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Health Home State Plan Amendment

OMB Control Number: 0938-1148
Expiration date: 10/31/2014

Transmittal Number: OK-14-0011 Supersedes Transmittal Number: Proposed Effective Date: Jan 1, 2015 Approval Date:
Attachment 3.1-H Page Number:

Submission Summary

Transmittal Number:
Please enter the Transmittal Number (TN) in the format ST-YY-0000 where ST= the state abbreviation, YY = the last two digits of the submission year, and 0000 = a
four digit number with leading zeros. The dashes must also be entered.

OK-14-0011

Supersedes Transmittal Number:
Please enter the Supersedes Transmittal Number (TN) in the format ST-YY-0000 where ST= the state abbreviation, YY = the last two digits of the submission year,
and 0000 = a four digit number with leading zeros. The dashes must also be entered.

[2] The State elects to implement the Health Homes State Plan option under Section 1945 of the Social Security Act.

Name of Health Homes Program:
| OK HH - children

State Information

State/Territory name: Oklahoma

Medicaid agency: OklahomaHealthCareAuthority

Authorized Submitter and Key Contacts

The authorized submitter contact for this submission package.

Name: | TywandaCox |
Title: | HealthPolicy Unit Director |
Telephone number: | (405)522-7153

Email:

| tywanda.cox@okhca.org |

The primary contact for this submission package.

Name: | MelindaJonesThomason |

Title: [ HealthPolicy AssistanDirector |
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Telephone number: | (405)522-7125

Email: | melinda.jones@okhca.org

The secondary contact for this submission package.

Name: | SandravlanzodePuebla |
Title: | Sr. Policy Specialist |
Telephone number: | (405)522-7321

Email:

| sandra.puebla@okhca.org |

The tertiary contact for this submission package.

Name: | Josepttairbanks |
Title: | Policy DevelopmenCoordinator |
Telephone number: | (405)522-7586

Email:

| joseph.fairbanks@okhca.org |

Proposed Effective Date

01/01/2015 (mm/dd/yyyy)

Executive Summary

Summary description including goals and objectives:

The Stateis collaboratingwith the OklahomaDepartmenbf MentalHealthSubstancé&buseServicef ODMHSAS)to providecoordinated
carethrougha healthhomefor individualswith chronicconditions HealthHomesservicedeliverymodelwill enhancentegrationand
coordinationof primary,acute behaviorahealth(mentalhealthandsubstancese),andlong-termservicesandsupportsor personsacrosshe
lifespanwith chronicillness.This particularproposalwill provideservicedor childrenwith seriousemotionaldisturbances.

Federal Budget Impact

Federal Fiscal Year Amount
First Year 2015 $| 2359986.00 |
Second Year 2016 $| 4287203.00 |

Federal Statute/Regulation Citation

Section27030f the Affordable CareAct (PublicLaw 111-148);Section19450f SocialSecurityAct
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Governor's Office Review

O No comment.

O comments received.
Describe:

O No response within 45 days.

® Other.
Describe:

The Governordoesnot review StatePlanmaterial.

Transmittal Number: OK-14-0011 Supersedes Transmittal Number: Proposed Effective Date: Jan 1, 2015 Approval Date:

Transmittal Number: OK-14-0011 Supersedes Transmittal Number: Proposed Effective Date: Jan 1, 2015 Approval Date:
Attachment 3.1-H Page Number:

Submission - Public Notice

Indicate whether public notice was solicited with respect to this submission.

O Public notice was not required and comment was not solicited
O Public notice was not required, but comment was solicited

® Public notice was required, and comment was solicited
Indicate how public notice was solicited:
[] Newspaper Announcement

[] Publication in State's administrative record, in accordance with the administrative procedures requirements.
Date of Publication:

| | (mzddzyyyy)

[[] Email to Electronic Mailing List or Similar Mechanism.
Date of Email or other electronic notification:

| | (nmzddzyyyy)
Description:
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[c] Website Notice
Select the type of website:

[2] Website of the State Medicaid Agency or Responsible Agency
Date of Posting:
[ 07/09/2014 (mm/dd/yyyy)
Website URL:

| www.okhca.org

[[] Website for State Regulations
Date of Posting:

| (mm/dd/yyyy)
Website URL.:

[] Other
[J] Public Hearing or Meeting
[ Other method

Indicate the key issues raised during the public notice period:(This information is optional)

[C] Access
Summarize Comments

Summarize Response

[ Quality

Summarize Comments

Summarize Response
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[ Cost

Summarize Comments

Summarize Response

[[] Payment methodology
Summarize Comments

Summarize Response

[] Eligibility
Summarize Comments

Summarize Response

[[] Benefits
Summarize Comments

Summarize Response

[] Service Delivery
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Summarize Comments

Summarize Response

[] Other lIssue

Transmittal Number: OK-14-0011 Supersedes Transmittal Number: Proposed Effective Date: Jan 1, 2015 Approval Date:

Transmittal Number: OK-14-0011 Supersedes Transmittal Number: Proposed Effective Date: Jan 1, 2015 Approval Date:
Attachment 3.1-H Page Number:

Submission - Tribal Input

o] One or more Indian health programs or Urban Indian Organizations furnish health care services in this State.

] O Indian health Urban Indian O t f h health this Stat
[[] This State Plan Amendment is likely to have a direct effect on Indians, Indian health programs or Urban Indian Organizations.
The State has solicited advice from Tribal governments prior to submission of this State Plan Amendment.

Complete the following information regarding any tribal consultation conducted with respect to this submission:
Tribal consultation was conducted in the following manner:

[2] Indian Tribes

Indian Tribes

Name of Indian Tribe:

| AbsenteeShawnee

Date of consultation:

[ 03/04/2014 | (m/ddzyyyy)
Method/Location of consultation:

OklahomaHealthCareAuthority
4345N. Lincoln Blvd.
OklahomaCity, OK 73105

Name of Indian Tribe:

| CherokeeNation

Date of consultation:

[ 03/04/2014 n/dd/yyyy)
Method/Location of consultation:
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OklahomaHealthCareAuthority
4345N. Lincoln Blvd.
OklahomaCity, OK 73105

Name of Indian Tribe:

| ChickasawNation

Date of consultation:

[03/04/2014 | (mzddzyyyy)
Method/Location of consultation:

OklahomaHealthCareAuthority
4345N. Lincoln Blvd.
OklahomaCity, OK 73105

Name of Indian Tribe:

| ChoctawNation

Date of consultation:

[03/04/2014 | (mzddzyyyy)
Method/Location of consultation:

OklahomaHealthCareAuthority
4345N. Lincoln Blvd.
OklahomaCity, OK 73105

[] Indian Health Programs

Urban Indian Organization

Urban Indian Organizations

Name of Urban Indian Organization:

| IndianHealthService

Date of consultation:

[03/04/2014 | (mzddzyyyy)
Method/Location of consultation:

OklahomaHealthCareAuthority
4345N. Lincoln Blvd.
OklahomaCity, OK 73105

Indicate the key issues raised in Indian consultative activities:

[] Access
Summarize Comments

Summarize Response
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[ Quality

Summarize Comments

Summarize Response

[] Cost

Summarize Comments

Summarize Response

[J Payment methodology
Summarize Comments

Summarize Response

Eligibility
Summarize Comments

Tribal consultatiormembersaskedthe OHCA if tribal facilities could participatein the HealthHome
initiative.

Summarize Response
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OHCA informedTribal consultatiormemberghattribal facilities could participatein the HealthHome
initiative.

[] Benefits
Summarize Comments

Summarize Response

[[] Service delivery
Summarize Comments

Summarize Response

[] Other lIssue

Transmittal Number: OK-14-0011 Supersedes Transmittal Number: Proposed Effective Date: Jan 1, 2015 Approval Date:

Transmittal Number: OK-14-0011 Supersedes Transmittal Number: Proposed Effective Date: Jan 1, 2015 Approval Date:
Attachment 3.1-H Page Number:

Submission - SAMHSA Consultation

[c] 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 illness and substance abuse among eligible individuals
with chronic conditions.

