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DEPARTMENT OF HEALTH & HUMAN SERVICES
Centers for Medicare & Medicaid Services

150 S. Independence Mall West

Suite 216, The Public Ledger Building

Philadelphia, Pennsylvania 19106-3499

CENTERS FOR MEDICARE & MEDICAID SERVICES

Region IIl/Division of Medicaid and Children’s Health Operations
SWIFT #111720164007

February 7, 2017

Claudia Schiosberg, J.D.

Senior Deputy Director/Medicaid Director
Department of Health Care Finance

441 41 Street, N.W., 9 floor, South
Washington, D.C. 20001

Re: Approval of Health Home State Plan Amendment DC SPA 16-0012
Dear Ms. Schlosberg:

The Centers for Medicare & Medicaid Services (CMS), has completed its review of the District
of Columbia State Plan Amendment (SPA) Transmittal Number 16-0012, My Health GPS. This
SPA implements Health Homes as authorized under Section 2703 of the Patient Protection and
Affordable Care Act (1945 of the Social Security Act). Individuals eligible to receive Health
Home services include beneficiaries with multiple chronic conditions.

We approve District of Columbia State Plan Amendment (SPA) Transmittal No. 16-0012 on
February 6, 2017 with an effective date of July 1, 2017. Enclosed is a copy of the approved
pages for incorporation into the District of Columbia State plan,

In accordance with the statutory provisions at Section 1945 (¢)'(1) of the Social Security Act, for
payments made to health home providers under this amendment, during the first eight fiscal
quarters that the SPA is in effect, July T, 2017 through June 31, 2019, the federal medical
assistance percentage (FMAP) rate applicable to such payments shall be equal to 90 percent. The
FMAP rate for payments made to health home providers will return to the state's published
FMAP rate June 30, 2019. The Form CMS-64 has a designated category of service Line 43 for
states to report health home services expenditures for enrollees with chronic conditions.

Please share with your staff my appreciation for their time and effort throughout this process. If
you have any questions regarding this Health Home State Plan Amendment, please contact
please contact LCDR Frankeena Wright at 215-861-4754 or by email at

Frankeena, Wright(a@icms. hhs.gov.

Sincerely,
meal : L]
L1 - -

Francis McCullough
Associate Regional Administrator

Enclosures
ce: Alice Weiss, DHCF
Sabrina Tillman Boyd, CMS
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Date
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Effective Date July 1, 2017
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State information
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State/Territory  District of Cotumbia Medicaid Agency Department of Heailth Care Finance
Name . Name
Submission Component
+-
# State Plan Amendment ] ¥ Medicaid
CHiP
Submission Type
4
= Official Submission Package Allow this official package to be viewabie by other states?
Draft Submission Package Yes
¥ No
Key Contacts
+f-

" Name Title Phone Number Email Address

Weiss, Alice Directer/HCPRA (202)442-3107 alice, weiss@dc.gov

SPA ID and Effective Date

DC 16-0012 o " Efective Date: July 1, 2017 ' o ' Page 1
Superseded SPA: N/A CMS Approval: Feburary 6, 2017 13
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SPAID DC-16-0012

Reviewable Unit Proposed Effective Date
Health Homes Intre | 71172017
Health Homes Pepulation and Enroliment C{iteﬁa | 71142017
Heaith Homes Geographic Limitations ' LT
Health Homes Services THI2017
Heaith Homes Providers | . 7112017
Heaith Homes Service Delivery Systems 7Mi2017
Heaith Homes Payment Methodologies 71112017
Health Homes Monitoring, Quality Measurement and Evaluation ' 7112017

Executive Summary

+-

Summary The District of Columbia’s (DC) Department of Health Care Finance (CHCF) developed DC's Health Home (HH) state plan benefit for
Description beneficiaries with chronic conditions, The goals of DHCF's HH program for beneficiaries with chronic conditions are to improve the
including Goals integration of medical and behavioral health, commaunity supports and social services, to lower rates of avoidable emargency department
and Objectives (ED) use; to reduca preventable hospital admissions and re-admissions; to reduce heaithcare costs; to improve the experience of care,
quality of fife and beneficiary satisfaction; and o improve health cutcomes. Under DHCF's approach, the HH will be the central point for
coordinating patient-centared and population-focused care for beneficiaries with multiple chronic conditions. HH providers will be
embedded in the primary care setting to effectively manage the full breadth of beneficiary needs. A beneficiary can only be enrolled and
receive HH services from one HH at a time. DHCF will ensure payments to HH providers do not duplicate payments for comparable
services financed by Medicaid. HH services will be consistent with, but not limited te, these set forth under 42 C.F.R. § 440.169.

Dependency Description

Description of any
dependencies
between this
subkmission
package and any
other submission
package
undergoing review

Disaster-Related Submission

-
This submission is related to a disasfer
 Yes
& No
Federal Budget Impact and Statute/Regulation Citation
+f-

Federal Budget impact

Federal Fiscal Year Amount
First 2017 . $3,589,898.00
Second 2018 $7,229,023.00

Federal Statute / Regulation Citation 42 USC § 1396w-4

DC 16-0012 Effective Date: July 1, 2017 Page 2
Superseded SPA: N/A CMS Approval: Feburary 6, 2017
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Governor's Office Review

.} No comment

: Comments received

¢ No regponse within 45 days
# Other

Authorized Submitter

Describe D.C. Act: 21-463

The following information will be provided by the system once the package is submitted fo CMS.

Name of Claire de Jong
Authorized
Submitter

Title None
Phone number 2024789293
Email address claire.dgjong@dc.gov

Authorized Claire de fong
Submitter's
Signature

i | herety certify that § am authorized to submit this package on behalf of the Medicaid Agency.

(78

PRA Disclosure Statement: According to the Paperwork Reduction Act of 1995, no persons are required fo respond 1o a collection of information unless it displays a valid
OMB cantrot number. The valid OMB control number for this informatien coflection is 0936-1188. The time required to complete this information collection is estimated to

average 40 hours per response, including the time 1o review instructions, search existing data resources, gather the data needed, and complete and review the
information collection. if you have commenis cancerning the accuracy of the time estimate{s) or suggestions for improving this form, please write to: CMS, 7500 Sacurity

Boulevard, Aitn: PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850,

DC 16-0012
Superseded SPA: NiA

Effective Date: July 1, 2017
CMS Approval: Feburary 6, 2017

Page 3
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Submission - Medicaid State Plan

MEDICAID - Health Homes - My Heaith GPS - DC - 2016

CMS-10434 OMB 0938-1188

Not Started In Progress Complete

Package Header

Package ID DC2016MHO00010 SPA 1D DC-16-0012
Submission Type Official - Review 1 inifial Submission 11/10/2016
Date

Approvat Date 2/6/2017
Effective Date July 1, 2017

Superseded SPA  N/A
[in}

View Implementafion Guide

Submission - Medicaid State Plan

The submission includes the following
Benefits

Health Homes Program

* Create new Health Homes program
Amend existing Health Homes program
Terminate existing Health Homes program

Copy from existing Health Homes program
¢ Create new program from blank form

Name of Health My Health GPS
Homes Program

PRA Disclosure Statement: According to the Paperwork Reduction Act of 1995, no persons are required to respond to a coflection of information unless it displays a valid
OMB cantrol number, The valid OMB coniral number for this information colection is 0538-1188. The time required to complete this information callection is estimated to
average 40 hours per response, including the fime to review instructions, search existing data resources, gather the data needed, and complete and review the
infermation 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 Clearanice Cfficer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850,

DC 16-0012 Effective Date; July 1, 2017 Page 4
Superseded SPA: NfA CMS Appreval: Feburary 6, 2017 1A
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Submission - Public Comment

MEDICAID - Health Homes - My Health GRS -DC - 2016

CMS-10434 OMB 0938-1188

Not Stared In Progress Complete

Package Header

Package I DC2016MH00010 SPAID DC-16-0012
Submission Type Official - Review 1 Initial Submission 11/10/2016
Date

Approval Date  2/6/2017
Effective Date July 1, 2017
Superseded SPA  NA
D

View tmplementation Guide

Name of Heaith My Health GPS
Homes Program

Indicate whether puhlic comment was solicited with respect to this submission.

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

Indicate how the public notice was issued and public comment was solicited

News paper Announcerment

Publication in state's administrative record, in accordance with the Date of Publication  Sep 30, 2016
administrative procedures requiremanis

Email to Electronic Maiing List or Simifar Mechanism
Website Notice
Public Hearing or Meeting

Other method

Upload copies of public notices and other documents used

Name Date Created Type
DC_Register_Vol_63_No_41_September_30_2016_Pages_011738_thru_012283 10/28/2016 4:12 PM EDT

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

Name [3ate Created . ’ Type

DC 16-0012 Effective Date: July 1, 2017 Page 5 :
Superseded SPA. N/A CMS Approval: Feburary 6, 2017 172
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No items available

{ndicate the key issues raised during the public comment period (opticnal)
I} Access
¢ | Quality
i Cost
: Payment methodology
i1 Eligibility
... Benefits
i ! Service dalivery

! Other issue

PRA Disclosure Statement: According to the Paperwork Reduction Act of 1595, no persons are required te respond to a collection ofinformation unjess it displays a valid
OMB control number, The valid OMS central number for this information collection is 0838-1188. The time required to complete this information coliection is estimated to
average 40 hours per response, including the fime to review instructions, search existing data resources, gather the data needed, and compieie and review fhe
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
RBoulevard, Atth: PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

GG 16-0012 Effective Date: July 1, 2017 Page 6
Superseded SPA: N/A CMS Approval: Feburary 6, 2017
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Submission - Tribal Input

MERICAID - Health Homes - My Heajth GPS - DC - 2016

CMS-10434 OMB 0938-1188

Not Started In Progress Complete

Package Header

Package ID DC2016MHOC010 S5PAID DC-16-0012
Submisston Type COfficial - Review 1 tnitial Submission 11/10/2016
Date

Approvat Date 2/6/2017
Effective Date July 1, 2017
Superseded SPA  N/A
Hy

View Implementation Guide

Name of Health My Health GPS
Homes Frogram

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

Yes
# Mo

PRA Disclosure Statement According to the Papenwork Reduction Act of 19985, no persons are required {o respond to a collection of information unless itdisplays a vatid
OMB control number, The valid OMB controi number for this information colfection is 0838-1188. The time required fo complete this information collection is esiimated to
average 40 hours per response. including the time to review instructions, search existing data resources, gather the data needed, and compiete and review the
information coliection. If you have ¢comments concerning the accuracy of the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security
Aoulevard, Atin: PRA Repors Ciearance Officer, Mail Stop C4-26-05, Baltimoare, Maryland 21244-1850.

