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I. [bookmark: Top][bookmark: _Toc434475103]Support and System Information

[bookmark: _Toc434475104]MCO Resources/Portals 

	Managed Care Organization (MCO)
	UnitedHealthcare Community Plan of Kansas
	Amerigroup
	Sunflower Health Plan

	Health Homes E-Mail Address
	uhckshealthhomes@uhc.com
	KSHealthHome@amerigroup.com
	LEN_SFSHPHEALTHHOME@CENTENE.COM

	Address
	10895 Grandview Drive
Suite 200
Overland Park, KS 66210 
	9225 Indian Creek Pkwy
Ste. 400
Overland Park, KS 66210
	8325 Lenexa Dr.
Lenexa, KS 66214

	Health Homes Phone Number
	N/A
	1-877-434-7579 Ext 35808
	1-877-644-4623

	Member Services Phone Number
	1-877-542-9238
	1-800-600-4441
	1-877-644-4623

	Provider Services Phone Number
	1-877-542-9235
	1-800-454-3730
	1-877-644-4623

	Health Homes Fax Number
	1-855-252-9324
	1-877-820-9028
	1-888-453-4316

	24/7 Nurseline
	1-855-575-0136
	1-866-864-2544
	1-877-644-4623

	Transportation Number(s)
	Logisticare
1-877-796-5847
Where’s My Ride:
1-877-796-5848
	Access2Care
1-855-345-6943
	1-877-644-4623

	Health Home Portal – Information Availability
	https://www.medicalhomeuhc.com
Claims
HH Panel

https://uhc.gsihealth.com/dashboard/
Member Management





	www.availity.com
· Online submission of HAP
· HHP Panel Listing
· Qualifying Diagnosis
· Assignment
· Patient 360
Claims

Provider Website:
providers.amerigroup.com 
Member Website:
www.myamerigroup.com

	
HHP Panel
Qualifying Diagnosis
Claims
Level




Please contact the MCOs to request additional supports such as:
· Educational handouts
· Special training requests
· Member giveaways
· Health Fair attendance
[bookmark: _Toc434475105]KanCare Health Homes Program Manual- SMI 

http://www.kancare.ks.gov/health_home/download/KanCare_Health_Homes_Program_Manual_SMI.pdf
[bookmark: _Toc434475106]Required Health Home Staffing

	

6 CORE SERVICES
	

Physician
	

Psychiatrist
	
Social Worker/Care Coordinator
	
Nurse Care
Coordinator
	Peer Support Specialist/Peer Mentor/Recovery Advocate

	Comprehensive Care
Management
	
X
	
X
	
X
	
X
	

	Care Coordination
	
	
	X
	X
	

	Health Promotion
	
X
	
X
	
X
	
X
	

	Comprehensive
Transitional Care
	
X
	
X
	
X
	
X
	

	Member  and
Family Support
	
	
	
X
	
X
	
X

	Referral  to Community
Supports and Services
	
	
	
X
	
X
	
X

	Physician - MD/DO who must be actively licensed to practice medicine in Kansas. For children, pediatricians are preferred

	Psychiatrist - Licensed to practice psychiatry in Kansas

	Social Worker/Care Coordinator  - Must be a BSW actively licensed  in Kansas or BS/BA in a related field or a MH (Mental Health)Targeted Case Manager (TCM) or an I/DD (Intellectual/Developmentally Disabled) 
Targeted  Case Manager (TCM) or a substance use disorder person  centered case  manager  to support  the Health Home in meeting the Provider Standards and deliver Health Home services  to enrollees. Case Managers  must meet the requirements specified in the Kansas Medicaid State  Plan and Provider Manuals, and can either be employed directly or contracted with HHP.

	Nurse Care Coordinator  - RN, APRN, BSN or LPN actively licensed  to practice  in Kansas to support  the Health Home in meeting the Provider Standards. Although the preference is for the HHP to have an RN, APRN, BSN or LPN, some HHPs in rural areas may need to rely on the Lead Entity to provide a nurse care coordinator.

	Certified Peer Support  Specialist  (mental illness) - Must meet the defined KDADS Behavioral Health requirements for mental illness, be employed by a licensed mental health provider, meet education and age requirements, pass state approved training through a state  contractor  and complete  criminal, state  abuse/neglect registry, and professional  background checks.  The Certified Peer Support Specialist must self-identify as active in stable recovery and be a present or former primary recipient of mental health services.

	Recovery Advocate - Must meet the defined KDADS Behavioral Health requirements for mental illness and/or substance use disorder, meet age, training, and supervision requirements, and self-identify as active in stable recovery for a minimum of one year.


[bookmark: _Toc434475107]KMAP – Kansas Medical Assistance Program Website

This site gives Health Home Partners the opportunity to check Medicaid eligibility, Health Home status, view claim status inquiry, claim summary, prior authorization inquiry and claim payment summary. It is the expectation of the MCOs that all Health Home Partners check KMAP for Health Members prior to rendering each service.

Link to the KMAP Website:

https://www.kmap-state-ks.us/

To Enroll to Be a KMAP Provider:

https://www.kmap-state-ks.us/Public/homepage.asp

To reset a password call the KMAP Customer Service Center at 1-800-933-6593 between 8:00 a.m. and 5:00 p.m. Central Standard Time, Monday through Friday.
[bookmark: _Toc434475108]KanCare Health Homes Website

This is the official Health Homes website that is managed by the State of Kansas.  This website offers information about the Health Homes Program to consumers, providers and stakeholders.  Health Home Partners obtain official documents and other program requirements/standards/resources from this website.

http://www.kancare.ks.gov/health_home.htm
[bookmark: _Toc434475109]State Contact and Resource Information

[bookmark: _Toc434475110]Hewlett Packard (HP) 

Member Opt Out requests are processed by Hewlett Packard.  Hewlett Packard provides a monthly file to the MCOs that contains all member Opt Outs. Health Home Partners may not Opt Out on behalf of a member.  Opt Out requests can be requested by phone or by mailing the Opt Out form that is included with the member’s Health Home Welcome letter.

Member Opt Out via Phone
1-866-305-5147

Member Opt Out via Mail
Kansas Medical Assistance Program
Office of the Fiscal Agent
PO Box 3571
Topeka, KS 66601-9604



[bookmark: _Toc434475111]KanCare Health Homes Manager

Contact Rick Hoffmeister via email:  rhoffmeister@kdheks.org
Health Homes Program email:  healthhomes@kdheks.gov
Phone Number: 1-785-296-3981 

[bookmark: _Toc434475112]Wichita State University (WSU) 

In the first six months of 2014, the Wichita State University Center for Community Support and Research (CCSR) partnered with KDHE to create a Learning Collaborative as part of the implementation of Health Homes in the Kansas Medicaid system.  Through a series of statewide and regional Health Home Stakeholder Meetings, CCSR facilitated face-to-face meetings for potential HHPs.  These meetings introduced potential provider partners to the necessary organizational, structural, and collaborative components for successful Health Home service delivery. 

 At the same time, CCSR initiated a series of twice monthly lunch hour webinars with the goal of educating HHPs on a wide variety of Health Home related topics, including Health Action Plan development, billing issues, and working with the KanCare MCOs.  These webinars are posted on the KanCare Health Homes website. In August 2014, CCSR began facilitating weekly Stakeholder Implementation calls giving HHPs a chance to ask questions about any aspect of the Health Homes program.  As the need for the calls diminished, their frequency changed to twice monthly and as of September, 2015 the calls are being held monthly.
Along with these calls, CCSR hosts Learning Collaborative webinars every other month and one in-person Learning Collaborative meeting each quarter.  

Contracted Health Home Partner organizations are required by KDHE policy to participate in the Learning Collaborative as an ongoing part of the initiative.

For additional information please contact:
Vanessa Lohf, LBSW
Public Health Initiatives Project Specialist
Wichita State University
Phone: 316.978.5380 | Email: vanessa.lohf@wichita.edu
Toll Free in KS: 1.800.445.0116
[bookmark: _Toc434475113]Child Welfare (Foster Care) 

KVC Behavioral HealthCare Kansas, Inc. 

Linda King		913-956-5360				lking@kvc.org
Chad Anderson						ceanderson@kvc.org

St Francis Community Services 

Physical Health 	
Roxanne Freidhof	785-825-5229 Ext. 300		Roxanne.Freidhof@st-francis.org
Cheryl Rathbun	785-825-0541 Ext. 224		cheryl.rathbun@st-francis.org

Behavioral Health - Health Homes 

Debbie Gomes		620-669-3737 Ext. 4672		Debbie.Gomes@st-francis.org	
Vickie MacArthur 	316-249-1894				Vickie.McArthur@st-francis.org 
Cheryl Rathbun	785-825-0541 Ext. 224		cheryl.rathbun@st-francis.org

KDOC-JS
 
Courtney Child	785-296-3433				Courtney.Child@doc.ks.gov
Ashley Brown		785-296-3315				ashley.brown@doc.ks.gov
Jeff Butrick		785-296-5893				jeff.butrick@doc.ks.gov 

DCF Administration
Debi Leal		785-296-5167				Debi.Leal@DCF.KS.GOV 
Patricia Long    	785-368-8157				Patricia.Long@DCF.KS.GOV   
[bookmark: _Toc434475114]Kansas Department for Aging and Disability Services (KDADS)
KDADS is responsible for overseeing and administering the state’s Older American’s Act programs, behavioral health programs, home and community based services (HCBS) for older adults and persons with disabilities, the management and oversight of four state hospitals, survey and certification for adult care homes, and the distribution of Medicaid long-term care payments. https://www.kdads.ks.gov/
DD CM Rules of Conduct 

http://www.aging.ks.gov/HCBSProvider/Documents/DD_CM_Rules_Conduct_REVISED.pdf

HCBS Waiver Summary Document




[bookmark: _Toc434475115]Kansas Health Information Network (KHIN)

The Kansas Health Information Network, Inc. (KHIN) was established by the Kansas Medical Society, the Kansas Hospital Association and the Wichita Health Information Exchange in 2010.  It is a provider led and provider governed health information exchange that provides a longitudinal medical and behavioral health record for patients at the point of care. As of October 2015, KHIN had over 1200 member organizations. 

KHIN has over 2 million unique patients in its databases and KHIN members can access data on over 10 million patients through the connections KHIN has with other HIEs and EPIC facilities.  Data available includes, summary of care documents and discrete data including problem list, reports and notes, procedures, allergies, immunizations, encounters, demographics, medications, labs, insurance information and providers.   
KHIN actively transports data for its members to all of the public health registries in Kansas including the immunization registry, the cancer registry, the infectious disease registry and to the CDC for syndromic surveillance. 
KHIN maintains a statewide personal health record (PHR) that is available to all patients that receive health care in Kansas.  The PHR called MyKSHealth eRecords is integrated with the KHIN health information exchange so as the patient summary of care is sent to KHIN it is also automatically sent to the patients’ PHR.  This allows patients to establish one location for all of their health information across all of their health care providers.  The MyKSHealth eRecords is an ONC certified PHR with patient education, DIRECT messaging for patients to providers and the ability for patients to add their own data and track it across time.  

KHIN includes behavioral health data in the exchange including substance abuse treatment information which has additional protections under 42 CFR Part 2.   KHIN executes a QSOA (Qualified Service Organization Agreement) with all KHIN members providing substance abuse treatment services.   KHIN brings this data into the exchange but blocks the data until the patient provides consent at the point of care for a provider to view it or if a physician determines it is medical emergency.  KHIN’s procedures have been reviewed and approved by the National Council of Community Mental Health Associations and SAMHSA. 
  
For more information about KHIN please go to www.khinonline.org.

Demo video: http://www.khinonline.org/for-providers/educational-videos/patient-query

Laura McCrary Ed.D
Executive Director
Kansas Health Information Network. Inc.
623 S.W. 10th Avenue
Topeka, Kansas 66612-1627
Office:  785-861-7490 or toll free 877-520-5446
Mobile:  785-409-5200
lmccrary@khinonline.org

Help Desk: 877 520-5448
KHINHelpdesk@KHINonline.org

[bookmark: _Toc434475116]Lewis and Clark Information Exchange (LACIE)

LACIE is one of the first fully operational, multiple-state Health Information Exchanges (HIEs) in the country, providing patient information to prominent healthcare systems and providers in the Midwest, including the only dedicated Children’s Hospital between Saint Louis and Denver as well as University of Kansas Medical Center, Olathe Medical Center, Shawnee Mission Medical Center, Providence Medical Center, Anthony Medical Center and Hiawatha Hospital as well as a multiple other providers and hospitals in both Kansas and Missouri.

