.
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I.  SPECIFIC PURPOSE OF THIS FINAL DEMONSTRATION AGREEMENT

The purpose of this Final Demonstration Agreement (Agreement) is to provide the terms
and conditions for the implementation of HealthPathWashington: A Medicare and
Medicaid Integration Project, Managed Fee-for-Service Model (Demonstration), first
established in the Memorandum of Understanding (MOU) signed on October 24, 2012.
All provisions of the MOU are incorporated by reference into this Agreement unless
otherwise specified or unless this Agreement includes provisions that are inconsistent
with the MOU. Any provision in this Agreement that is inconsistent with or in conflict

with a provision of the MOU will supersede such MOU provision.

This Final Demonstration Agreement, effective July 1, 2013, is hereby amended effective
December 21, 2018.

Beneficiary needs and experiences, including the ability to self-direct care, be involved in
one’s care, and live independently in the community, are central to this Demonstration.
Key objectives of the Demonstration are to improve beneficiary experience in accessing
care, promote person-centered health action planning, promote independence in the
community, improve quality of care, assist beneficiaries in getting the right care at the
right time and place, reduce health disparities, improve transitions among care settings,
and achieve cost savings for the State and the Federal government through improvements

in health and functional outcomes.

Il. LEGAL PARAMETERS

The parties agree to be bound to the terms and conditions of this Agreement.

I11. READINESS REVIEW

The purpose of the readiness review is to confirm that the State is prepared to implement





the Managed Fee-for-Service (MFFS) Financial Alignment Demonstration in accordance
with the model as outlined in the MOU. The goal is to ensure the successful transition of
Medicare-Medicaid enrollees into the Demonstration and to ensure the State has the
necessary infrastructure and capacity to implement, monitor, and oversee the proposed

model.

CMS has conducted a readiness review and determined that the State has reached a level
of readiness to implement the Demonstration. CMS and the State will finalize
benchmarks for the Demonstration quality metrics for the retrospective performance
payment, as described in Section 1V.J.3.b.

IV. PROCESS AND OPERATIONAL PROVISIONS

Items are listed in accordance to relevant MOU sections. “Intentionally Left Blank™ is
noted for those sections for which there are no changes from the MOU. For definitions,
please refer to the MOU.

IV.A. STATEMENT OF INITIATIVE (SECTION I of the MOU)

CMS and the State agree to begin this Managed Fee-for-Service Financial
Alignment Demonstration on July 1, 2013, and continue until December 31, 2020,
unless extended or terminated pursuant to the terms and conditions in Section V

or VI, respectively, of this Agreement.

IV.B. SPECIFIC PURPOSE OF THE MEMORANDUM OF
UNDERSTANDING (SECTION II of the MOU)

Intentionally Left Blank





IV.C. PROGRAM DESIGN/OPERATIONAL PLAN (SECTION 111 of the
MOU)

IV.C.1 Program Authority

IV.C.la. Medicare Authority: Intentionally Left Blank.

IV.C.1.b. Medicaid Authority: See Section H on Medicaid
Authority and Appendix 5 of the MOU.

IV.C.2.  Eligibility

IV.C.2.a. Eligible Populations: Beneficiaries with one
chronic condition and at risk of developing another
are eligible for the State’s approved health home
SPAs #13-0008, #13-0017, #15-0011, and #16-

0026, as summarized below:

IV.C.2.a.i. Chronic Conditions: The applicable
chronic conditions for eligibility are:
mental health condition, substance use
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, hematological and

musculoskeletal conditions.





IV.C.2.a.ii.

IV.C.2.a.ii.

At Risk of Developing Another Chronic
Condition: Risk of a second chronic
condition is defined by a minimum
predictive risk score of 1.5. The predictive
risk score of 1.5 means a beneficiary’s
expected future medical expenditures is
expected to be 50% greater than the base
reference group, the Washington SSI
disability population. The Washington risk
score is based on the Chronic IlIness &
Disability Payment System and Medicaid-
Rx risk groupers developed by Rick
Kronick and Todd Gilmer at the University
of California, San Diego, with risk weights
normalized for the Washington Medicaid
population. Diagnoses, prescriptions, age,
and gender from the beneficiary’s medical
claims and eligibility history for the past 15
months (24 months for children) are
analyzed, a risk score is calculated and
chronic conditions checked across all
categorically needy populations, and a
clinical indicator (Y=qualifies; N=does not
qualify) is loaded into the Washington
Medicaid Management Information System
(MMIS).

Potentially eligible beneficiaries with
insufficient claims history may be referred
to the program by contacting the
Washington Health Care Authority (HCA).





IV.C.2.h.

A tool has been developed to manually
calculate risk. This tool will be on the
health home website and distributed to the
designated providers. Once a provider has
determined a beneficiary is eligible by
manually calculating their risk that
information will be sent to HCA for further
analysis. If the beneficiary is eligible, he or

she will be enrolled into a health home.

Outreach and Education: The State and CMS will
coordinate to provide additional outreach to
providers, including regional meetings, webinars,
focus groups, informational emails via the HCA
listserv, and the ability for local organizations,
providers, and hospitals to refer potentially eligible
beneficiaries to the State.

IV.C.3. Delivery Systems and Benefits

IV.C3.a.

For beneficiaries who elect to receive health home
services, the Health Home Care Coordinator will
perform a comprehensive in-person health
screening and work with the beneficiary to
complete a Health Action Plan within 90 days of the
date when the Lead Entity was notified of the

beneficiary’s health home eligibility.

IV.C4. Beneficiary Protections, Participation and Customer

Service





IV.C.4.a. Beneficiary Participation on Governing and
Advisory Boards: As part of the Demonstration,
CMS and the State shall require Health Home
Networks to establish mechanisms to ensure
meaningful beneficiary input processes and the
involvement of beneficiaries in planning and
process improvements. This will be addressed in the
State’s qualification process for Health Home
Networks. In addition, the State will provide
avenues for ongoing beneficiary or beneficiary
advocates to provide input into the Demonstration
model, including participation in the Service
Experience Team (SET). The SET works in
partnership with the State to promote choice, quality
of life, health, independence, safety, and active
engagement to program improvement and
development. The SET consists of up to 12 clients
representing a diverse cross-section of geography,
gender and programs being utilized, three to five
Advocacy Representatives, a Tribal Representative,
and State staff. Feedback collected by the State will
be shared with Health Home Networks and will be

part of the State’s process improvement efforts.

IV.C.5.  Administration and Reporting

IV.C5.a. Readiness Review: See Section 111 for discussion of

Readiness Review.

IV.C.5.b.  Monitoring: Intentionally Left Blank





IV.C.6. Quality Management: See Section IV.J for additional
detail.

IV.C.7. Financing and Payment: See Sections IV.l and IV.J for
additional detail.

IV.C.38. Evaluation: Intentionally Left Blank

IV.D. DEFINITIONS (APPENDIX 1 of the MOU): The following terms are
added:

IV.D.1. Region 1: The 37 original counties in which the

Demonstration began operating in 2013, specifically:
Adams, Asotin, Benton, Chelan, Clallam, Clark, Columbia,
Cowlitz, Douglas, Ferry, Franklin, Garfield, Grant, Grays
Harbor, Island, Jefferson, Kitsap, Kittitas, Klickitat, Lewis,
Lincoln, Mason, Okanogan, Pacific, Pend Oreille, Pierce,
San Juan, Skagit, Skamania, Spokane, Stevens, Thurston,
Wahkiakum, Walla Walla, Whatcom, Whitman, and

Yakima counties

IV.D.2. Region 2: King and Snohomish counties

IV.E. CMS STANDARDS AND CONDITIONS AND SUPPORTING
STATE DOCUMENTATION (APPENDIX 2 of the MOU)

Intentionally Left Blank

IV.F. DETAILS OF THE STATE DEMONSTRATION AREA
(APPENDIX 3 OF THE MOU)





IV.F.1.  AsofJuly 1, 2013, in conjunction with the approved Health
Home SPA #13-0008, the Demonstration began operating
in the following 14 counties:

IV.F.1la. Coverage Area 4: Pierce County

IV.F.1.b.  Coverage Area 5: Clark, Cowlitz, Klickitat,

Skamania, and Wahkiakum Counties

IV.F.1.c.  Coverage Area 7: Asotin, Benton, Columbia,
Franklin, Garfield, Kittitas, Walla Walla, and

Yakima Counties

IV.F.2. In addition, starting October 2013, in conjunction with the
approved Health Home SPA #13-0017, the Demonstration
began operating in the following 23 counties:

IV.F.2.a.  Coverage Area 1: Clallam, Grays Harbor, Jefferson,
Kitsap, Lewis, Mason, Pacific, and Thurston

Counties

IV.F.2.b.  Coverage Area 2: Island, San Juan, Skagit, and

Whatcom Counties

IV.F.2.c.  Coverage Area 6: Adams, Chelan, Douglas, Grant,
Ferry, Lincoln, Okanogan, Pend Oreille, Stevens,
Spokane, and Whitman Counties

IV.F.3. For the purposes of this Final Demonstration Agreement, the

above 37 counties are referred to as Region 1.
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IV.F4.

