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The Healthcare Home model is gaining momentum as a way of effectively delivering care in the
context of chronic disease. What will the Healthcare Home model look like in Missouri for
people living with serious mental illnesses? How will community mental health centers need to

change to become Healthcare Homes for the population they serve?

This presentation is a requirement for all agencies who wish to apply to become CMHC
Healthcare Homes. CEO participation and commitment are important. Ideally, CEOs will attend

this presentation and pave the way for Healthcare Homes in their agency.
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Paving the Way for Healthcare Homes

Atfordable Care Act

* The Affordable Care Act passed by Congress and signed
into law by the president in March 2010, provides a variety
of approaches to improving the U.S. healthcare system.

* Section 2703 of the Act allows states to
amend their Medicaid state plans to
provide Healthcare Homes for enrollees
with chronic conditions.

Ne——’

This slide provides the national context for the development of Healthcare Homes.

National Health Care Reform has the potential to change our health care system in a variety
of ways. We know that the current system has a tendency to fragment care; that what
gets paid for are discrete treatments; that little funding is available for promoting healthy
life styles; and that there is almost no financial support for the hard work of coordinating
care across multiple providers and systems of care.

Now Section 2703 of the Affordable Care Act provides an opportunity for states to improve
care for Medicaid enrollees with chronic health conditions, including serious mental illness,
by providing federal funding for comprehensive care management and coordination, as
well as health education and promotion activities.

Under this section states can amend their Medicaid state plans to create Healthcare Homes
with federal financial participation.
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What 1s a Healthcare Homer

A place where individuals can come throughout their lifetimes to
have their healthcare needs identified and to receive the
medical, behavioral and related social services and supports they
need, coordinated in a way that recognizes all of their needs as
individuals -- not just patients.

This slide simply describes what a Healthcare Home is.

Here is what a Healthcare Home is. [Read slide.]
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Missouri’s Healthcare Homes
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* Missouriis the first state to amend its Medicaid state plan to
implement Healthcare Homes.
* Missouri will have two types of Healthcare Homes
o Primary Care Chronic Conditions Healthcare Home
* Federally Qualified Health Centers (FQHCs)
* Rural Health Centers (RHCs)
* Physician practices
o Community Mental Health Center Healthcare Home
* CMHCs and CMHC affiliates

This slide explains that Missouri is amending its Medicaid state plan to provide for the
creation of Healthcare Homes. Though we focus on CMHC Healthcare Homes, it is
important to recognize that FQHCs and RHCs may also be designated Healthcare Homes
since some CMHC consumers receive services from these providers. CMHC consumers
will most likely be enrolled in CMHC Healthcare Homes rather than FQHC Healthcare
Homes, since they receive the majority of their care from CMHCs.

The Department of Mental Health has been working with MO HealthNet to amend the
Medicaid state plan to create the opportunity for CMHCs to be designated as Healthcare
Homes for individuals with behavioral health problems, and we appear to be among the
very first states to take advantage of this opportunity.

The Medicaid state plan is also being amended to allow federally qualified health centers,

rural health centers and some physicians practices to be designated as Healthcare Homes
for individuals with other chronic diseases.

CMHCs that have a collaborative relationship with an FQHC/RHC may want to discuss the
initiative with the collaborating agency and provide more details for their staff.



Paving the Way for Healthcare Homes

Why CMHC Healthcare Homes?

* Because addressing behavioral health needs requires
addressing other healthcare issues

o Individuals with SMI, on average, die 25 years earlier than the
general population.

o 60% of premature deaths in persons with schizophrenia are due to
medical conditions such as cardiovascular, pulmaonary and
infectious diseases.

o Second generation anti-psychotic medications are highly
associated with weight gain, diabetes, dyslipidemia (abnormal
cholesterol) and metabolic syndrome,

The next five slides give some of the reasons why it is important for the CMHC'’s to
become Healthcare Homes.

There are a number of reasons it is important for CMHCs to continue to broaden our scope
by assuming the responsibilities of a Healthcare Home for the people we serve.