LACIE is a nonprofit 501(c)(3) organization, as well as an approved Health Information Organization (HIO) in the state of Kansas. We are committed to enhancing patient safety and outcomes by eliminating obsolete, paper-based medical records/ faxes, by combining patient data into a single, widely available digital record.

LACIE can be embedded directly into most nationally certified Electronic Medical Records (EMRs) allowing the provider to stay within the native EMR to access LACIE. No need to go to a separate portal and re-enter patient information to conduct a query. LACIE data is also presented in an aggregated format eliminating the need to open individual Continuity of Care Documents (CCDs).

While LACIE has offered the ability to do Public Health information Exchange for more than 5 years, as of October 2015 we also have the ability to conduct Private Information Exchange between contracted parties to share any permitted information that resides within the EMR database. 

In the Private Exchange information is “PULLED” from the participants data base rather than being “PUSHED” to the HIO, allowing tremendous granularity/ specificity in what can be exchanged as well as making data available that is not currently shared in the majority of Public Health Information Exchanges such as PT/OT, Dietary, Respiratory, Social Work and other notes. Information can be normalized prior to reaching LACIE, all under the full control and direction of the organization providing the data.

LACIE’s Private Exchange can also provide alerts to other participants based on Admission Discharge and Transfer messages (ADTs) as well as a host of analytical services that are currently being used by several provider practices and Accountable Care Organizations. 

For more information on LACIE’s Public or Private Exchanges please contact Mike Dittemore RN, BS, eMBA Executive Director

Contact: Mike Dittemore 
Office: 816-214-6894
Email: Mike.Dittemore@lacie-hie.com

12200 NW Ambassador Drive, Suite 232 • Kansas City, MO 64163 • (816) 271-7232  •  www.lacie-hie.com
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[bookmark: _Toc434475118]Documentation Grid
	Service
	Documentation
	Examples of HIT

	Comprehensive Care
Management
	Health Action Plan (HAP) in the patient record; notes in the patient record with date and time (including duration), discussion points with the member or other practitioners, indication that the Plan was shared with all other treating practitioners and others involved in providing or supporting care.
	Data or reports used to identify participants assigned to the Health Homes by the MCO, used to develop or recommend the Health Action Plan; evidence of sharing the HAP with the participant, other practitioners or the MCO via electronic means.

	Care Coordination
	Patient record entries with date, time, practitioner providing the service, referral, follow‐up or coordination activity with the member, treating practitioners and others involved in providing or supporting care. Patient record note could denote an ER visit, hospital admission, phoning member with lab results, discussing a consult with another treating practitioner, etc.
	System entries including patient notes; distribution of the HAP or other notes to the MCO; sharing of lab or other results; retrieving information from the MCO to track hospital, ER, and other utilization.

	Health Promotion
	Health promotion activities document activities to engage member in care, including outreach, assessment of member's health literacy, summary of health education and resources provided.
	Evidence of the use of data pulled from the system to identify participant health promotion needs; notes of health promotion interactions; resources to which the participant is directed to address educational and health literacy needs.

	Comprehensive Transitional
Care
	Documentation in the patient record as to medication reconciliation and other key treatments or services with other health systems/places of service. Documentation should include date, time, practitioner from the HHP and what specific elements of the Health Action Plan, or the Plan itself, were shared and with what other health system or place of service and to achieve which specific Health Action Plan goal. Attention to the appropriate providers to address the follow‐up care is extremely important; e.g. transmission of the Health Action Plan to a physical therapist who will be treating a member post knee replacement.
	Use of the system to identify admissions, discharge needs, to update HAP based on revised needs, document the scheduling and notification to participants of follow-up appointments.

	Individual and Family Support
	Documentation of the assessment of psycho- social or community support needs including the identified gaps and recommended resources or resolutions to address the gaps. Date, time, practitioner, service recommendations and discussion with the member, family (or other support
persons), and/or guardian should all be included.
	Use of the system to share assessment of community support or psychosocial assessments; update of the HAP as applicable to address same; patient record entries; collaboration with other practitioners as to resource information provided or recommended.

	Referral to Community and
Social Support Services
	Documentation in the member record of the date, time and contact at a referral source and/or the date and time that a referral follow through or discussion was convened to address the gaps from the Individual and Family Support assessment process.
	Use of the system to share assessment of community support or psychosocial assessments; update of the HAP as applicable to address same; patient record entries; collaboration with other practitioners as to resource information provided or recommended.



[bookmark: _Toc434475119]Medicaid Service Documentation Standards
Please reference the Centers for Medicare & Medicaid Services (CMS) Evaluation and Management Services Guide, November 2014, available on the CMS website. 

https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/Downloads/eval_mgmt_serv_guide-ICN006764.pdf

Additional information about evaluation and management services is available as follows:

❖ The publication titled “1995 Documentation Guidelines for Evaluation and
Management Services” can be accessed beginning on page 23 of this guide and
at http://www.cms.gov/MLNProducts/Downloads/1995dg.pdf on the Centers
for Medicare & Medicaid Services (CMS) website;

❖ The publication titled “1997 Documentation Guidelines for Evaluation and
Management Services” can be accessed beginning on page 39 of this guide
and at http://www.cms.gov/MLNProducts/Downloads/MASTER1.pdf on the
CMS website;

❖ The “Medicare Benefit Policy Manual” (Pub. 100-02) and the “Medicare Claims
Processing Manual” (Pub. 100-04) can be accessed at http://www.cms.gov/
Manuals/IOM/list.asp on the CMS website;

❖ International Classification of Diseases, 9th Revision, Clinical Modification (ICD-9-CM) resources are available at http://www.cms.gov/ICD9ProviderDiagnosticCodes and International Classification of Diseases, 10th Revision, Clinical Modification/Procedure Coding System (ICD-10-CM/PCS)
resources are available at http://www.cms.gov/ICD10 on the CMS website; and

❖ CPT® books are available from the American Medical Association at https://catalog.ama-assn.org/Catalog/home.jsp on the Internet.
[bookmark: _Toc434475120]Note Taking and Documentation Standards

Medical records are permanent legal documents. The information that is documented is reflective of the quality of the care provided. Each entry should contain sufficient information so that the activity performed can be clearly understood even if read years later by another party.  

Health Home Partners are required to implement an interoperable Electronic Health Record (EHR) that will be utilized to manage and share member health information.  In addition, Health Home Partners must demonstrate use of all available Health Information Technology (HIT) resources as they work collaboratively to coordinate a member’s health and well- being.  The following HIT resources include, but are not limited to, examples of the information that should be referenced, as appropriate, within documented Health Homes activities in the Health Home Partner system of record.  

· KMAP: Medicaid eligibility, Health Home status, waiver status
· Health Home Partner Monthly Panel List: Source of member demographics and qualifying diagnosis
· MCO Portal/ MCO Provider Website/ MCO Member Website
· Protected Health Information (PHI) obtained from another Provider
· KHIN
· LACIE

All Health Homes Program documentation is subject to review by the MCOs to ensure the provision of high quality, integrated and collaborative Health Homes services. 
[bookmark: _Toc434475121] What to include when documenting  

Every Health Homes service documentation entry in the system of record should include the date, time, duration, and name and title of the person who completed the activity along with the HIT resources used to gather or review information about the member. Then include a comprehensive summary of the activity performed. This is not an all-inclusive list of questions to be answered, but provides an example of the type of information that should be considered when entering a note in the member record.

· Who did you talk to?
· What did you talk about?
· What did you do?
· Why did you talk about that issue on this particular day?
· When are you going to meet, follow up or perform an activity?
· How did you obtain information about the member? 
· Where did you find the member?  
[bookmark: _Toc434475122]What to avoid when documenting  

•    Charting subjective (opinions) versus objective (factual) data and findings 
•    Using language that suggests a negative perception about a member/client but is not fact based (stubborn,   
      drunk, weird, etc.) 
•    Using of phrases like “appears to be” or “apparently” makes it appear as though the writer is not 
      knowledgeable about what they are documenting
•    Documenting provider staffing issues in a member/client record 
•    Documenting a symptom or issue without documenting what you did about it 
•    Documenting what someone else said, heard, felt without having factual information to support the 
      statement
•    Grammatical errors and misspelled words 

Does your documentation meet the following guidelines? 

Is the documentation entry:

· Chronological 
· Comprehensive 
· Complete 
· Concise 
· Descriptive (using objective language) 
· Factual 
· Relevant to the service delivered
· Thorough 
· Timely

Use of a standardized documentation method may be helpful.  There are multiple documentation styles to choose from including:

“BSOAPY”:
· Benefits to the client
· Subjective 
· Objective
· Assessment
· Plan
· Y (Why we are doing it)

 “SOAP”:
· Subjective 
· Objective 
· Assessment 
· Plan

“FARM”:
· Findings 
· Assessment 
· Recommendations 
· Monitoring

“DAP”:
· Data 
· Assessment 
· Plan






[bookmark: _Toc434475123]Sample documentation using SOAP

S: The subjective component is the member’s report of how he or she has been doing since the last visit, and this includes the current visit. The member should be asked directed questions about any complaints – current or reportedly resolved -- and ask appropriate follow-up questions and document all responses. Reports of adherence with specific treatment regimens should also be included.

O: The objective component is straightforward and includes factual information such as blood pressure, weight, pain rating, blood sugar results, assessments that were completed, and results of laboratory or other screenings that may have been completed by the Care Coordinator or another provider or obtained vis HIT (MCO portals, KHIN/LACIE, Other).

A: For this component, the Care Coordinator pulls together the subjective information gathered during the interview with the client and the objective findings obtained or gathered and consolidate them into a short summary. Answer this question: What did the member tell me and what factual information did I have?

P: The plan should include anything that will be done as a consequence of the assessment and could include:
 
· The collection of physical health measures (height, weight, B/P or screenings for depression or substance use for example) 
· The plan to coordinate care to address a member complaint or health issue
· Follow-up instructions or education provided to help the member self-manage their own health
· Community resources provided or referrals made to help the member with any identified biopsychosocial need
· Date of next appointment with the Care Coordinator and/or other providers

Sample SOAP entry:

John Smith is MCD eligible and enrolled in HH per KMAP on 10-18-15. Member contacted via phone using information provided in MCO portal.  Introduction completed and member expressed gratitude for additional services.  Member verified address on file and home visit scheduled per member request. 

S: Member states having great difficulty making appointments with PCP and other providers, therefore has not been to the doctor in two years. Member complains of frequent headaches and other body aches. Member is accepting of Care Coordinator assistance when questioned if member would like to schedule an appointment and transportation for a PCP visit.

O: Comprehensive assessment completed during this visit along with depression and substance use screening.  B/P today is 185/95, height 5’10”, weight 200, BMI 29, headache pain rating 3/10.

A: PHQ9 is positive for depression and SBIRT negative for substance use. MCO portal shows previous diagnosis of hypertension, obesity, depression consistent with findings during today’s visit.  Member appears clean, well nourished, good historian, flat affect. Home is well maintained and member is active with family who live close to members home. Member needs to establish care with PCP for hypertension, headaches and BH provider for assessment for depression.

P: 1. Help member find PCP and make appointment to establish care. 2. Obtain release of information from member to provide health history and other findings to new PCP. 3. Complete HAP and send copy to new PCP along with any other relevant health information prior to appt.  4. Arrange transportation for PCP appt. 5. Provide member MCD benefits information.  6. Work with member to seek formal assessment for positive PHQ9 screening for depression. 7. Call member one day in advance of PCP appt to provide reminder.  8. Call member after PCP appointment to discuss visit and offer assistance with follow up care and appointments. 9. Revise HAP as needed for new medications, diagnoses, lab results, etc. and send copy to MCO. 10. Set follow up schedule with member to continue to follow progress. 
[bookmark: _Toc434475124]Time Management

Each Health Home Partner should establish standardized processes that assist the Health Homes team to complete and adhere to program requirements/contractual obligations efficiently and effectively.  Policies and procedures should include the requirement/contractual obligation(s), description of the action that will be taken to meet the requirement(s) and the process that will be used to ensure compliance.  Operating guidelines and standard operating procedures (OPGs or SOPs) may be created to provide a comprehensive summary of the action that is taken, step by step, to meet the requirement. Utilization of this process ensures consistency within an established team and provides the tools and resources needed to train new Health Homes team members.  