Beginning April 2017, in conjunction with the approved
Health Home SPA #16-0026, the Demonstration began
operating in King and Snohomish counties. King County
comprises the entirety of Coverage Area 3 and Snohomish
County is in Coverage Area 2. For the purposes of this Final
Demonstration Agreement, King and Snohomish counties

are referred to as Region 2.

IV.G. MEDICARE AUTHORITIES AND WAIVERS (APPENDIX 4 of the

MOU)

Intentionally Left Blank

IV.H. MEDICAID AUTHORITIES AND WAIVERS (APPENDIX 5 of the

MOU)

IV.H.1.

On June 28, 2013, CMS approved Health Home SPA #13-
0008, effective July 1, 2013, to authorize implementation of
the health home benefit in 14 counties. On December 11,
2013, CMS approved Health Home SPA #13-0017, effective
October 1, 2013, to authorize implementation of the health
home benefit in 23 additional counties (See Section IV.F).
On March 30, 2017, CMS approved Health Home SPA #16-
0026, effective April 1, 2017, to authorize implementation
of the health home benefit in two additional counties,
making health home services available statewide (See
Section IV.F).
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IV.H.2.  Continued operation and implementation of this
Demonstration is contingent on the State’s ongoing

compliance with the terms of the approved State Plan.

IV.I. PERFORMANCE PAYMENTS TO THE STATE (APPENDIX 6 of
the MOU)

IV.1.1. Demonstration Years: Figure 6-1 below outlines the
updated Demonstration Years for the purposes of this
Agreement.

Figure 6-1. Updated Demonstration Year Dates

Demonstration Year Calendar Dates

1 July 1, 2013 — December 31, 2014

January 1, 2015 — December 31, 2015
January 1, 2016 — December 31, 2016
January 1, 2017 — December 31, 2017
January 1, 2018 — December 31, 2018
January 1, 2019 — December 31, 2019
January 1, 2020 — December 31, 2020

N[O~ wWw N

IV.1.2.  Savings Calculation Detail: After each year of the
Demonstration, the Evaluation Contractor will perform a
calculation to determine whether the Demonstration
achieved savings, and the amount of any savings. The
calculation will determine the difference in per beneficiary
per month (PBPM) spending found between the
demonstration group and a target amount determined by
trending demonstration group expenditures in a two-year
pre-Demonstration base period by the change in costs of the

comparison group. The savings calculations will use an
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actuarial methodology to provide CMS with the resulting
Medicare and Medicaid savings achieved. The calculation
will reflect any increase in Federal Medicaid spending,
including fees or enhanced FMAP for health home services,
associated with beneficiaries in Washington or the

comparison group.

IV.l1.2.a. Identifying Beneficiaries Eligible for Inclusion:
Both the demonstration and comparison group will
be identified using an intent-to-treat approach. The
data used to identify demonstration and comparison
beneficiaries will reflect eligibility on the
Demonstration start date. The demonstration group
will be identified retrospectively, after the
Demonstration Year has ended, to allow for

additional data to become available.

IV.l.2.a.. Every beneficiary included in the first
performance payment calculation must meet
all of the following criteria to be included in

the savings calculation:

IV.l.2.a.i.1. Meet the Demonstration eligibility
criteria for at least 3 months and have

at least 3 months of baseline claims.

IV.1.2.a.ii. Individuals in an MA or PACE plan will not
be included in the base period, and their
experience during the Demonstration will
also be excluded from the savings

calculation.

13





IV.1.2.a.iii.

Only the member months during which a
beneficiary was eligible for the
Demonstration or comparison group will be
included in the calculation. Terminations in
eligibility will result from moving out of
area, death, loss of eligibility for Medicare
Parts A and B, Medicare becoming a
secondary payer, loss of eligibility for full
Medicaid benefits, or receipt of Medicare or
Medicaid hospice. The same rules for
terminating eligibility for inclusion in the
savings calculation will be applied to both

the demonstration and comparison groups.

IV.1.2.b. Beneficiaries who Become Eligible for this

Demonstration After the Start Date

IV.1.2.b.i.

The baseline for beneficiaries who become
eligible for the Demonstration after the
Demonstration start date will be their
experience from their date of Demonstration
eligibility to the end of that Demonstration
Year. Such beneficiaries will then enter the
calculation on the first day of the next
Demonstration Year. The same approach
will be used to determine baseline
experience for beneficiaries in the
comparison group who newly meet
Demonstration eligibility criteria after the
Demonstration start date.
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IV.1.2.b.ii.

The actual savings achieved for
beneficiaries who become eligible for this
Demonstration after the start date will not be
included in the savings calculation until the
following year (i.e., until the beneficiaries’
first full Demonstration Year of eligibility),
with the exception of beneficiaries in Region
2 who will have a partial year of data and be
included in the Demonstration Year 4
savings calculations if they are eligible as of
April 1, 2017 (Region 2 beneficiaries who
become eligible after this date will be
included in the Demonstration Year 5

savings calculations).

IV.1.2.b.ii.1. For the Demonstration Year in which

the beneficiary became eligible for this
Demonstration after the start date, the
savings percentage calculated for
beneficiaries that are included in the
savings calculation (i.e. beneficiaries
in the demonstration and comparison
groups who were eligible on the
Demonstration start date, or at the
beginning of the previous
Demonstration Year, as applicable)
will be attributed to the beneficiaries
who become eligible for this
Demonstration after the start date in

the year that they become eligible.
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IV.1.2.b.ii.2. Each Demonstration Year, a new

IV.1.2.b.iii.

IV.1.2.b.iv.

IV.1.2.b.v.

IV.1.2.b.vi.

cohort will be created for beneficiaries
who became newly eligible the

previous year.

Beneficiaries becoming eligible for the
Demonstration during the first year will be
incorporated into the savings calculation
using the attribution approach described in
IV.1.2.b.ii, above. These beneficiaries will
be included in a new cohort on the start date

of the second Demonstration Year.

All beneficiaries that become eligible for the
Demonstration during the second
Demonstration Year will form a cohort that
begins in the third Demonstration Year. The
same approach will be used for all
beneficiaries becoming eligible during

Demonstration Year three and beyond.

Beneficiaries becoming eligible in the final
Demonstration Year will not be included in
the calculation of savings percentages, but
will have savings applied to their
expenditures using the methodology
described in 1V.1.2.b.ii.

For each new cohort of demonstration
beneficiaries, there will be a corresponding

new cohort of comparison beneficiaries
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IV.1.2.c. Cell Structure

IV.1.2.c.i. Beneficiaries in the demonstration group
and the comparison group will be grouped
into cells according to characteristics that
influence expected costs (e.g., residing in a
nursing facility, serious and persistent

mental illness, age).

IV.1.2.c.ii. The cells are the following:

IV.1.2.c.ii.1. Three by category of care delivery:
facility, HCBS waiver, and community

other.

IV.1.2.c.ii.2. Two by mental condition: the presence
or absence of serious and persistent
mental illness (SPMI).

IV.1.2.c.ii.3. Two by age: age 65 and older, and
under age 65.

IV.1.2.c.iii. If a particular cell contains zero or a small
number of member months, as determined
by CMS and its evaluation contractor, the
cell category will be eliminated and any
beneficiaries in the eliminated cell will be
included in another applicable cell. A cell
will also be eliminated if data needed to

make the cell placements are not available.
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IV.1.2.c.iv.

IV.l.2.c.v.

Beneficiaries will be placed into cells
according to their characteristics as of the
date they enter the savings calculation (i.e.
the Demonstration start date or the first date
of a new cohort), and will remain in that cell
throughout the Demonstration, for the
months they remain eligible for the

Demonstration.

Savings will be measured separately for
each cell. Aggregate savings will be
determined by weighting each comparison
group cell according to the distribution of

the demonstration population.

