Ohio Medicaid Health Homes
Program
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A Health Home is ...
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Affordable Care Act 2703




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

- Medicaid Health Homes expand on PCMHs by:

Focusing on patients with multiple chronic and
complex conditions;

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

Building linkages to community, social supports, &
recovery services

- Focus on outcomes — reduced ED & hospital admissions

& readmissions, reduced reliance on LTC facilities,
improved experience of care and quality of care




ACA defines Medicaid health home services as:
(1) comprehensive care management;

(2) care coordination and health promotion;
(3) comprehensive transitional care/follow-up;
(4) patient and family support;

(

5) referral to community and social support
services; and

(6) use of HIT to link services



Who Can Receive Medicaid Health Home services?

- Medicaid consumers with:
One Serious and persistent mental health condition; or

Two or more of the following chronic conditions
mental health
substance abuse
asthma
diabetes
heart disease
being overweight (BMI >25)

One chronic condition and at risk for a second;

- Additional conditions considered by the HHS
Secretary




Who Can Receive Medicaid Health Home services?




Team of Health Care Professionals Linked to a
Designated Provider:

Team of Health Care Professionals may include:

physicians and other professionals including a nurse care

coordinator, nutritionist, social worker, behavioral health

grofessuzjnal, or any professionals deemed appropriate by the
tate ana;

Be free-standing, virtual or based at a hospital, community health
center, community mental health center, rural clinic, clinical
prac’uce/group practice, academic health center, or any entity
deemed appropriate by the State and approved by the Secretary

Qualifications:

Medicaid Health Homes must meet the State-defined Qualifying Core
Conditions




» Operate as a Patient Centered Medical Home
Enhance Access and Continuity of Care
Plan and Manage Care
Monitor and Coordinate Care
Include patients and families
Integrate Community Resources
Quality Improvement

 Integrate Physical/Behavioral Health Care
» Acquire Electronic Health Records
» Meet Additional Health Home Qualification



State participation is optional

States can start as soon as they get an
approved State Plan Amendment (SPA)



Funding & Roll-Out Options

» Funding is a federal-state match for Medicaid
Health Home Services

States contribute 10% - Feds contribute 90% of Health
Home Services costs for 8 quarters; then regular match
after 8 quarters

» Timing is flexible

Can roll-out program by geographic region &/or condition

Each geographic region & condition combination can have a
separate 8 quarter 90/10 clock




- Flexibility in payment methods, including, but not limited
to:
Tiered payment methods
Adjustments by patient severity
Adjustments by provider’s skill set/capabilities
CMS open to alternatives to per member per month (PMPM)
approaches, but must approve
- States with Medicaid Managed Care Programs, can
deploy Health Homes through Medicaid Managed Care
Plans

- No duplication of payment for health home services



CMS has significant evaluation expectations:

States must track and report outcomes (e.g.,
avoidable readmissions, ER, SNF admissions)
and calculate cost savings

Designated providers must report quality
measures as condition of reimbursement

Independent evaluator will survey states on
Impact of Medicaid health home services on
various cost, clinical and utilization measures



» Source: Medicaid Claims/Encounter Data

» Seven Conditions: heart disease, substance abuse,
asthma, diabetes, heart disease, overweight, serious
& persistent mental health condition

» Medicaid Consumers with Qualifying Conditions
SPMI/SED: 177,000
Two conditions on list (non-SPMI/SED): 75,000
One condition and at-risk for a second: 360,000

Total: 612,000%
*Level of management not assessed



Ohio Medicaid Stats




Ohio Medicaid Health Home Definition

innovative ideas within this model will be exilored

o MCPs administer Health Home Services

o Care Coordination: Based on Geisinger Medical Home Model
« MCP-funded embedded Nurse Care Manager

o Practice site treating primary condition to manage embedded
Nurse Care Manager (inc., hire, pay, house)