First, because we know that we cannot effectively meet the behavioral needs of consumers
if we ignore the fact that individuals with SMI, on average die 25 years earlier than the
general population, and that 60% of these premature deaths are due to medical conditions,
such as cardiovascular disease and pulmonary and infectious diseases that are either going
undiagnosed or untreated.

In addition, we know that our own treatment approaches can contribute to high risk health
conditions: second generation anti-psychotic medications are highly associated with
weight gain, diabetes, abnormal cholesterol levels and metabolic syndrome.



Paving the Way for Healthcare Homes

Why CMHC Healthcare Homes?

* Because addressing general health issues is necessary in order
to improve outcomes and quality of care

* Because treating illness is not enough

o Wellness and prevention are as
important as treatment and
rehabilitation.

We also know that treating illness is not enough. Wellness and prevention are as
important as treatment and rehabilitation.

And in order to truly improve outcomes and the quality of life for the individuals we serve,
we have to focus more attention on the general health care problems that interfere with
recovery.
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Why CMHC Healthcare Homes?

* Because there is continuing pressure to control Medicaid costs
o No change is not an option
o Alternative service delivery approaches are unacceptable

* Capitated Managed Care

* Administrative Service Organization with prior authorization

o The Fiscal Year 2012 state budget assumes $7.8 million in savings
from the Healthcare Home initiative

* DMH would have faced additional reductions without
Healthcare Home implementation

There is continuing pressure to find new ways to control state Medicaid costs. From our
perspective, alternative approaches to controlling costs, such as capitated managed care or
ASO prior authorization are unacceptable. Consequently, we have supported
implementation of the Healthcare Home model as a reasonable approach to controlling the
growth in Medicaid costs. In fact, the FY’12 state budget is based on the assumption that
implementing Healthcare Homes will save the state $7.8 million by providing better and
more timely care for chronic illnesses, and thereby reducing utilization of more costly
inpatient and emergency room care, as well as inefficient use of primary care, specialty
care and pharmaceuticals. If the state had not made this commitment to implementing
Healthcare Homes, DMH would have faced additional budget reductionsin FY’12.
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Why CMHC Healthcare Homes?

* Because it's the natural next step for Missouri

Step One: Implementing Psychiatric Rehabilitation Program

Step Two: Implementing Health Information Technology Tools

* CMT data analytics

o Behavioral Pharmacy Management Program
o Disease Management Report (HEDIS indicators)

o Medication Adherence Report

* CyberAccess

This slide and the next make the case that becoming Healthcare Homes is the logical next
step in our evolution.

We continue to evolve consistent with our values and understanding of what it takes to
assist individuals in recovering from serious mental illness. If we look back just a few years
we can see that many of the recent changes we have made in our system and approach to
care have been preparing for the natural next step of becoming a Healthcare Home.

The creation of the CPR Program established a team approach to care, and focused
attention on the importance of meeting a broad array of needs (housing, work, recreation,
etc.) to successfully support individuals with serious mental illness.

The availability of a range of new health information technology tools, including the
Behavioral Pharmacy Management Program, Disease Management Report, Medication
Adherence Report and CyberAccess, has both improved the quality of care we provided,
and pointed us toward a closer working relationship with the larger healthcare system.
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Why CMHC Healthcare Homes?

* Because it's the natural next step for Missouri

Step Three: Building Integration Initiatives

* DMH Net Nurse liaisons

* FQHC/CMHC collaborations integrating primary and
behavioral health

Step Four: Embracing Wellness and Prevention Initiatives
* Metabolic syndrome screening

« DM 3700 initiative

Next Step: Becoming a Healthcare Home

Creating the nurse liaison positions was a major step in helping us better utilize the new
health information technology, and in introducing a much stronger focus on the general
health care needs of consumers.

