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RECOGNIZE THE HEALTHIHOME OPPORIUNIAN

ARl Innevative initiative te provide SerVIiCes
N a new. delivery: model ter hight utilizer
Individuals teradaress both Behavieral
Health and Physicall Health iIssues invelvea

With thelr chronic conditions m

Offers states the opportunity te previde
Medicald ceverage, at an enhanced Federal
Medicaid Participation Match Rate of 90%

Win-Win' result en Improving aceess, use
and coeordination of appropriate care,
reducing higher cost facility-base services




SECTION 2703 of the
AFFORDABLE CARE ACT

Defines Health Home Initiative Program
Medicaid State Plan Option (Amendment)
Medicaid eligible individuals with chronic
conditions

Providers will integrate and coordinate all
primary, acute, behavioral health and long
term services and supports



CURRENTLY 27 HEALTH HOME
PROGRAMS IN 19 STATES as of 372014

AL, ID, 10 (2), KS, MD, ME (2), MI, MO
(2), NJ (2), NY (2), NC, OH, OK (2), RI
(3), SD, VT, WV, WA & WI

Program Is implemented In states whose
State Plan Amenadment IS approved by
CMS, and continues for a maximum of 8
guarters per individual



DEFINETRE RPORUILLAITHOIN

CMS Requires that the Health Home
Populations meet one of the following
criteria:

= Have tWwo chronic conditions, or

= Have one chronic condition and be at risk
for a second, or

= Have one Serious Mental lliness (SMI)



TARGET CHRONIC CONDITIONS

2018 DATA'FEROM RI' HEALTHIHOME PROGRAM

Target Health Conditions
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CORE CMS REALTIH HOME SERVACES

Comprehensive Care Management
Care Coordination

Health Promotion

Comprehensive Transitional Care

Individual and Family Support
Services

Referral to Community and Social
Support Services



CMHEO HEALTH ROME STTATE PLAN
AMENDMENIFTEAIM

CMHO/Agency Representatives

Trade Organizations Representatives
State Medicaid Agency Representative
DMH/SA Program and Fiscal Staff
Managed Care Organizations

Transformation Advisory Group



THE CMRO REALTH HOME TEAM

(=)
A Master's Level Team Coordinator (1 FTE) & /” ’(‘
A Psychiatrist (0.5 FTE) E@s-«l PN
A Registered Nurse (2.5 FTE) I~ i

A Licensed and Master’'s prepared mental health
professional (1 FTE)

A Community: Support Pretessional — Hospital Liaisen: (1
FTE)

Community: Support Professionals (5.5 FTE)

A Peer Specialist (0.25 FTE) As the resource hecomes
availaikle

Jotal off 11.25 FTES



THE CMEO HEALTHR ROME TEAIM

Other Health Home team members
may Include, but are not limited to:
= primary care physicians

= Pharmacists

= substance abuse specialists

= Vocatienal/employment specialists

= cCommunity. Integration specialists

= affordable housing resources
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REALTH HOME QUALKN MEASURES

Goal Based Quality Measures:
Improve Care Coordination
Reduce Preventable Emergency: Department (ED) Visits
Increase Use of Preventive: Services
Improve Management: of Chrenic Conditions
Improve Transitiens to: CMIHO! Services
Reduce Hospital Readmissions

Within each domain, measures include:
Clinical care mmme
EXxperience ofi Care — "5
Quality of Care ;

\‘
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VARIED STATE ARPROACHES 11O HEALLTH HOMES

lowa: oppoertunity te strengthen primary. care practices and PCMH
certification for system transformation

New. York: align diverse care management initiatives and integrate
sileed programs to promote accountability.

MISsoUri: Improve coordination and transition of care, and
Integrate BH/PC to reduce hoespitalizations

@regon: increase access to PCMH and allew: Medicaid te e a key.
PCMH player in multi-payer strategy:.