DG 16-0012 Effective Date: July 1, 2017 Page 7
Superseded SPA: NIA CMS Approvad: Feburary 6, 2017
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Submission - SAMHSA Consultation

MEDICAID - Health Homes - My Health GPS - DC - 2016

CMS-10434 OME 0838-1188

Not Started In Progress Complete

Package Header

Package D DC2018MH00010 $PAID DC-16-0012
Submission Type Official - Review 1 Initial Submission 11/10/2016
Date

Approval Date  2/6/20%7
Effective Date July 1, 2017

Superseded SPA  N/A
. ID

View Implementation Guide

Name of Health My Health GPS
Homes Program

The State provides assurance that it has consulted
and coordinated with the Substance Abuse and Mental
Healih 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

6/9/2016

FRA Disclosure Statemeant According to the Paperwork Reduction Act of 1995, ne persons are required to respond o a collection of information unless it displays a vaiid
OMB control number, The valid OMB contral number for this information coltection is 0938-1188. The time required fo complete this information collection is estimated to
average 40 hours per response, inclding the time to review instructions, search existing data resources, gather the data needed, and camplete and review the
information collecticn. If you have commenis canceming the accuracy of the time estimate(s) or suggestons for improving this form, please write ta: CMS, 750¢ Security
Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05, Bajtimore, Maryland 21244-1850.

DC 16-0012 Effective Date: July 1, 2017 Page 8
Superseded SPA: N/A CMS Approval: Feburary 6, 2017
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Heaith Homes Intro

MEDICAID - Health Homes - My Heatth GPS - DC - 2018

CMS~10434 OMB ¢938-1188

Noet Starfed In Progress Compiete

Package Header

Package 10 DC2016MH00010 SPAID DC-16-0012
Submission Type Official - Review 1 initial Submission {1/10/2016
Date

Approval Date 2/6/2017
Effective Date 7/1/2017
Superseded SPA N/A
3]

View Implementation Guide

View All Responses

!

Program Authority
+{-

1945 of the Social Security Act
The state elects to impisment the Health Hemes state plan option under Section 1945 of the Social Security Act.

Name of Health My Health GPS
Homes Program

Executive Summary
-

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

The District of Columbia’'s (DC) Department of Health Care Finance (DHCF) develaped DC's Health Home (HH) state plan benefit for beneficiaries with chronic
conditions. The goals of DHCF's HH program for beneficiaries with chronic conditions are to improve the integration of medical and behavioral health,
community supports and social services; to lower rates of avoidable emergency department (ED) use; 10 reduce preventable hospital admissions and re-
admissions; to reduce healthcare costs; to improve the experience of care, quality of life and beneficiary satisfaction; and to improve heaith outcomes. Under
DHCF’s approach, the HH will be the central pint for coordinating patient-centered and population-focused care for beneficiaries with multiple chranic
conditions. HH providers will be embedded in the primary care seiting to effectively manage the full breadth of beneficiary needs, A beneficiary can enly be
anrolled and receive HH services from one HH at a time. DHCF will ensure payments to HH providers do not duplicate payments for comparable services
financed by Medicaid. HH services will be consistent with, but not limited to, those set forth under 42 C.F.R. § 440,169,

General Assurances

+/-

i, The state provides assurance that efigible individuals will be given a free choice of Health Homes providers.
i/ The states provides assurance that it will not prevent individuals who are dually eligible for Medicare and Medicaid from receiving Health Homes services.

‘¥ The state provides assurance that hospitals pasticipating 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 of need treatment in a hospital emergency depariment to designated Health Homes providers.

DC 16-0012 Effective Date: July 1, 2047 Page 9
Superseded SPA; N/A CMS Approval: Feburary 6, 2017 1
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¥ The state provides assurance that FMAP for Health Homes services shall be 90% for the first eight fiscal quarters from the effective date of the SPA, After
the first eight quarters, expendituras wilt be claimed at the regular matching rate.

¥ The state provides assurance that it will have the systems in place so that only one 8-quarter peried of enhanced FMAP for each health homes enrollee will
he claimed,

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

PRA Disclosure Statement: According te the Paperwork Reduction Act of 1895, o persons are required to respond to a collsction of information uniess it displays a valid
OMB cantrol number. The valid OMB controf number for this information collection is 0938-1188. The time required to complete this information collection is estimated to
average 40 hours per response, including the time to review instructions, search existing data resources, gather the data needed, and complete and review the
information coflection. If you have comments toncerning the accuracy of the fime estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security
Boulevard, Atin; PRA Reports Clearance Officer, Mail Stop C4-26-G5, Baltimore, Maryland 21244-1850.

DC 6-0012 ' Effective Date: July 1, 2017 Page 10
Superseded SPA: N/A CMS Approval: Fepurary 8, 2017

22
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Health Homes Population and Enrollment Criteria

MEDICAID - Health Hames - My Health GFS ~DC - 2018

CMS-10434 OMB 0$38-1188

Not Started in Progress Complete

Package Header

Package ID DC2018MH0O0010 SPAID DC-16-0012
Submission Type Official - Review 1 initial Submission 11/10/20186
Date

Approval Date  2/6/2017

Effective Date 7/1/2017
Superseded SPA N/A

1D

View mplementation Guide

View All Responses J

Categories of Individuais and Populations Provided Health Homes Services

e
The state will make Health Homes services available to the following categories of Medicaid participants
¥ Categorically Needy {Mandatory and Options for Coverage} Eligibility Groups
i Medically Needy Eligibility Groups Mandatory Medicatly Needy
¥ Medically Needy Pregnant Women
¥ Medically Needy Children under Age 18
Qptional Medically Need.z {select the groups included in the population)

Families and Aduits
¥ Medicatly Needy Children Age 18 through 20

¥ Medicatly Needy Parents and Other Caretaker Relatives

Aged, Blind and Disabled
#; Medically Needy Aged, Blind or Disabled

#! Medically Needy Blind or Disabled Individuals Eligitle in 1973
Popuilation Criteria
3 f
The state elects to offer Health Homes services to individuals with

“ Two or mare chronic conditions Specify the conditions included

¥ Substance Use Disorder

“ Asthma
DC 16-0012 Effective Date: July 1, 2017 Page 11 :
Superseded SPA: N/A CMS Approval: Feburary 8, 2017 13
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... Ona chronic condition and the risk of developing ancther

L. One serious and persistent mental health condition

Enroflment of Participan_ts

Participation in a Heaith Homeg is voluntary. indicate the method the
state will use to enroll eligible Medicaid individuals into a Health Home
I Qpt-in to Health Homes provider

#: Referral and assignment to Health Homes provider with opt-out

. Other {describe)

BC - Submission Package - DC2016MHOC010 - (DC-16-0012)

“ Diabstes
't Hearl Disease
i3 BMI over 25

« Other {spacify)

: Name Description
. Chrenic Obstructive Pulmonary Disease N/A
Cerebrovascular Disease - NfA
: Chrenic Renal Failure - On dialysis
Hepatitis N/A
Human Immunodeficiency Virus NfA
Hy perlipidemia N/A
Hypertension NA
Malignancies NIA
Paralysis B NiA
Peripheral Atﬁe.ro.scierosis N/A
Sickla Cell Anemia N/A
Morbid Obesity BMI over 35

Moo4 1-120f12 B

i

Describe the process used

DHCF is implementing an opt-out method to enroll eligible Medicaid
baneficiaries into HHs. Under this methodology, eligible beneficiaries will be
auto-assigned based on past experience with HH providers, using up fo a two
year Jook back of Medicaid claims. I a beneficiary does not have a pricr
redationship with a HH provider, the beneficiary will be aulo-assigned based on
geography and/or provider capacity. Once a beneficiary is assigned to a HH,
DHGF will communicate information about the HH program to the beneficiary,
including the beneficiary’s rights under the opt-out process, Specifically,
DHCF will send a letter to the eligible beneficiary to notify the beneficiary of
HH eligibility, provide information on the beneficiary's assigned HH, and
explain the beneficiary’s rights to choose another HH if desired or to opt-out of
the program, as well as the processas through which the beneficiary may
exercise these rights. DHCF will also communicate information about the HH
program to HH and non-HH providers with past experience with the beneficiary
to help ensure the beneficiary is receiving consistent information from their
network of providers. Additional information and protocols for informing
beneficiaries of their eligibility for HH services and their option of service
praviders will be described in the DC Municipal Regulations (DCMR).

¥ The state provides assurance that it will clearly communicate the
individual's right 1o opt out of the Health Homes benefit or to change Health
Homes providers at any time and agrees to submit to CMS a copy of any
letter or communication used to inform the individuals of the Health Homes
benefit and their righis to choose or change Health Homes providers or to
elect not to receive the benefit

Date Created

Name Type
HHZ2 Bene NotificationLir (2)J8 2018 10/28/2016 4:.46 PM E
08,07 EDT

PRA Disclosure Statement: According to the Paperwork Reduction Act of 1835, no persens are required to respond o a collection of information unless it displays a valid
OMB control number. The valid OMB control number for this information collection is 0938-1188. The time required to complets this information collection is estimated to
average 40 hours per respanse, including the time fo review instructions, search existing dala resources, gather the data needsed, and complete and review the

DC 16-0012
Superseded SPA: N/A

Effective Date; July 1, 2017
CMS Approval: Feburary 8, 2017

Page 12

213
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infarmation collection, If you have comments concerning the accuracy of the fime estimate(s) or sugpestions for improving this form, please wrlte 10: CMS, 7500 Security
Boulevard, Atn: PRA Reporis Clearance Cfficer, Mail Step £4-26-05, Baltimore, Maryland 21244-1850.