IV.1.2.d. Capping Individual Costs: The annual costs of

individuals included in the savings calculation will

be capped at the 99th percentile of annual

expenditures. Medicare and Medicaid expenditures

will be capped separately.

IV.l.2.e. Savings Calculation: Savings will be calculated one

cell at a time, one year at a time, and one cohort at a

time, as follows:

S$xp = Mx,p * (TPBPMx p — PBPMx,p ), Where:

IV.1.2.e..

S$x p = savings in dollars for a particular
cell (X) for a particular cohort in a particular
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IV.1.2.e.ii.

IV.1.2.e.ii.

IV.1.2.e.iv.

Demonstration Year for a particular program
(Medicare or Medicaid)

Mx,p = months of eligibility for the
beneficiaries in cell (X) in the demonstration
group. Each cell in the comparison group
will have the same weight as the

corresponding cell in the demonstration

group.

TPBPMxp = target per beneficiary per
month cost in cell (X) for a particular

program.

PBPMx p,p = actual per beneficiary per
month cost of the beneficiaries in cell (X) in
the demonstration group for a particular

program.

IV.1.2.e.iv.1. The PBPMxppp is equal to the

Medicare A/B costs or the Medicaid
costs (excluding the costs above the
cap) incurred during the period of
eligibility for all beneficiaries in cell
(X) in the demonstration group,
divided by the months of eligibility for
all beneficiaries in cell (X) in the

demonstration group.
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IV.1.2.e.iv.2. Whenever a beneficiary is eligible for
part of a month (e.g. for a death that
occurs in the middle of a month), then
a fraction of the month will be used in
determining the total number of

months of eligibility.

IV.1.2.ev. Aggregate savings across all cells will be the
sum of the savings for all cells and for both
programs: S$a = > S$x.

IV.1.2.e.vi. The target PBPM (TPBPMxp) is a
projection of the baseline PBPM of a cell
(X) and the program (P) of the
demonstration group based on the rate of
increase of the corresponding cell of the

comparison group:

TPBPMxp = PBPMxppr(BY) *
(PBPMxcp(DY) / PBPMxcp(BY)),

where:

IV.l1.2.e.vi.l. PBPMxpp(BY) = the demonstration
group PBPM in the base years in cell
(X) and program (P)

IV.1.2.e.vi.2. PBPMxcp(BY) = the comparison
group PBPM in the base years in cell
(X) and program (P)
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IV.1.2.e.vi.3. PBPMxcp(DY) = the comparison
group PBPM in the Demonstration
Year in cell (X) and program (P)

IV.1.2.e.vii. Percentage savings in aggregate across all
cells and both Medicare and Medicaid is

calculated as follows:

S%cohort = S$conort / (MCOhort * TPBPMCohorI)

IV.l1.2.e.viii.  Total dollar savings will be the dollar
savings from those beneficiaries in the
calculation of the percentage savings plus
the attributed savings to the cohort of
beneficiaries who become eligible for this

Demonstration after the start date:

IV.1.2.e.viii.1. S$tota = S$conort + SYconort *
Enewconort, Where: S%conort, S$ conort,
M cohort, and TPBPM conort have the
meanings described above but
summed across all cells and the for

the Medicaid and Medicare programs.

IV.1.2.e.viil.2. Enewconort represents the amount spent
on beneficiaries in the cohort of
beneficiaries who become eligible for
this Demonstration after the start date;
the percentage savings calculated for

the previous cohort(s) is being
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attributed to the cohort of
beneficiaries who become eligible for
this Demonstration after the start date
in the equation 1V.1.2.e.viii,

immediately above.

IV.J. DEMONSTRATION PARAMETERS (APPENDIX 7 of the MOU)

1V.J.1.

1IvV.J.2

1IV.J.3.

State of Washington Delegation of Administrative Authority
and Operational Roles and Responsibilities: Intentionally Left
Blank

Grievances and Appeals: Intentionally Left Blank

Administration and Oversight

IV.J.3.a. Monthly Eligibility File Submissions: Beginning
June 2013, Washington must submit a monthly
eligibility file to CMS’ beneficiary alignment
contractor. This data will be updated into CMS’
Master Database Management (MDM) system for
beneficiary attribution purposes, and used by the
evaluation contractor to identify the eligible

population.

IV.J.3.a.. Washington will need to provide
information including but not limited to the

following:
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IVJ.3ail.

IV.J.3.a.i.2.

IVJ.3.a.i3.

IV.J.3.a.i.4.

IV.J.3.a.1.5.

IV.J.3.a.i.6.

IV.J.3.a.l.7.

IVJ.3.a.i8.

IVJ.3.a.il.

Beneficiary-level data identifying
beneficiaries eligible for the

Demonstration

Medicare Beneficiary Claim Account
Number (HICN)

ProviderOne ldentification number

Social Security Number

Gender

Person First and Last Name,
Birthdate, and Zip Code

Eligibility identification flag - Coded
0 if not identified as eligible for the
Demonstration, 1 if identified by
administrative criteria (e.g. claims),
and 2 if by non-administrative criteria
(e.g. BMI, smoking)

Monthly Demonstration eligibility
indicator (Each monthly eligibility
flag variable would be coded 1 if
eligible, and 0O if not)

Monthly Health Home Enrollment

indicator (Each monthly enrollment
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IV.J.3.a.i.10.

flag variable would be coded 1 if
enrolled with a Health Home Lead
Entity, and O if not)

Monthly Health Home Engagement
indicator (Each monthly engagement
variable would be coded 1 if received
a health home service during the
month, and 0 if not)

IV.J.3.a.ii.  Washington shall also submit summary level

data for the State Data Reporting System

on a quarterly basis, including monthly data

for the following but not limited to:

IV.J.3.aii.l.

IV.J.3.a.ii.2.

IV.J.3.a.ii.3.

The number of beneficiaries eligible
for the Demonstration, appropriately
excluding all individual beneficiaries

not eligible for the Demonstration.

The number of beneficiaries who are
no longer eligible for the
Demonstration (e.g. through Medicare
Advantage enrollment or moving out
of the State).

The number of Health Home Lead
Entities participating in the

Demonstration.
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IV.J.3.b. Quality Metrics and Reporting for Determining the

Retrospective Performance Payment

IV.J.3.b.i.

IV.J.3.b.ii.

IV.J.3.b.iii.

CMS will review and update the
Demonstration core measures and measure
specifications annually to ensure compliance
with current science on measure
development, and consistency with other
CMS initiatives when applicable and

appropriate.

The State will review and, with CMS
approval, update State-specific measures
and measure specifications annually to
ensure compliance with current science on
measure development. Where applicable and
appropriate, CMS and the State will adhere
to nationally-endorsed specifications and
Medicaid modifications for relevant

measures.

CMS will establish benchmarks for each
core measure based on an analysis of the
State’s quality performance and national
references, as further detailed in Section
IV.J.3.b.v.1 below. The State will be
allowed to review and comment on the CMS
proposed core measure benchmarks. For
State-specific process and Demonstration
measures, the State will provide CMS with
recommended benchmarks and supporting
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IV.J.3.b.iv.

analysis. CMS will approve the final
benchmarks for all measures. CMS and the
State will consider modification of
benchmarks when the specifications for a

measure are changed from the previous year.

The Demonstration Measurement Set
(including core measures revised from the
MOU, State-specific process measures, and
State-specific Demonstration measures) are
as follows for the 37 original counties
(Region 1, Table 1) and for King and
Snohomish counties (Region 2, Table 2):
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Table 1 — Demonstration Measurement Set — Region 1 (37 Original Counties)*

Measure
Number

Measure Description

Year 1

Year 2

Year 3

Year 4

Year 5

Year 6

Year 7

Model Core Measures

Al

All Cause Hospital
Readmission

(Plan All Cause
Readmission #1768)

Reporting

Benchmark

Benchmark

Benchmark

Benchmark

Benchmark

Benchmark

A2

Ambulatory Care-
Sensitive Condition
Hospital Admission
(PQI Composite #90)

Reporting

Benchmark

Benchmark

Benchmark

Benchmark

Benchmark

Benchmark

A3

ED Visits for
Ambulatory Care-
Sensitive Conditions
(Rosenthal)

Reporting

Benchmark

Benchmark

Benchmark

Benchmark

Benchmark

Benchmark

A4

Follow-Up after
Hospitalization for
Mental IlIness
(NQF #0576)

Reporting

Benchmark

Benchmark

Benchmark

Benchmark

Benchmark

Benchmark

A7

Screening for fall risk
(#0101)?