Date of Consultation

Date of consultation:
10/23/2013 (mm/dd/yyyy)

Transmittal Number: OK-14-0011 Supersedes Transmittal Number: Proposed Effective Date: Jan 1, 2015 Approval Date:

Transmittal Number: OK-14-0011 Supersedes Transmittal Number: Proposed Effective Date: Jan 1, 2015 Approval Date:
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Attachment 3.1-H Page Number:

Health Homes Population Criteria and Enrollment

Population Criteria
The State elects to offer Health Homes services to individuals with:

[C] Two or more chronic conditions

Specify the conditions included:

[] Mental Health Condition
[[] Substance Abuse Disorder
[] Asthma

[] Diabetes

[] Heart Disease

[] BMI over 25

Other Chronic Conditions

[ One chronic condition and the risk of developing another

Specify the conditions included:

[] Mental Health Condition
[] Substance Abuse Disorder
[] Asthma

[] Diabetes

[] Heart Disease

[] BMI over 25

Other Chronic Conditions

Specify the criteria for at risk of developing another chronic condition:

[2] One or more serious and persistent mental health condition

Specify the criteria for a serious and persistent mental health condition:

cl with D)will qualify. birth to 18in which:
-l six persistfor ayearor longer.

diagnosableeriousemotionakdisturbance.

Thechild mustexhibit either:
. a

realty,
or limit achild or ini

A ti i i i i theDSM or ificationof Diseas¢(ICD) DSM"V"

Thereis i atl
« Impairmenin self-care.

resultin

ith another

Geographic Limitations

[2] Health Homes services will be available statewide
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If no, specify the geographic limitations:

O By county

Specify which counties:

O By region

Specify which regions and the make-up of each region:

O By city/municipality

Specify which cities/municipalities:

O other geographic area

Describe the area(s):

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:

O Opt-In to Health Homes provider

Describe the process used:

O Automatic Assignment with Opt-Out of Health Homes provider
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Describe the process used:

[[] The State provides assurance that it will clearly communicate the opt-out option to all individuals assigned to a Health

Home under an opt-out process and submit to CMS a copy of any letter or other communication used to inform such
individuals of their right to choose.

® Other

Describe:

(1)If claimsdatashowsthatHH eligible membethasanestablishedelationshipwith anapprovedHH provider,themembemwill beattributedto thatHH; memberswill benotified abouttheir attribution. The noticewill includea descriptionof
HH servicesinformationof the member'optionsto chooseanotherHH, anda procesgo opt-outof enrolimentin aHH. To ensurefree choiceof providerandimprovecoordination/integrationf primary careandbehaviorahealth,the HH may
partnerwith amember'sPCMH to serveasthe member'sPCPconsultantTheremustbe a carecoordinationcompact/MOAthatdefinesthe servicegprovidedby each for the provisionof concurrenserviceswithout duplication.lf aPCMH is
notselectedthemembewill beattributedto the provider'sin-housePCP(HH-PCP)arrangement.(2f claimsdatashowsthatthe HH eligible memberdoesnot haveanestablishedelationshipwith a designatediH provider,the membemill
receivewritten notificationon the benefitsof participatingin aHH andalist of HHsin their area. (3) The Statehasseverakarecoordination/CMservicesunderMedicaid.To avoid duplication,if HH eligible membersarereceivingTCM or
SHMPservicesthemembemill receivewritten notificationof their eligibility to eithercontinuereceivingSHMP or appropriatéT CM servicesor to receivecarethrougha HH. Wraparoundacilitation TCM andAt-Risk TCM serviceswill be
convertedo HH servicesThenotificationwill explainthe benefitsof participatingin a HH andalist of HHs in their area.(4)Potentiahemberswith insufficientclaimshistory maybereferredto the programby contactingDDMHSAS or
OHCA. SoonerCareligible membergresentingn the ED or asaninpatientof a hospitalor PRTFwho appeato meetcriteriafor HH serviceamaybereferredto aHH providerwhowill determineeligibility for HH services.

The State provides assurance that eligible individuals will be given a free choice of Health Homes providers.
[2] The State provides assurance that it will not prevent individuals who are dually eligible for Medicare and Medicaid from receiving

Health Homes services.

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

[2] The State provides assurance that it will have the systems in place so that only one 8-quarter period of enhanced FMAP for each
Health Homes enrollee will be claimed. Enhanced FMAP may only be claimed for the first eight quarters after the effective date
of a Health Homes State Plan Amendment that makes Health Home Services available to a new population, such as people in a
particular geographic area or people with a particular chronic condition.

[2] The State assures that there will be no duplication of services and payment for similar services provided under other Medicaid
authorities.

Transmittal Number: OK-14-0011 Supersedes Transmittal Number: Proposed Effective Date: Jan 1, 2015 Approval Date:

Transmittal Number: OK-14-0011 Supersedes Transmittal Number: Proposed Effective Date: Jan 1, 2015 Approval Date:
Attachment 3.1-H Page Number:

Health Homes Providers

Types of Health Homes Providers

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

[C] Physicians
Describe the Provider Qualifications and Standards:

[ Clinical Practices or Clinical Group Practices
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Describe the Provider Qualifications and Standards:

[0 Rural Health Clinics
Describe the Provider Qualifications and Standards:

] Community Health Centers
Describe the Provider Qualifications and Standards:

Community Mental Health Centers
Describe the Provider Qualifications and Standards:

Oklahomawill requireeachHH providerthatis a CommunityMentalHealthCenterto belicensedby the Stateasa Certified
CommunityMentalHealthCenterCMHC) in accordancevith OklahomaAdministrativeCode(OAC 450:1; OAC 450:15;0AC
450:17. EachCMHC providermustalsobe contractuallydesignatedby the ODMHSAS asresponsibldor the provisionof core
publically fundedmentalhealthservicesjncludingemergencervicesjn oneor moreof the state’s21 geographicatchmentreas.

[] Home Health Agencies
Describe the Provider Qualifications and Standards:

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

[ Case Management Agencies
Describe the Provider Qualifications and Standards:

Community/Behavioral Health Agencies
Describe the Provider Qualifications and Standards:

OutpatientBehavioralHealthProvidershatmeetHealthHomequalificationsmay be certified by
the Departmenbf MentalHealthandSubstancébuseServicesasHealthHomeProviders.
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[[] Federally Qualified Health Centers (FQHC)
Describe the Provider Qualifications and Standards:

[] Other (Specify)

[[] 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
Describe the Provider Qualifications and Standards:

[ Nurse Care Coordinators
Describe the Provider Qualifications and Standards:

[0 Nutritionists
Describe the Provider Qualifications and Standards:

[] Social Workers
Describe the Provider Qualifications and Standards:

[[] Behavioral Health Professionals
Describe the Provider Qualifications and Standards:

[] Other (Specify)

[] Health Teams
Indicate the composition of the Health Homes Health Team providers the State includes in its program, pursuant to Section 3502
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of the Affordable Care Act, and provider qualifications and standards:

[] Medical Specialists
Describe the Provider Qualifications and Standards:

[ Nurses
Describe the Provider Qualifications and Standards:

[[] Pharmacists
Describe the Provider Qualifications and Standards:

[ Nutritionists
Describe the Provider Qualifications and Standards:

[] Dieticians
Describe the Provider Qualifications and Standards:

[ Social Workers
Describe the Provider Qualifications and Standards:

[[] Behavioral Health Specialists
Describe the Provider Qualifications and Standards:
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[[] Doctors of Chiropractic
Describe the Provider Qualifications and Standards:

[] Licensed Complementary and Alternative Medicine Practitioners
Describe the Provider Qualifications and Standards:

[] Physicians' Assistants
Describe the Provider Qualifications and Standards:

Supports for Health Homes Providers

Descr

1.
2.
3.