The following link offers multiple tool kits to improve time management skills.  

https://www.mindtools.com/pages/main/newMN_HTE.htm

































[bookmark: _Toc434475125]Day in the Life of a Care Coordinator

The following is an example of a daily workflow for a Health Homes Care Coordinator.  This workflow may not be all inclusive of regularly performed activities but serves as an example of how to structure workflow. 

1. After logging in, open all systems/documents you will be using for the day:
a. Clinical documentation system
b. KMAP
c. EMR
d. KHIN or LACIE
e. Your member list: Panel Listing 
f. Daily Metrics you keep internally 
g. HAPs coming due Report 
h. MCO Portals

2. Check your emails and voicemail

3. Check your daily inpatient census report received from the MCOs and perform Comprehensive Transitional Care or Comprehensive Care Management or Care Coordination as appropriate

4. Triage your to do list and complete urgent or high priority items first 

5. Attempt outreach to new members
a. Unsuccessful contact
i. Document in your system of record. 
ii. Follow the Good Faith Guidelines
b. Successful attempt
i. Schedule to complete  assessments 
ii. Schedule Face-to-Face appointment to complete the HAP

6. Reach out those with noted medical risks, HAP goals coming due or identified gaps in care to offer assistance with coordinating or attending appointments, providing health education, referrals or other supports

7. Prepare for HAP face to face visits by gathering and reviewing all relevant PHI and entering information in the HAP document prior to the visit.  The information can be confirmed during the visit. 

8. Follow up with established members and document all your activities. 

[bookmark: _Toc434475126]Templates, Forms, Checklists

Health Home Partners may choose to create forms, template, checklists or other tools that encourage and remind care coordinators to complete necessary tasks.  The following template for the Care Coordinator Checklist was provided compliments of Labette Mental Health Center and with permission has been edited for use in this manual. 
[bookmark: _Toc434475127]Care Coordinator Checklist for Initial HAP and 90 day Reviews

Date: _________________	Care Coordinator Name: ________________________________________

Member Name: _____________________________	⃝ KMAP Checked     ⃝ MCD Eligible      ⃝ HH Participant

Assigned MCO:______________________________

Assessments:	⃝  FACT-GP+HH     ⃝  PHQ-9     ⃝  PAM     ⃝  CAGE-AID     ⃝  Comprehensive[image: C:\Users\susanr\AppData\Local\Microsoft\Windows\Temporary Internet Files\Content.IE5\MDE5459I\Pulled-in-too-many-directions1[1].jpg]     ⃝  Other

Healthcare Providers:	⃝  Names / Contact Information / Roles

Authorizations to Disclose:
⃝  Family			⃝  Friends			⃝  Caregivers	
⃝  Primary (PCP)		⃝  Dentist			⃝  Optometrist
⃝  Ob/Gyn			⃝  Endocrinologist		⃝  Pulmonologist
⃝  Urologist			⃝  Cardiologist			⃝  Home Health
⃝  Social Services (DCF, KVC, LAC, TCM, etc.)			⃝  Pharmacy		
⃝  Other: ______________________

Vitals: BP _________/__________	Pulse _________	Height ________	Weight___________
If Diabetic: AIC date _____________ 	Result ___________	LDL Date __________	Result ____________

Misc. Topics:
⃝  BMI		⃝  HIPAA	⃝  Smoking Cessation	   ⃝  Advanced Directives	⃝  Transportation

Medications:
⃝  List names / dosages/ frequency/ prescribing doctor/ how long they’ve been taking it (if available)
⃝  at Review – check for new medications		⃝  at Review – check for discontinued medications

Diagnosis / Problems:
⃝  List diagnosis or problem/ severity / duration/ onset / healthcare provider(s)
⃝  90 day Review – check for new concerns and resolved concerns

Preventative Care and Dates:
⃝  PCP  ____________	⃝  KBH  ____________		⃝  Dental ____________	⃝  Eye Exam ____________
⃝  Mammo _________	⃝  Colonoscopy ____________	⃝  LDL ____________		⃝  A1c ____________
⃝  Podiatry _________⃝  Spirometry ____________	⃝  Other ___________	              ⃝  Other ___________

Goals / Interventions: 
⃝  Create SMART goals & intervention steps	⃝  90 day Review – Review/update/revise SMART goals as needed

Medical Records:
[image: C:\Users\susanr\AppData\Local\Microsoft\Windows\Temporary Internet Files\Content.IE5\RCTJRC7V\post-it-note-451x400[1].jpg]⃝  Determine if records are needed, from what facilities, and timeframes/specific details needed
⃝  Records / Labs Requested	⃝ Records / Labs received
Please Sign!

Signature Page: 
⃝  Everybody Sign the HAP signature page!		⃝  Supervising Physician/Annually

Documentation:	⃝  EMR	⃝  EHR		⃝ Paper chart/record	
Distribution of HAP copies:	⃝  Member	⃝  Working File		⃝  All Providers	⃝  MCO	
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The Health Home Partner is responsible for accessing the monthly panel listing provided by the MCO.  This panel listing provides data for the members who were determined eligible to participate and currently assigned to the Health Home Partner. The Health Home Partner will follow these guidelines when performing outreach to members who are newly assigned and/or not yet engaged.
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	The checklists identify action steps and suggest research methods to locate and engage clients. The MCOs expect Health Home Partners to incorporate these recommendations into their daily operations. 

Good Faith Effort to contact the member includes, at minimum:

· At Least 2 Telephonic and 1 Mailed Communication Attempts

· Research of Alternate Member Contact Information Using MCO Portals and Claims History

· Conducting a Site Visit of the Member's Address

Note: Unsuccessful outreach attempts are reimbursable one time (one month) only.  

All attempts at outreach should be documented. Attempted address, phone number, date, time, should all be included in each note. Any individual contacted should have name/contact info listed.
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CHECK LIST 1 – Incorrect/missing phone number: 

We recommend the following be done at the time of the call: 

☐  Send Mailing 
☐ Check alternate database/resource (Lead/MCO systems/DCF) 
☐ Connect with most recent pharmacy or provider; leave note for beneficiary/checking for new 
      address or phone 

All attempts at outreach should be documented. Attempted address, phone number, date, time, should all be included in each note. Any individual contacted should have name/contact info listed.

CHECK LIST 2 – Beneficiary that cannot be located at listed address 

☐ Check alternate database/resource (Lead Entity/MCO systems/DCF) 
☐ Connect with most recent pharmacy or provider; leave note for beneficiary/checking for new 
      address or phone 

All attempts at outreach should be documented. Attempted address, phone number, date, time, should all be included in each note. Any individual contacted should have name/contact info listed.

CHECK LIST 3 - Correct number or valid address confirmed, but can’t reach or leave message: 

☐ Attempt another early morning or evening call, if possible 
☐ Follow-up with other phone call within 7 days 

If unable to connect after 7 days, attempt alternate methods: 

☐  Send Mailing 
☐ Check alternate database/resource (Lead Entity/MCO systems/DCF) 
☐ Connect with most recent pharmacy or provider; leave note for beneficiary/checking for new 
      address or phone 

All attempts at outreach should be documented. Attempted address, phone number, date, time, should all be included in each note. Any individual contacted should have name/contact info listed.

NOTE: FOR ITEM 4 to Apply, Contact Must be Made with Member/Guardian 

CHECK LIST 4 - Beneficiary contacted, but is not fully engaged and has not Opted Out 

☐ Ask permission to either send or drop off additional information. 
☐ Ask permission to call person back after he/she had a chance to review the information. Give 
     specific timeframe and then call back as stated. A shorter timeframe (e.g. 1 or 2 weeks) is typically 
     more effective. 
☐ Ask permission to keep the person informed about the Health Home program. 
☐ Propose that the person remains in the program on a trial basis. 
☐ Propose that the person remains in the program to support their future needs. 
☐ If you believe the beneficiary is high risk and insists on opting out, connect with that person’s 
     medical provider. Share the benefits of the HH program, informing the provider of that service 
     being available to the beneficiary. 
☐ Encourage Member to contact Lead Entity/MCO Member Services for Program Information, PCP 
     Assignment Confirmation 
☐ Opt Out Information provided only upon member request 

All attempts at outreach should be documented. Attempted address, phone number, date, time, should all be included in each note. Any individual contacted should have name/contact info listed.
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Introduce yourself and explain the special services you offer. It may be helpful to highlight that you partner with the Medicaid insurance company [MCO Name] to offer the services that are available to members enrolled in the Health Homes Program.  Remind the member that they don’t need to choose whether they want to participate in the program.  Instead they may choose which of your special services they would like to take advantage of or they may choose not to participate at this time. 

You may choose to share the following specials services that are offered to Health Homes members and include any other special services your Health Home provides.

·  Help with making appointments and scheduling transportation
· Awareness of Medicaid Benefits, value added benefits (VABs), waiver benefits to connect the member to complete and holistic care
· Coordinating access to services and supports that will help to meet the entire member’s needs, not just physical or behavioral
· Teaching health education and self-care management skills
· Assistance with discharge planning and home support after discharge from the hospital
· Working closely with the member’s PCP, specialists, home health, TCM, behavioral health and/or other providers to ensure the member is receiving the highest quality of care available

Member engagement is defined as having regular and/or ongoing telephonic or in person visits with a member.  Health Home Partners will establish a relationship with members and after completion of a holistic assessment and any other related needs based screenings will determine the level of engagement required to assist the member in achieving overall health and wellness. Health Home Program Health Action Plans (HAPs) are to be completed with the member within 90 days of engagement. It is the expectation of the MCOs that a face to face visit will occur at minimum every 90 days to update the HAP and evaluate the member’s status.

Note: Monthly mailing of newsletter, health promotional materials or other indirect contact is not considered member engagement unless the mailing is in addition to or subsequent to a phone conversation, face to face meeting, health promotions training or an appointment.
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	Core Services
	Serious Mental Illness

	Comprehensive care management 
	S0280 UC HE

	Care coordination 
	S0281 UC HE

	Health promotion 
	S0280 U1 HE

	Comprehensive transitional care 
	S0281 U1 HE

	Patient and family support 
	S0280 U8 HE

	Referral to community and social support services 
	S0281 U8 HE
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Goal: Coordination and collaboration with all team members to promote continuity and consistency of care and minimize duplication. Comprehensive care management includes a comprehensive health-based needs assessment to determine the member’s physical, behavioral health, and social needs, the development of a Health Action Plan (HAP) and subsequent revisions or updates to the HAP. The following activities are examples of the services that may be included in providing Comprehensive Care Management and should be documented thoroughly in the member’s care record. 

Scenario: The Health Home Partner (HHP) receives their panel listing from the MCO. This triggers the HHP to begin gathering information about the member in preparation for outreach attempts and the face to face visit. Check Kansas Medical Assistance Program (KMAP) for Medicaid eligibility and spend down status (if applicable). 

• Review health care utilization data available via the MCO portal o Compare utilization of services to evidence based guidelines related to diagnoses 
· Compare utilization of services to standards of care that are age/gender specific 
· Review access to services for trends (ER utilization, PCP visits, hospitalizations, pharmacy use) 
· Review authorizations and other claims submissions to gather information on all rendering providers. 

• Compare MCO portal information to the member information contained in the HHP health record and update as appropriate 
• Outreach to the member (Phone calls, letters, emails, and face to face visits) 
• Once contact is made with the member- verify the utilization information that has been gathered, establish rapport 
• Request records from associated providers as needed 
• Schedule/complete the comprehensive assessment 
• Work with member to determine health goals based upon gaps in care or other needs identified during the assessment and/or subsequent meetings 
• Develop the HAP and submit to the MCO (if applicable) 
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Goal: Care coordination is timely, addresses needs, improves chronic conditions, and assists in the attainment of the member’s goals. The following activities are examples of the services that may be included in providing Care Coordination and should be documented thoroughly in the member’s care record. 