DC 16-0012 Effective Date: July 1, 2017 Page 13
Superseded SPA: N/A CMS Approval: Fehusary 6, 2017

313



2712017 DC - Submission: Package - DC2016MHQ0010 - {DC-16-0012)

Records / Submission Packages

DC - Submission Package - DC2016MH00010 - (DC-16-0012) o

Reguest Sysiem Helg

— All Reviewable Units View Compare Doc

Health Homes Geographic Limitations

MEDICAID - Health Homes - My Health GPS - DC - 2016

CMB-10434 OMB 0938-1188

Not Started In Progress Complste

Package Header

Package ID DC2016MHO0010 SPAID DC-16-0012
Submission Type Official - Review 1 Inittal Submission 14/10/2016
Pate

Approval Date 2/6/2017
Effective Date 7/1/20417

Superseded SPA  N/A
1D

View Implamentation Guide

% Health Homes services will be available statewide
©* Health Homes services will be limited 1o the following geographic areas
¢ Health Homes services will be provided in a geographic phased-in approach

PRA Disclosure Stalement According fo the Paperwork Reduction Act of 1985, no persons are requiired to respond fo a collection of information unless it displays a valid
OMB cantrol number, The vatid OMB contrel nurnber for this information collection is 0938-1188. The time required to complete this information coflection is estimated to
average 40 hours per response, including the time to review instructions, search existing data rescurces, gather the data needed, and comptete and reviaw the
information coliection. If you have comments cancerning the accuracy of the time estimate(s) or suggestions for improving this form, please write ta: CMS, 7500 Security
Boufavard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

DG 16-0012 Effective Date: July 1, 2017 Page 14
Superseded SPA: N/A CMS Approval: Feburary 6, 2017
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Health Homes Services

MEDICAID - Health Homes ~ My Health GPS-DC - 2016

CMS-10434 OMB 0938-1188

Not Started In Progress Complets

Package Header

Package ID DC2016MH00010 SPAID DC-18-0012
Submizsion Type Official - Review 1 Initial Submission 11/10/2016
Date

Approval Date 2/6/2017
Effectiva Date 7/1/2017
Superseded SPA NA
18]

View Implementation Guide

Service Definitions | View All Responses

+fe

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

GComprehensive Care Management

Definition

Comprehensive care management (CCM) is the creation, documentation, execution, and updating of a person-centered plan of care. CCM services address
stages of health and disease to maximize current functionality and prevent beneficiaries from developing additional chronic conditions and complicaiions.
These services include, but are not limited 10 conducting a comprehensive biepsychosocial needs assessment to determine the risks and whole-person !
service needs and Jead the HH team through the collection of behavioral, primary, acute and long-term care information from all heaith and social service :
providers (e.g. from existing MHRS Diagnostic Assessments and individual service plans; physical assessmenis from other PCPs; hospital discharge

planners; etc.) to create a person-centered, continuous, and infegrated HH care plan for every enrolled beneficiary. HHs will use a strengths-based approach in
developing the HH care pian that identifies the positive altributes of the beneficiary, which includes assessing hisfher strengths and preferences health and

social services, and end of ife planning. Each MM team will update the care plan for each empaneled beneficiary at set intervals {as detailed in the DCMR),
whenever there has been a significant change in condition, and following an unplanned inpatient stay. The HH team will manitor the beneficiary’s health status,
engage the beneficiary in HH services and their own care, and progress toward goals in the care plan documenting changes and adjusting the plan as needed.
The HH care plan is created and updated in the HH's cerified EHR technology, along with documented activities completed to create and maintain the HH care
plan. Many activities of this HH component may be provided by any HH team member, but are driven by protocols and guidelines developed by the Nurse Care
Manager or comparable health care professional.

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

All HH providers will be required to utilize a certified EHR technology which will allow providers to report and review an HH beneficiary's intake, assessment
results, assigned HH team, integrated HH care plans, clinical baselines and data related to chronic conditions, as well as HH services provided, such as
refarrals made and health promotion activities completed. HHs will be responsible for establishing an informed consent process, including a process for
obtaining consent to share patient data acress the HH provider continuum. Additionally: .

- HHs will be required to utilize CRISP, or other HIE services as directed by DHCF, to receive hospital event alerts {e.g. emergency department visits;
hospital admissions, transfers and discharges) that will hetp HHs create a person-centered HH care plan.

- HHs may have access to a Dynamic Patient Care Profile tcol currently being developed through CMS Implementation Advanced Planning Document
(IAPD} funding support. The tool will be an "on-demand"’ document made available to Meaningful Use Eligible Providers (EP) and Eligible Hospitals (EH), in
addition to members of their care leam, that would display an aggregation of critical data (both clinical and administrative) for a selected patient.

- HHs may have access to Electronic Clinical Quality Measurement Teol and Dashboard, an electronic clinical quality measurement (eCQM) toal to route
inbound Continuily of Care documents (CCD) (as outlined in 2015 Edition Health Information Technology Certification Criteria, 2015 Edition Base Electronic
Health Record Definition, and ONC Health IT Cenlification Program Modifications or subsequent releases) from eligible Medicaid hospitals and practices to
support required quality calculations and reporting; develop a population-level dashboard accessible by EPs and EHs for patient panel management.

- HHs may have access to an Analytical Patient Population Dashboard, alsa being developed with support from IAPD funds to enable EPs and EHs to
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perform panel-leval analysis on their associated patient populations

g HHs are expected to share structured data wtilizing Consclidated Clinical Document Architecture (C-CDA) {as outlined in 2015 Edition Health Information
Technology Certification Criteria, 2015 Edition Base Electronic Health Record Definition, and ONC Health I T Certification Program Modifications or subsequent
releases) or other certified data exchange standards to a designated HIE entity(ies} in the District.

Scope of service

The service can be provided by the following provider types
i} Behavioral Health Professionals or Specialists
{1 Nurse Practitioner
! Nurse Care Coordinators
) Nurses
i i Medical Specialists
i.; Physicians
. Physician's As.sistams
i Pharmacisis
L. Social Workers
i Doctors of Chiropractic
{1 Licensed Complementary and altemative Medicine Practitioners
...; Dieticlans
{2 Nutritionists

¥ Other (specify)

Provider Type Description

FGQHCs: Clinical Practices and Many activities of this HH compenent may be provided by any HH taam member, but are driven by protecals and
Clinical Group Practices guidelines developed by the Nurse Care Manager or comparable health care professional.

Care Coordination

Definition

Care coordination is the implementation of the HH care plan through appropriate linkages, referrals, coordination and foflew-up to needed services and suppert.
Care coordination includes, but is not fimited to:

- appointment scheduling and providing telephonic reminders of appeintments,

- assisting the beneficiary in navigating health, behavioral health, and social services systems, including housing as needed;

- community-based outreach and follow-up, including face-to-face contact with beneficiaries in settings in which they reside, which may include sheiters,
streets or other locations for unsheliered persons;

- telephonic outreach and follow-up to beneficiaries who do not require face-to-face contact;

- ensuring that all regular screenings are conducted through coordination with the primary care or other appropriate providers;

- assisting with medication reconciliation;

- assisting with arrangements such as transporiation, directions and compietion of durable medical equipment requests;

- obtaining missing records and consultation reperts;

- encouraging the beneficiary’s decision-making and continued pasticipation in HH care pian;

- participating in haspital and emergency depastment transition care;

- documentation in the certified EHR technology, and

- Ensuring that beneficiary is connected 1o and mainiains eligibility for any public benefits to which the beneficiary may be entitled, including Medicaid
HHs wilf have partnerships with DC Medicaid MCOs, primary care providers, specialisis, and behavioral health providers, as well as community based
organizations. Within these partnerships, the rales and responsibilities for each panty wilt be clearty defined, and guided by the DCMR, in order {0 avoid
duplicative efforts, and to ensure timely communication, use of evidence-based referrals, and follow-up consultations. HHs will ensure that screenings
appropriate for specific chronic conditions are conducted through coordination with the appropriate providers.

Care coordination services may be provided by any member of the Health Home team, but are driven by protocals and guidelines developed by the Nurse Care
Manager or comparable health care professional, in collaboration with any other appropriate health care professional (e.g. the beneficiary's mental health and
substance use disorder (SUD) practitioners).

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

HHs will use their certified EHR technology to report and review referrals made to outside providers, social and community resources and individual and family
supporis. Through this system, HHs will have access to each beneficiary’s historical service utilization which will allow better tracking of the bsneficiary's
needs, services received, and the identification of opportunities for improved care coordination,

To enable critical information: exchange, ali HHs will utilize CRISP, or other HIE services as diracted by DHCF, to receive hospital event alerts (e.g. emergency
departmant visits; hospital admissions, transfers and discharges) and bath generate and recelve continuity of care information. Additionally, HHs may be able
to benefit from the historical information (updated in near real-time) through the Dynamic Patient Care Profile and the capabilittes in the Analytical Patient
Popuiation Dashpoard to inform the care coordination sesvices delivered.

Scope of service
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The service can be provided by the following provider types
:.i Behavioral Health Professionals or Specialists
{3 Nurse Practitioner
i Nurse Care Coordinators
L. Nurses
[} Medical Specialists
.1 Physicians
{.i Physician's Assistants
I.! Pharmacists
L1 Social Workers

. Doctors of Chiropractic

{.- Licensed Complementary and alternative Medicine Practitioners
{.: Dieticians

L. Nutritionists

. Other (specify)

Provider Type Description

FQHCs; Clinical
Practices and -
Clinical Group
Practices

Care coordination services may be provided by any member of the Health Home team, but are driven by protecels and guidelines
developed by the Nurse Care Manager or comparable health care professional, in collaboration with any other appropriate health care
professional (e.4. the beneficiary’s mental health and substance use disorder (SUD) practitioners).