10.

11.

ibe 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:

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.

Description:

Working togetheiin partnershigo developthe HealthHomesproposal DMHSAS andOHCA havehosteda numberof Learning
Collaborativego ensurehatthe providercommunityis well informedaboutthe holistic carephilosophythatis the foundationof
the HealthHomesopportunity.Thesecollaborativeswill continueinto theforeseeabléuture asa meansof continuingto educate
providersthroughthe early stepsof beginningto offer HealthHomeservicesandinitial andongoingdatacollectionefforts.

Provider Infrastructure
Describe the infrastructure of provider arrangements for Health Homes Services.

https://wms-mm

dl.cdsvdc.com/MMDL/faces/protected/hhs/h01/print/PrintSelector.jsp[7/10/2014 2:35:10 PM]



Application print HHS Draft OK.16.00.00 - Jan 01, 2015

TheHealthHomeTeamwill becomprisedf ateamincluding,a CareCoordinatora ProjectDirector,a
PsychiatricConsultanta NurseCareManagera Family SupportProvider,Youth/PeelSupportSpecialistand
AdministrativeSupportStaff.

Provider Standards
The State's minimum requirements and expectations for Health Homes providers are as follows:

TheHealthHomemustmakeassurancethatit will complywith all HealthHomecontractuabndregulatory
requirements.

Transmittal Number: OK-14-0011 Supersedes Transmittal Number: Proposed Effective Date: Jan 1, 2015 Approval Date:

Transmittal Number: OK-14-0011 Supersedes Transmittal Number: Proposed Effective Date: Jan 1, 2015 Approval Date:
Attachment 3.1-H Page Number:

Health Homes Service Delivery Systems

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

[2] Fee for Service
[ pPCCM

O PcCMs will not be a designated provider or part of a team of health care professionals. The State provides assurance that it
will not duplicate payment between its Health Homes payments and PCCM payments.

O The PCCMs will be a designated provider or part of a team of health care professionals.

The PCCM/Health Homes providers will be paid based on the following payment methodology outlined in the payment
methods section:

[[] Fee for Service

[] Alternative Model of Payment (describe in Payment Methodology section)

[] Other
Description:

[] Requirements for the PCCM participating in a Health Homes as a designated provider or part of a team of health
care professionals will be different from those of a regular PCCM.

If yes, describe how requirements will be different:
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[C] Risk Based Managed Care

O The Health Plans will not be a Designated Provider or part of a Team of Health Care Professionals. Indicate how duplication
of payment for care coordination in the Health Plans' current capitation rate will be affected:
[] The current capitation rate will be reduced.

[] The State will impose additional contract requirements on the plans for Health Homes enrollees.

Provide a summary of the contract language for the additional requirements:

[] Other

Describe:

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

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

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

O Yes

[[] The State provides an assurance that at least annually, it will submit to the regional office as part of

their capitated rate Actuarial certification a separate Health Homes section which outlines the
following:

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

e Any risk adjustments made by plan that may be different than overall risk adjustments

e 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.

O No
Indicate which payment methodology the State will use to pay its plans:
[[] Fee for Service

[] Alternative Model of Payment (describe in Payment Methodology section)

[] Other
Description:

[] Other Service Delivery System:

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:

[] 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.

Transmittal Number: OK-14-0011 Supersedes Transmittal Number: Proposed Effective Date: Jan 1, 2015 Approval Date:

Transmittal Number: OK-14-0011 Supersedes Transmittal Number: Proposed Effective Date: Jan 1, 2015 Approval Date:
Attachment 3.1-H Page Number:

Health Homes Payment Methodologies

The State's Health Homes payment methodology will contain the following features:
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[c] Fee for Service
[[] Fee for Service Rates based on:
[] Severity of each individual's chronic conditions

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

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

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

[[] Other: Describe below.

Provide a comprehensive description of the rate-setting policies the State will use to establish Health Homes provider
reimbursement fee-for-service rates. Explain how the methodology is consistent with the goals of efficiency, economy and
quality of care. Within your description, please explain: the reimbursable unit(s) of service, the cost assumptions and other
relevant factors used to determine the payment amounts, the minimum level of activities that the State agency requires for

providers to receive payment per the defined unit, and the State's standards and process required for service
documentation.

[z] Per Member, Per Month Rates

Provide a comprehensive description of the rate-setting policies the State will use to establish Health Homes provider
reimbursement fee for service or PMPM rates. Explain how the methodology is consistent with the goals of efficiency,
economy and quality of care. Within your description, please explain: the reimbursable unit(s) of service, the cost
assumptions and other relevant factors used to determine the payment amounts, the minimum level of activities that the

State agency requires for providers to receive payment per the defined unit, and the State's standards and process
required for service documentation.
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TheHealthHomerateswereestablishedh a public processy the StatePlanAmendmenRateCommitteeandapprovecby the OHCA Board.Theratesweredeterminedo be consistentvith the goalsof efficiency,economyandquality of care.

Thereimbursableunit of serviceis a codethatcanbebilled monthlyfor performingrequiredHealthHomeactivities.A HealthHomemaybill up to threemonthsfor outreachandengagemertb amemberattributedto the HealthHome.The
reimbursemenfior outreachandengagemeris $53.98 limited to oncepermonth. The monthly carecoordinationpaymentcanbebilled for providinga directmembercarecoordinationserviceor furnishingindirectcoordinationsuchasdata
analysigto identify gapsin care.Thereimbursementatesareasfollows: ChildrenatWraparound_evel-Urban $851.61;,Childrenat Wraparound_evel-Rural,$996.39,Childremwith SeriousEmotionalDisturbances-Urbai$283.87;andChildren
with SeriousEmotionalDisturbances-Rura$332.13 Theserateswerederivedfrom ananalysisof caseloadandstaffing configurationsproductivity, staffing costs Feefor Servicecalculationsbasecbn utilization andprovidergeographic
locations Staffing costsinlcudesalariesandwages fringe benfitsandoperatingandsupportcosts Salariesandwageswerebasecbn eitherprovidersurveyof actualsalariesandwagesdataor datafrom the Bureauof Labor Statistics Urban
countiesareTulsa,OklahomaandComancheounties.

[J Incentive payment reimbursement

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

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

[ Alternative models of payment, other than Fee for Service or PM/PM payments (describe below)
[ Tiered Rates based on:
[ Severity of each individual's chronic conditions
[ Capabilities of the team of health care professionals, designated provider, or health team.

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

[] Rate only reimbursement

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.

Explain how the State will ensure non-duplication of payment for similar services that are offered through another method, such as
1915(c) waivers or targeted case management.
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The Statewill ensurenon-duplicatiorof paymentfor similar serviceausingthe editsandauditsof the CMS-approvededicaid
ManagemeninformationSystem Codeswill be convertedn the systemandwill not bereimbursedndividually for Health
HomemembersThesenclude:T1016andT1017 targeteccasemanagementi0032treatmenplanreview; H0034,
medicationtraining; T1027,peerto peersupport;andH2015,peerto peersupport.

[z] The State provides assurance that all governmental and private providers are reimbursed according to the same rate schedule

[c] The State provides assurance that it shall reimburse Health Homes providers directly, except when there are employment or
contractual arrangements.

Transmittal Number: OK-14-0011 Supersedes Transmittal Number: Proposed Effective Date: Jan 1, 2015 Approval Date:

Transmittal Number: OK-14-0011 Supersedes Transmittal Number: Proposed Effective Date: Jan 1, 2015 Approval Date:
Attachment 3.1-H Page Number:

Submission - 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 eligibility groups

Health Homes Services (1 of 2)

Category of Individuals
CN individuals

Service Definitions

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

Comprehensive Care Management

C theHH by ingwith the HH enrolleeto:
6 lleet aninitial
(
(3)ona is revi ivi arePlanto i
( MHCSED-| 'SPCMH,
c high 'ssuccesdn

bi hild ANS).
A bi the CMHC-HH. a aLBHP. T

i i thefamily or identif thestaff

to providethe treatment.