Scenario: As part of the assessment and in consultation with the member’s primary care physician (PCP) it was determined that the member should be seen by a dermatologist. The Care Coordinator will assist the member by researching dermatologists available in the Managed Care Organization (MCO’s) network. The Care Coordinator will review the options with the member, and work with the member to schedule an appointment and transportation to the appointment for the member. The Care Coordinator may accompany the member to the appointment and assist in helping the member to understand the information presented. The Care Coordinator will follow up with the member after the appointment to confirm understanding and receipt of new medications or self- care management. The Care Coordinator will provide an update to the PCP or other providers about the new treatment as prescribed by the dermatologist. 

• Supports adherence to treatment recommendations, engages members in chronic condition self-care, and  
   encourages continued participation in HH care 
• Activities to achieve the goals listed on the member's HAP 
• Monitoring Emergency Department (ED) and in-patient admissions 
• Involves coordination and collaboration with other providers to monitor the member’s conditions, health 
   status, and medications and side effects, referring for LTSS, locating non-Medicaid resources 
• Engages members and family/support persons/guardians in decisions, including decisions related to pain 
   management, palliative care, and end-of life decisions and supports 
• Creates and promotes linkages to other agencies, services, and supports by referring, scheduling 
   appointments, follow-up after appointments 
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Goal: For each HH member transferred from one caregiver or site of care to another, the HHP coordinates transitions, ensures proper and timely follow-up care, and provides medication information and reconciliation. The following activities are examples of the services that may be included in providing Comprehensive Transitional Care and should be documented thoroughly in the member’s care record. 

Note: HH services provided to members for Comprehensive Transitional Care may only be submitted after discharge from the institution.  The institutional settings this applies to include: 
· ICF/MR-intermediate care facility/mentally retarded 
· NFMH-nursing facility mental health
· PRTF-psychiatric residential treatment facility 
· ST INST-state institution 
· ACH-adult care home (skilled nursing facility) and swing beds  

Scenario: The HHP is notified or becomes aware of an inpatient admission, ER visit, or other transitional care event. 

• Call the member or the facility to obtain details of the admission/event 
• Request discharge summary from the facility and confirm PCP/specialists have received a copy as 
   appropriate 
• Work with discharge planner at facility to schedule follow up visits (within 72 hours of discharge for 
   behavioral health follow up appointments and within 7 days of discharge for physical health follow up    
   appointments) 
• Ensure transportation is arranged if needed 
• Offer to attend follow up appointments if member needs assistance 
• Reconcile medications, provide medication education, and notify all rendering providers of reconciled 
   medication list 
• Update HAP if needed (submit to the MCO if applicable) 
• Determine need to update comprehensive assessment (if condition indicates substantial change in health) 
• Determine if update in needs assessment related to waiver service, LTSS supports/services (if applicable), 
   change in Person Centered Support Plan (if applicable), home modifications, durable medical equipment 
   needs, home health needs, therapy needs/appointments, home safety modifications, offer assistance to 
   family/other supports, provide referrals to community service providers if indicated 
• Confirm member understanding of follow up and/or self- care related to inpatient stay or ER visit 
• Follow member progress at least once weekly after discharge to ensure attendance at follow up 
   appointments, medication adherence, self- care, etc. Weekly follow up should occur for 30 days post 
   discharge. 
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Goal: Health promotion involves assessing members understanding of their health conditions, health literacy, and motivation to engage in self-management. Health Promotion includes linking members to educational resources that focus on smoking cessation, diabetes, asthma, hypertension, recovery, and/or other health conditions. HHPs will assist members as they learn to manage their own health and mitigate complications related to their conditions in the prevention the development of other chronic conditions. The following activities are examples of the services that may be included in providing Health Promotion and should be documented thoroughly in the member’s care record. 

Scenario: The Care Coordinator reviews health information for a member and identifies a possible gap in diabetes care. The Care Coordinator has received care records for the member from the PCP and confirmed the diagnosis of diabetes but the member denies this diagnosis. The Care Coordinator meets with the member to discuss the diagnosis, shares the health information received from the PCP (or other provider) that confirms the diagnosis, and explains the meaning of the information. The Care Coordinator helps the member understand next steps in maintaining good health, how to utilize their benefits to manage their health care, and offers other resources that may provide additional support for diabetes management. 

• Encouragement and support of healthy ideas and behaviors 
• Engages members, family members/support persons, and guardians in making health services decisions 
   using decision-aids or other methods that assist the member to evaluate the risks and benefits of 
   recommended treatment 
• Provides health education and coaching to members, family members/support persons, guardians about 
   chronic conditions and ways to manage health conditions 
• Helps to identify and share opportunities to participate in health education classes, seminars or health fairs 
• Utilizes MCO data or other data to identify opportunities to engage the member in self- care, verifies 
   member understanding of self-care and provides self-care education as needed 
• Encourages member to complete wellness checks as appropriate for their conditions 
• Discusses the importance of self- advocacy and coaches member on how to be their own self advocate 
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Goal: To Increase member’s, family/support person’s and guardian’s understanding of effect(s) of the condition on the member’s life and improve adherence to an agreed upon treatment plan, with the ultimate goal of improved overall health and quality of life. The following activities are examples of the services that may be included in providing Individual and Family Supports and should be documented thoroughly in the member’s care record.
 
Scenario: Care Coordinator visits the member and the family member that lives with the member. The Care Coordinator facilitates a discussion about the member’s Health Action Plan (HAP), and how the family member might be able to help the member be successful in meeting these goals. As an example, the members Health Action Plan goal may be to lower their low-density lipoprotein (LDL) cholesterol by avoiding fried foods. The family member may work at a restaurant and routinely brings home leftover fried foods. The discussion could focus on how to show love in another way, how avoiding bringing these foods home supports the member’s goal, available educational opportunities that strengthen member self-care and family support, and whether there are alternative food choices that would be healthier options. 

• Completion of screening tools or questionnaires with the member and family/support persons that help 
   identify gaps in self-care knowledge, environmental risks, personal safety, management of finances, etc. 
• Offering information to the member and family/support persons about community resources such as 
   support groups, educational seminars, health fairs or other activities that are available online, via phone, or 
   in person 
• Ensuring member and family/support persons understanding of and appropriate use of all Medicaid 
   benefits, waiver benefits, or other services 
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Goal: Referral to community supports and services includes long-term care, mental health and substance use services, housing, transportation, and other community and social services needed by the member. The following activities are examples of the services that may be included in providing Referral to Community and Social Supports and should be documented thoroughly in the member’s care record.
 
Scenario: The Care Coordinator arrives at the member’s home for a scheduled visit. The member appears disheveled and is having difficulty walking. During the visit the Care Coordinator asks the member if they are having difficulty in walking. The member states that it has become difficult to walk without having the support of holding onto items throughout the home and self-care has become more difficult as well. The member states there are no family members in the area to assist and they don’t have the income to pay for a helper. The Care Coordinator compiles a list of the members needs and begins the process of identifying, explaining and managing referrals to resources that may be available to assist the member. 

• Completing or following up on referrals to community supports and services as needed 
• Assisting the member in advocating for access to care by helping to complete paper work and/or 
   applications, making phone calls 
• Identifying and establishing natural supports if services providers are unavailable in the member’s 
   community 
• Assist member in establishing and maintaining relationships with community services providers, e.g., Home 
   and Community Based Services (HCBS) providers, the Aging & Disability Resource Center (ADRC), faith-based 
   organizations, food pantries, meals on wheels, home health, utility assistance 
• Provides comprehensive explanation of all options for managing needs so member can make informed 
   choices 












IV. [bookmark: _Toc434475139]Member Assessment

Health Home Partners are required to complete an age appropriate comprehensive assessment for each engaged member. The MCOs expect assessments to include detailed member-centric data that provides a holistic perspective of member’s health and wellness.  Health Home Partners may choose to develop an assessment that meets this need but it is recommended that collaboration with other providers including requests of medical records be utilized to complete the assessment.  The intent of the assessment is not to create a starting point, but to review the current delivery of health care services and other supports to determine any unmet needs. At minimum, member assessment should include the following areas of focus:

· Medical history
· Current PCP
· Current medications
· Allergies/intolerances
· Hospitalizations
· Social history
· Surgical history
· Family history
· Specialty providers: behavioral health, dental, vision, specialists
· Mobility: disability, limitations
· Cooking/nutrition
· Literacy: can the member read, write, see, speak, hear, smell?
· Does the member have/need an advanced directive?

The results of the holistic assessment should be utilized to determine if the member has any gaps in health care, if the member may have underutilized Medicaid benefits, value added benefits, waiver benefits or community services that may satisfy the identified unmet needs.  Health Home Partners must be aware of the benefits available to each member and how to coordinate care within the health care system. 

In addition to completing the holistic assessment the Health Home Partner is required to either perform or confirm completion of the following screenings for each member.  The screening process is utilized to identify if a member should be referred to a Behavioral Health Provider and/or a Substance Use Provider for further assessment and/or treatment. 

· Substance Use screening
· Depression screening

There a various assessment tools and valid screening tools that may be utilized.  Please visit the Health Homes website, Providers, Additional Resources page for more information.

http://www.kancare.ks.gov/health_home/providers_additional_resources.htm


The following template for the Holistic Comprehensive Assessment was provided compliments of Labette Mental Health Center and with permission has been edited for use in this manual.
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Date:__________________	Member Name:__________________________	ID#:_____________________________________

Case Manager: ______________________________	Health Home Care Coordinator:______________________________
															
I live	Alone:		With:												

Name and Relationship of all members in your household:								

															

Transportation:       Personal Car      Transport      Family/Friend      Walk  	    Bicycle 	     Other		
	 														
Support Person /Primary Caregiver:							Home/Cell Phone:													(Circle One) 				

Address:														
						(City)			(State)			(Zip)			

Employment Status (Circle One):	Full-time	Part-time	Not Employed 	Volunteer										
Highest Level of Education completed: __________________________________ Literacy  Yes____  No_____	

Medical Primary Care Provider:						Phone					

Medical Primary Care Provider’s Address:										
				(City)		(State)		(Zip)		
Medical Primary Care Provider’s FAX:										

Medical Primary Care Provider’s Nurse					Nurse Direct Phone:			

Behavioral Care Primary Care Provider:						Phone				

Behavioral Care Primary Care Provider’s Address:									
				(City)		(State)		(Zip)		
Behavioral Care Primary Care Provider’s FAX:									

Dentist:								Phone:						

Eye Doctor:								Phone:						

Medical Specialist#1:						Phone:				Date:			

___________________________________________________________________________________________________________________________________________________________________________________________													
Medical Specialist#2:						Phone:				Date:			

__________________________________________________________________________________________________________________________________________________________________________________________													
Medical Specialist#3:						Phone:				Date:		_______

	_______________________________________________________________________________________________________________
Within the last 12 months

KBH Screen:     Yes     No       NA            Height:_____ft ____in   Weight_________lbs    A1C_______________

PCP Appointment:     Yes     No       NA		Behavioral Health Appointment:       Yes       No      NA	


Pap Smear:       Yes     No       NA      		Eye Exam:      Yes       No       NA	Flu Shot:      Yes     No   	
											(Flu Season: October to late May)
Shingles Shot:      Yes     No  			Pneumonia Shot:      Yes     No						
 
Mammogram:       Yes     No       NA            		Dental Exam:      Yes      No       NA				
(Breast Cancer Screening Ages 50-74)

Diabetic       Yes     No    If yes continue		Podiatrist Exam	     Yes      No											AIC test		     Yes      No
							Cholesterol test	     Yes      No
							Kidney Function test	     Yes      No
							Diabetic Eye exam 	     Yes      No				

COPD/Asthma:      Yes     No  	If yes continue	 		Spirometry testing:	      Yes      No				
Number of Emergency Department Visits in the last 12 months:	    0	1-5	5-10	10-20 	20 or more	
*PCP/BH  Follow-up visit completed within 7 days of ER visit				(Circle One)				

Emergency Department and/or Hospitals utilized: _____________________________________________________	
							
Number of Hospitalization in the last 12 months:		0     1-5     5-10     10-20     20 or more		
*Follow-up after hospitalization for mental illness within 7 days of discharge				(Circle One)					
*PCP Follow-up within 7 days of discharge	
Nutrition

How many times a day do you eat/drink the following?
								