Health Promation

Befinition

Health promotion is the provision of health education to the beneficiary (and family membar/significant other when appropriate} spacific te his/her chronic
conditions or needs as identified in hisfher HH care plan. This service includes, but is not limited tc, assistance with medication reconciliation and provides
assistance for the beneficiary 1o develop a self-managemeant plan, self-monitoring and management skills and promotion of a healthy lifestyle and weliness
(e.g. substance abuse prevention; smoking prevention and cessation; nutrition counseling; increasing physical activity; efc.). Health promotion may aiso
involve connecting the beneficiary with peerfrecovery supports inctuding self-help/self-management and advocacy groups, providing support for improving a
beneficiary’s scoial network, and educating the beneficiary about accessing care in appropriate settings. Health promotion may also involve the assessment of
the beneficiary's understanding of their health conditions and motivation to engage in self-management, and using coaching and evidence-based practices
such as motivational interviewing to enhance understanding and motivation to achieve health and social goals. HH team members will document the results of
health promotion activities (e.g. beneficiary requesting additional nutrition counseling; beneficiary selecting a date to quit smoking; successful linkage with a
community-based support group) in the beneficiary's care plan, and ensure health prometion activities align with the beneficiary’s stated health and social
goals.

Each HH will use data to identify and pricritize particular areas of need with regard to health promotion; research best-practice interventions; implement the
activilies in group and individual settings; evaluate the effectiveness of the interventions, and modify them accordingly,

Health promotion services may be provided by any member of the Health Home team, but are driven by protocols and guidelines developed by the Nurse Care
Manager or comparable health care professional in cellaboration with the beneficiary's mental health and substance use diserder (SUD) practitioners.

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

All HHs will use their certified EHR technology to document, review, and repori health promotion services delivered 1o each beneficiary, Additicnally, clinical
data such as height, weight and BMI will ge recorded and reporied in the certified EHR technelogy. Additionally, structured data shared through C-CDAs or C-
CDA equivalent approaches and the capabilities of the Analylical Patient Population Dashboard holds the potential to support health promation aciivities of HH
providers.

Scope of service

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

(. Nurse Practitioner

.+ Nurse Care Goordinators

¢ Nurses

i} Medical Specialists

;- Physicians
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* Physician's Assistants
! Pharmacists
L. Social Workers
i... Doctors of Chiropractic
"t Licensed Complementary and altemative Medicine Practitioners
! Dieticians
{1 Nutritionists

¥ Other (specify)

Provider Type ~ Description

FQHCs; Clinical Health promotion services may be provided by any member of the Health Home team, but are driven by protocols and guidslines
Practices and Chinical  developed by the Nurse Care Manager or comparable health care professional in collaboration with the beneficiary's mental health
Group Practices ~ and substance use disorder {SUD} practitioners,

Comprehensive Transitional Care from Inpatient 1o Other Settings (including appropriate follow-up)

Refinition

Comprehensive transitional care is the planned coordination of fransitions betwsen health care providers and settings in order to reduce hospital emergency
department and inpatient admissions, readmissions and length of stay. An aim of comprehensive Yransitional care is to increase the beneficiary’s and family
members' ability to manage care and live safely in the community, shifting the use of reactive or emergency care and treatment to proactive health promotion
and self-management. HHs will automatically recelve notifications of emergency rcom visits, admissions, discharges and transfers (ADT) from hospitals as
part of HHs' enraliment in CRISP, and will contact hospitals from which notifications are received to ensure appropriate follow-up care after transitions. HHs will
conduct in-person outreach prior to dischasge or up to twenty-four {24) hours after discharge to support transition from inpatient to other care settings. They will
schedule visits for beneficiaries with a primary care provider andfor specialist within one (1) week of discharge. HHs will have a clear protocol for responding to
ADT alerts from hospitals or any other inpatient facility 1o facilitate collaboration in treatment, discharge, and safe transitional care. Services as par of
beneficiary contacts during transitions include but are not limited 1o: &) reviewing the discharge summary and instructicns; b) performing medication
reconciliation; c) ensuring that follew-up appointments and tests are scheduled and coordinated; d) assessing the patient's risk status for readmigsion 1o the
hospital or other failure to obtain appropriate, community-based care; e) arranging for follow-up care management, if indicated in the discharge plan; and f)
planning appropriate care/place to stay post-discharge, including facilitating linkages to temporary or permanent housing and arranging transportation as
needed for transitional care and follow-up madical appaintments. This HH component is provided primarily by the Nurse Care Manager and Care Coordinater or
comparable provider,

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

To enable critical information exchange, alt HHs will enroll with CRISP, or other HIE services as directed by DHCF, to receive hospital event alerts (e.g.
emergency department visits; hospital admissions, fransfers and discharges) and both generate and receive continuity of care information, MCOs alsc recaive
hospital alerts through CRISP. To the extent that hospitals and other inpatient settings have care transition programs, HHs are expected 1o cocrdinate with
hospital discharge planners io prevent duplication of services and to ensure thal all essential functions of an effective care transition have been performed.
Additionally, HHs may benefit from the historical information (updated in near real-time) through the Dynamic Patient Care Profile, structured data shared
through G-CDAs or C-CDA equivalent approaches, and the capabilities in the Analytical Patient Poputation Dashboard to inform transitional care efforts.

Scope of service

The service can be provided by the following provider types
i.i Behavioral Health Professionals or Specialisis
¢ Nurse Practitioner
{ i Nurse Care Coordinators
: Nurses
.} Medical Specialists

i Physicians

Physician's Assistants

{.! Pharmacists

i} Social Workers

I Doctors of Chiropractic

L Licensed Complementary and altemative Medicing Practitioners
L.! Dieticians

{11 Nutritionists
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! Other (specify)

Provider Type Description
FQHCs,; Clinical Practices and Clinical Group This HH component is provided prAmarily by the Nurse Care Manager and Care Coordinator or
Practices comparable provider,

Individual and Family Support (which includes authorized representatives)

Definition

Individual and family suppori services are activitigs that help the beneficiary and their support team (including family and authorized representatives) in
identifying and meeting their range of biopsychosocial needs and accessing resources. These services include, but are not limited to, medical transportation,
language interpretation, appropriate literacy materials, housing assistance, and any other needed services. The services provide for continuity in relationships
between the beneficiary/family with their physician and other health service providers and can include communicating on the beneficiary and family's behalf.
These services may aiso educate the beneficiary in self-management of their chronic conditions, provide opportunities for the family to participate in
assessment and development of the person-centered plan of care, and ensure that HH services are delivered in 2 manner that is culturally and linguistically
appropriate. Additionally, these services may include referrals to supporf services and to facilitate linkages that are avaitable in the beneficiary's community
and assist with the establishment of and connection to “natural supports.” These services may promote personal independence, assist and support the
beneficiary in stressor situations, empower the beneficiary to improve their own environment, include the beneficiary’s family in the quality improvement
process including surveys to capture their experience with HH services, and allow beneficiaries/families access te electronic health record information or other
clinical information, Where appropriate, the HH will develop famity suppert materials and services, including creating family support groups.

This HH compaonent is provided by any member of the HH team, but will be primarily facilitated by the Care Caordinator or comparable provider, in line with the
beneficiary's care plan, and driven by protocols and guidelines develaped by the Nurse Care Manager or comparable provider.

Describe how Health information Technology will be used to [ink this service in a comprehensive approach across the care continuum

All HHs will use their certified EMR technology, to document, review, and report family support services delivered to each beneficiary. Additionally, HHs may
henefit from the historical information (updated in near real-time) through the Dynamic Patient Care Profile and the capabitities in the Analytical Patient
Population Dashboard to inform individual and family suppor! efforts.

Scope of service

The service can be provided by the following provider types
("} Behavioral Health Professionals or Specialists
.. Nurse Practitioner
! Nurse Care Coordinators
! Nurses
} Medical Specialists
{ ! Physigtans
i_f Physician's Assistants
! Pharmacists
: Soclal Workers
. i Doctors of Chiropractic
i.} Licensed Complementary and alternative Medicine Practitioners
{ " Dieticians
[} Nutritionists

¢! Cther (specify)

Provider Type Description

FQHCs; Clinical This HH component is provided by any member of the HH team, but will be primarily facilitated by the Care Coordinator or

Practices and Clinical comparable provider, in line with the beneficiary's care plan, and driven by protocols and guidelines developed by the Nurse Care
) Group Practices Manager or comparable provider.

Referral to Community and Social Support Services

Definition '

Referral o community and social support services is the process of connecting HH beneficiaries to a wide array of support services that will help them
Gvercome access or service barriers, increase seff-management skills, and achieve overall health. These services include, but are not limited te, facilitating
access to support and assistance for beneficiaries fo address medical, behavioral, educational, economic, social and community issues that may impact
overall health. For persons experiencing homelessness, this support may include individual housing transition services, as described in the June 26, 2015
Center for Medicaid & CHIP Services (CMCS) informational Bulletin, The types of community and social support servicas to which beneficiarias will be
referred may tnclude, but are not limited to: a) weliness programs, including smoking cessation, fitness, weight loss programs; b) speciglized suppart groups
{e.g. cancer; diabetas support groups; efc.); ¢) substance treatment, support groups, recovery coaches, and 12-step programs; d} housing resources, including
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additional housing and tenancy sustaining services; e) social integration; f) financial assistance such as Temperary Cash Assistance for Needy Families

(TANF) or Social Security; g) Supplemental Nutrition Assistance Program; h) employment and educational program or fraining; i) legal assistance resources; j)
faith-based organizations: and k) child care. HHs will assist in coordinating the services listed above, facilitating linkages and helping address barriers to
accessing services, and fallowing up with beneficiaries 1o ensure that needed services have baen received. The HH will develop and monitor cooperative
agreements with community and social support agencies in order to establish collaboration, follow-up, and reporting standards and provide training and

technical assistance as needed regarding the special neads of the population.
This HH component is provided by any member of the HH team, but will be primarily facilitated by the Care Coordinator, in line with the beneficiary’s care plan, !
and driven by protocols and guidelines developed by the Nurse Care Manager or comparable provider.