RI: coordinate sileed children’s program, Improve care management
and integration of adult pregrams and facilitate access to primary.
care for opiate affected individuals
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NATHONAL COMMONITHEMES
ANDIBESIF PRAGIHCES

Comprehensive Care
Management

Care Coordination

Health Promotion

Track care plan goals,
MH/SA screenings and
reassessment

Face to face contacts, case
conferences and Impreyve
notification of admissions

FocUS 0n patient
engagement and adadress
non-clinical needs
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NATHONAL COMMONITHEMES
ANDIBESIF PRACGIHCES

Comprehensive
Iransitional’ Care

Individual’and Family.
SUPPOKtS

Referral to
Community.
Resources

Pharmagcy, coerdination,
nespital llaisens ana
neme Visits

ASs|st to develop secial
networks, advance
directives

Develop resource
manual, 1dentify policies,
preceadures and
accountanilities with
community basea

groups
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EVALUATHON OVERVIEW

States must describe how to collect information
from CMHOs; MCOs, Medicald and Medicare for:
purpeses of providing data for the 201.7
Congressional Health' IHeme Report, Which will
ulitimately, infiuence the value, extent anad
expanded use of this program, Including:

Hoespital AdmISsIon| rates

Chroenic Disease Management

Coordination’ of care for individuals with  chrenic
conditions

Assessment of program implementation
Processes and lessons learnea

Assessment ofi quality Improvements and clinical
outcomes

Estimates of cost savings
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IMPLEEMENITATHON EXPERIENCE

Einancial Challenges

x Enreliees were geing i and out off Meadicaid eligiility,
WhICH created vacuums: in reimbursement, ceverage anad
treatment plan effectiveness

a Staff report that there shoula be a group home facility for
more Intensive SPMIiclients that den't de well in'a nursing
nome care as a mere cost and clinically effective setting

= Some (medical) admissions may. Increase with ceordinated
access to needed care and better educated/empowered
consumers
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IMPLEEMENITATHON EXRPERIENCE

Health Information liechnoelogy: Challenges

e varer of Infermation snanng Wil e the: majof: factor
IMItiNG| the' effectiVeness o care ceoraination

Agency MIS systems are challenged to Incorporate medical
dISOraers; screenings, health rhsks, expanded medications,
ete., Into hehavioral health seftware programs

Health Home: fieldineeds technical support to aid
standardization of Integrated care data collection and
[EPOrting components

Need process: to interface medical records with hospitals,
primary care, laboratories, pharmacies, etc., and data
sharing features
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IMPLEEMENITATHON EXRPERIENCE

Clinical Challenges

Almoest 70% o Rl SEMIfHealth iHome: clients have
supstance apuse;, hemelessness or unemployment
ISSUEes alfecting’ clinicalioutcemes

It IS challenging te separate care coordination
from treatment Wwhen (necessarily) eceurring In the
same time period to adaress all' of these Issues

It IS alse challenging te: separate populations
petween Health Home and non-Health Home
clients who must be treated (differently) by the
same staff
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IMPLEMENTATHON EXPERIENCE

Communication IS Key.

= Ongoeing Provider Asseciation and Consumer/Family.
Involvement IS critical to address cultural ISSUues

= Provider Certification Agreement
State and Agency. reles and responsibilities

Care coordination agreement templates with
hospitals and MCOs

x Health Homes Resourece Manual
Program goals
Jeam functions
CMS outcomes
Event datalbases
[ee schedules
Auditing tool
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POSTHVE OUICOMESTRERORITED

FROM STATES
New: York

s 1496 Increase In PC VISItS

s 23% decrease In hospital admissions and ER visits
x 30% decrease In Inpatient spenaing for enrollees
Misseuri

x 8% decrease In ER ViSItS

x 13% decrease in ambulatory-sensitive hospitalizations
= Average savings to state of $52 PMPM

Rhoede Island (ene agency)

x 13%0 decrease In medical admissions

= 15% decrease In psychiatric admissions

= PCP identified for 85% of clients (up 30%)
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VWHAIFARE THE CONSUMERS SAYAING
SO FAR..7?

= |.ess meaication errors and emissions: (Unintentional
and intentionall)- Prescription Moenitering Program

» Hoespital llaisens and peer specialists very helpiul

= Positive response frem their PCPs (welceming help
with difficult patient population)

= Major life’imprevement- physical allments have
InhibIted khehavieral health recovery, and Vice Versa

s Better grasp of treatment compliance ISSUEs

= Higher self esteem In primary care settings
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SERVACE AND STTRUCTURE IIMPACIT OF

RIEALSEHOIVIES SINASFFATHINVES

A number of states have experiencead changes to
service delivery and payment systems influenced
Py Health Hemes, Incluading:

s Increase In Patient Centered Medical Homes
s Integrated care demoenstrations

= Managed care redesigns

= Medicald Accountable Care Organizations

= State Innovative Model (SIM) Design Grants
= Coverage Expansion

22



THRANKSYOU!

QUESTIONS AND CONTACT:

Michael S: Varadian: 61 7-462-4668
msyaradian@gmail.:com
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