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

To facilitatethe useof healthinformationtechnologyby HealthHomesto improveservicedeliveryandcoordinationacrossthe carecontinuum Oklahomahasdevelopednitial andfinal HIT standardsProvidersmustmeettheinitial HIT
standardo implementa HH, asfeasible Thefeasibility of exchanginglectronichealthinformationdependdargely on the capacityof the externalcareproviders suchashospitalsandphysiciansto exchangénformationin anelectronic.

structuredormat. Currently,thereis notaninfrastructurewithin the Statefor electronicinterchar tfor threecer linformationorganizationgHIOs). Work is underwayto createa networkor networksbutwill notbe
completedfor atleast12 months Al CMHCsutilize anelectronicmedicalrecord(EMR) andarein the procesof upgradingto an Office of the NationalCoordinato{fONC) certifi onict ord(EHR). Providi ill berequiredto

work with oneof theseHIOs. Throughfundingfrom a SAMHSA-HRSAaward, CMHCsarebelngglvenvoucherso fundthe developmenuf aninterfacewith anHIO and12-monthconnectiorfeesfor clinicians.Similar vouchemprogramsare
beingprovidedto rural hospitalsandprimary careprofessionalshowever until tionhasoccurred manyexternalpl

orking with theHH will notbeableto electronicallyaccepbr receivehealthinformation. Using the
Direct program HH canexchangéealthinformationwith externalcareproviderswho arenolcapable)f exchanglngnforma(lunthruughanHIO

ApplicantHealthHomesmustprovidea planin orderto achievethefinal HIT standardsvithin 18 monthsof programinitiation in orderto beapprovedasa HH provider.

Scope of benefit/service

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

Description

[] Nurse Care Coordinators

Description

|:| Nurses

Description

[ Medical Specialists

Description

[] Physicians

Description

[[] Physicians' Assistants

Description

[0 Pharmacists

Description
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[] Social Workers

Description

[ Doctors of Chiropractic

Description

[] Licensed Complementary and Alternative Medicine Practitioners

Description

[] Dieticians

Description

[] Nutritionists

Description

[0 Other (specify):

Name

Description
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Care Coordination

C: iorprovidesasi intof ensuringhat Beni i di h family/youth-drivenandethnically,culturally, andli ant
manner.
tswhich i theenr relop ingpr istentvith systemsf carevall iltsin anindividu planof carefor theenr
Ci ati facilif i i 1al with SED, i upportthe parer ivein meetingtheenrollee'sneeds.
Tl rreghata carecoordinatororganizesandmatchesareacrossprovidersandchild ser rvedn theirt
c planthr p planningprocessor attai heindivi i clinical
C i nductingcarecoordinatior provi i i Jor individualsto ocial, vocatior
services.

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

HH providerswill work with HIOs or the Direct projectto accessnemberdataandto developpartnershipshatmaximizethe useof HIT acrosgproviders HH
providerswill utilize HIT to createdocumentexecuteandupdatethe comprehensiveperson-centereserviceplanfor everymembeithatis accessiblgo the
interdisciplinaryteamof providerswhenexternalpartnershavethe capabilityto receivedstructuredglectronicrecords HH providerswill alsobeencouragedo
utilize HIT to monitormemberoutcomesinitiate changesn careandfollow up on membeitesting treatmentsservicesandreferrals.In addition,for children

with SED,the SOCWraparoundeamswill berequiredto accesslatafrom the MedicaidManagemeninformationSystem(MMIS) in orderto monitoruseof
psychotropianedications.

Scope of benefit/service

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

Description

[] Nurse Care Coordinators

Description

[C] Nurses

Description

[ Medical Specialists

Description
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[] Physicians

Description

[] Physicians® Assistants

Description

[] Pharmacists

Description

[] Social Workers

Description

[[] Doctors of Chiropractic

Description

[ Licensed Complementary and Alternative Medicine Practitioners

Description
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[[] Dieticians

Description

[] Nutritionists

Description

[ Other (specify):

Name

Description

Health Promotion

Definition:

Healthpromotionactivitiesinclude:

educatiorregardingheimportanceof immunizationsandscreeningschild physicalandemotionaldevelopment;

linking eachchild with screeningn accordancevith the EPSDTperiodicityschedule;

monitoringusageof psychotropianedicationghroughreportanalysisandfollow up with outliers;

identifying childrenin needof immediateor intensivecaremanagemerfor physicalhealthneeds;

providing opportunitiesandactivitiesfor promotingwellnessandpreventingliness,includingthe preventionof chronicphysicalhealthconditions; to includingwellness
goalsin thecomprehensiveareplan

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

HH providerswill work with HIOs or the Direct projectto accessnemberdataandto developpartnershipshatmaximizethe useof HIT acrossproviders.HH
providerswill utilize HIT to createdocumentexecuteandupdatethe comprehensiveperson-centereserviceplanfor everymembeithatis accessiblgo the
interdisciplinaryteamof providerswhenexternalpartnershavethe capabilityto receivedstructuredelectronicrecords HH providerswill alsobe encouragedo
utilize HIT to monitormembermutcomesinitiate changesn careandfollow up on membeitesting, treatmentsservicesandreferrals.In addition,for children
with SED,the SOCWraparoundeamswill berequiredto accesslatafrom the MedicaidManagemeninformationSystem(MMIS) in orderto monitoruseof
psychotropianedications.

Scope of benefit/service

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

Description
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[] Nurse Care Coordinators

Description

|:| Nurses

Description

[ Medical Specialists

Description

[] Physicians

Description

[] Physicians' Assistants

Description

[0 Pharmacists

Description
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[] Social Workers

Description

[] Doctors of Chiropractic

Description

[ Licensed Complementary and Alternative Medicine Practitioners

Description

[] Dieticians

Description

[J Nutritionists

Description

[[] Other (specify):

Name

Description
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Health Homes Services (2 of 2)

Category of Individuals
CN individuals

Service Definitions

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

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

Definition:

T the CMHCSED-HH! placedin othert aswell asto newl:

community.

The CMHCSED-| all

T notlimited to all

If ligil receiveHH iti a to exceedd0days.

TheHH will MOAs with i PRTFsor to i HH p: ip: TheHH andits
identify aHH.

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

HH providerswill work with HIOs or throughthe Direct projectto accespatientdataandto developpartnershipshat
maximizetheuseof HIT acrosgproviders.The HealthHomeproviderwill utilize HIT to communicatevith health
facilities andothersystemsandto facilitateinterdisciplinarycollaboratioramongall providers the memberfamily, care
giversandlocal supportsvhenexternalpartnershavethe capabilityto sendandreceiveelectronic structuredrecords.

Scope of benefit/service

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

Description

Nurse Care Coordinators

Description

NurseCareCoordinatoraill ensureghatappropriatdinkageto IndividualandFamily
SupportServicess facilitatedto assisthe childrenenrolledin the HealthHome.

[ Nurses

Description
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[] Medical Specialists

Description

[ Physicians

Description

[] Physicians’ Assistants

Description

[] Pharmacists

Description

[[] Social Workers

Description

[ Doctors of Chiropractic

Description
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[[] Licensed Complementary and Alternative Medicine Practitioners

Description

[] Dieticians

Description

[] Nutritionists

Description

Other (specify):

Name

| Family SupportProviders

Description

Family SupportProviderswill ensurehatappropriatdinkageto Individual andFamily
SupportServicegs facilitatedto assisthe childrenenrolledin the HealthHome.