Describe how Health Information Technology will be used to link this service in a comprehensive approach across the care continuum
All HHs will use certified EHR technology to document, report and review referrals fo community-based resources. Additionally, HHs may benefit from the
historical information (updated in near real<time) thvough the Dynamic Patient Care Profile.

Beope of service

‘The service can he provided by the following provider types
" Behavioral Health Professionals or Specialists
" Nurse Practitioner
" Nurse Care Coordinators
U Nurses
11 Medical Specialists
i ! Physicians
" Physician's Assistants
! Pharmacists
i} Social Workers
‘. Doctors of Chiropractic
"} Licensed Complementary and alterative Medicine Practitioners
i} Dieticians
" Nutritionists

i Other (specify)

Provider Type Description

FQHCs; Clinical This HH component is provided by any member of the HH {eam, but will be primarily facilitated by the Care Ceordinator, in line
Practices and Clinicat with the beneficiary’s care plan, and driven by protocols and guidalines developed by the Nurse Care Manager o7 comparable
Group Practices provider.

Health Homes Patient Flow
-

Describe the patient flow thraugh the state's Health Homes system. Submit with the state plan amendment flow-charts of the typical process a Health
Homes individual would encounter

An eligible HH beneficiary will receive written notice from DHCF aboui being auto-assigned to a HH. This notice will include information about the HH program,
including the beneficiary's rights under the opt-out process (i.e. assignment to a HH team, HH services are fres, enroliment is optional, not enrolling does not
impact current services). This notice will be supplemented by HH provider cutreach, which will be initiated once DHCF communicates information about the HH
program to HH and non-HH providers with past experiance with the beneficiary. This nofice is 1o help ensure the beneficiary is receiving consistent information
from their network of providers. Subsequently, the beneficiary can anticipate outreach from the HH provider that will include an informed consent pracess.

The provider must document the beneficiary’s written infarmed consent to participate in the HH program, which the beneficiary may provide during a planned or
newly scheduled visit. At that visit, the beneficiary should expect to participate in an assessment to inform the development of a comprehensive care plan, As
part of this process, the beneficiary should also anticipate that the HH provider will gather health information from the beneficiary’s other healthcare providers
(e.9. MCOs; specialists; etc.} and conduct health risk screens {e.g. depression; substance abuse; etc.), The beneficiary should also anticipaie that the Nurse
Care Manager (NCM) or comparable provider and will review/discuss assessment resulis, health goats and health care priorities with the beneficiary during the
visit. The beneficiary and multi-disciplinary HH team will agree upon and document a comprehensive HH care plan that addresses waliness and self-
management goals for any assessed neads. Subsequently, the beneficiary can expect the HH team fo deliver HH services that enable the beneficiary to meet
the goals outiined in the care plan, Moving forward, the beneficiary should expect the HH team 1o work with their primary care provider and other providers as
necessary; and to be linked with any additional providers i necessary. The beneficiary will be monitored daily by the HH team through reviews of hospital ADT
feeds to determine if the beneficiary used the ER or was admitted to the hospital. The beneficiary will be manitered waekly by the HH feam through case
rounds to track progress and plan accordingly for interventions/interactions based on patient acuity and need. The baneficiary will be monitored quarterly
ihrough reviews of updated registries and care plan statuses conducted by the NCM. If the NCM identifies emerging issues warranting changes, the
beneficiary should anticipate follow-up {e.g. re-assessment, revisedfincreased levels of activity). Beneficiary issues that may trigger additional levels of
activity include, but are not fimited to, medication management, care compliance, outlier lab values, and progress cantrotling BMI levels, tobacco use, and
metaholic screening values. The beneficiary should anticipate their HH care plan being updated at least every three hundred sixty-five (365) days or when there

is a significant change in their condition.
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Name - Date Created Type
BC Patient Flow for SPA docx © 10/28{2016 5:33 PM EDT

PRA Disclosure Statement According to the Paperwork Reduction Actof 1995, no persons are required to respond fo a collection of information unless itdisplays a valid
OMEB control number. The valid OMB contrel number for this information colfection is 0838-1188. The time required fo complete this information collection is estimated to
average 40 hours per response, including the time to review instructions, search existing data rescurces, gather the dafa needed, and complete and review the
information cellection. if you have comments cancerning the accuracy of the time estimate(s) or suggestions for improving this form, please write ta: CMS, 7500 Security
Boulevard, Atln; PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.
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Indicate the Health Homes Designated Providers the state includes in its
program and the provider qualifications and standards

....... Physicians

¥ Clinical Practices or Clinical Group Practices

Describe the Provider Qualifications and Standards

The HH team of health care professicnals will be embedded in the primary
care setfing to effectively manage the full breadth of beneficiary needs.

Each HH beneficiary will be attributed 10 a designated clinical practice or
clinfcal group practice that will serve as his/her HH, In addition to the scope of
services normally delivered by the clinical practice or clinical graup practice,
this entity will construct an interdisciplinary team to deliver HH services,
Specific HH services will include: assessing the HH beneficiary to develop a
comprehensive care plan; managing chronic ifinesses; coordinating speciatty
care and referrals to social, community, and long-term care supports;
providing comprehensive care management; and twenty-four (24} hour, seven
(7) day a wesk access ta clinical advice. HH providers will be paid a per
member per month (PMPM} fee for HH services. A risk adjusiment teol will
stratify the population into two acuity cohorts: Group 1 (fower risk} and Group
2 (higher rigk), with a higher PMPM fee for HH services delivered to
heneficiaries in Group 2,

Ezch HH team must be adequately staffad by health care professionals that,
at a minimum, are capable of providing specific functions to meet Federal and
District HH standards, and must be comprised of praciitionars (or comparable
practitioners approved by DHCF) who fill the following roles for each acuity
group of HH beneficiaries: Group 1, Lower Acuity: 1)} HH Director- Master's

level education in a health-

related field; 2) Nurse Care Manager- nurse with an advanced practice license
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or Bachelor of Nursing with appropriate care management experience; and 3}
Pear Navigator ~ a {rained health educator capable of linking beneficiaries
with the health and social services they need to achieve wellness; and

Group 2, Higher Acuity: 1) HH Director- Master's levet education in a heaith-
related field; 2} Nurse Care Manager- nurse with an advanced practice license
or a Bachelor of Nursing with appropriate care management experience; 3)
Peer Navigator — a frained health gducator capable of linking beneficiaries
with the health and social services they need to achieve wellness, 4) Care
Coordinater- a Bachelorlevel social worker or an individual with a Bachelor's
degree in a health-related field with training in a health care, human services
field or equivalent experience; and 5) Clinical Pharmacist — a Doctor of
Pharmacy with education and training in direct patient care environments,
including medical cenfers, clinics, and other health care settings.

HH team members must meet all applicable licensure and certification
requirements of the District of Columbia Health Qccupations Revisions Act of
1985, effective March 25, 1986 (D.C. Law 6-98; D.C, Official Code §§ 3-
1201.01 ef seq. (2012 Repl. & 2015 Supp.)) and attendant regulations
comtairned in Title 17 of the DCMR,

Tha minimum ratio for each required HH staff member to HH beneficiary will
be listed in the DCMR. DHCF will establish a process to allow HHs to request
approval to utilize an alternative comparable staffing model, Finally, HHs are
encouraged 1o add additional roles to HH teams that reflect the needs of their
empaneled members (e.g. dietician).

%} Community Health Centers
i Community Mental Health Centers
i1 Home Health Agencies

L. Case Management Agencies

= Community/Behavioral Health Agencies

¢! Faderally Qualified Health Centers (FQHC)

Describe the Provider Qualifications and Standards

The HH team of health care professionals wilt be embedded in the primary
care setting o effectively manage the full breadth of beneficiary needs.

Each HH beneficiary will be attributed to a designated FQHC that will serve as

_his/her HH. In addition 1o the scope of services delivered as a primary carg

provider (e.g. acute and preventive care), the FQHC will canstruct an
interdisciplinary team to deliver HH services. Specific HH services will
include: assessing the HH baneficiary to develop a comprehensive care plan;
managing chronic ilinesses; coordinating specialty care and referrals to
social, community, and long-term care supports; providing comprahensive
care management; and twenty-four (24) hour, seven (7} day a week access {0
ciinical advice, HH praviders will be paid a PMPM fee for HH services. A risk
adjustment tool will stratify the population into twe acuity cohorts: Group 1
(lower risk) and Group 2 (higher risk), with a higher PMPM fee for HH services
delivered {0 beneficiaries in Group 2.

Each HH feam must be adequately staffed by health care professionals that,
at a minimum, are capable of providing specific functions to meet Federal and
District HH standards, and must be comprised of practitioners (cr comparable
practiticners approved by DHCF) who fill the following rotes for each acuity
group of HH beneficiades: .