Three years ago, DMH in partnership with the Coalition and the Primary Care Association
began supporting local FQHC/CMHC collaborations aimed at integrating behavioral health
consultants into FQHC primary care teams and improving access to primary care for CMHC
consumers as one strategy for treating “the whole person”.

More recently, CMHCs began screening consumers for metabolic syndrome in recognition,
at least in part, that our own medication management can negatively impact an individuals
overall health.

Finally, we began reaching out to individuals with serious mental illness that we had not
seen before, but who had significant health problems as indicated by their utilization of
general healthcare services.

All of these initiatives have prepared us for, and led us to the next step: Becoming a
Healthcare Home!
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<Insert Agency Name>

In the coming months,
<insert agency name>
will be applying with the state to be designated
as a Healthcare Home provider.

*  We will manage the full array of physical health needs, in addition
to behavioral health care needs, and needed long-term community
care services and supports, social services and family services for
individuals enrolled in our Healthcare Home.

* CPRCs already serve the target population and perform many
Healthcare Home functions,

This is the CMHCs commitment statement to becoming a Healthcare Home.
<Insert agency logo>

We are committed to this next step: managing the full array of physical health needs, in
addition to behavioral health care needs, as well as needed long-term community services
and supports, and social and family services for individuals enrolled in our Healthcare
Home.

As we will see, we are already fulfilling many of the Healthcare Home functions in our CPR
program.

10



Paving the Way for Healthcare Homes

Target Population

* (Clients eligible for a CMHC Healthcare Home must meet one
of the following three conditions (identified by patient health
history):

1. A serious and persistent mental illness
* CPR eligible adults and kids with SED

2. A mental health condition and substance use disorder

3. A mental health condition and/or substance use disorder
and one other chronic health condition

This slide and the next outline the target population for CMHC Healthcare Homes.

To be eligible for enrollment in our Healthcare Home, an individual must meet one of the
following three conditions:

1.

They have a serious and persistent mental illness. This includes adults who meet the
criteria for enrollment in CPR and children with SED. OR

They have a mental health condition and a substance abuse disorder. OR

They have a mental health condition OR substance abuse disorder AND one other
chronic health condition.

11



Paving the Way for Healthcare Homes

Target Population

* Chronic health conditions include:

Diabetes
Cardiovascular disease

Chronic obstructive pulmaonary disease (COPD)

* Asthma
* Chronic bronchitis
* Emphysema

Overweight (BMI| >25)
Tobacco use

Developmental disability

There is no need to read this slide aloud.
This slide shows what are considered “other chronic health conditions”.

So, to summarize, an individual is eligible for enrollment in a Healthcare Home simply by
meeting the criteria for enrollment in the CPR program or the criteria for having an SED.
They are not required to meet any other conditions.

Individuals with mental health conditions other than a serious and persistent mental illness
are eligible for enrollment if they also have a substance abuse disorder, or diabetes,
cardiovascular disease or COPD; or if they are overweight, use tobacco or have a
developmental disability.

Similarly individuals with a substance abuse disorders are eligible for enroliment if they
have a mental health condition, or diabetes, cardiovascular disease, or COPD.; or if they are
overweight, use tobacco or have a developmental disability.

In short, the vast majority of individuals we serve will be eligible for enrollment in our
Healthcare Home.

12



- hz Paving the Wav for Healthcare Homes

HH Functions: We are well positioned

* (PR teams already fulfill many Healthcare Home functions:

o ldentification and targeting of high-risk individuals

o Monitoring of health status and adherence

o Individualized planning with the consumer

3 Coordination with the patients, caregivers and providers
o Implementing plan of care with treatment team

o Promoting consumer self-management

This slide and the next list Healthcare Home functions that are already being provided by
CPR teams. It is not necessary to read through all of these functions. Pick a few to
highlight. The point is to emphasize that we are already performing many Healthcare
Home functions and so the next step is more about enhancing, rather than changing,
what we do.