Individual and family support, which includes authorized representatives

TheHH teamis i providir thefamily in i \gservicesTheseservicesr rangeof serviceghatimpacton indi ith SED butarenotlimited to, ducation,
substancabusejuvenilejustice child welfareandsocialandfamily supporiservices.
TheHH teamwill activelyinteg refull rangeof o acompret ivandiy i care. With thefamily, theHH the princip: organizerjnformatior for thefamily by helping
thefamily to yi icesal igatil indaries.
. uppor 1,navigationof If: Referrato iceswill bep the CMHCSED-HHteamand
will resol er SoonerC; otherparentsfamily ity grant ograms,

i 1s,school icesfaith basecbrganizationsetc.

home thatarett i il ! ity. The CME healtt i informal, natt

uppor y O

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

Detailsof thememberhealthrecordarein thelate planningstagesandwill beupdatedasadditionalinformationis available. The goal
will beto developa moduleto facilitate self-managemerndmonitoringnecessarjor anenrolleeto attainthe highestievelsof health
andfunctioning. As partof the meaningfulusecomplianceHHs will work with their EHR vendorsto providepatientportals.These

portalswill allow for easen communicatingvith the membersencourag@reventativeeareandempowermembergo play anactive
rolein theirrecovery.

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

Description

Nurse Care Coordinators

Description

NurseCareCoordinatorwill ensurehatappropriatdinkageto IndividualandFamily
SupportServicegs facilitatedto assisthe childrenenrolledin theHealthHome.

[] Nurses

Description

[[] Medical Specialists

Description

[] Physicians

Description

[] Physicians' Assistants

Description

[[] Pharmacists
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Description

[ Social Workers

Description

[] Doctors of Chiropractic

Description

[] Licensed Complementary and Alternative Medicine Practitioners

Description

[] Dieticians

Description

[ Nutritionists

Description

Other (specify):

Name

| Family SupportProviders

Description
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Family SupportProviderswill ensurehatappropriatdinkageto Individual andFamily
SupportServicess facilitatedto assisthe childrenenrolledin theHealthHome.

Referral to community and social support services, if relevant

Definition:

Referralto communityandsocialsupportserviceswill be providedby memberof the HH teamandwill includeinformationaboutformal andinformal resource®eyondthe
scopeof servicexoveredby SoonerCaresuchasthosewhich maybe availablefrom otherparentsfamily memberscommunity-basedrganizationsserviceproviders,
grants socialprogramsfundingoptions,school-basedervicesfaith basedrganizationsetc.

Whenevempossible familieswill beinformedof opportunitiesandsupportghatareclosesto home thataretheleastrestrictiveandthatpromoteintegrationin thehomeand
community.The healthhometeamwill emphasizéhe useof informal, naturalcommunitysupportsasa primary strategyto assistealthhomeenrolleesandfamilies.

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

HH providerswill work with HIOs or throughthe Direct projectto electronicallycommunicate
referralsto communityandsocialsupportservicesandto follow-up onreferralsandaccesso
neededervicesaasdeterminedy the partneringagency’sability to communicateslectronically.

Scope of benefit/service

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

Description

Nurse Care Coordinators

Description

NurseCareCoordinatoraill ensureghatappropriatdinkageto Individual andFamily
SupportServicess facilitatedto assisthe childrenenrolledin the HealthHome.

] Nurses

Description

[ Medical Specialists

Description
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[] Physicians

Description

[] Physicians® Assistants

Description

[] Pharmacists

Description

[] Social Workers

Description

[[] Doctors of Chiropractic

Description

[ Licensed Complementary and Alternative Medicine Practitioners

Description
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[[] Dieticians

Description

[] Nutritionists

Description

Other (specify):

Name

| Family SupportProviders |

Description

Family SupportProviderswill ensurehatappropriatdinkageto Individual andFamily
SupportServicess facilitatedto assisthe childrenenrolledin the HealthHome.

Health Homes Patient Flow

Describe the patient flow through the State's Health Homes system. The State must submit to CMS flow-charts of the
typical process a Health Homes individual would encounter:

Seeattachedlow chartsandnarratives.

[[] Medically Needy eligibility groups

O Al Medically Needy eligibility groups receive the same benefits and services that are provided to Categorically Needy
eligibility groups.

O Different benefits and services than those provided to Categorically Needy eligibility groups are provided to some or all
Medically Needy eligibility groups.

O all Medically Needy receive the same services.

O There is more than one benefit structure for Medically Needy eligibility groups.

Transmittal Number: OK-14-0011 Supersedes Transmittal Number: Proposed Effective Date: Jan 1, 2015 Approval Date:
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Attachment 3.1-H Page Number:

Health Homes Monitoring, Quality Measurement and Evaluation

Monitoring

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

Usingclaimsdata,the Statewill trackavoidablehospitalreadmission®y calculatingAmbulatoryCare
SensitiveConditionsreadmissions/100@# of readmissionsvith a primarydiagnosisonsistingof an
AHRQ ICD-10 codefor ambulatorycaresensitiveconditions/membemonths)x 12,000.

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

Oklahomawill initially performanestimateof costsavingsusingthe Centerfor HealthCareStrategie§CHCS)ROI ForecastingCalculatorfor HealthHomesandMedicalHomes.
The Statewill usea 3-yearaveragg2009-2011pf costsfrom the State’sMMIS for thetargetpopulationwhich areSoonerCarenembersvho hada statusof SMI or SED:

Thebaselinecostandutilization datawill betrendedandcomparedo anestimateof the savingsthatresultfrom improvedcarecoordinatiorandmanagemendchievedhroughthis
programfor HH enrolleeshasedn the assumptionslescribedvithin the Forecastingnodel. Theseassumptionincludereductionsn avoidablehospitalizationsPRTFand
emergencylepartmentitilization. The baselinedataexcludesboth MedicareandSoonerCareostof dualeligibles.

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).

HIT In addition,|
Initial Standards:

1.F

2.Havea follow

in orderto
I carefor
3.Havea
4.1s requirecto labl
Final

status.
IeHIT
Thefinal

epl
Directto conductall processesasfeasible.
useHIT for
Lt
2. Utilize
3

gapsin care,

the HITECH Act. If

all providers.

4,
Ol

haveto provi

their provider. T}
Quality Measurement

[2] The State provides assurance that it will require that all Health Homes providers report to the State on all applicable
guality measures as a condition of receiving payment from the State.

[2] 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.

States utilizing a health team provider arrangement must describe how they will align the quality measure reporting requirements
within section 3502 of the Affordable Care Act and section 1945(g) of the Social Security Act. Describe how the State will do this:

Evaluations

[2] The State provides assurance that it will report to CMS information submitted by Health Homes providers to inform the
evaluation and Reports to Congress as described in Section 2703(b) of the Affordable Care Act and as described by CMS.

Describe how the State will collect information from Health Homes providers for purposes of determining the effect of the
program on reducing the following:

Hospital Admissions
|Measure:
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Useof HEDIS 2011codesfor inpatientgenerahospital/acuteare inpatientalcoholandotherdrug servicesandinpatientmentalhealthservicesdischarge¢lPU, IAD andMPT measures)

Measure Specification, including a description of the numerator and denominator.

admissionger1000memberdessthan21 yearsof agefor anydiagnosis.

Data Sources:

Claims

Frequency of Data Collection:
@) Monthly
@) Quarterly
® Annually
@) Continuously
O other

Emergency Room Visits

Measure:

| Useof HEDIS 2011codesfor ED visits (partof ambulatorycare(AMB) measure)

Measure Specification, including a description of the numerator and denominator.

ER visits per1000memberdessthan21 yearsof agefor anydiagnosis.

Data Sources:

Claims

Frequency of Data Collection:
@) Monthly
@) Quarterly
® Annually
@) Continuously
O other

Skilled Nursing Facility Admissions

Measure:

Useof HEDIS 2011 codedfor dischargegor skilled nursingfacility servicegpartof inpatientutilization— non-acutecare(NON) measure]

Measure Specification, including a description of the numerator and denominator.
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SNFadmissionper1000memberdessthan21 yearsof age.