Group 1, Lower Acuity: 1) HH Director- Master's level education in a health-
related field; 2) Nurse Care Manager- nurse with an advanced practice license
or a Bachelor of Nursing with appropriate care management experience; and
3) Peer Navigator — a trained health educater capable of linking beneficiaries
with the health and social services they need o achieve weliness; and

Group 2, Higher Acuity: 1) HH Director- Master's level education in a health-
related field; 2) Nurse Care Manager- nurse with an advanced practice license
or a Bachelor of Nursing with appropriate care management experience; 3)
Peer Navigator — a trained heaith educator capable of linking beneficiades
with the health and social services they need to achieve wellness, 4) Care
Coordinator- a Bachelor-level social worker ar an individual with a Bachelor's
degree in a health-refated field with training in a health care, human services
field or equivalent experience; and 5) Clinical Pharmacist — & Doctor of
Pharmacy with education and training in direct patient care environments,
including medical centers, clinics, and other health care settings |

HH team members must meet all applicable licensure and certification
requirements of the District of Columbia Health Occupations Revisions Act of
1685, effective March 25, 1986 (D.C. Law 6-89; D.C. Official Code §§ 3-
1201.01 et seq. {2012 Repl. & 2015 Supp.)) and attendant regulations
contained in Title 17 of the DCMR.
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The minimum ratio for each required HH staff member to HH beneficiary will
be listed in the DCMR. DHCF will establish a process to allow HHs to request
approval {o wlilize an alternative comparable staffing model. Finally, HHs are
encouraged {o add additional roles to HH teams that reflect the needs of their
empaneled members (e.g. dietician).

i.: Other (Specify)
i.! Teams of Health Care Professionals

.1 Health Teams

Provider Infrastructure
EI0

Describe the infrastructure of provider arrangements for Health Home Services

Designaed providers of Hii services for beneficiaries with chrenic conditions will be Clinical Practices, Clinicat Group Practices or FQHCs identified by DHCF
to meet the standards of a HH. The Clinical Practices, Clinical Group Practices or FQHCs will lead a team of health care professicnals who deliver HH
services to HH beneficiaries, Additionally, the Clinicat Practices, Clinical Group Practices or FQHCs are responsible for developing working relationships and
partnership agresments, as appropriate, with managed care organizations (MCOs), other community-based service providers, hospitals and other health-related
entities that deliver services to their enrolled beneficiaries in order to adequately deliver HH services. HHs will use their certified EHR technology 1o facilitate
the delivery of the six (8) core HH services, and will use their EHRs to capture and track services provided te enrolled HH beneficiaries,

Supports for Health Homes Providers
+f-

Describe the methods by which the state will support providers of Health Homes services in addressing the following components
1. Provide quality-driven, cost-effective, cuttusally appropriate, and person- and family- centered Health Homes services

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

. Coordinate and provide access te preventive and health promotion services, including prevention of mentat iliness and substance use discrders

. 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 seftings. Transitional care includes
appropriate folfow-up from inpatient to other settings, such as participation in discharge planning and facilitating transfer from a pediatric to an adult
sysiem of health care

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

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

. Coordinate and provide access to long-term care sipports and services

. Develop a person-centered care plan for each individuai that coordinates and integrates all of his or her clinical and non<linical health-care related needs
and services

10. Demonstrate a capacity to use health infermation technology te link services, facilitate communication amang team members and between the health

team and individual and family caregivers, and provida feedback to practices, as feasible and appropriate

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

w |~ o

Description

The HH program is a provider-£facing proegram overseen by DHCF, DHCF is committed to, directly or indirectly, provide tachnical assistance with, but not limited
to 1T and data support (e.q. CRISP HIE) and care management to aide in the suscess of the HHs. The types of assistance may include: a) training fo support
HHs' development and implementation of efectrenic information infrastructure, culturally appropriate HH care pians, policies and practices, and ability to
conduct data analytics and financial modeling; b) continuous quality improvement by fostering shared leaming, informatien sharing and joint problem solving
through periodic meetings and other means o facifitate an open dialogue; and c) educational opportunities, coaching, and coltaborative leaming pregrams to
support the provision of evidence-based, timely, and high-qualily HH services that are whele-person focused and that integrate medical and behavioral health,
transitional care, community supports and social services.

DHCF will communicate externally 10 other agencies, health care praviders, and community stakeholders to facilitate HH referrals and the coflaborative
engagement of those entities with HHs as they coordinate the delivery of health care services. HHs will have access to real-time hospital and ER use alerts of
their enrolled beneficiaries through CRISP, and further support via a ceordinated HH cafe plan embedded in their certified electronic health record technology.
The HH care plan includes primary, acute and long term health care infermation to achieve an individualized, comprehansive approach for health care
treatment and self-management. It will also serve as a source of information for monitoring and evaluation purposes. DHCF will work collaboratively with HHs
to monifor program implementation, respond to leaming needs that emerge, and establish HH performance monitoring activities to ensure HHs” services meet
District and federal individualized and population-focused standards.

Other Health Homes Provider Sta_ndardg

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

+Hs will operate under a “‘whole-person” appreach to care within a culture of continucus guality improvement that looks at a HH beneficiary’s full array of
clinical and non-clinical health care needs and services and social needs and services. HHs wilt deliberately organize culturally appropriate, person-centered
care activities and share information among all practitioners directly involved with a person’s care to achieve safer, more effective care and improved health
outcomes. The below standards were devaloped with input from a variety of stakeholders including primary care physicians, FQHCs, hospitals, clinics, and
housing providers. Reprasentatives from DC's Departments of Health, Behavioral Heafth, and Human Services, DC's Health Information Exchange Policy
Board, and DC's Interagency Council for Homelessness also participated in the developmant of these standards. The standards set the foundation for assuring
that HH beneficiaries receive appropsiate, and timely access to medical, behavioral, and social services in a coordinated and integrated manner.
A.  Eligibility Standards: In order te be eligible to serve as a HH provider in the DC Medicaid program, entities must, at minimum;
DC 16-0012 Effective Date: July 1, 2017 Page 24
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1. Beenrolled as a DC Medicaid provider;
2. Not have cument or pending exclusions, suspensions, or deparment from any District or federal health care program; and
3. Maintain compliance with the Enroliment and Maintenance Standards in Sections B and C, as outlined below,

B. Enrollment Standards: In order to be enrclled as a HH provider in the DC Medicaid program, entities must apply to become a HH provider. DHCF will
review the application based on the following enroliment standards:

1. Having NCQA Patient-Centered Medical Home (PCMH) Level 2 reccgnition (or future corresponding NCOA PCMH equivalent level recognition) or proof of
beginning the NCQA PCMH application process.

2. Using cenified EHR technology 1o create and execute a person-cemiered care plan for each beneficiary based on HH assessments, hospital data and
information gathered from ather extemal health care providers.

3. Providing 24/7 access to clinical advice, including culturally appropriate translation and interpretation services for beneficiaries with limited English
proficiency;

4. Demonstrating sufficient core team member capacity to serve eligible benefictaries including, at & minimum, gualified practitioners toe fill the following
roles for each acuity group of HH beneficiaries: Group 1, Lower Acuity: HH Directer, Nurse Care Manager, and Peer Navigator, and Group 2, Higher Acuity: HH
Director, Nurse Care Manager, Peer Navigator, Care Coordinator, and Clinical Pharmacisi. DHCF will establish protocols for HH praviders to report pregram
changes in order to maintain compliance with Section A, B, and C.

Demonstrating ability to deliver core HH services, as well as document the processes used to perform the following functions:

Providing auality-driven, cost-effective, culturally appropriate, and person-and family-centered HH services;

Coordinating and providing access to high-quatity health care services informed by evidence-based clinical practice guidelines;

Coordinating and providing access to preventive and health promotion services, inciuding prevention of mental iliness and substance use disorders;
Coordinating and providing access to mental health and substance abuse services;

e. Coordinating and praviding access to comprehensive care management, care cocrdination, and transitional care across settings. Transitionat care

includes appropriate follow-up and inpatient to other settings, such as participations in discharge planning and facilitation transfer from a pediatric to an adult
system of health care;

f. Coordinating and providing access to long-term care supports and services; :
g.  Developing a person-centered care plan for each bensficiary that coordinates and integrates all of his or her clinical and non-clinical healthcare related i
needs and services; and :
h.  Establishing a continuous quality improvement program,

apoe o

6. Demonstrating that the HH will be able to divectly provide, or subcontract for the provision of, HH services. The HH remains responsible for all HH :
program requirements, including services provided by the subcontractor. i

7. Developing a plan to establish and maintain communication protocols with external health care partners, including legally compliant data sharing
agreements, to assure effective coordination and monitoring of beneficiaries’ health care services and for efficient transitional care; and

8.  Enrolling or demonstrating entolfment in CRISP to receive hospital and ER afens for enrofled beneficiaries.

C.  Maintenance Standards: In arder o maintain enrollment as a HH provider in the DC Medicaid program, entities must:

4. Participate in activities supporting the successful implementation and sustainability of HH services. Activities may include, but are not limited to:
frainings to foster professional competency and Yest practice devalopment related to person-centered planning, chronic disease self-management, and other

fopics, continuous quality improvement tasks, monitering and parformance reporiing; and CMS and DHCF-required evaluations.