Reporting

Reporting

Retired

Retired

Retired

A8

Initiation of alcohol
and other drug
dependent treatment
(NQF #0004)

Reporting

Reporting

Reporting

Benchmark

Benchmark

A9

Enrollees with an
Assessment
Completed: Percentage
of demonstration-
eligible Medicare-
Medicaid enrollees

Reporting

Benchmark

Benchmark
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Measure
Number

Measure Description

Year 1

Year 2

Year 3

Year 4

Year 5

Year 6

Year 7

who are enrolled with a
care coordination entity
and had an assessment
completed within 90
days of enrollment with
a care coordination

entity®

A.10

Enrollees with a Care
Plan Completed:
Percentage of
demonstration-eligible
Medicare-Medicaid
enrollees who are
enrolled with a care
coordination entity and
had a care plan
completed within 90
days of enrollment with
a care coordination
entity*

Reporting

Benchmark

Benchmark

All

Mental Health
Penetration: Percentage
of beneficiaries with
mental health service
need who received
mental health service?

Reporting

Benchmark

Benchmark

State-Specific Process
Measures

B.1

Health Action Plans:
Percentage of
beneficiaries with

Reporting

Reporting

Benchmark

Benchmark

Retired

Retired

Retired
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Measure
Number

Measure Description

Year 1

Year 2

Year 3

Year 4

Year 5

Year 6

Year 7

Health Action Plans
within 90 days of
enrollment®

B.2

Training: Delivery of
standardized state
training for Health
Home Care
Coordinators on the
Health Action Plan

Reporting

Benchmark

Benchmark

Benchmark

Benchmark

Benchmark

Benchmark

B.3

Discharge Follow-up:
Percentage of
demonstration-eligible
beneficiaries with 30
days between hospital
discharge to first
follow-up visit

Reporting

Reporting

Benchmark

Benchmark

Benchmark

Benchmark

Benchmark

State-Specific
Demonstration
Measures

Cl

Average change in
Patient Activation
Measure (PAM) score
for participating
Medicare-Medicaid
Enrollees who initially
were least activated

Reporting

Benchmark

Benchmark

Benchmark

Benchmark

Benchmark

Benchmark

C.2

Percent of high-risk
Medicare-Medicaid
demonstration-eligible
beneficiaries receiving

Reporting

Benchmark

Benchmark

Benchmark

Benchmark

Benchmark

Benchmark
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Measure | Measure Description | Year 1 Year 2 Year 3 Year 4 Year 5 Year 6 Year 7
Number

community-based
LTCSS

C.3 Percent of high-risk Reporting | Benchmark | Benchmark | Benchmark | Benchmark | Benchmark | Benchmark
Medicare-Medicaid
demonstration-eligible
beneficiaries receiving
institutional long term
care services

1. CMS has retired the following measures and no reporting is required for these measures for the Demonstration: A.5 (Depression screening and follow up
care, #0418); and A.6 (Care transition record transmitted to health care professional, NQF #648).

2. CMS has retired collection of the Screening for Fall Risk measure (A.7) as of Demonstration Year 5. This measure has been replaced by the Mental
Health Penetration Measure (A.11).

3. All rates must be reported to meet the complete and accurate reporting requirements for this measure. The benchmark for the measure will be based on the
final calculation of Rate #4, “The percentage of enrollees who were willing to participate and who could be reached who had an assessment completed
within 90 days of enrollment.”

4. All rates must be reported to meet the complete and accurate reporting requirements for this measure. The benchmark for the measure will be based on the
final calculation of Rate #4, “The percentage of enrollees who were willing to participate and who could be reached who had a plan of care within 90 days of
enrollment.”

5. This measure is retired as of Demonstration Year 5 due to reporting and benchmarking of the following two measures under Model Core Measures as of
Demonstration Year 5: Enrollees with an Assessment Completed (A.9) and Enrollees with a Care Plan Completed (A.10).
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Table 2— Demonstration Measurement Set — Region 2 (King and Snohomish Counties)

Measure
Number

Measure Description

Year 1

Year 2

Year 3

Year 4

Year 5

Year 6

Year 7

Model Core Measures

Al

All Cause Hospital
Readmission

(Plan All Cause
Readmission #1768)

Reporting

Benchmark

Benchmark

Benchmark

A2

Ambulatory Care-
Sensitive Condition
Hospital Admission
(PQI Composite #90)

Reporting

Benchmark

Benchmark

Benchmark

A3

ED Visits for
Ambulatory Care-
Sensitive Conditions
(Rosenthal)

Reporting

Benchmark

Benchmark

Benchmark

A4

Follow-Up after
Hospitalization for
Mental IlIness
(NQF #0576)

Reporting

Benchmark

Benchmark

Benchmark

A8

Initiation of alcohol
and other drug
dependent treatment
(NQF #0004)

Reporting

Reporting

A9

Enrollees with an
Assessment
Completed: Percentage
of demonstration-
eligible Medicare-
Medicaid enrollees
who are enrolled with a
care coordination entity

Reporting

Benchmark

Benchmark
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Measure
Number

Measure Description

Year 1

Year 2

Year 3

Year 4

Year 5

Year 6

Year 7

and had an assessment
completed within 90
days of enrollment with
a care coordination

entity®

A.10

Enrollees with a Care
Plan Completed:
Percentage of
demonstration-eligible
Medicare-Medicaid
enrollees who are
enrolled with a care
coordination entity and
had a care plan
completed within 90
days of enrollment with
a care coordination
entity*

Reporting

Benchmark

Benchmark

All

Mental Health
Penetration: Percentage
of beneficiaries with
mental health service
need who received
mental health service?

Reporting

Benchmark

State-Specific Process
Measures

B.1

Health Action Plans:
Percentage of
beneficiaries with
Health Action Plans

Reporting

Retired

Retired

Retired
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Measure
Number

Measure Description

Year 1

Year 2

Year 3

Year 4

Year 5

Year 6

Year 7

within 90 days of
enrollment®

B.2

Training: Delivery of
standardized state
training for Health
Home Care
Coordinators on the
Health Action Plan

Reporting

Benchmark

Benchmark

Benchmark

B.3

Discharge Follow-up:
Percentage of
demonstration-eligible
beneficiaries with 30
days between hospital
discharge to first
follow-up visit

Reporting

Reporting

Benchmark

Benchmark

State-Specific
Demonstration
Measures

Cl

Average change in
Patient Activation
Measure (PAM) score
for participating
Medicare-Medicaid
Enrollees who initially
were least activated

Reporting

Benchmark

Benchmark

Benchmark

C.2

Percent of high-risk
Medicare-Medicaid
demonstration-eligible
beneficiaries receiving
community-based
LTCSS

Reporting

Benchmark

Benchmark

Benchmark
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Measure | Measure Description | Year 1 Year 2 Year 3 Year 4 Year 5 Year 6 Year 7
Number

C.3 Percent of high-risk Reporting | Benchmark | Benchmark | Benchmark
Medicare-Medicaid
demonstration-eligible
beneficiaries receiving
institutional long term
care services

Note: CMS has retired the following measures and no reporting is required for these measures for the Demonstration: A.5 (Depression screening and follow
up care, #0418); and A.6 (Care transition record transmitted to health care professional, NQF #648).

1. All rates must be reported to meet the complete and accurate reporting requirements for this measure. The benchmark for the measure will be based on the
final calculation of Rate #4, “The percentage of enrollees who were willing to participate and who could be reached who had an assessment completed within
90 days of enrollment”.

2. All rates must be reported to meet the complete and accurate reporting requirements for this measure. The benchmark for the measure will be based on the
final calculation of Rate #4, “The percentage of enrollees who were willing to participate and who could be reached who had a plan of care within 90 days of
enrollment.”

3. CMS has retired collection of the Screening for Fall Risk measure (A.7) as of Demonstration Year 5 and this measure will not be reported in Region 2.
This measure has been replaced by the Mental Health Penetration Measure (A.11).

4. This measure is retired as of Demonstration Year 5 due to reporting and benchmarking of the following two measures under Model Core Measures as of
Demonstration Year 5: Enrollees with an Assessment Completed (A.9) and Enrollees with a Care Plan Completed (A.10).
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IV.J.3.b.v. Benchmarking and Scoring State Performance:

Benchmarks for individual measures will be

determined through an analysis of national and

State-specific data.

IV.J.3.b.v.1. CMS and the State will establish benchmarks

for the Demonstration based on the following

principles:

IV.J.3.bv.la.