Data Sources:

Claims

Frequency of Data Collection:
@) Monthly
@) Quarterly
® Annually
@) Continuously
O other

Describe how the State will collect information for purpose of informing the evaluations, which will ultimately determine the nature, extent and
use of the program, as it pertains to the following:

Hospital Admission Rates

TheOHCA will consolidatedatafrom its fee-for-serviceMMIS-basedclaimssystermfor the participatingHH sitesto assesfospitaladmissiorrates by service
(medical,surgical,maternity,mentalhealthandchemicaldependency)or the participatingHealthHomesitesandfor a controlgroupof non-participatingites.
Theannualanalysiswill consider:

a. Theexperiencef memberswith theclinical conditionsof focusduringthelearningcollaborativeyear(expectedo grow from yearl to year2), and
b. All memberswith SMI or SEDdrawnfrom alist of chronicconditionsdefinedby the State.

Chronic Disease Management

The OHCA will monitorchronicdiseasenanagemerthroughthe measuretistedwithin the StatePlanAmendmentTheseinclude:
. Adult andadolescenBMI assessment;

Appropriateuseof lipid loweringtherapyfor coronaryarterydisease;

Appropriateuseof antihypertensiomulti-drugtherapywherethe regimenincludesathiazidediuretic.

Further the Statewill documenthatthereis aLicensed\NurseCareManagerin place;andthatthe Licensed\NurseCareManageris operatingconsistentlywith therequirementsetforth for the practicesy the State.

Coordination of Care for Individuals with Chronic Conditions

The Statewill assessandmeasurgrovisionof carecoordinatiorservicedor individualswith the chronicconditionsspecifiedwithin this StatePlan
Amendmengsfollows:

. Transitionof recordstransmittedo the HH from inpatientfacilities;
. Follow-upafterinpatienthospitalizatiorfor mentaliliness;
. Initiation andengagementf alcoholandotherdrugdependenceeatment.

Assessment of Program Implementation

A HH Workgroupcomprisef the OHCA andODMHSAS personnelndHH providerrepresentativewill meetregularlyto
trackimplementatioragainst) a work planandb) againsiperformancendicatorsto assesimplementatiorstatus.The
workgroupwill reviewproviderdocumentatiommonthly,andthentransitionto monthlyface—to-faceneetingssix monthsinto
implementation.

Processes and Lessons Learned

Theworkgroupwill periodicallycompileinformationabouthow the HealthHomeoperationsaaregoingandany
Lessond earnedhatcanbeidentified.
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Assessment of Quality Improvements and Clinical Outcomes

The Statewill usethe quality processindoutcomemeasureslescribedn the prior sectionto assessjualityimprovementandclinical outcomesFor claims-base@ndothermeasuresassessmentill occurbothatthe
individual practicelevel,andatthe aggregatéevel for all participatingHHs. The Statewill trackchange®vertime to assessvhetherstatisticallysignificantimprovementasbeenachievedFor measure$or which
nationalMedicaidbenchmarldataareavailable comparisonsvill be madeto regionalandnationalbenchmarksgventhoughsuchbenchmarksrenot specificto personswith chronicconditions.

Theaforementioneavork groupwill approachthe HH transformatiorprocesdgor the participatingpracticesasanongoingquality improvemenexerciselJsinga combinationof evaluationdata,informationfrom the
learningcollaborative feedbackrom any practicecoachesandfeedbackprovidedto the HH Workgroupby practicerepresentativeshe Statewill assessvhatelementf its practicetransformatiorstrategyare
working—andwhich arenot. Critical attentionwill be paidto a) critical success$actors,someof which havealreadybeenidentifiedin theliterature,andb) barriersto practicetransformation.

Estimates of Cost Savings
[ The State will use the same method as that described in the Monitoring section.
If no, describe how cost-savings will be estimated.

ol il initially per i i enterfor HealthC jieCHCS)ROI fealtht fomes. U

o] alculator Ol

thetarget

Table2: TargetPopulatior- SED

Total Membershipn PopulatiorBase 6,309
OutreactGoal 67%

Ramp-upPeriod  12months

Total Enrollees 4,227

%of the SED HHs. Changeso i resultfrom theHH i
o

T TheROIC
following theHH

Transmittal Number: OK-14-0011 Supersedes Transmittal Number: Proposed Effective Date: Jan 1, 2015 Approval Date:

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 0938-1148. The time required to complete this information collection is estimated to average 80 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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Care coordination includes the development and implementation of the individual care plan through the wraparound care planning process for attainment of the individuals' goals and improvement of clinical outcomes and functioning.
Care coordinators are responsible for conducting care coordination activities across providers and settings. Care coordination involves case management necessary for individuals to access medical, social, vocational, educational, as well as other individualized supportive services.
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_10:hhs10_E: HH providers will work with HIOs or the Direct project to access member data and to develop partnerships that maximize the use of HIT across providers. HH providers will utilize HIT to create, document, execute, and update the comprehensive, person-centered service plan for every member that is accessible to the interdisciplinary team of providers when external partners have the capability to received structured, electronic records. HH providers will also be encouraged to utilize HIT to monitor member outcomes, initiate changes in care and follow up on member testing, treatments, services and referrals. In addition, for children with SED, the SOC Wraparound teams will be required to access data from the Medicaid Management Information System (MMIS)  in order to monitor use of psychotropic medications.
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_10:hhs10_F: on
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_10:hhs10_F1: on
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	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_10:hhs10_F2: on
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_10:hhs10_F2a: 
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_10:hhs10_F3: on
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_10:hhs10_F3a: 
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_10:hhs10_F4: on
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_10:hhs10_F4a: 
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_10:hhs10_F5: on
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_10:hhs10_F5a: 
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_10:hhs10_F6: on
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_10:hhs10_F6a: 
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_10:hhs10_F7: on
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_10:hhs10_F7a: 
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_10:hhs10_F8: on
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_10:hhs10_F8a: 
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_10:hhs10_F9: on
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_10:hhs10_F9a: 
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_10:hhs10_F10: on
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_10:hhs10_F10a: 
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_10:hhs10_F11: on
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_10:hhs10_F11a: 
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_10:hhs10_F12: on
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_10:hhs10_F12a: 
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_10:hhs10_F13: on
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_10:hhs10_F13a: 
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_10:hhs10_F13b: 
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_10:hhs10_G: Health promotion activities include:
•	education regarding the importance of immunizations and screenings, child physical and emotional development;
•	linking each child with screening in accordance with the EPSDT periodicity schedule;  
•	monitoring usage of psychotropic medications through report analysis and follow up with outliers;
•	identifying children in need of immediate or intensive care management for physical health needs;
•	providing opportunities and activities for promoting wellness and preventing illness, including the prevention of chronic physical health conditions;  to  including wellness goals in the comprehensive care plan
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_10:hhs10_H: HH providers will work with HIOs or the Direct project to access member data and to develop partnerships that maximize the use of HIT across providers. HH providers will utilize HIT to create, document, execute, and update the comprehensive, person-centered service plan for every member that is accessible to the interdisciplinary team of providers when external partners have the capability to received structured, electronic records. HH providers will also be encouraged to utilize HIT to monitor member outcomes, initiate changes in care and follow up on member testing, treatments, services and referrals. In addition, for children with SED, the SOC Wraparound teams will be required to access data from the Medicaid Management Information System (MMIS)  in order to monitor use of psychotropic medications.
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_10:hhs10_J: on
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_10:hhs10_J1: on
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_10:hhs10_J1a: 
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_10:hhs10_J2: on
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_10:hhs10_J2a: 
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_10:hhs10_J3: on
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_10:hhs10_J3a: 
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_10:hhs10_J4: on
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_10:hhs10_J4a: 
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_10:hhs10_J5: on
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_10:hhs10_J5a: 
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_10:hhs10_J6: on
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_10:hhs10_J6a: 
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_10:hhs10_J7: on
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_10:hhs10_J7a: 
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_10:hhs10_J8: on
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_10:hhs10_J8a: 
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_10:hhs10_J9: on
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_10:hhs10_J9a: 
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_10:hhs10_J10: on
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_10:hhs10_J10a: 
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_10:hhs10_J11: on
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_10:hhs10_J11a: 
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_10:hhs10_J12: on
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_10:hhs10_J12a: 
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_10:hhs10_J13: on
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_10:hhs10_J13a: 
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_10:hhs10_J13b: 
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_K: •	Transitional care will be provided by the CMHCSED-HH to existing members who have been hospitalized or placed in other non-community settings, such as psychiatric residential treatment facilities, as well as to newly identified members who are entering the community. 