2. Maintain compliance with the Eligisility and Enrollment Standards identified in Sections A and B, as outlined above, DHCF will establish protocols for HH
providers to report program changes in order 1o maintain compliance with Sections A and B, as outlined above. i

Name Date Created Type

No items available

PRA Disclosure Statement According to the Paperwork Reduction Act of 1995, no persans are required to respend to a collection of infermation unless itdisplays a valid
OMB confrot number, The valid OMB contro number for this information coliection is 0838-1188. The time required to complete this information collection is estimated to
average 40 hours per response, including the time to review instructions, search existing data resources, gather the data needed, and complete and review the
information collection. If you have comments concerning the aceuracy of the time estimate(s) or suggestions for improving this form, please wiite fo: CMS, 7600 Security
Boulevard, Aitn: PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-185G.
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Identify the service delivery system(s) that will be used for individuals receiving Heaith Homes services

' Fea for Service
N Telel

. Risk Based Managed Care

The Health Plans will be a Designated Provider or
part of a Team of Health Care Professionals

i/ Yes
# No

DC 18-0012
Superseded SPA: N/A

Indicate how duplication of payment for care coordination in the Health
Plans’ current capitation rate will be avoided

...; The current capitation rate will be reduced

¥ The State will impose additional contract reguiremenis on the plans for
Health Hemes enroliees

Provide a
summary of the
contract language
for the additional
requirements

Effective Date: July 1, 2G17
CMS Approval: Feburary 6, 2017

Modifications to the current Medicaid MCQO contracts
will be executed to ensure MCOs and the downsiream
HHs included within their MCO provider networks
implement functional collaboration in primary, acute,
behavioraj health, and long-term services and suppons
Integration. MCOs will be expected to leverage
refafionships between the HH and their MCO-enrolied
beneficiaries in meeting their contractual population-
based service cocrdination mandates, For beneficiaries
enrolled in both a HH and an MCC, the HH and MCO
will establish a Memorandum of Agreement (MOA) that
sets the communication frequency and protocal for: 9)
identifying heneficiaries receiving services from both
entities; 2) developing a joint care plan or aligning
individual care plans for each shared beneficiary, and
clear division of labor for the provision of care
coordination and case management services, reflected
in each entity's respective care plan for each shared
beneficiary; 3) outlines types of HH services delivered
or that will be delivered to the shared beneficiary; 4)
flagging each other on new infermation necessary for
coordinating services, such as failure to pick up
medication, recent housing status, new community-
hased supports, and others; and 5) establishing audit
and program monitoring arrangements. This MOA will
specify the point of contact for each entity. MCOs are
expected to follow DHCF's established process to link

eligible beneficiaries 10 an appropriate HH.
Page 26
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1. Other Service Delivery System

PRA Disclosure Statement According to the Paperwerk Reduction Actof 1995, no persons are recuired o respend te a collection of information uniess it displays a valid
OMB contral number. The valid OMB controi number for this information coliection is 0838-1188, The fime required fo complete this infarmation collection is estimated to
average 40 hours per respanse, including the time to review instructions, search existing data resources, gather the data needed, and complete and review the
information coilection. If you have comments congcerning the sccuracy of the time sstimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security
Boulevard, Attn: PRA Reponts Clearance Officer, Mail Stop C4-26-05, Baltimere, Maryland 21244-1850.

DC 46-0012 Effective Date: July 1, 2017 Page 27
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Payment Methodology

+fn

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

i« Per Member, Per Month Rates o
#: Fee for Service Rates based on

# Severty of each individual's chronic conditions

professionals, designated provider, or health team
i1 Other
.4 Comprehensive Msthodology Inciuded in the Plan

¥ [ncentive Payment Reimbursement .
¥ Fee for Service Rates based on

L.t Beverity of each individual's chronic conditions

i1 Capabilities of the team of heaith care
professicnals, designated provider, or heatth team

...... Other
Describe below

DHCF plans o implement a pay-for-performance
component that provides incentive paymenis to HH
providers for achieving quality/performance
: benchmarks. DHGF will ensure the methodolagy used
DC 18-0012 Effective Date: July 1, 2017 Page 28
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Describe any
variations in
payment based on
provider
gualifications,
individual care
needs, or the
intensity of the
services provided

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

% Alternative madels of payment, other than Fee for Service or PMPM payments (describe below}

Agency Rates

" The two (2) resulting rates are based on the DHCF HH staffing model and reflect the average expected sarvice intensity for those

DC - Submission Package - DC2016MH00010 - (D:C-16-0012)

to calculate and disburse incentive payments is
consistent with the HH program goals of efficiency,
economy and guality,

In only the first quarter of the first year of the program,
HH providers wiil be eligible for a one time incentive
payment to suppert the develepment of care plans (as
described in the definition of Comprehensive Care
Management) for HH beneficiaries. Further guidance on
the incentive payment will be outlined in the DCMR.
HH providers will also be eligible to receive an annual
pay-for-performance bonus payment, no sooner than
the {ast quarer of the second full Fiscal Year after the
effective date of the program. HH provider performance
will be evaluated by process, efficiency, and outcome
categories. DHCF will inform HH providers prior to the
start of each Fiscal Year the target performance for
each measure caiegory, hased on an analysis of prior
performance. HH providers will be subject to a
percentage withhold of their PMPM, no sooner than the
first quarter of the secend full Fiscat Year after the
effective date of the program. The HH provider must
achieve the target performance for each measure in the
category to achieve the incentive payment for that
category. HH providers may eam an incentive payment
higher than the amount withheld. Further guidance on
the pay-for-performance companent will be outlined in
the DCMR, available at: www.dcregs.dc.gov, with an
effective date of July 1, 2017,

DHCF will use two (2) per member per month (PMPM]) rates to reimburse for HH services that differ based on the assessed acuity of the
Medicaid beneficiary. DHCF developed these rates by analyzing FY 2014 and 2015 Medicaid claims data to identify the most common
chronic conditions assocciated with morm freguent ER use andfor hospital admissions. Through the analysis, DHCF identifiad the top
sixteen (16} chrenic conditions, which include: mental health conditions (depression, personality disorders}; substance use disorders;
asthma (+COPD), diabetes; hearl disease (CHF, conduction disorders/cardiac dysrhyihmias, myacardial infarction, pulmonary hear}
disease};, BMI over 25 (morbid chesity only), cerebrovascular disease; chronic renal failure [on diatysis]; hepatitis; HIV; hypedipidemia;
hyperiension; malignancies; paralysis; peripherat atherosclerosis; and sickle cell anemia. DHCF will utilize a risk adjustment oo to
determine the risk for future hospital utilization, and target and stratify the poputation into two acuity cohorts: Group 1 fower risk) and
Group 2 (higher risk}. The methodology will be used to place the higher risk beneficiaries in Group 2 and the remainder of eligible
beneficiaries in Group 1.

receiving HH services, and will be set in accordance with Section 1902(a}(30)(A) of the Social Security Act (42 U.S5.C. § 1396a(a)(30)
(A)}. DHCF will pay a higher PMPH rate for beneficiaries in Group 2 (higher acuity) due to a higher expecied need for HH services and
requisite staff. The base PMPM rates for both Group 1 {lower acuity} and Group 2 (higher acuity) account for the ragionally adjusted
salaries for the required HH staff (including fringe costs) and is adjusted based on staffing ratios per acuity group. Two (2} payment
enhancements are added on top of both base rates: 1) to reflect overhead or administrative costs; and 2) to support HH providers in
meeting the health information technology requirements. The payment methodology and rates will be further autlined in the DCMR,
DHCF will review the HH rates annually and re-base as necessary.

In order to receive the first PMPM payment for an eligible HH beneficiary, a HH provider must inform the HH beneficiary about available
HH services, receive the beneficiary’s consent to receive HH services, and begin the development of a care plan. The development of
the care plan will follow standards for Comprehensive Care Management described befow. HH providers must deliver at least cne (1) HH
service within the calendar month to the efigible HH beneficiasy in order to receive a PMPM that month. For beneficiaries in Group 1, the
HH service does not need to be delivered in-person for the provider te be eligible for the PMPM payment, For beneficiaries in Group 2, at
least cne (1) HH service needs to be delivered in-person for the provider 1o be eligible for the PMPM payment. Providers will submit
claims via MMIS using a specific procedure code for health heme services, Additionafly, providers will be required 1o utilize a modifier
on the procedure code that itemizes which of the health home services was delivered.

Any claim for program services shall be supported by written documentation in the EHR and the DGMR will provide clear instructions on
minimus documentation requirements. All claims for health home services will be subject to regular audits to ensure that Medicaid
payments made to health home providers are consistent with efficiency, economy and quality of care, and made in accerdance with
federal and District conditions of payment.

Information on the PMPM rates will be made available through the DCMR, available at: www.dcregs.dc.gov, with an effective date of
July 1, 2017,

HH rates will be made available on the DHCF fee schedule at hitps:/fwww.dc-medicaid, com/dewebportal/home.

Describe the rates used

.t FFS Rates included in plan
% Comprehensive methodology included in plan

{.; The agency rates
%C 1%-0012

Superseded

+f-
re set as of the following date and are effective for services provided on or after that date
are 9 Effective Date: July 1, 2017 Page 28
SPA: NA CMS Approval: Feburary 8, 2017 214
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Rate Develepment

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

Comprehensive
Description

Assurances

DHCF will use two (2} per member per month (PMPM) rates to reimburse for HH services that differ based on the assessed acuity of the
Medicaid beneficiary. DHCF developed these rates by analyzing FY 2014 and 2015 Medicaid claims data to identify the most commeon
chronic conditions associated with more frequent ER use andfor hospital admissions. Through the analysis, DHCF identified the top
sixteen (16} chronic conditions, which include: mental health conditions {depression, personality disorders); substance use disorders;
asthma (+COPD); diabetes; heart disease (CHF, conduction disorders/cardiac dysrhythmias, myocardial infarcticn, pulmonary heart
disease); BMI over 25 (morbid obesity only); cerebrovascular disease; chronic renal failure [on dialysis]; hepatitis; HIV; hyperipidemia;
hypertension; malignancies; paralysis; peripheral atherosclerosis; and sickle cell anemia. DHCF will utilize a risk adjusiment tool to
determine the risk for future hospital utilization, and target and stratify the population into twe acuity cohorts: Group 1 (lower sisk) and
Group 2 (higher risk). The methedology will be used to place the higher risk beneficiaries in Group 2 and the remainder of eligible
keneficiaries in Group 1.

The two (2} resulting rates are based on the DHCF HH staffing model and reflect the average expected service intensity for those
receiving HH services, and will be set in accordance with Section 1902(a)(30)(A) of the Social Security Act (42 U.8.C. § 1398afa)(30)
(A)). DHCF will pay a higher PMPM rate for beneficiaries in Group 2 (higher acuity) due to a higher expacted need for HH services and
requisite staff. The base PMPM rates for both Group 1 (lower acuity) and Group 2 (higher acuity} account for the regionally adjusted
salaries for the required HH staff {including fringe cosis) and is adjusied based on staffing ratios per acuity group. Two (2) payment
enhancements are added on top of both base rates: 1) to refiect overnead or administrative costs; and 2) to support HH providers in
meeting the health information technology requirements. The payment methodology and rates will be further outlined in the DCMR.
DHCF will review the HH rates annually and re-base as necessatry.