Fruits/Vegetables:    0    1-2    3-4   +4        			Whole Grains:  	0    1-2    3-4   +4		
 		      	 (Circle One)		             		               				          (Circle One)				
Fried or High Fat:     0    1-2    3-4   +4				Sugar/Beverages:  	0    1-2    3-4   +4		
			(Circle One)								          (Circle One)				
Caffeine Use:          yes         no   		Frequency:        Daily        Weekly       Monthly         1-2       2-4      +4		
												(Circle One)	

How many meals do you eat in a day?	1	2	3	4	+4												(Circle One)	

Appetite Changes:      Increase      Decrease      None	

Weight Changes:      Weight Gain      Weight loss        None


					Physical Activity/Mobility

Preference:	____________________________________________________________________________________

Mobility:__________________________________________________________________________________________

Number of days per week:	0	1	2	3	4	+4
					(Circle One)				

Number of minutes per day:	<15	30	60	+60	
					(Circle One)

Social History/Hobbies

Do you have any hobbies you like to participate in?  	      Yes     No  
			
What are your hobbies?_______________________________________________________________________________

What do you like to do for fun?_______________________________________________________________________

Do you have pets?_____________________________________________________________________________________

If yes, do your pets play a supportive role in your life?_______________________________________________

Alcohol/Drug Use

Smoking (Cigarettes/Other types of Tobacco/Cigars/Pipes): 	Packs per Day:  1	2	+3		
			(Circle One)									(Circle One)			
How long:  1 year   5 years   10 years   +10 years		Interested in stopping?        yes       no			
			(Circle One)												
Smoking Cessation Attempted:	     yes       no 	Smoking Cessation Date:		 

Quit Date:					Method used to Quit:_____________________________________

Smokeless Tobacco:	     yes       no 		Smokeless Tobacco Quit Date:			

Drug Use:      Meth	    Opiates	    Cocaine	    Pot		    Other					

Alcohol Use:	    yes	    no		Frequency:	      Daily	      Weekly	       Monthly	

Drug/Alcohol/Behavioral Screening completed:	    yes	    no	         declined       

If yes, which screenings are completed: 
 
      GAD7 – General Anxiety Disorder Scale
      PHQ-9 – Depression Patient Health Questions
      CAGE – Alcohol Detection Questionnaire
      DAST –10 – Drug Abuse Screening Test 
      SBIRT – Screening, Brief Intervention, and Referral to Treatment
 
      Other:_____________________________________________________________________________
Sleep
			`												
Difficulty Falling or staying Asleep:        yes         no      		# of hours each night: 	      0-4      5-6       6-8  		
												(Circle One)
	
Medical History (symptoms within last 12 months)
	Psychiatric
	
	Eyes, ENT, & Mouth
	
	Cardiovascular
	
	Stomach & Bowel
	
	Genitourinary
	

	Visual Hallucinations
	
	Hearing Aids
	
	Heart Palpitations
	
	Abdominal Pain
	
	Leaking Urine
	

	Auditory Hallucinations
	
	Dental Pain
	
	Chest Pain
	
	Flank Pain
	
	Up at night urinating
	

	Depression
	
	Vision Changes
	
	
	
	Vomiting
	
	Incontinence
	

	Mood Swings
	
	Hearing Changes
	
	Musculoskeletal
	
	Diarrhea
	
	Frequent Urination
	

	Feelings of Sadness
	
	
	
	Tingling to Hands
	
	Constipation
	
	Painful Urination
	

	Delusions
	
	Respiratory
	
	Muscle Weakness
	
	Indigestion
	
	Burning with urination
	

	Intrusive Thoughts
	
	Snoring
	
	Joint Stiffness
	
	Heartburn
	
	
	

	Feeling Anxious
	
	Coughing Frequent
	
	Joint Pain
	
	
	
	Neurological
	

	
	
	History of Pneumonia
	
	Swelling
	
	Endocrine
	
	Headaches
	

	
	
	Shortness of Breath
	
	Muscle Pain
	
	Poor Wound Healing
	
	Numbness to Extremities
	

	
	
	Wheezing
	
	
	
	Intolerant to heat
	
	Pain to extremities
	

	
	
	
	
	
	
	Intolerant to cold
	
	
	



Family/Self History
	Schizophrenia
	
	Substance Use Disorder
	
	High Blood Pressure
	
	PTSD
	
	Major Depression
	

	Bipolar
	
	Psychosis not otherwise specified
	
	Personality disorder
	
	Delusional disorder
	
	Generalized Anxiety Disorder
	

	Panic Attack
	
	Social Anxiety Disorder
	
	Diverticulitis
	
	Seizures
	
	High Cholesterol
	

	COPD: Emphysema/Chronic Bronchitis
	
	Asthma
	
	Heart Disease
	
	Gout
	
	Peripheral Neuropathy
	

	Acid Reflux
	
	Cancer
	
	Thyroid Disease
	
	Diabetes #1/DDM
	
	HIV/AIDS
	

	Arthritis
	
	CVA/TIA
	
	Dementia
	
	Alzheimer
	
	Diabetes #2/NIDM
	

	Hepatitis
	
	Fibromyalgia
	
	Peripheral Vascular Disease (PVD)
	
	
	
	
	

	Hepatitis
	
	Fibromyalgia
	
	Peripheral Vascular Disease (PVD)
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	



Hospitalization/Surgery 
	Reason
	City/State/Provider
	Year

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	



*Follow-up after hospitalization for mental illness	*PCP Follow-up within 7 days from discharge

Preferred Pharmacy													

Allergies to medication, food, tape, latex, soap, seasonal and/or other:

														_______

	_______________________________________________________________________________________________________________
Medication Reconciliation (list all over the counter, vitamins, herbal and prescription medications)
 
	Medication 
List the names of any medications you are taking. Please include any over the counter medicines 
	Strength 
List the strength of each tablet, capsule, liquid, powder, etc. 
	Dose 
How much are you taking? 

(number of tablets, capsules, units, etc.) 
	Frequency 
How often do you take the medication? 

(daily, twice a day, monthly, morning, evening, bedtime, etc.) 
	Route 
How are you taking this medication? 

(by mouth, injection, patch, etc.)
	Taken for
Indicate the condition this medication is used for or prescribed to treat

	Example: Toprol
	100mg
	1 tablet
	every day at bedtime
	By mouth
	High blood pressure

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	



Medication list reviewed by PCP Consultant, Psychiatrist Consultant, PCP Provider or Nurse:         yes         no      

Notes/follow up: _____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


_________________________________________	____________________________
Completed by Signature			Date	
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Health Home Partners must be diligent to coordinate care with providers who delivering and/or manage HCBS (Home and Community Based Services) services for members on a waiver.  For more information on HCBS Waivers please visit the KDADS website at https://www.kdad.ks.gov/.  

Members participating in the Health Homes Program may have also qualified to receive additional services available through a waiver.  The MCOs have dedicated associates who review and authorize waiver service needs.  Please contact the MCO with questions related to authorized waiver services. 

HCBS Waivers:

· Intellectual/Developmental Disability (I/DD)
· Physical Disability (PD)
· Frail Elderly (FE)
· Autism
· Severely Emotionally Disturbed (SED)
· Traumatic Brain Injury (TBI)
· Technology Assisted (TA)
V. [bookmark: _Toc434475142] Health Action Plan 

The Health Action Plan (HAP) is a tool to document goals that the member will pursue within the Health Home. The HAP is developed in a face-to-face meeting with the member, Care Manager or Coordinator with the Health Home, and anyone else the member chooses to include in the process. A comprehensive assessment is completed prior to or during the development of the HAP. The Health Home Partner will utilize the information gathered during the holistic assessment, screenings, and face to face visit to complete the HAP. The Health Action Plan is the summary of your findings and provides the identified gaps or unmet needs and is not intended to replace specific treatment plans or person centered support plans that are already required. The HAP also documents the proposed process that will be used to assist the member in achieving their goals, as well as progress made in achieving the goals. The Health Action Plan is then shared (via email, fax or standard mail) with all identified providers (and MCOs as applicable) who are also engaged in the member’s care.  

The Health Action Plan (HAP) is a tool developed by the member, Lead Entity, HHP, and others who will be involved, to document goals the member will pursue within the Health Homes, and the progress toward meeting those goals. Each Health Homes member is required to have a HAP.  The expectation is that a HAP will be completed within 90 days of the HHP making contact with a member. The HAP is developed by the member with the assistance of the Health Homes Care Coordinator, with input from others who are participating in the Health Homes, including those people the member chooses to include in the process. Attempts to complete a HAP within the 90 days should be documented fully. 

Any attempts at outreach or member engagement leading up to, but falling short of HAP completion should be detailed in the member’s records. A HAP can only be considered complete if it has been reviewed face to face with a member. 

Basic HAP initiation and completion criteria is as follows:

· HAP initiation is required within 90 days of the HHP making contact with a member.

· HAP initiation at minimum includes completion of Sections 1-3 of the HAP, excluding the Behavioral Health subsection of Section 3 and does not require a face to face encounter with the member. 

· Members with no initiated HAP after 6 months (month 7 forward) may be subject to claims payment recoupment based upon clinical record review by the MCO.

· Completed HAPs should be reviewed face to face at least once every 90 days. Updates should be applied as needed to demonstrate the member’s progress toward stated goals. 
[bookmark: _Toc434475143]Grid of Activity Timeframes

The following HAP timelines are the minimum standard and should not be the standardized approach taken by HHPs.  It is the expectation that HHPs actively engage with members to initiate and complete the HAP as quickly as possible.  The following provides guidance for members who are difficult to fully engage.

During the first 30 days after assignment of member to a HHP  outreach attempts should be made (following the good faith guidelines) and a one-time submission of a HH claim for the attempt (if no contact with the member is made) is submitted.  If no contact is made with the member by phone or in person, no further HH claims may be submitted.  HHPs that choose not to refuse members that were unable to be reached during the first month’s outreach attempt are strongly encouraged to consider minimizing the number of outreach attempts without making contact to no more than 3 months (2 of which are not reimbursable).  

If contact is made then the member is considered engaged and up to three months of outreach is reimbursable, including the initial month in which the first contact occurs.

Good Faith Effort reimbursement and reimbursement for an engaged member are separate and do not overlap.

If contact is made with the member by phone or in person any time during the first 3 months but the member is not fully engaged, the HHP should continue to work on establishing trust/rapport so as to complete the assessment, screenings, gap in care reviews and then initiate the HAP. All contact should be very clearly documented in the system of record to show evidence of attempts to fully engage the member and complete the HAP. 

If the HHP is successful in engaging the member during months 4-6 and the HHP can demonstrate progress in assisting the member in achieving any level of improved well-being or improvement in the level of engagement the HHP should continue to fully engage the member. The HAP should be initiated no later than the end of the 6th month and available for the MCO to review as needed on an ongoing basis. Submission of the HAP to the MCO may be requested.

By month 7 the HHP should be fully engaged with the member and the HAP should be completed. A HHP that is engaged with a member after month 7 but has not completed the HAP will be subject to MCO medical record review as deemed necessary by each MCO. 

HAP reviews should be completed a minimum of every 90 days to assess for changes in demographic or contact information, providers, health status, benefit/waiver services, medications and achievement of goals.  The HHP should update the HAP as needed, provide copies to all providers participating in the member’s care and submit the update to the MCO as appropriate.  If no changes are noted during the 90 day review then the HHP should document as such in the system of record.  

	Time Period
	Good Faith Effort
	Engagement Only
	Full Participation

	Month 1
	Attempt
	Engagement
	Engagement

	Month 2
	X – No additional payment
	Engagement
	Engagement

	Month 3
	X – No additional payment
	Engagement
	Engagement

	Month 4
	X – No additional payment
	X – No additional payment
	HAP Initiation

	Month 5
	X – No additional payment
	X – No additional payment
	HAP Initiation

	Month 6
	X – No additional payment
	X – No additional payment
	HAP Initiation

	Ongoing
	X – No additional payment
	X – No additional payment
	HAP Completion and Updates



[bookmark: _Toc434475144]SMART GOALS

The goals on the Health Action Plan should be related to the member’s self-identified barriers, unmet needs or desires for better health and wellness and should follow the SMART goal methodology.
 
S= Specific, what exactly will be done

M= measurable, how will you know the goal has been achieved?

A= achievable, is the goal written in a way that makes sense and appropriate for that particular person

R= realistic, is it too hard, too long of a time frame, or maybe too easy?