« Use Team of Health Care Professionals lead by a designated
provider

o Make-up of Team depends on needs of patient

o Single point of accountability will be practitioner at practice site
treating primary condition, e.g., Primary Care Practice, CMHC,
FQHC

o Embedded Nurse Care Manager part of Team
« Due to the complexity of care management of SPMI/SED,




Consumer Identification:
Provider Referral
MCP Informatics

to target most impactful consumers in geographic region

Consumer Participation Process:

Treat Health Home services like other health services: Providers offer/recommend
service to qualifying patients: patients choose if they want the service

Consumer Education: ‘Health Home’ sounds like a place, not an additional benefit
Consumer Assessment: Provider complete:

Comprehensive Health Assessment (for Care Treatment Plan) &

Health Risk Assessment (for payment)
Care Treatment Plan

Data from MCP on patient utilization, hospital, ED use, drug use

Team, patient, & family use comprehensive health assessment and MCP data to
develop Care Treatment Plan, Goals, Priorities, follow-up plan

HIT , MCP resources used to link services



Ohio Medicaid Health Home Financing
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OHIO MEDICAID HEALTH HOMES
PROGRAM: ODMH UPDATE




Health Homes Initiative Updates
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Health Home Population Criteria:
Serious and Persistent Mental Health Condition
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Health Home Population Criteria:
Serious and Persistent Mental Health Condition
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Health Home Population Criteria:
Serious and Persistent Mental Health Condition
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Ongoing assessment of needs

Assistance in achieving personal independence in managing
basic needs

Facilitation of further development of daily living skills
Coordination of ISP
Symptom monitoring

Coordination and/or assistance in crisis management and
stabilization

Advocacy & outreach
Family education and training
Mental health interventions

Activities that increase the individual’s capacity to positively
impact his/her environment



Service Alignment Goals
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What do we know?
What don’t we know?
Inform planning efforts

Understand capacity & readiness using the core
elements

Identify challenges & opportunities



Eastway Behavioral Healthcare (Dayton)

Shawnee Mental Health Center (Portsmouth)*
Greater Cincinnati Behavioral Health (Cincinnati)*
Center for Families and Children (Cleveland)*

Southeast, Inc. (Columbus)*
* SAMHSA Grantee



Site Visits — Eastway Behavioral Healthcare

O

» ODMH & ODADAS Certified

» CARF Accreditation

» Provider of Comprehensive Behavioral Health Services

» Populations served include SMI adults and SED children
» Type of Integration:

Co-located with primary care provider

400 patients receiving primary care services on site
Co-located with pharmacy services provider
Pending co-location with dental provider
Contracting with a private lab company for on-site lab services
Home-grown Electronic Health Record System
Baseline Data Collection




Site Visits — Shawnee Mental Health Center
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Site Visits — Greater Cincinnati Behavioral
Health
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Site Visits — Center for Families and Children
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Site Visits — Southeast, Inc.
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Blending of Primary Care & Behavioral Health
“Cultures”

Documentation Requirements
Billing Requirements

Covering Costs in a FFS environment
Scheduling Flexibility

Treatment plan integration
Integrated electronic health record



CARF Accreditation
Joint Commission Accreditation
Enhanced community partnerships

Exploring staffing arrangements to further support
integration

Alternative reimbursement arrangements that better
support integration — Pay for Performance

Health information technology



True integration & commitment to the patient

Expansion of services to all consumers & meeting unmet
need

Health promotion, prevention & wellness

Support from administration & clinicians

Health information technology

Dental services

Variety of co-morbid conditions

Prioritizing patient needs as a team

Patient choice

Family inclusion

Physical plant changes that support integrated care



Site Visits — Other Common Themes
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Continue Design Work

Health Management Associates (HMA) contract to
help with the SPA development

Behavioral Health Leadership Group Health Home
Operational Logistics Framework Ad Hoc
Committees

Block Grant Opportunities
Health Information Technology
Innovations in Integrated Care
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Questions?