IV.J.3.b.v.1.b.

IV.J.3.bv.lc.

CMS will set benchmark levels for core
measures. Once benchmark levels are
set, CMS will provide the State with no
less than 30 days to review the
benchmark levels, the methodological
considerations, and the data supporting
any baseline calculations, as provided

in a written notice.

For State-specific process and
Demonstration measures, the State will
provide CMS with recommended
benchmarks and supporting analysis;
CMS will approve the final benchmarks

for these measures.

All benchmarks will consider the
population served under the
Demonstration, changes in the

population, and for measures in which
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IV.J.3.b.v.1d.

IV.J.3.bv.le.

IV.J.3.b.v.1.f.

the baseline is set from pre-
Demonstration experience, the extent to
which pre-Demonstration experience
data is reflective of the Demonstration

population.

Benchmarks will include minimum
achievement levels, improvement
relative to those levels, or both (i.e.,

either/or).

For claims-based measures, where it is
feasible to assess experience prior to the
start of the Demonstration,
improvement-focused benchmarking
will be based on improvement from the

pre-Demonstration baseline.

For measures for which the baseline
cannot be based on pre-Demonstration
experience, improvement-focused
benchmarking will be based on
improvement from the reporting period
baseline. For the Patient Activation
Measure (PAM), improvement-focused
benchmarking will be based on positive
average PAM score changes for
beneficiaries who were initially least

activated.
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IV.J.3.b.v.1.0.

Given that the State already has
achieved one of the lowest rates of
institutional long term care placement
in the country, the two long-term
services and supports State-specific
demonstration measures will allow
credit for maintaining or improving

performance over time.

IV.J.3.b.v.2. The State may earn credit on measures in two

ways:

IV.J.3.b.v.2a

IV.J.3.b.v.2.b.

If the State meets the established
benchmark on an individual measure;

or

If the State meets the established goal
for closing the gap between their
performance in the 12 months prior to
the performance period and the
established benchmark by a stipulated
percentage. Specifically, the gap
closure target for each measure will be

set as follows:

IV.J.3.b.v.2.b.i Step 1: Calculate the

difference between the State’s
performance rate on the

measure in the year prior to
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1IV.J.3.b.vi.

IV.J.3.b.v.2.b.ii

IV.J.3.b.v.2.b.iii

the performance period and
the established benchmark
level for the performance

period.

Step 2: Multiply the difference
in Step 1 by the improvement
percentage of 10%.

Step 3: Add the result from
Step 2 to the State’s
performance rate on the
measure in the year prior to
the performance period, and
round to the nearest integer. If
the State’s performance in the
performance period exceeds
the amount determined in Step
3, the State has met the
established goal for closing

the gap.

Scoring Methodology: The State will receive a
“met” or “not met” score for each measure. If the
State meets the determined benchmark or
improvement goal, it will receive a “met” for that
measure. If the State does not meet the benchmark
or improvement goal, it will receive a “not met” for
that measure. For the measures based solely on

reporting (as indicated in the tables above), a “met”
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IV.J.3.b.vii.

is based on full and accurate reporting. For each
measure, receiving a “met” is contingent on the
State attesting to complete and accurate reporting
for that measure and subject to CMS validation of
the data being reported. Measures that are ‘not met’
result in a reduction in the number of measures
included in the numerator of the calculation of the
measures met each year, but remain in the

denominator.

Retrospective Performance Payment: The
maximum retrospective performance payment
available to the State under this model is based on
achieving overall federal savings as described in the
MOU and in Section IV.l above. The performance
payment qualifications will vary by year. Additional
detail is provided in Appendix A.

IV.J.3.b.vii.1. Calculation of Retrospective Performance

Payment: CMS will consult with the State on
methodological issues and data collection to
execute the retrospective performance

payment calculations.

IV.J.3.b.vii.2. CMS and the State will meet at least annually

to review interim demonstration performance
and quality metrics, including for quality of
care measures and analysis to review
eligibility for the retrospective performance

payment. CMS will provide the State with
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IV.J.3.b.vii.3.

the data and assumptions used in calculating
baseline cost estimates and performance

payments.

The State of Washington may request, in
writing, that CMS reconsider the calculation
of the interim or final retrospective
performance payment or the calculations
behind the payment’s components (e.g.,
quality measures). The State must initiate any
such requests within 90 days of written
notification from CMS on the amount of the
interim or final performance payment (or
lack thereof).

IV.J.3.b.viii. Interim and Final Performance Payments: For each

Demonstration Year, based on availability, CMS

may make one or more interim payments prior to

the final performance payment, if the State meets

the quality and Medicare savings criteria for a

retrospective performance payment. CMS

anticipates that the timing of any interim

performance payment would be no sooner than 12-

18 months after the end of the Demonstration Year.

The final performance payment will occur at a later

date once all Medicare and Medicaid data required

for analysis is complete. The interim performance

payment will consider preliminary analysis of

Medicare and Medicaid savings, and will require

final assessment of the relevant quality measure
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IV.J.3.b.ix.

IV.J.3.b.x.

performance for the relevant Demonstration Year.
The calculation for the interim performance
payment will follow that as described 1V.1.2 above,
with the exception of a discount factor that will be
applied to any interim findings to reflect data
incompleteness and run out. To the extent that the
interim performance payment exceeds the amount
due to the State after final examination of all data as
part of the final performance payment calculation,

CMS will recoup the difference from the State.

State Participation in CAHPS Survey: CMS will
administer a standardized experience of care survey.
The State, as part of the requirements of the
Demonstration, will assist CMS and its designated
contractor in administering the survey by helping to
identify appropriate beneficiaries and providing
necessary data. While the State is required to
participate in the CMS-sponsored CAHPS survey as
part of the Demonstration, the CAHPS measures
will not be scored for purposes of determining the

retrospective performance payment.

Reporting Timeframes: All quality measures will be
reported based on services provided during the
Demonstration Year. If the State fails to report by
the requested deadline or does not provide a
reasonable explanation for delayed reporting, the
State may be subject to corrective action for failing

to report quality measures. Inaccurate or

41





incomplete reporting, or failure to make timely
corrections following notice to resubmit data may
lead to termination from the Demonstration. The
State must provide an attestation to the
completeness and accuracy of the data reported.
The data reported will be validated and is subject to

audit.

IV.J.4. Washington State Health Home Essential Requirements

IV.J.4.a.

IV.J.4.b.

Health Home Care Coordination Organization
Requirements: Care Coordinators are available during
business hours to assist clients with urgent needs and can

help ensure that clients have a functional emergency plan.

Training: 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, including materials focused on disability and
cultural competence, 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 throughout the Demonstration. Webinars,
community network development meetings and/or learning
collaborative will foster shared learning, information
sharing and problem solving. Additional detail may be
found in Health Home SPAs #13-0008, #13-0017, #15-
0011, and #16-0026.
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IvV.J4.c. Evaluation: The State will work with the evaluation
contractor to determine what care coordination/case
management data are available and will share data with
evaluator to support analysis of care coordination
utilization patterns. Based on discussions with the
evaluation contractor, the State may be asked to provide
additional data on beneficiaries receiving care coordination

during any given month.

V. EXTENSION OF FINAL DEMONSTRATION AGREEMENT

The State may request an extension of this Demonstration, which will be evaluated consistent
with terms specified under Section 1115A(b)(3) of the Social Security Act, and based on whether
the Demonstration is improving the quality of care without increasing spending; reducing
spending without reducing the quality of care; or improving the quality and care and reducing

spending. Any extension request may be granted at CMS’s sole discretion.

VI. MODIFICATION OR TERMINATION OF FINAL DEMONSTRATION
AGREEMENT

The State agrees to provide advance written notice to CMS of any State Plan, waiver, or policy
changes that may have an impact on the Demonstration. This includes any changes to underlying
Medicaid provisions that impact rates to providers or policy changes that may impact provisions

under the Demonstration.

VIA. Modification: Either CMS or the State may seek to modify or amend the
Final Demonstration Agreement per a written request and subject to
requirements set forth in Section 1115A(b)(3) of the Social Security Act such

as ensuring the Demonstration is improving the quality of care without
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increasing spending; reducing spending without reducing the quality of care;

or improving the quality and care and reducing spending. Any material

modification shall require written agreement by both parties and a

stakeholder engagement process that is consistent with the process required

under this Demonstration.

VI.B. Termination: The parties intend to allow termination of the Final Demonstration

Agreement under the following circumstances:

Vi.B.a.

VI.B.b.

VI.B.c.