T= timely, is the deadline/timeframe appropriate for the goal and the member?

Example of a SMART goal: Earleen will choose one Primary Care Physician (PCP) to oversee her medical care and make an appointment to have a diabetes check by March 31, 2015.

Please visit the Kelty Mental Health Resource Center website, Healthy Living tab for more information, tools, and resources to assist Care Coordinators and members in developing SMART goals: 

http://keltymentalhealth.ca/healthy-livingits-everyone/tools-resources/my-healthy-living-pinwheel








VI. [bookmark: _Toc434475145]Quality Improvement

Quality Improvement is outlined as a requirement in the KanCare Health Homes Program Manual (SMI) Section 2.3, Item 6.g. (page 22):

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

Quality improvement (QI) consists of systematic and continuous actions that lead to measurable improvement in health care services and the health status of targeted patient groups. For more information on quality improvement please visit the Institute for Healthcare Improvement website: 

http://www.ihi.org/resources/Pages/HowtoImprove/default.aspx

Four Key Principles in Successful QI:						

· QI work as systems and processes
· Focus on patients
· Focus on being part of the team
· Focus on using the data
[bookmark: _Toc434475146]Plan, Do, Study, Act (PDSA)

You can use plan, do, study, act (PDSA) cycles to test an idea by temporarily trialing a change and assessing its impact. The first step to transforming your Health Home is implementing a Quality Improvement (QI) strategy.
A QI strategy:

· Is essential to making system wide changes
· Ensures changes are sustainable over time
· Works best when all members of the care team are engaged and empowered in the process
· Can only be imbedded into the Health Home culture when it has leadership support
[bookmark: _Toc434475147]Step One – Thinking
Before you begin a quality improvement plan, think about these 3 questions:

1. What are you trying to accomplish?
· Create an aim statement.
· Set clear and focused goals.
· Identify a promising change – one that can address an issue important to your Health Home.
2. How will you know a change is really an improvement?
· Determine which measures will assess progress toward your aim statement.
· Design the change so you can test it by analyzing the data you collect before, during and after.
3. What changes can you make that will result in improvement?
· Brainstorm ways to achieve your aim statement.


Four steps to take before testing the change:

1. Collect baseline data on the indicator you wish to improve 
2. Determine the target population and location
3. Establish a clear goal 
4. Select a change leader and team responsible for developing and implementing change ideas
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Systematically test an idea by putting the change into effect on a temporary basis and evaluating its impact.
Plan
1. List the tasks needed to execute the test. Write the steps you will take in this cycle. 
2. Predict the outcome.
3. Select measures to determine whether the prediction succeeded.
Do
Now it’s time to execute your test. Try the change for a short period of time (e.g., two weeks) and
with a limited population. Only make one change at a time, so you can determine which change is actually making an impact.

What did you observe? Write down any problems and unexpected observations, and analyze the data you collected. Data may include how the patients reacted, how staff reacted, how the change fit in with your system or how patient flow changed. Did everything go as planned? Did you have to modify the plan?
Study
Compare predicted results with your actual results. Record what worked well and what did not. What did you learn? Did you meet your measurement goal? Did the change result in an improvement? Why or why not?
Act
Use the results to decide on your next steps. What did you conclude from this cycle? Was the change beneficial to staff,
clients and/or the Health Home? Should the change be increased in scope or tested under different conditions? Should the change be adopted, adapted or abandoned? What will we do in the next testing cycle?

PDSA cycle templates are available online and/or may be developed by the Health Home Partner.  It is very important to document each of the steps of the PDSA cycle. The following PDSA Worksheet for Testing Change is available on the Institute for Healthcare Improvement website.  

Quality Improvement includes both “tracking metrics” as well as the “utilization” of these metrics or indicators in a “quality process conducted.” The Health Home decides and uses best practices to find and utilize the metrics applicable and the length of time the process will be conducted based on their population’s health needs.  HHP should have more than one Quality Improvement Process per year. 
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AIM: HHP will achieve a passing score on MCO audit for documentation.

	Describe test of change
	Person Responsible
	Location and Deadline for Completion

	Health Home Manager will implement a strategy to ensure core documentation elements are a part of the notes completed by the Health Home team.
	Health Home Manager
	Health Home Department,  10/1/15

	
PLAN:


	Tasks
	Person Responsible
	Deadline for Completion

	1.  Re-train all HH staff regarding core documentation elements for Comprehensive Care Management and Health Promotion using the KanCare SMI HH Manual.
	Health Home Manager
	9/1/15

	2. Implement an audit process for documentation quality control (specifically that dates of service match dates of claims and that start time and end time of each encounter are included on every note)
	Health Home Manager
	9/30/15

	3. Create a documentation template for use by Health Home staff when completing monthly documentation.
	Health Home Manager
	9/1/15

	4. Create a quick reference guide for use by Health Home staff on the steps needed to complete a Health Home service.
	Health Home Manager
	9/1/15



DO: 

All of the action steps were completed as expected. Audits were completed the first week of October using the audit worksheet that contains all of the criteria.

STUDY: 

· Compare predicted results with your actual results? We expected that everyone would pass the audits because we’ve provided training and documentation tools to help them be successful.  We found that we need to provide more training regarding how to document activities for Comprehensive Care Management.
· What worked well and what did not? The documentation template and the quick reference guide worked well but we need to modify them to add more detail for comprehensive care management.  The audit worksheet worked well but we need to add a “total score” field.  The process to identify records to audit did not work well because we don’t have an automated method to identify HH services delivered by our staff.  We will need to identify a more efficient process to identify HH services within our EMR/EHR that were delivered by staff.
· What did you learn? Auditing for quality control takes a lot of time and energy but it pays off in the end.  The data we collected gives us a specific actionable item to address.
· Did you meet your measurement goal?  No. We intended to have a passing score for each of the documentation reviews for each service.  We did not achieve a passing score for comprehensive care management because our documentation template was missing a couple of key elements that were provided during our training.
· Did the change result in an improvement, why or why not? Yes, we see an improvement in in the quantity and quality of documentation for our team.  As this was the first month for measurement and scoring of performance, we will continue to track and trend the results of future audits. If we are asked to demonstrate the level of involvement for a particular member, it is very clearly documented in our system. 

ACT: 

· HH Manager will retrain the entire team on the criteria needed to achieve a passing score for comprehensive care management by November 5, 2015
· HH Manager will revise the documentation template and audit worksheet to include the identified missing elements to assist in meeting the standards by November 5, 2015.
· HH Manager will work with the EMR team or claims department to determine a more efficient method of identifying HH services rendered by the HH team by November 15, 2015.
HH Manager will perform audits again on November 30, 2015 to assess for compliance with the revised comprehensive care management documentation criteria that will result in a passing score























VII. [bookmark: _Toc434475151]Quality of Care 

The Health Homes quality program incorporates federally required reporting for eight mandated areas comprised of hospital admission, chronic disease management, coordination of care, program implementation, processes and lessons learned quality and clinical outcomes, cost savings and admissions to skilled nursing facilities.

Health Home Partners demonstrate the intensive care coordination model through establishing an integrated and highly collaborative team of professionals.  These professionals serve as leaders supporting enhancements to the quality of care standards within their own organizations while also serving as strong member advocates.  The MCOs provide support to these teams and work closely with each team to help prevent duplication of services, promote collaboration between providers in the care network, and increase member self-management of their health. 

Health Home Partners are encouraged to utilize evidence-based guidelines, health information technology and clinical decision-supports to ensure appropriate and effective healthcare delivery and develop or modify care based on member’s response to interventions. Establishing a quality Health Home program includes developing and implementing coordination guidelines, assessment criterion, operating procedures, and reporting metrics to inform quality improvement programs or other functional areas. Care Coordinators utilizing new or improved strategies will assess each member’s needs, self-management skills, and any gaps in care and/or missed opportunities to provide care or treatment. 
[bookmark: _Toc434475152]Quality Metrics 

In addition to quality metrics Health Home Partners may develop, the Health Homes quality program incorporates federally required reporting per direction of CMS in the Core Set of Health Care Quality Measures for Medicaid Health Home Programs (March 2014) and the State of Kansas in the Kansas Health Homes Quality Goals and Measures as referenced in Appendix C: KanCare Health Homes Program Manual – Serious Mental Illness. The CMS Health Homes core set of quality measures will be used to evaluate care in each state that has participating Health Homes programs providing benchmarks and indicators for program evaluation. States will report on the Health Home core measures as well as other goals and measures identified by individual states. 

State Medicaid Director Letter: http://www.medicaid.gov/Federal-Policy-Guidance/downloads/SMD-13-001.pdf

CMS HH Tech Specs: http://www.medicaid.gov/state-resource-center/medicaid-state-technical-assistance/health-homes-technical-assistance/downloads/health-home-core-set-manual.pdf

Appendix C: KanCare Health Homes Program Manual – Serious Mental Illness: http://www.kancare.ks.gov/health_home/download/KanCare_Health_Homes_Program_Manual_SMI.pdf

Many of the Health Homes Goals and Measures are the same as or similar to HEDIS (Healthcare Effectiveness Data and Information Set) measures.  HEDIS is a widely used set of performance measures in the managed care industry, developed and maintained by the National Committee for Quality Assurance (NCQA). HEDIS was designed to allow consumers to compare health plan performance to other plans and to national or regional benchmarks. HEDIS data are collected through surveys, medical charts and insurance claims for hospitalizations, medical office visits and procedures. The MCOs utilize established HEDIS databases and other tools to calculate the HEDIS-like Health Homes Quality Goals and Measures for the program. 
Please visit the NCQA website to read more about HEDIS: http://www.ncqa.org/HEDISQualityMeasurement/WhatisHEDIS.aspx

The MCOs may provide health outcomes data for members assigned to your Health Home. The MCOs gather health outcomes using claims data, Health Action Plan data, and chart reviews as needed. This information can be utilized to develop outreach and engagement strategies, guide care planning and health promotion activities, and to initiate quality improvement projects in alignment with the four goals of the program.  HHPs should establish processes to assess for and provide follow up care such that the following key health outcomes are appropriately managed for each member assigned by the MCO.
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· Reduce utilization associated with inpatient stays
· Measure: Decrease in institutional care utilization 
(The number and percent of members utilizing inpatient psychiatric services, including state psychiatric facilities and private inpatient mental health services.)

· Measure: Inpatient Utilization—General hospital/Acute
(All acute hospitalizations maternity, mental health, surgery, medicine)

· Plan- All Cause Re-admission
(Count the number of Index Hospital Stays, discharge, then a readmission within 30 days for each age, gender, and total combination)

· Ambulatory Care-Sensitive Condition Admission
(Total number of acute care hospitalizations for the following ambulatory care sensitive conditions)
· Diabetes- short term complications, long term complications, uncontrolled, lower extremity amputations
· COPD/Asthma
· Hypertension
· Heart Failure
· Angina without procedure

· Improve Management of Chronic Conditions
· HBa1C Testing
(An HbA1c test performed during the measurement year as identified by claim/encounter or automated laboratory data.) 

· LDL-c screening
(An LDL-C test performed during the measurement year as identified by claim/encounter or automated laboratory data.) 

· Follow-up after hospitalization for mental illness
(Members 6 years of age and older with a principal mental health diagnosis who are discharged from an acute inpatient setting will have an outpatient visit, intensive outpatient encounter, or partial hospitalization with a mental health practitioner within 7 days after discharge.)

· Adult body mass index (BMI) assessment
(Members 18-74 of age who had an outpatient visit and body mass index documented during the measurement year or the year prior to the measurement year) 

· Screening for clinical depression and follow-up plan
(All patients 18 years and older screened for clinical depression using a standardized tool, the PHQ-9 for example, and who had a follow-up visit when indicated by a positive result.)  

· Controlling high blood pressure
      (Patients 18-85 with hypertension whose BP is less than 140/90 and are controlled.)

· Improve Care Coordination
· Increased Integration of Care
(The number of members who reported, through the HH member survey tool, a moderate or high level of clinical integration of care between their HH care coordinator and other service providers.)

· Initiation and Engagement of Alcohol and Other Drug Dependence Treatment
(Percentage of adolescents (13+) and adults members with a new episode of alcohol or other drug dependence who received treatment through an inpatient admission, outpatient visit, intensive outpatient encounter, or partial hospitalization within 14 days of diagnosis.) 