•	The CMHCSED-HH care coordinator and team will collaborate with all parties involved including the facility, primary care physician, and community providers to ensure a smooth discharge and transition into the community and prevent subsequent re-admission(s).

•	Transitional care is not limited to institutional transitions, but applies to all transitions that will occur throughout the development of the enrollee and includes transition from and to school-based services and pediatric services to adult services. 

•	If residential placement is needed, and for greater continuity, children are eligible to receive HH transitional care for a period not to exceed 90 days.

•	The HH will develop contracts or MOAs with regional hospital(s), PRTFs or system(s) to ensure a formalized structure for transitional care planning, to include communication of inpatient admissions and discharges of HH participants.  The HH and its partners will maintain a mutual awareness and collaboration to identify individuals seeking emergency department services that might benefit from connection with a HH. 

At a minimum, the HH will:
•	utilize hospitalization episodes to locate and engage members in need of HH services; 
•	perform the required continuity of care coordination between inpatient and outpatient care, including establishment or reestablishment of community resources and necessary follow-up visits; 
•	coordinate with the hospital or PRTF upon discharge as soon as possible and avoid readmission.
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_L: HH providers will work with HIOs or through the Direct project to access patient data and to develop partnerships that maximize the use of HIT across providers. The Health Home provider will utilize HIT to communicate with health facilities and other systems and to facilitate interdisciplinary collaboration among all providers, the member, family, care givers and local supports when external partners have the capability to send and receive electronic, structured records.
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_M: on
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_M1: on
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_M1a: 
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_M2: on
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_M2a: Nurse Care Coordinators will ensure that appropriate linkage to Individual and Family Support Services is facilitated to assist the children enrolled in the Health Home.
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_M3: on
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_M3a: 
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_M4: on
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_M4a: 
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_M5: on
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_M5a: 
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_M6: on
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_M6a: 
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_M7: on
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_M7a: 
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_M8: on
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_M8a: 
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_M9: on
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_M9a: 
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_M10: on
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_M10a: 
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_M11: on
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_M11a: 
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_M12: on
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_M12a: 
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_M13: on
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_M13a: Family Support Providers
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_M13b: Family Support Providers will ensure that appropriate linkage to Individual and Family Support Services is facilitated to assist the children enrolled in the Health Home.
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_N: The HH team is responsible for providing assistance to the family in accessing and coordinating services. These services include the full range of services that impact on individuals with SED and include, but are not limited to, behavioral health, physical health, education, substance abuse, juvenile justice, child welfare and social and family support services.
The HH team will actively integrate the full range of services into a comprehensive individualized plan of care. With agreement of the family, the HH team can play the principal role as organizer, information source, guide, advocate, and facilitator for the family by helping the family to assess strengths and needs, identifying treatment goals and needed services, and navigating agency and system boundaries.
•	Support services may include advocacy, information, navigation of the treatment system, and the development of self-management skills.Referral to community and social support services will be provided by members of the CMHCSED-HH team and will include information about formal and informal resources beyond the scope of services covered by SoonerCare, such as those which may be available from other parents, family members, community-based organizations, service providers, grants, social programs, funding options, school-based services, faith based organizations, etc.

Whenever possible, families will be informed of opportunities and supports that are closest to home, that are the least restrictive and that promote integration in the home and community. The CME health home team will emphasize the use of informal, natural community supports as a primary strategy to assist health home enrollees and families.
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_P: Details of the member health record are in the late planning stages and will be updated, as additional information is available.  The goal will be to develop a module to facilitate self-management and monitoring necessary for an enrollee to attain the highest levels of health and functioning.  As part of the meaningful use compliance, HHs will work with their EHR vendors to provide patient portals. These portals will allow for ease in communicating with the members, encourage preventative care and empower members to play an active role in their recovery.
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_Q: on
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_Q1: on
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_Q1a: 
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_Q2: on
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_Q2a: Nurse Care Coordinators will ensure that appropriate linkage to Individual and Family Support Services is facilitated to assist the children enrolled in the Health Home.
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_Q3: on
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_Q3a: 
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_Q4: on
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_Q4a: 
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_Q5: on
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_Q5a: 
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_Q6: on
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_Q6a: 
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_Q7: on
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_Q7a: 
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_Q8: on
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_Q8a: 
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_Q9: on
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_Q9a: 
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_Q10: on
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_Q10a: 
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_Q11: on
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_Q11a: 
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_Q12: on
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_Q12a: 
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_Q13: on
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_Q13a: Family Support Providers
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_Q13b: Family Support Providers will ensure that appropriate linkage to Individual and Family Support Services is facilitated to assist the children enrolled in the Health Home.
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_R: Referral to community and social support services will be provided by members of the HH team and will include information about formal and informal resources beyond the scope of services covered by SoonerCare, such as those which may be available from other parents, family members, community-based organizations, service providers, grants, social programs, funding options, school-based services, faith based organizations, etc.

Whenever possible, families will be informed of opportunities and supports that are closest to home, that are the least restrictive and that promote integration in the home and community. The health home team will emphasize the use of informal, natural community supports as a primary strategy to assist health home enrollees and families.
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs_9346: HH providers will work with HIOs or through the Direct project to electronically communicate referrals to community and social support services and to follow-up on referrals and access to needed services as determined by the partnering agency’s ability to communicate electronically.
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_S: on
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_S1: on
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_S1a: 
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_S2: on
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_S2a: Nurse Care Coordinators will ensure that appropriate linkage to Individual and Family Support Services is facilitated to assist the children enrolled in the Health Home.
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_S3: on
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_S3a: 
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_S4: on
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_S4a: 
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_S5: on
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_S5a: 
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_S6: on
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_S6a: 
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_S7: on
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_S7a: 
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_S8: on
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_S8a: 
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_S9: on
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_S9a: 
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_S10: on
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_S10a: 
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_S11: on
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_S11a: 
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_S12: on
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_S12a: 
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_S13: on
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_S13a: Family Support Providers
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_S13b: Family Support Providers will ensure that appropriate linkage to Individual and Family Support Services is facilitated to assist the children enrolled in the Health Home.
	sv_05:tbl_hhsCS_CN_Tbl:0:sv_hhsMn_all:sv_11:hhs11_T: See attached flow charts and narratives.
	sv_05:hhs05_B: on
	sv_05:hhs05_B1: 0
	sv_05:hhs05_B2: 0
	sv_12:hhs12_A1: Using claims data, the State will track avoidable hospital readmissions by calculating Ambulatory Care Sensitive Conditions readmissions/1000: (# of readmissions with a primary diagnosis consisting of an AHRQ ICD-10 code for ambulatory care sensitive conditions/member months) x 12,000.
	sv_12:hhs12_A2: Oklahoma will initially perform an estimate of cost savings using the Center for Health Care Strategies (CHCS) ROI Forecasting Calculator for Health Homes and Medical Homes.  The State will use a 3-year average (2009-2011) of costs from the State’s MMIS for the target population, which are SoonerCare members who had a status of SMI or SED: 