VI.B.d.

Termination without cause - Except as otherwise permitted below, a

termination by CMS or the State for any reason will require that CMS
or the State provides a minimum of 90 days advance notice to the
other entity and 60 days advance notice is given to beneficiaries and
the general public.

Termination pursuant to Social Security Act § 1115A(b)(3)(B).

Termination for cause - Either party may terminate upon 30 days’

prior written notice due to a material breach of a provision of the Final
Demonstration Agreement, including termination of any relevant
Health Home State Plan Amendment(s).

Termination due to a Change in Law - In addition, CMS or the State

may terminate upon 30 days’ notice due to a material change in law, or
with less or no notice if required by law.

VI.C. Demonstration phase-out: Any planned termination during or at the end of the

Demonstration must follow the following procedures:
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VI.Ca.

VI.C.b.

VI.C.c.

Notification of Suspension or Termination - The State must

promptly notify CMS in writing of the reason(s) for the suspension
or termination, together with the effective date and a phase-out
plan. The State must submit its notification letter and a draft
phase-out plan to CMS no less than 5 months before the effective
date of the Demonstration’s suspension or termination. Prior to
submitting the draft phase-out plan to CMS, the State must publish
on its website the draft phase-out plan for a 30-day public
comment period. In addition, the State must conduct tribal
consultation in accordance with its approved tribal consultation
State Plan Amendment. The State shall summarize comments
received and share such summary with CMS. The State must
obtain CMS approval of the phase-out plan prior to the
implementation of the phase-out activities. Implementation of
phase-out activities must begin no sooner than 14 days after CMS
approval of the phase-out plan.

Phase-out Plan Requirements - The State must include, at a

minimum, in its phase-out plan the process by which it will notify
affected beneficiaries, the content of said notices (including
information on the beneficiary’s appeal rights), and any

community outreach activities.

Phase-out Procedures — The State must comply with all notice
requirements found in 42 CFR 8431.206, 431.210 and 431.213. In
addition, the State must assure all appeal and hearing rights

afforded to Demonstration participants as outlined in 42 CFR
8431.220 and 431.221. If a Demonstration participant requests a
hearing before the date of action, the State must maintain benefits
as required in 42 CFR 8431.230.
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VI.C.d. Federal Financial Participation (FFP) — If the Demonstration is

terminated, FFP shall be limited to normal closeout costs
associated with terminating the Demonstration including services
and administrative costs of disenrolling participating enrollees
from health home services to the extent health home services are

terminated.

VIi.C.e. Health Home SPAs — If as part of the termination of this

Demonstration the State is also making changes to or terminating
its health home SPAs, the State must follow the requirements of
the health home SPAs. If the State terminates its health home
SPAs, this Demonstration will also terminate on the same date, and
the State shall follow the notification requirements under Section
VI.B.

VI.Cf. Close Out of Performance Payment — If the Demonstration is

terminated for cause due to a material breach of a provision of this
MOU or the Final Demonstration Agreement, the State will not be
eligible to receive any outstanding performance payments. If the
Demonstration is terminated without cause by the State, the State
will only be eligible to receive performance payment(s) for
performance in Demonstration Year(s) that have concluded prior to
termination. If the Demonstration is terminated without cause by
CMS, the State will be eligible to receive a prorated performance
payment for the time period up until the termination of the

Demonstration.

VIl. STANDARD CMS TERMS AND CONDITIONS
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VIILLA. Payments - The State will be entitled to payments under this Demonstration only
if all conditions of the MOU (signed by the parties on October 24, 2012) and this
Agreement (signed June 28, 2013) and any amendments to this Agreement, have

been satisfied, including compliance with any waivers or other authorities upon

which the MOU was contingent.

VII1.B. Order of Precedence - Any inconsistency in the documents referenced in this

Agreement shall be resolved by giving precedence in the following order:

VIl.B.a.

VIL.B.b.

VII.B.c.

VII1.B.d.

VIl.B.e.

Waivers or other authorities, including any Health Home State

Plan Amendments, referenced in Section IV of this Agreement.

Any amendments to this Agreement.

This Agreement.

The MOU.

The State’s proposal and application documents.

VIIL.C. Changes - Changes in the terms and conditions of this Agreement may be made

only by written agreement of the parties
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VIIL SIGNATURES

This Final Demonstration Agreement is effective on December 21, 2018.

In Witness Whereof, CMS and the State of Washington have caused this Agreement to be

executed by their respective authorized officers:

United States Department of Health and Human Services, Centers for Medicare &
Medicaid Services:

Lindsay P. Barnette (Date)
Director, Models, Demonstrations and Analysis Group
Federal Coordinated Health Care Office

State of Washington:
% / D/l / 15
Cheryl Strangé (Date) !

Secretary, Department of Social and Health Services

MaryAnne Lindeblad (Date)
Medicaid Director, Health Care Authority





VIIIL SIGNATURES

This Final Demonstration Agreement is effective on December 21, 2018.

In Witness Whereof, CMS and the State of Washington have caused this Agreement to be

executed by their respective authorized officers:

United States Department of Health and Human Services, Centers for Medicare &
Medicaid Services:

Lindsay P. Barnette (Date)
Director, Models, Demonstrations and Analysis Group
Federal Coordinated Health Care Office

State of Washington:

Cheryl Strange (Date)
Secretary, Department of Social and Health Services

\(\/\H\}_L{/W 518

MaryAmne Lindéblad (Date)
Medicaid Director, Health Care Authority

47
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Appendix A — Calculation of Retrospective Performance Payment

In years one through three, the retrospective performance payment will be distributed based only
on the calculation for Region 1 (the original 37 counties). In years four through seven the
retrospective performance payment will be distributed based on separate calculations for Region
1 (the original 37 counties) and Region 2 (King and Snohomish counties). The Demonstration
Years 4 through 7 total retrospective performance payment will be allocated separately for
Region 1 and Region 2. After the total available retrospective performance payment amount is
calculated on a statewide basis, the portion of this total retrospective performance payment
associated with Region 1 and Region 2 will be allocated based on the percentage of member
months for individuals eligible for alignment with the demonstration in Region 1 versus Region
2 in each Demonstration Year, to generate the Region 1 total retrospective performance payment
and the Region 2 total retrospective performance payment.

A. Region 1

Al Demonstration Year 1: In year one, payment is based on the percentage of
measures for which the State has completely and accurately reported data. The
State would qualify for the full retrospective performance payment for
Demonstration Year 1 based on complete and accurate reporting of all measures

included in that Demonstration Year.

Ala. Specifically, the State will qualify for the full retrospective performance
payment if the following 10 measures are completely and accurately
reported: A.1, A2, A3, A4,B.1,B.2 B.3, C.1 C.2 and C.3, as listed in
Table 1.

A2. Demonstration Year 2: In year two, the retrospective performance payment will
be distributed in three components.

A2.a. The first component (30% of the retrospective performance payment) will

be distributed once CMS determines the State has completely and
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A.2.b.

A.2.c.

accurately reported all measures included in Demonstration Year 2.
Specifically, the State will qualify for the first component (30% of the
retrospective performance payment) if the following 10 measures are
completely and accurately reported: A.1, A.2, A3,A4,B.1,B.2,B.3, C.1,
C.2,and C.3, as listed in Table 1.

The second component (30% of the retrospective performance payment)
will be distributed once CMS determines the State has scored a “met” on
at least 50% of the “benchmark/improvement” measures included in that
Demonstration Year. If the State does not “meet” at least 50% of these
measures, no payment will be made for this component. Specifically, the
State will qualify for the second component (30% of the retrospective
performance payment) once it has been determined that the State has met
the benchmark for at least 50% (4) of the following 8 measures: A.1, A.2,
A3,A4,B.2 C.1,C.2 and C.3, as listed in Table 1.

The third component (40% of the retrospective performance payment) is
only available if the State has met the criteria for the first two components.
The third component will be distributed based on the number of
percentage points above 50% of measures for which the State has scored a
“met,” multiplied by (4/3), including all measures included in that
Demonstration Year, with each measure weighted equally. (For example,
if the State meets 60% of measures, it will qualify for one-third of this
component. If the State meets 70% of measures, it will qualify for two-
thirds of this component.) Meeting 80% or more of all measures would
qualify the State for the maximum performance payment. Distribution of
the third component is based on the number of measures for which the
State has completely and accurately reported (applicable for 2 measures:
B.1 and B.3) and met the benchmark or improvement goal (applicable for
8 measures: A.1, A.2, A3,A4,B.2 C.1, C.2 and C.3), as listed in Table

1. Measures that are not completely and accurately reported are scored as
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“not met”. Among-these total 10 measures considered, the State qualifies

for this component as follows:

A2.c.i Meets 8 or more measures — qualifies for the full 40% (100% of this
component).
A.2.c.ii Meets 7 measures — qualifies for 27% (67% of this component).
A.2.c.iii Meets 6 measures — qualifies for 13% (33% of this component).
A.2.c.iv Meets 5 or fewer measures — qualifies for 0% of this component.
A3. Demonstration Year 3: In year three the retrospective performance payment will

be distributed in two components.