· Tobacco use assessment
(Percentage of patients aged 18 and over who were queried about any and all forms of tobacco use at least once within 24 months) 

· Improve transitions of care among primary care and community providers and inpatient facilities 
· Inpatient Utilization—General hospital/Acute Care
      	(All acute hospitalizations maternity, mental health, surgery, medicine) 

· Care Transition- Transition Record Transmitted to Health Care Professional
(Patients for whom a transition record was transmitted to the facility or primary physician or other health care professional designated for follow-up care within 24 hours of discharge.) 

· Follow-up after Hospitalization for Mental Illness
(Members 6 years of age and older with a principal mental health diagnosis who are discharged from an acute inpatient setting will have an outpatient visit, intensive outpatient encounter, or partial hospitalization with a mental health practitioner within 7 days after discharge.) 





[bookmark: _Toc434475154]Evidenced Based Practice

Evidence-based practice is defined as the practice of health care in which the practitioner systematically finds, appraises, and uses the most current and valid research findings as the basis for clinical decisions.
 http://medical-dictionary.thefreedictionary.com/evidence-based+practice

Health Home Partners may utilize any valid source of evidence based guidelines/evidence based practice to develop strategies to ensure the delivery of high quality healthcare to members assigned to the Health Home. The MCO websites offer evidence based practices guidelines and/or Health Home Partners may visit the Agency for Healthcare Research and Quality website at http://www.ahrq.gov/professionals/clinicians-providers/guidelines-recommendations/index.html to obtain care specific guidelines.

Health Home Partner teams may choose create disease specific care protocols and checklists based upon evidence based guidelines. This practice provides a standardized method of ensuring each team member is consistently gathering appropriate health data for each member based upon the member’s current or at risk health status. The identification of gaps in chronic disease management based upon evidence based guidelines is then addressed during the delivery of Health Homes core services: comprehensive care management, care coordination, health promotion, transitional care, referrals to services and/or member and family support 

The PCP Consultant and the Psychiatrist consultant provide support through the provision of clinical oversight of the Health Homes team, complex member case reviews and the development of clinical quality improvement strategies, for example. 
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Health Home Partners are encouraged to use evidence-based guidelines, health information technology and clinical decision-supports for appropriate and effective healthcare delivery and develop or modify care based on member’s response to interventions.  HHPs are not expected to deliver all health care services to a member, but instead should identify needed care and services and provide the member with information and assistance in obtaining care.  Member outcomes and program quality goals and measures are assessed by the MCO using both claims data and medical record reviews. 
 	
The following is an example of how a HHP may use evidence-based guidelines, health information technology and clinical decision supports to ensure a member is receiving high quality health care services.

Member John Smith has a qualifying diagnosis of schizophrenia and is assigned to a HHP.
· The HHP outreaches to John and schedules a time to meet and perform the holistic assessment, depression screen and substance use screen.
· Meanwhile, the HHP accesses the member’s record in the MCO portal and/or Health Information Exchange (KHIN/LACIE) to review the services John has received and any other information that is accessible.
· The HHP contacts providers who are caring for John to request records, if needed.
· The HHP begins to populate the HAP with information gathered anticipating  the scheduled HAP meeting with John.
· The HHP meets with John to verify the gathered information on the HAP and verifies the information accuracy before completing the remainder holistic assessment and associated screenings.
· The HHP verifies John has been diagnosed with schizophrenia and according to the guideline for treatment and management of this condition, found here http://www.samhsa.gov/topics/behavioral-health-treatments-services/treatments-mental-disorders; John is receiving appropriate care through the local CMHC. There is no follow-up needed related to this condition and the HHP will continue to review John’s progress in managing his condition.
· The HHP verifies John has type II diabetes but has not received care and treatment as recommended for this condition, found here http://www.joslin.org/info/comprehensive_diabetes_checklist.html.  John needs to have a PCP visit to have a diabetes annual checkup.
· The HHP helps John make the PCP appointment, secures transportation, and accompanies John if necessary.  The HHP provides the PCP with a copy of the holistic assessment findings and the HAP to help the PCP determine the best course of treatment for diabetes.  
· The HHP helps the member understand his diagnosed conditions and how to manage his own health after the providers have assessed him and prescribed treatment regimens. The HHP works closely with John and provides updates to the CMHC and the PCP as John makes progress in managing his own care. If John experiences any issues in adhering to his treatment plans the HHP works with the providers to help John achieve better health by revising health goals so John is able to manage his care by himself.
· The HHP is successful when John has learned to manage his conditions without HHP intervention: 
· John is accessing follow-up care according to condition specific guidelines or provider recommendations;
·  John has achieved good health (diabetes is controlled and schizophrenia is controlled); 
· John has the appropriate systems and supports in place in the event he requires intensive care coordination assistance again in the future.
· The HHP documents his/her activities to review  all medical records, conduct assessments, conduct screenings, make referrals to services, perform care coordination activities and any other care management activities in the system of record as these records may be used for measure validation.

One measure of HHP success is determined by reviewing member health outcomes data for each of the members assigned to the HHP.  The focus is the health conditions and related services that are listed in the HH Quality Goals and Measures. Each measure has criteria that is required to be present in the member’s chart or submitted via a claim to be considered valid towards the measurement.  All rendering providers should document thoroughly in the medical record and code the claim with all applicable codes to ensure the MCO is able to validate the measure has been met.

It is strongly recommended that HHPs implement using  CPT® Category II codes. CPT II codes reduce the administrative burden many providers experience related to chart reviews for many health outcome measures. Using these codes enables more effective monitoring of quality and service delivery.

Measuring some Health Homes Quality Goals and Measures requires medical record review if sufficient claims data are not available to determine if a measure has been met.  The MCO may request records from the HHP (including the HAP and progress notes), PCP or other providers of care to determine if services rendered have met requirements. 

HHPs should regularly perform reviews of member visits to healthcare providers to confirm care was rendered consistent with evidence based guidelines. Additionally, medical record reviews confirm the provider has actually rendered care and services. The following are some examples of required documentation for diabetes care, hypertension, and assessment of BMI. Please refer to HEDIS guidelines for additional information for other measures.


CDC- Comprehensive Diabetes Care
Members 18-75 with type 1 and type 2 diabetes who received proper testing and care for diabetes during the measurement year.

Documentation must include: 
· Hemoglobin A1c *
· Blood pressure*
· Nephropathy: urine tests/ACE/ARB prescription, or visits to nephrologists
· Retinal eye exam (during the measurement year or year prior)

*Date and result of last screening in the measurement year

Common chart deficiencies:
· Incomplete information from consultants in the primary care provider PCP charts
· Incomplete information related to yearly lab testing results

CBP- Controlling High Blood Pressure
Members 18-85 years old with diagnosis of hypertension prior to June 30 of the measurement year

Documentation must include:
· Date of hypertension diagnosis on or before June 30 of the measurement year
· Last BP reading (date and result) in the measurement year

Diagnosis can be from progress note, problem list, consult note, hospital admission, or discharge

Common chart deficiencies:
· Rechecked elevated pressures during the same visit not documented
· Diagnosis date of hypertension not clearly documented

ABA- Adult BMI Assessment
Members age 18-74 who had an outpatient visit with BMI documented during the measurement year or the year prior

Documentation must include:
· BMI- date and value
· Weight- date and value (must be measured, not member self-reported)
· May use BMI percentile for members younger than 19 years of age on date of service

Common chart deficiencies:
· Height and/or weight are measured and documented but there is no calculation of the BMI
· Ranges and thresholds are not acceptable for this measure – a distinct BMI value or percentile is required






[bookmark: _Toc434475156]MCO Quality/On-Site Reviews 

The MCOs have jointly developed a list of situations that would signal to them that a HHP might be underperforming either in a Health Homes process or quality area. 

Note: Each of the MCOs may also have specific performance indicators used to monitor HHP performance.

	MCO
	Amerigroup
	United Healthcare
	Sunflower

	Audit Tools Used to Evaluate HHPs
	Health Homes Assessment
  Report                                    HHP Documentation
  Reviews                                  HHP HAP Reviews                                             HHP Quality Report
  Spreadsheets
	Health  Home Audit Scoring   
  Tool
Random Record Request
High Utilizer Reports
Regular Quality Reporting
UHC Staffing Survey
	Health Home Partner On-
  Site Review Tool Randomized Record Review Health Home Partner Survey  

	MCO Feedback of HHP Performance
	Monthly Oversight Calls
Ad Hoc Site Visits
PDSA Worksheets
Administrative Notice Letter
Corrective Action Plan
	JOC
	HHP Teleconference 
On-site Reviews
Individual HHP Site Visits


[bookmark: _Toc434475157]HHP Evaluation Criterion 

	HHP Performance - Processes  

	CRITERIA
	Amerigroup
	United Healthcare
	Sunflower

	Professional staffing requirements maintained 
	Assessment Report: Staffing report section
	Scoring Tool: Program Structure- Staffing

UHC Staffing Survey
	HHP Teleconference 
On-Site Reviews

	Provision of contractual services 
	Assessment Report: Performance review, claims history
	Managed via JOC

Scoring Tool: Standards for Activity and Record Documentation
	Claims history
KKMAR
On-site reviews 

	Service delivery file documentation 
	Assessment Report: Documentation section
	Scoring Tool: Standards for Activity and Record Documentation
	Randomized File Review: Quality of Documentation

	Submission of timely and accurate claims for HH services 
	Assessment Report: Performance review, claims history
	Managed via JOC for Operation Barriers/Concerns

Correct Coding:
Scoring Tool: Standards for Activity and Record Documentation
	On-Site Review: Timeliness and accuracy 
  of claims

	Contractual compliance 
	Assessment Report: Performance review, Identified HHP barriers/challenges
	Failure to respond/submit requested data. Either via Audit on ongoing record requests
	Monthly Reporting 
Pre-Onsite Requests

	Implementation of an Electronic Health Record  
	Assessment Report: EHR information section
	Scoring Tool: HHP Requirements #8
	Monthly Reporting  Record Documentation 

	Maintenance of HH enrollee membership 
	Assessment Report: Performance review, claims history
	Random Record Requests

Scoring Tool: Standards for Activity and Record Documentation
	N/A

	Contact with enrolled members 
	Assessment Report: Performance review, claims history
	Claims Monitoring, Random Record Requests

Scoring Tool: Standards for Activity and Record Documentation
	Outreach and Engagement: Documented Outcomes

	Collaboration with other providers and/or MCO 
	Assessment Report: Partnerships section, Performance Review section
	Random Record Requests

Scoring Tool: Standards for Activity and Record Documentation
	N/A

	Submission of data/reports as required  
	Assessment Report: Performance Review, Interactions with AGP Health Home Office section
	Scoring Tool: Joint Requirements h, h1, h2
	Monthly reporting Teleconferences
On-Site Reviews

	Participation in required trainings/meetings 
	Assessment Report: Provider education section
	JOC, WSU Learning Collaborative

Scoring Tool: HHP Requirements 3
	Learning Collaborative 
  Webinar participation

	Payments to  I/DD TCM providers according to the State guidelines
	Assessment Report: Subcontractors, Partnerships section
	Scoring Tool: I/DD Compliance 1a
	Teleconference
On-Site Reviews Compliance

	HHP Performance - Quality  	

	Documentation quality 
	Assessment Report: Documentation section                                                                HHP Documentation Reviews
	Random Record Requests

Scoring Tool: Standards for Activity and Record Documentation
	Randomized Record 
  Requests
Quality of Documentation On-site reviews

	Use of evidence-based guidelines or care guidelines  
	Assessment Report: Clinical outcomes, Service Goals, documentation sections                     HHP Documentation Reviews                               HHP HAP Reviews
	Random Record Requests

Scoring Tool: Standards for Activity and Record Documentation
	Utilization of SMART 
  goals
Service provision
Health Homes Quality 
  Goals and Measures

	Provision of timeline care 
	Assessment Report: Performance review, claims history
	Random Record Requests

Scoring Tool: Standards for Activity and Record Documentation
	Quality Improvement 
  Plan and Process 
Follow-up after 
  Hospitalization Screenings
Health Action Plan Policy  Record Documentation

	Enrollee/member complaints
	Assessment Report: Performance Review, Reported grievances or complaints
	Critical Incident and Member Grievances
	Critical incidents, complaints or members grievances