The baseline cost and utilization data will be trended and compared to an estimate of the savings that result from improved care coordination and management achieved through this program for HH enrollees, based on the assumptions described within the Forecasting model.  These assumptions include reductions in avoidable hospitalizations, PRTF and emergency department utilization. The baseline data excludes both Medicare and SoonerCare cost of dual eligibles.
	sv_12:hhs12_A3: Providers must meet the initial HIT standards to implement a Health Home. In addition, provider applicant must provide a plan to achieve the final standards within 18 months of program initiation in order to maintain HH status. 
Initial Standards: 
1. Have structured information systems, policies, procedures & practices to create, document, execute, and update a plan of care for every member; 
2. Have a systematic process to follow up on tests, treatments, services and referrals; 
3. Have a health record system which allows the member’s health information and comprehensive, person-centered service plan to be accessible to the interdisciplinary team of providers and allow for population management and identification of gaps in care, including preventive services; and 
4. Is required to make use of available HIT and access members’ data through the health information exchange or Direct to conduct all processes, as feasible. 
Final Standards:  The final standards require HH providers to use HIT for the following: 
1. Have structured interoperable health information technology systems, policies, procedures and practices 
2. Utilize an electronic health record system that qualifies under the Meaningful Use provisions of the HITECH Act. If the provider does not currently have such a system, they will have to provide a plan for when and how they will implement it. 
3. Join a certified health information exchange for data exchange and make a commitment to share information with all providers. 
4. Support the use of evidence based clinical decision making tools, consensus guidelines, and best practices. 
Oklahoma HH providers will be encouraged to use wireless technology as available to improve coordination and management of care and member adherence to recommendations made by their provider. This may include the use of telemedicine, cell phones, peripheral monitoring devices, and access member care management records, as feasible.
	sv_12:hhs12_B1: on
	sv_12:hhs12_B3: on
	sv_12:hhs12_C: 
	sv_12:hhs12_D: on
	sv_12:tbl_hhs12_D1:0:hhs12_D1Meas: Use of HEDIS 2011 codes for inpatient general hospital/acute care, inpatient alcohol and other drug services, and inpatient mental health services discharges (IPU, IAD and MPT measures)
	sv_12:tbl_hhs12_D1:0:hhs12_D1MeasSpec: admissions per 1000 members less than 21 years of age for any diagnosis.
	sv_12:tbl_hhs12_D1:0:hhs12_D1DataSources: Claims
	sv_12:tbl_hhs12_D1:0:hhs12_D1Freq: 2
	sv_12:tbl_hhs12_D1:0:hhs12_D1FreqOtherName: 
	sv_12:tbl_hhs12_D2:0:hhs12_D2Meas: Use of HEDIS 2011 codes for ED visits (part of ambulatory care (AMB) measure)
	sv_12:tbl_hhs12_D2:0:hhs12_D2MeasSpec: ER visits per 1000 members less than 21 years of age for any diagnosis.
	sv_12:tbl_hhs12_D2:0:hhs12_D2DataSources: Claims
	sv_12:tbl_hhs12_D2:0:hhs12_D2Freq: 2
	sv_12:tbl_hhs12_D2:0:hhs12_D2FreqOtherName: 
	sv_12:tbl_hhs12_D3:0:hhs12_D3Meas: Use of HEDIS 2011 codes for discharges for skilled nursing facility services (part of inpatient utilization – non-acute care (NON) measure)
	sv_12:tbl_hhs12_D3:0:hhs12_D3MeasSpec: SNF admissions per 1000 members less than 21 years of age.
	sv_12:tbl_hhs12_D3:0:hhs12_D3DataSources: Claims
	sv_12:tbl_hhs12_D3:0:hhs12_D3Freq: 2
	sv_12:tbl_hhs12_D3:0:hhs12_D3FreqOtherName: 
	sv_12:hhs12_D4: The OHCA will consolidate data from its fee-for-service MMIS-based claims system for the participating HH sites to assess hospital admission rates, by service (medical, surgical, maternity, mental health and chemical dependency), for the participating Health Home sites and for a control group of non-participating sites. 
The annual analysis will consider:  
a.	The experience of members with the clinical conditions of focus during the learning collaborative year (expected to grow from year 1 to year 2), and 
b.	All members with SMI or SED drawn from a list of chronic conditions defined by the State.
	sv_12:hhs12_D5: The OHCA will monitor chronic disease management through the measures listed within the State Plan Amendment. These include:
•	Adult and adolescent BMI assessment;
•	Appropriate use of lipid lowering therapy for coronary artery disease;
•	Appropriate use of antihypertension multi-drug therapy where the regimen includes a thiazide diuretic.

Further, the State will document that there is a Licensed Nurse Care Manager in place; and that the Licensed Nurse Care Manager is operating consistently with the requirements set forth for the practices by the State.
	sv_12:hhs12_D6: The State will assess and measure provision of care coordination services for individuals with the chronic conditions specified within this State Plan Amendment as follows:  
•	Transition of records transmitted to the HH from inpatient facilities;
•	Follow-up after inpatient hospitalization for mental illness;
•	Initiation and engagement of alcohol and other drug dependence treatment.
	sv_12:hhs12_D7: A HH Workgroup comprised of the OHCA and ODMHSAS personnel and HH provider representatives will meet regularly to track implementation against a) a work plan and b) against performance indicators to assess implementation status. The workgroup will review provider documentation monthly, and then transition to monthly face–to-face meetings six months into implementation.
	sv_12:hhs12_D8: The workgroup will periodically compile information about how the Health Home operations are going and any Lessons Learned that can be identified.
	sv_12:hhs12_D9: The State will use the quality process and outcome measures described in the prior section to assess quality improvements and clinical outcomes. For claims-based and other measures, assessment will occur both at the individual practice level, and at the aggregate level for all participating HHs. The State will track changes over time to assess whether statistically significant improvement has been achieved. For measures for which national Medicaid benchmark data are available, comparisons will be made to regional and national benchmarks, even though such benchmarks are not specific to persons with chronic conditions. 

The aforementioned work group will approach the HH transformation process for the participating practices as an ongoing quality improvement exercise. Using a combination of evaluation data, information from the learning collaborative, feedback from any practice coaches, and feedback provided to the HH Workgroup by practice representatives, the State will assess what elements of its practice transformation strategy are working – and which are not. Critical attention will be paid to a) critical success factors, some of which have already been identified in the literature, and b) barriers to practice transformation.
	sv_12:hhs12_D10: on
	sv_12:hhs12_D10a: Oklahoma will initially perform an estimate of cost savings using the Center for Health Care Strategies (CHCS) ROI Forecasting Calculator for Health Homes and Medical Homes.  Using the ROI Forecasting Calculator, Oklahoma identified the baseline costs and utilization (most recent three-year average) for the target population (see tables below) and trended these costs forward using historical growth rates, thereby estimating future healthcare costs in the absence of intervention 


Table 2: Target Population - SED
Total Membership in Population Base	6,309
Outreach Goal	67%
Ramp-up Period	12 months
Total Enrollees	4,227

The State assumed that 67% of the SED population would be successfully enrolled in HHs.  Changes to the trended utilization patterns that are expected to result from the HH intervention were indicated.  The ROI Calculator compares the trended utilization costs under the status quo to the expected utilization costs following the HH intervention, to estimate the associated savings or cost increases.

The State will annually perform an assessment of cost savings using a pre/post-period comparison with a control group of SoonerCare CMHCs or other behavioral health organizations serving clinically similar populations but not participating as HHs. Control group clinics will be similar to participating HHs to the extent that it is feasible to do so. They will be identified by clinic type (e.g., private behavioral health organization), geographic region, and number of SoonerCare members with or SED. Savings calculations will net out the value of supplemental payments made to the participating sites during the eight-quarter period.