Ad.a. The first component (60% of the retrospective performance payment) will
be distributed once CMS determines that the State has scored a “met” on
at least 50% of the “benchmark/improvement” measures included in that
Demonstration Year. If the State does not “meet” at least 50% of these
measures, no payment will be made for this component. Specifically, the
State will qualify for the first component (60% of the retrospective
performance payment) once CMS determines that the State has met the
benchmark or improvement goal for at least 50% (5) of the following 10
measures: A.1, A.2, A3,A4,B.1,B.2 B.3, C.1 C.2 and C.3, as listed in
Table 1.

A.3.b. The second component (40% of the retrospective performance payment) is
only available if the State has met the criteria for the first component. The
second component will be distributed based on the number of percentage
points above 50% of measures for which the State has scored a “met,”
multiplied by (4/3), including all measures included in that Demonstration
Year, with each measure weighted equally. (For example, if the State

meets 60% of measures, it will qualify for one-third of this component. If

51





the State meets 70% of measures, it will qualify for two-thirds of this
component.) Meeting 80% or more of all measures would qualify the State
for the maximum performance payment. Distribution of the second
component is based on the number of measures for which the State has
completely and accurately reported (applicable for 2 measures: A.7 and
A.8) and met the benchmark or improvement goal (applicable for 10
measures: A.1, A2, A3,A4,B.1,B.2,B.3,C.1 C.2 and C.3), as listed in
Table 1. Measures that are not completely and accurately reported scored
as “not met”. Among these total 12 measures considered, the State

qualifies for this component as follows:

A3.b.i Meets 10 or more measures — qualifies for the full 40% (100% of this
component).
A.3.b.ii Meets 9 measures — qualifies for 33% (83% of this component).
A.3.b.iii Meets 8 measures — qualifies for 22% (56% of this component).
A3.b.iv Meets 7 measures — qualifies for 11% (28% of this component).
A3.b.v Meets 6 or fewer measures — qualifies for 0% of this component.
A4, Demonstration Years 4 through 7: The Region 1 retrospective performance

payment will be allocated consistent with the approach taken in Demonstration

Year 3, as follows:

A.4.a.

The first component (60% of the Region 1 retrospective performance
payment) will be distributed once CMS determines that the State has
scored a “met” on at least 50% of the “benchmark/improvement”
measures included in the applicable Demonstration Year for Region 1. If
the State does not “meet” at least 50% of these measures, no payment will

be made for this component.
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Ada.i

Ad.alii

A4 a.iii

A4.b.

Specifically, for Demonstration Year 4, the State will qualify for the
first component (60% of the retrospective performance payment) for
Region 1 once it has been determined that the State has met the
benchmark or improvement goal for at least 50% (5) of the following
10 measures: A.1, A2, A3,A4,B.1,B.2,B.3,C.1,C.2,and C.3, as
listed in Table 1.

Specifically for Demonstration Year 5, the State will qualify for the
first component (60% of the retrospective performance payment) for
Region 1 once it has been determined that the State has met the
benchmark or improvement goal for at least 50% (5) of the following
9 measures: A.1, A.2, A3,A4,B.2 B.3 C.1,C.2 and C.3, as listed
in Table 1.

Specifically for Demonstration Years 6 and 7, the State will qualify
for the first component (60% of the retrospective performance
payment) for Region 1 once it has been determined that the State has
met the benchmark or improvement goal for at least 50% (7) of the
following 13 measures: A.1, A.2, A3, A4, A8, A9 A10, All,
B.2,B.3,C.1,C.2 and C.3, as listed in Table 1.

The second component (40% of the retrospective performance payment)
for Region 1 is only available if the State has met the criteria for the first
component. The second component will be distributed based on the
number of percentage points above 50% of measures for which the State
has scored a “met,” multiplied by (4/3), including all measures included in
the applicable Demonstration Year for Region 1, with each measure
weighted equally. (For example, if the State meets 60% of measures, it
will qualify for one-third of this component. If the State meets 70% of

measures, it will qualify for two-thirds of this component.) Meeting 80%
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or more of all measures would qualify the State for the maximum Region

1 performance payment.

Adb.i

Adb.ia

A4b.ib

A.db.i.c

A4b.id

Adb..e

A.4.b.ii

Specifically, for Demonstration Year 4, distribution of the second
component is based on the number of measures for which the State
has completely and accurately reported (applicable for 2 measures:
A.7 and A.8) and met the benchmark or improvement goal
(applicable for 10 measures: A.1, A.2, A3,A4,B.1,B.2,B.3,C.1,
C.2, and C.3), as listed in Table 1. Measures that are not completely
and accurately reported are scored as a “not met”. Among these total
12 measures considered, the State qualifies for this component as

follows:

Meets 10 or more measures — qualifies for the full 40% (100% of

this component).

Meets 9 measures — qualifies for 33% (83% of this component).
Meets 8 measures — qualifies for 22% (56% of this component).
Meets 7 measures — qualifies for 11% (28% of this component).
Meets 6 or fewer measures — qualifies for 0% of this component.

Specifically, for Demonstration Year 5, distribution of the second
component is based on the number of measures for which the State
has completely and accurately reported (applicable for 4 measures:
A.8, A9, A.10, and A.11) and met the benchmark or improvement
goal (applicable for 9 measures: A.1, A.2, A3, A4,B.2,B.3,C.1,
C.2, and C.3), as listed in Table 1. Measures that are not completely
and accurately reported are scored as “not met”. Among these total
13 measures considered, the State qualifies for this component as

follows:
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A.d.b.ia Meets 11 or more measures — qualifies for the full 40% (100% of
this component).
A.4.Db.iib Meets 10 measures — qualifies for 36% (90% of this component).
A.4.Db.i.c Meets 9 measures — qualifies for 26% (64% of this component).
A.4.b.iid Meets 8 or fewer measures — qualifies for 0% of this component.
A.4.b.iii Specifically, for Demonstration Years 6 and 7, distribution of the
second component is based on the number of measures for which the
State has met the benchmark or improvement goal (applicable for 13
measures A.1, A.2, A3, A4, A8 A9 A10, A1l B.2 B3, C.1,
C.2, and C.3), as listed in Table 1. Measures that are not completely
and accurately reported are scored as “not met”. Among these total
13 measures considered, the State qualifies for this component as
follows:
A.4.b.ii.a Meets 11 or more measures — qualifies for the full 40% (100% of
this component).
A.4.b.iii.b Meets 10 measures — qualifies for 36% (90% of this component).
A.4.b.iii.c Meets 9 measures — qualifies for 26% (64% of this component).
A.4.b.iii.d Meets 8 measures — qualifies for 15% (38% of this component).
A.4.b.iii.e Meets 7 measures — qualifies for 5% (13% of this component).
A.4.Db.iiif Meets 6 or fewer measures — qualifies for 0% of this component.
A.b. Table 3 below indicates what percent of the total available Region 1 performance

payment the State is eligible to receive based on its performance on the quality

measures, as described in 1V.J.3.b.vi. To the extent all measures are not reported
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completely and accurately, the available performance payment will vary from

that shown in Table 3.

Table 3 - Region 1 Available Performance Payment Based on Quality Measure

Performance

Demonstration | # Reported | # Benchmarked | # Benchmarks | Total Available
Year Only Measures Met Performance Payment*
Measures
1 10 0 N/A 100%
2 2 8 6+ 100%
2 2 8 5 87%
2 2 8 4 73%
2 2 8 <4 30%
3 2 10 8+ 100%
3 2 10 7 93%
3 2 10 6 82%
3 2 10 5 71%
3 2 10 <5 0%
4 2 10 8+ 100%
4 2 10 7 93%
4 2 10 6 82%
4 2 10 5 71%
4 2 10 <5 0%
5 4 9 7+ 100%
5 4 9 6 96%
5 4 9 5 86%
5 4 9 <5 0%
6and 7 0 13 11+ 100%
6and 7 0 13 10 96%
6and 7 0 13 9 86%
6and 7 0 13 8 75%
6and 7 0 13 7 65%
6and 7 0 13 <7 0%

*Note: Table 3 assumes all measures are completely and accurately reported.