In order o receive the first PMPM payment for an eligible HH beneficiary, a HH provider must inform the HH beneficiary about available
HH services, receive the beneficiary’s consent to receive HH services, and begin the development of a care plan. The development of
the care plan will follow standards for Comprehensive Care Management described below. HH providers must deliver at least one (1) HH
service within the calendar month to the eligible HH beneficiary in ordar fo receive a PMPM that month. For beneficiaries in Group 1, the
HH service does not need te be delivered in-person for the provider to be efigible for the PMPM payment. For beneficiaries in Group 2, at
least one (1) HH service needs 10 he delivered in-person for the provider tc be eligible for the PMPM payment. Providers will submit
claims via MMIS using a specific procedure code for health home services. Additionally, providers will be required to utifize a modifier
an the procedure code that itemizes which of the health home services was delivered.

Any claim for program services shall be supported by written decumentation in ¢he EHR and the DCMR will provide clear instructions on
minimum documentation requirements. All claims for health home services wil! be subject to regular audits to ensure that Megicaid
payments made to health home providers are consistent with efficiency, economy and quality of care, and made in accordance with
federal and District conditions of payment.

{nformation on the PMPM rates will be made available through the DCMR, available at: www.dcregs.dc.gov, with an effective date of
July 1, 2017.

HH rates will be made available on the DHCF fee schedule at https:/fwww.dc-medicaid. com/deweahportal/home.

At

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

Describe below
how non-
duplication of
payment will be
achieved

DC 16-0012

DHCF will @nsure that HH service payments will not duplicate payment for Medicaid-funded services offered through another methed
{i.e. managed care, 1915{c) waivers, any future HH state plan benefits, and other state plan services). DHCF will utilize the DCMR,
provider guidance materials, and MOAs {o clarify roles of providers offering similar services te promote a complementary system of
services 1hat advances whole-person care and ensures non-duplication of payment or services. In instances of known duplication,
DHCF will {everage its Medicaid Management Information System {(MMIS) to systematically restrict duplicative provider payments.
Programs with services similar to HH and DHCF's strategy to address them are cutlined below,

DC has two 1915(c) waivers, the Eiderly and Persons with Physical Disabilities {EPD) Waiver and the Individuals with Intellectual and
Developmental Disabilities {IDD) Waiver. Both waivers provide Medicaid-reimbursable case management services, Currently, EPD case
managers receive freimbursement to develop and execute a person-centered care plan for beneficiaries enrolted in the EPD Waiver
pragram. Functions provided by EPD case managers also include assessments to determine unmet needs related to waiver services,
planning of services provided under the waiver, submission of requests for the authorization of waiver services, and monitoring of
service provision. Similarly, IDD service coordinators currently receive reimbursement to coordinate and facilitate the provision of quality
services and supports, review the implementation and delivery of services and supports identified in the Individual Support Plan (ISP},
take comective action as necessary, assist with problem solving, and advocate for the person and his/her family. To prevent duplication
of services, DHCF will establish a process to ensure beneficiaries receiving case management services from the EPD or IDD waiver will
nat concurrently receive HH services.

HH services will add to, and not duplicate, the clinical care coordination services provided under the Adult Substance Abuse
Rehahilitative Services (ASARS) Medicaid State Plan benefit, where clinical coordinators focus on ways to ensure care plans include
services that address a beneficiary's substance use disorder. To prevent duplication of services, DHCF will establish a process 1o
ansure HH providers coordinate and coliaborate with the ASARS providers and leverage their work in order to advance the “whole-
person” appreach to care and supports the beneficiary’s full array of clinical and nen-clinical haalth care needs.

Effective Date: July 1, 2017 Page 30
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HHs will partner with DC Medicaid MCOs through MOAs containing clearly defined rofes and respensibilities for each party. Additiona
guidance will be supplied to HHs and MCQOs in the DCMR and MCO coniracts in order to avoid duplicative efforts and to ensure timely
communication, care transition planning, use of evidence-based referrals, and follow-up consultations with appropriate health service
praviders, HHs will include the MCO, as appropriate, when creating or updating the HH care plan. The HHs and MCOs will be expected
to develop protocols for shasng information on care planning and patient care. HHs will identify any gaps in service needs for HH
enrolled beneficiaries regardless of the programs from which the beneficiaries receive services.

When applicable {o a particular HH provider that is otherwise reimbursed for providing care management or coordination services, DHCF
will prevent dugticative payments by furnishing a differential payment fo that provider, reducing payment by the amount of the
dupticative service. Additionally, a beneficiary may not be enrolled in more than ane HH in a given month.

DHCF does not cover targeted case management services under 1815(g). As such, there is no risk of duplication of payment for
targeted case management services.

¥ The State mests the requirements of 42 CFR Part 447, Subpart A, and sections 1902(2)(4), 1902(a)(6), 1902(a)(30){(A}, and 1903 with raspect to non-
payment for provider-preventable conditions,

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

above.

! The State provides assurance that it shall reimburse providers directly, except when there are employment or contractual arrangements consistent with

section 1902(a){32}.

PRA Disclosure Statement According o the Paperwork Reduction Actef 1995, no persons are required to respond te a collection of information unless it displays a valid
OMB contral number, The valid OMB control number for this informaftion collection is 0938-1188. The fime requiréd fo complete this information collection is estimated to
average 40 hours per response, including the time to review instructions, search existing data resources, gather the data needed, and complete and review the
informaticn collection. If you have comments concerming the accuracy of the time sstimate{s) or suggesticns forimgroving this form, ptease write to: CMS, 7500 Security
Boulevard, Atln' PRA Repons Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850,

DC 18-0012
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Monitoring
-

Describe the state's methodology for calculating cost saving {and report cost savings annually in Quality Measure Report), include savings that
result from improved coordination of care and chronic disease management achieved through the Health Homes Program, including data sources
and measurement specifications, as well as any savings associated with dual eligibles, and if Medicare data was available to the state to utilize in

arriving at its cost-savings estimates

DHCF will use histerical claims and encounter data from Fiscal Years 2014 through 2016 te establish a baseline and expected trend on medical spending for
the eligible HH population. DHCF will then compare expected spending with actual spending. The difference between exgected spending and actual spending
will represent cost savings, DHCF may aiso compare a cohort of beneficiaries who have enrolled in the HH program with a cchort of similar beneficiaries who
are eligible for the program but not enrolled.

DHCF will also compare costs related to services or utilization including, but not limited to, emergency room utilization, hospitalizations, nursing facility
admissions, and pharmacy utilization. This witl enable DHCF to understand the overall impact of the program, not {ust on total spending, but on whether
utilization reflects the types of services expected for a given patient (pharmacy, primary care, substance abuse treatment, etc.) or is found in areas that could
still indicate poor care coordination (fike ER and hospital inpatient). DHCF wiil analyze each HH for its overall impact on total cost of care and health care
utilization, and then compare their performance to other HHs in DC to inform future poficy decisions and ways 1o promote continuous quality imprevement.

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

All HH providers will be required to utilize cerified EHR technaology which will allow providars to report and review a beneficiary’s intake, assessment results,
assigned HH team, integrated HH care plans, clinical baselines and data related to chronic conditions, as well as HH services provided, such as referrals

made and health promotion activities completed. Additionatly, HHs are expected to use data from CRISP, or other HIE services as directed by DHCF, to

receive hospital event aleris (e.9. emergency department visits; hospital admissions, transfers and discharges) that will help HHs create a person-centered HH
care plan, The HHs may afso have access to Dynamic Patient Care Profile tool currentiy being developed through CMS FAPD funding suppert. The tool will be

an “on-demand" document made available to Meaningful Use EPs and EHs, in addition to members of their care team, that weuld disptay an aggregation of

critical data (hoth cfinical and administrative) for a selected patient. The HHs may have access to Electronic Clinical Quality Measurement Tool and

Dashboard, an electronic clinical gquality measurement (eCQM) tool 1o route inbound CCDs from eligible Medicaid hospitals and practices to support raquired
quality calculations and reporting; develop a populationdevel dashboard accessible by EPs and EHs for patient panel management. The HHs may also have
access to an Analytical Patient Population Dashboard, also being developed with support from [APD funds to enable EPs and EHs to perform panel-level

analysis on their associated patient populations. Finally, alf HHs will be required to share C-CDA or C-CDA equivalent structured data to one of the designated

HIE entities in the District,

Quality Measurement and Evaluation
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¥ The state provides assurance that all Health Homes providers rapart fo the state on all applicable quality measures as a condition of receiving payhﬁent
from the stats

@ The state provides assurance that it will identify measureable goals for its Health Homes model and intervention and also identify quality measures related
to each goal to measure its success in achieving the goals

¥} The state provides assurance that it will report to CMS information submitied by Health Homes providers to inform evaluations, as well as Reports to
Congress as described in Section 2703(b} of the Affordable Care Act and as described by CMS

¥ The state provides assurance that it will track avoidable hospital readmissions and report annually in the Quality Measures report
Go ta HHOM Reports

PRA Disclosure Statement: According to the Paperwork Reduction Act of 1295, no persons are required to respond to a collection of information unless itdisplays a valid
COMB confrol number. The valid OMB control number for this information collection is 0938-1188, The time required to complete this information coilection is estimated to
average 40 hours per response, including the time to review instructions, search existing data resources, gather the data nesded, and complete and review the
information collection, If you have comments cancerning the accuracy of the tinve estimate(s) or suggestions for improving this form, please write fo: CMS, 7500 Security
Boulevard. Altn: PRA Reports Clearance Cfficer, Mail Stop C4-26-05, Ballimore, Maryland 21244-1850.
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