	Targeted improvements in service  delivery from baseline as determined by completion of PPT
	HHP Quality Report Spreadsheets (Quarterly distribution)
	N/A
	Health Homes Quality 
  Goals and Measures

	Use of use of HIT as provided by the MCOs
	Assessment Report: Systems and Resources section                                           HHP Documentation Reviews
	Scoring Tool: Joint Requirements h, h1, h2
	Monthly Reporting 
On-Site Reviews

	Sufficient evidence supporting holistic care 
	HHP Documentation Reviews                                HHP HAP Reviews                                            HHP Quality Report Spreadsheets
	Random Record Requests

Scoring Tool: Standards for Activity and Record Documentation
	Core Services Provision  Quality of Documentation 

	Targeted improvements on HH Quality Goals 
	Assessment report: Service Goals sections                                                      HHP Quality Report Spreadsheets
	JOC
	Teleconferences 
On-Site Reviews

	Adequate response to clinical needs of assigned members
	HHP Documentation Reviews  
HHP HAP Reviews                                            HHP Quality Report Spreadsheets
	Random Record Requests

Scoring Tool: Standards for Activity and Record Documentation
	Teleconference
Health Action Plans
File and Documentation 
  Reviews

	Adequate supports provided to member and/or providers during periods of transition of care
	HHP Documentation Reviews 
HHP HAP Reviews                                            HHP Quality Report Spreadsheets
	Random Record Requests

Scoring Tool: Standards for Activity and Record Documentation
	Health Homes Quality 
  Goals and Measures Follow-up after 
  Hospitalization
File Reviews


















VIII. [bookmark: _Toc434475158]Health Homes Form Processing Timelines
[bookmark: _Toc434475159]HHP Initiated Changes

	Change Type
	HHP Action
	Monthly Cutoff Date
	Received
	Effective
	Example
	Form/Resource

	Refusal Form (Results in Member Reassignment)
	Refusal Form Submitted to MCO
	Received and Processed by 20th
	Before 20th
	1st of Next Month
	Refusal Form Received   
  10/15/2015
MCO Processes Refusal
Member Assigned to New 
  HHP 11/1/2015
	State Refusal Form

	Refusal Form (Results in Member Reassignment)
	Refusal Form Submitted to MCO
	Received and Processed by 20th
	After 20th
	1st of Month After Next
	Refusal Form Received 
  10/25/2015
MCO Processes Refusal
Member Assigned to New 
  HHP No Later Than 12/1/2015
	State Refusal Form

	Refusal Form (Results in Member Opt Out)
	Refusal Form Submitted to MCO
	Received and Processed by 20th
	Before 20th
	1st of Next Month
	Refusal Form Received 
  10/15/2015
MCO Processes Refusal
MCO Submits Opt Out to 
  State 11/10/2015
Member Opted Out 
  12/1/2015                          
	State Refusal Form

	Refusal Form (Results in Member Opt Out)
	Refusal Form Submitted to MCO
	Received and Processed by 20th
	After 20th
	1st of Month After Next
	Refusal Form Received 
  10/25/2015
MCO Processes Refusal
MCO Submits Opt Out to 
  State No Later Than 12/10/2015
Member Opted Out No Later Than 1/1/2016                          
	State Refusal Form

	Discharge Form
	Discharge Form Submitted to MCO
	Received and Processed by 20th
	Before 20th
	1st of Next Month
	Discharge Form Received 
  10/15/2015
                      MCO Processes Discharge

MCO Submits Opt Out to 
  State 11/10/2015

Member Opted Out
  12/1/2015                   
	State Discharge Form

	Discharge Form
	Discharge Form Submitted to MCO
	Received and Processed by 20th
	After 20th
	1st of Month After Next
	Discharge Form Received 
  10/25/2015
MCO Processes Discharge
MCO Submits Opt Out to 
  State No Later Than 12/10/2015
Member Opted Out No 
Later Than
  1/1/2016                   
	State Discharge Form

	Referral Form
	Referral Form Submitted to MCO
	Received and Processed by 10th
	Before 10th
	1st of Next Month
	Member Referral Received 
  on 10-5-2015
MCO Processes Request  MCO Sends Request to Enroll 
  to State on 10-10-2015
State Reviews and Completes 
  Change if no errors are 
  Present
If Errors Exist, MCO submits 
  corrections on 18th
Member Mailed Letter on
  11-1-2015
Member Effective with 
  Selected HHP 12-1-2015
	State Referral Form

	Referral Form
	Referral Form Submitted to MCO
	Received and Processed by 10th
	After 10th
	1st of Month After Next
	Member Referral Received 
  on 10-15-2015
MCO Processes Request  MCO Sends Request to Enroll 
  to State on 11-10-2015
State Reviews and Completes 
  Change if no errors are 
  Present
If Errors Exist, MCO submits corrections on 18th
Member Mailed Letter on 
  12-1-2015
Member Effective with 
  Selected HHP 1-1-2016
	State Referral Form

	Expedited Referral Form
	Expedited Referral Form Submitted to MCO
	Received and Processed by 10th
	Before 10th
	1st of Next Month
	Member Referral Received 
  on 10-5-2015
MCO Processes Request  MCO Sends Request to Enroll 
  to State on 10-10-2015
State Reviews and Completes 
  Change if no errors are 
  Present
If Errors Exist, MCO submits 
  corrections on 18th
Member Mailed Letter after 
  enrollment confirmed with 
  State
Member Effective with 
  Selected HHP 11-1-2015
	State Expedited Referral Form

	Expedited Referral Form
	Expedited Referral Form Submitted to MCO
	Received and Processed by 10th
	After 10th
	1st of Month After Next
	Member Referral Received 
  on 10-15-2015                   
MCO Processes Request  MCO Sends Request to Enroll 
  to State on 11-10-2015

State Reviews and Completes 
  Change if no errors are 
  Present

If Errors Exist, MCO submits 
  corrections on 18th

Member Mailed Letter after 
  enrollment confirmed with 
  State
 
Member Effective with 
  Selected HHP 12-1-2015
	State Expedited Referral Form


[bookmark: _Toc434475160]Member Initiated Changes

	Change Type
	Member Contacts
	Member/ Guardian Action
	Monthly Cutoff Date
	Received
	Effective
	Example
	Form/ Resource

	Health Home Partner Change Request
	MCO
	Call or Communication with MCO to request HHP Change
	20th
	Before 20th
	1st of Next Month
	Member Call to 
  Change on 10-15-
  2015
MCO Processes 
  Change and Sends 
  New Letter
Member Effective 
  with New HHP 11-1-
  2015
	N/A

	Health Home Partner Change Request
	MCO
	Call or Communication with MCO to request HHP Change
	20th
	After 20th
	1st of Month After Next
	Member Call to 
  Change on 10-25-
  2015
MCO Processes 
  Change and Sends 
  New Letter
Member Effective 
  with New HHP 12-1-
  2015
	N/A

	Opt In
	MCO
	Call or Communication with MCO to request Opt In
	10th
	Before 10th
	1st of Next Month
	Member Call to Opt In 
  on 10-5-2015
MCO Processes 
  Request 
MCO Sends Request 
  to Opt In to State on 
  10-10-2015
State Reviews and 
  Completes Change if 
  no errors are Present
If Errors Exist, MCO 
  submits corrections 
  on 18th
Member Effective 
  with Selected HHP 
  11-1-2015
	N/A

	Opt In
	MCO
	Call or Communication with MCO to request Opt In
	10th
	After 10th
	1st of Month After Next
	Member Call to Opt In 
  on 10-15-2015

MCO Processes 
  Request 
MCO Sends Request 
  to Opt In to State on 
  11-10-2015

State Reviews and 
  Completes Change if 
  no errors are Present

If Errors Exist, MCO 
  submits corrections 
  on 18th

Member Effective 
  with Selected HHP 
  12-1-2015
	N/A

	Opt Out
	KanCare Enrollment Department
	Call or Mailed Form to KanCare Enrollment Department
	20th
	Before 20th
	1st of Next Month
	Member Call to Opt 
  Out on 10-15-2015
State Processes 
  Change
Member Opted Out 
  Effective 11-1-2015
	 

	Opt Out
	KanCare Enrollment Department
	Call or Mailed Form to KanCare Enrollment Department
	20th
	After 20th
	1st of Month After Next
	Member Call to Opt 
  Out on 10-25-2015
State Processes 
  Change
Member Opted Out 
  Effective 12-1-2015
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  Autism   Frail Elderly  Intellectual/  Physical Disability  Technology  Traumatic Brain  Severely 

Developmental  Assisted  Injury  Emotionally 

Disability  Disturbed  

Institutional  State  Mental Health  Nursing Facility  ICF-I/DD  Nursing Facility  Hospital  Head Injury Rehab  Inpatient psychiatric 

Equivalent  Hospital  Facility  facility for individuals 

age 21 and under 

Purpose  Provides early  Provides community  Provides an array of  Provide services for  To provide  Provide needed  Designed as a 

intensive intervention  based services as an  community-based  individuals who are  substantial,  services after injury  hospitalization diversion 

services for children  alternative to nursing  services for individuals  physically disabled by  ongoing, hospital- so that individuals  program. The goal of the 

with diagnosis of  facility care  who would otherwise be  SSA and;  level daily care by  can stay in their  SED waiver is to divert 

autism.  Promotes independence  eligible for services in an  meet criteria for nursing  a nurse or other  homes and be as  psychiatric 

in the community setting  Intermediate Care  facility placement due  qualified caregiver  independent as  hospitalization through 

Ensures residency in the  Facility.  to physical disability  under the  possible in a safe,  the provision of 

most integrated  supervision of a  healthy environment.  intensive home and 

environment.  nurse to avert  community based 

death or further  supportive services.       

disability.   

Target  Children age 0  Individuals age 65 years  Individuals age 5 and up  Individuals age 16 to 65  Individuals age 0  Individuals age 16 to  Individuals are between 

Population  through 5 years with  or older  Meet definition of I/DD  years of age, who have  through 21 years  65 who meet the  the ages of 4 and 18. An 

diagnosis of an  been determined  criteria for TBI  age exception for clinical 

Autism Spectrum  disabled by social  rehabilitation hospital  eligibility may be 

Disorder or PDD- security standards  placement  requested for participants 

NOS    under the age of 4 and 

over the age of 18 

through age 21 

        

Program    Point of Entry    Point of Entry    Point of Entry    Point of Entry    Point of    Point of Entry    Point of Entry 

Access  KVC or KDADS  ADRC or KDADS  CDDOs or KDADS  ADRC or KDADS  Entry  ADRC or KDADS  Community Mental 

  Functional    Functional    Functional    Functional  CRC-KS or    Functional  Health Center 

Eligibility  Eligibility  Eligibility  Eligibility  KDADS  Eligibility   

Assessment  Assessment conducted  Assessment conducted  Assessment conducted    Functional  Assessment    Waiting List 

conducted by KVC  by ADRC  by CDDOs  by ADRC  Eligibility  conducted by ADRC  NO 

  Program    Program    Program    Program  Assessment    Program 

Eligibility  Eligibility  Eligibility  Eligibility  conducted by  Eligibility 

  Program  Manager  Program eligibility is  Program manager  Program manager  CRC-KS  Program manager 

provides  final  determined by the  provides final approval  provides final approval    Program  provides final 

approval of program  Vineland functional  of program eligibility   of program eligibility   Eligibility  approval of program 

eligibility  assessment and meet the    W aiting List    Waiting List  Determined by  eligibility 

  Waiting List  of level of care criteria   Yes  Yes  MATLOC    Waiting List 

Yes, proposed    W aiting List      eligibility  No 

recipient list  No  assessment  

      W aiting List 

No 
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PDSA Worksheet for Testing Change
/Aim: (overall goal you wish to achieve)

Every goal willrequire multiple smaler tests of change

‘Describe your first (or next) test of change: Person | When o | Where ©o
responsible | be done | be done

Plan

Tistthe tasks needed 1o set up this test of change. Person | When o | Where ©o
responsible | be done | be done

Predict what will happen when the testis camied | Measures o determine if prediction succeeds,
out

Describe what actually happened when you ran the test

Study  Describe the measured results and how they compared to the predictions

Act Describe what modifications to the plan will be made for the next cycle from what you learned|

Instfue for Healfhcare Improvement
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