B. Region 2

B.1.

Demonstration Year 4: In Demonstration Year 4, the Region 2 retrospective

performance payment will be allocated as follows, consistent with the approach

taken in Demonstration Year 1 for Region 1:
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B.2.

B.1l.a.

Payment for the portion of the Region 2 retrospective performance
payment is based on the percentage of measures applicable for Region 2 in
Demonstration Year 4 for which the State has completely and accurately
reported data. The State would qualify for the full Region 2 retrospective
performance payment based on complete and accurate reporting of all

measures included in Demonstration Year 4 for Region 2.

B.l.a.i Specifically, the State will qualify for the full retrospective

B.2.a.

performance payment for Region 2 if the following 10 measures are
completely and accurately reported: A.1, A.2, A3, A4,B.1, B.2,
B.3, C.1, C.2,and C.3, as listed in Table 2.

Demonstration Year 5: In Demonstration Year 5, The Region 2 retrospective
performance payment will be allocated as follows, consistent with the approach

taken in Demonstration Year 2 for Region 1:

The first component (30% of the Region 2 retrospective performance
payment) will be distributed once CMS determines that the State has
completely and accurately reported all measures included in

Demonstration Year 5.

B.2.a.i Specifically, the State will qualify for the first component (30% of

B.2.b.

the retrospective performance payment) if the following 11 measures
are completely and accurately reported: A.1, A.2, A.3, A4, A9,
A.10,B.2,B.3,C.1, C.2,and C.3, as listed in Table 2.

The second component (30% of the Region 2 retrospective performance
payment) will be distributed once CMS determines that the State has
scored a “met” on at least 50% of the “benchmark/improvement”
measures included in that Demonstration Year. If the State does not
“meet” at least 50% of these measures, no payment will be made for this

component.
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B.2.b.i

B.2.c.

B.2.c.i

Specifically, the State will qualify for the second component (30% of
the retrospective performance payment) once it has been determined
that the State has met the benchmark or improvement goal for at
least 50% (4) of the following 8 measures: A.1, A.2, A3, A4, B.2,
C.1,C.2,and C.3, as listed in Table 2.

The third component (40% of the Region 2 retrospective performance
payment) is only available if the State has met the criteria for the first two
components. The third component will be distributed based on the number
of percentage points above 50% of measures for which the State has
scored a “met,” multiplied by (4/3), including all measures included in
Demonstration Year 5 for Region 2, with each measure weighted equally.
(For example, if the State meets 60% of measures, it will qualify for one-
third of this component. If the State meets 70% of measures, it will qualify
for two-thirds of this component.) Meeting 80% or more of all measures

would qualify the State for the maximum Region 2 performance payment.

Specifically, for Demonstration Year 5, distribution of the second
component is based on the number of measures for which the State
has completely and accurately reported (applicable for 3 measures:
A.9, A.10, and B.3) and met the benchmark or improvement goal
(applicable for 8 measures: A.1, A.2, A3,A4,B.2,C.1,C.2 and
C.3), as listed in Table 2. Measures that are not completely and
accurately reported are scored as a “not met”. Among these total 11
measures considered, the State qualifies for this component as

follows:

B.2.c.i.a Meets 9 or more measures — qualifies for the full 40%
(100% of this component).

B.2.c.i.b Meets 8 measures — qualifies for 30% (76% of this

component).
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B.3.

B.3.a.

B.2.c.i.c Meets 7 measures — qualifies for 18% (45% of this

component).

B.2.c.i.d Meets 6 or fewer measures — qualifies for 0% of this

component.

Demonstration Years 6 and 7: In Demonstration Years 6 and 7, the Region 2

retrospective performance payment will be allocated as follows, consistent with

the approach taken in Demonstration Year 3 for Region 1:

The first component (60% of the Region 2 retrospective performance

payment) will be distributed once CMS determines that the State has

scored a “met” on at least 50% of the “benchmark/improvement”

measures included in that Demonstration Year. If the State does not

“meet” at least 50% of these measures, no payment will be made for this

component:

B.3.a.i

B.3.a.ii

Specifically, for Demonstration Year 6 the State will qualify for the
first component (60% of the retrospective performance payment)
once it has been determined that the State has met the benchmark or
improvement goal for at least 50% (6) of the following 11 measures:
Al A2 A3 A4, A9 A10,B.2,B.3 C.1 C.2 and C.3, as listed
in Table 2.

Specifically, for Demonstration Year 7 the State will qualify for the
first component (60% of the retrospective performance payment)
once CMS determines that the State has met the benchmark or
improvement goal for at least 50% (6) of the following 12 measures:
Al A2 A3 A4 A9 A10,A11,B.2,B3,C.1 C.2 and C.3, as
listed in Table 2.
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B.3.b.

B.3.b.i

For Demonstration Years 6 and 7 the second component (40% of the
Region 2 retrospective performance payment) is only available if the State
has met the criteria for the first component. The second component will be
distributed based on the number of percentage points above 50% of
measures for which the State has scored a “met,” multiplied by (4/3),
including all measures included in the applicable Demonstration Year for
Region 2, with each measure weighted equally. (For example, if the State
meets 60% of measures, it will qualify for one-third of this component. If
the State meets 70% of measures, it will qualify for two-thirds of this
component.) Meeting 80% or more of all measures would qualify the State

for the maximum Region 2 performance payment.

Specifically, for Demonstration Year 6, distribution of the second
component is based on the number of measures for which the State
has completely and accurately reported (applicable for 2 measures:
A.8 and A.11) and met the benchmark/improvement goal (applicable
for 11 measures: A.1, A.2, A3, A4, A9 A10 B2 B3, C.1C.2,
and C.3), as listed in Table 2. Measures that are not completely and
accurately reported are scored as “not met”. Among these total 13
measures considered, the State qualifies for this component as

follows:

B.3.b.i.a Meets 11 or more measures — qualifies for the full
40% (100% of this component).

B.3.b.i.b Meets 10 measures — qualifies for 36% (90% of this

component).

B.3.b.i.c Meets 9 measures — qualifies for 26% (64% of this

component).
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B.3.b.ii

B.3.b.i.d Meets 8 measures — qualifies for 15% (38% of this

component).

B.3.b.i.e Meets 7 or fewer measures — qualifies for 0% of this

component.

Specifically, for Demonstration Year 7, distribution of the second

component is based on the number of measures for which the State

has completely and accurately reported (applicable for 1 measure:

A.8) and met the benchmark or improvement goal (applicable for 12
measures: A.1, A.2, A3, A4, A9 Al10,A1l,B.2 B3, C.1,C.2,

and C.3), as listed in Table 2. Measures that are not completely and

accurately reported are not scored as “not met”. Among these total

13 measures considered, the State qualifies for this component as

follows:
B.3.b.ii.a
B.3.b.ii.b
B.3.b.ii.c
B.3.b.ii.d
B.3.b.ii.e
B.3.b.ii.f

Meets 11 or more measures — qualifies for the full
40% (100% of this component).

Meets 10 measures — qualifies for 36% (90% of this

component).

Meets 9 measures — qualifies for 26% (64% of this

component).

Meets 8 measures — qualifies for 15% (38% of this

component).

Meets 7 measures — qualifies for 5% (13% of this

component).

Meets 6 or fewer measures — qualifies for 0% of this

component.
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B.3.c. Table 4 below indicates what percent of the total available Region 2 performance

available performance payment will vary.

payment the State is eligible to receive based on its performance on the quality

measures. To the extent all measures are not reported completely and accurately, the

Table 4 — Region 2 Available Performance Payment Based on Quality Measure

Performance
Demonstration | # Reported | # Benchmarked | # Benchmarks | Total Available
Year Only Measures Met Performance Payment
Measures

4 10 0 N/A 100%
5 3 8 6+ 100%
5 3 8 90%
5 3 8 4 78%
5 3 8 <4 30%
6 2 11 9+ 100%
6 2 11 8 96%
6 2 11 7 86%
6 2 11 6 75%
6 2 11 <6 0%

7 1 12 10+ 100%
7 1 12 9 96%
7 1 12 8 86%
7 1 12 7 75%
7 1 12 6 65%
7 1 12 <6 0%

*Note: Table 3 assumes all measures are completely and accurately reported.
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