As | indicated earlier, we already perform many Healthcare Home functions in our CPR
Program. Particularly if you keep in mind our primary target population as a CMHC
Healthcare Home is individuals with serious and persistent mental illness, it is obvious we
already fulfill many Healthcare Home functions for this population. Whether it is
monitoring health status and adherence, developing individualized plans of care, or
promoting consumer self-management, as listed on this slide, or [turn to next slide]

13



Paving the Way for Healthcare Homes

HH Functions: We are well positioned

* (PR teams already fulfill many Healthcare Home functions:

o Providing individualized services and supports

o Linking consumers to community and social supports
o Hospital admission and discharge follow-up

o Communicating with collaterals

o Utilizing health information technology (CyberAccess, CMT
reports, etc.) to manage care

Providing individualized services and supports, linking consumers with community and
social supports, or utilizing health information technology to manage care, we are well
positioned to serve as a Healthcare Home.
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HH Functions: Added Emphasis

* Because healthcare homes take a “whole person” approach,
we'll continue and expand our emphasis on

o Providing health and wellness education and opportunities

o Assuring consumers receive the preventive and primary care
they need

o Assuring consumers with chronic physical health conditions
receive the medical care they need
and assisting them in managing their
chronic illnesses and accessing needed
community and social supports

The topics listed on this slide and the next are the areas that will be receiving the most
attention in the move to becoming a Healthcare Home, and will also be the areas in
which CPR will receive additional staffing and training. The extent to which agencies
have already given emphasis to these issues varies, so acknowledge your progress, but
also encourage continued growth. Of course, give special attention to areas you believe
need more work.

Though we have been steadily moving toward a “whole person” approach, to fully embrace
this approach and function as a comprehensive Healthcare Home, we will need to give
added emphasis to several aspects of care.

We know that being healthy is not just about getting treatment when we are sick, and we
have, of course, begun to take seriously health and wellness, but this is likely an area that
we will need to continue to develop our skills.

We’ll need to assure that individuals enrolled in our Healthcare Home have access to good
preventive and primary care. This means not just that they can say who their primary care
physician is, but also that they have been seen regularly and received appropriate
screenings and preventive care.

Because so many people we serve have other chronic physical health conditions that have
previously gone undetected or inadequately treated, focusing on good chronic care and
helping people learn how to manage their chronic conditions will be a major emphasis.

15



Paving the Way for Healthcare Homes

HH Functions: Added Emphasis

* Because healthcare homes take a “whole person” approach,
we'll continue and expand our emphasis on

o Facilitating general hospital admissions and discharges related
to general medical conditions in addition to mental health issues

o Using health technology to assist in managing health care

o Providing or arranging appropriate education and supports for
families related to consumers’ general medical and chronic
physical health conditions

We already have experience with admissions and discharges to psychiatric inpatient units.

Now we will also be facilitating admissions and discharges related to general medical
conditions for the individuals we serve.

Our experience in using health information technology has prepared us well for even
greater utilization of these tools.

Finally, we’ve provided education and supports for families whose loved ones are dealing
with serious mental illness. Now we’ll be called upon to also provide information and
supports to help families understand and deal with the general medical and chronic
physical health conditions of their loved ones.

16
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Healthcare Home Team

- W 5
* (PR teams will be augmented by adding: f’
o Consultation by a physician |
o Enhanced health coach training for CSSs "'

o Additional Nurse Care Managers

* Non-nurse care managers may be approved by exception
* Consumers enrolled in the Healthcare Home who are not

assigned a community support specialist will be assigned a
nurse or care manager.

The next seven slides explain how CPR teams will be augmented in order to create a
Healthcare Home Team capable of fulfilling all the Healthcare Home functions.

Medicaid funding for our Healthcare Home will enable us to augment CPR teams by adding
consultation by a physician, additional nurse care managers, and enhancing training for
community support specialists so that we can fulfill all of the responsibilities of serving as a
Healthcare Home and better meet the needs of the people we serve.

You’ll note that in some cases individuals who are not nurses may be trained to fulfill the
nurse care manager responsibilities. But the Department has made it clear that this will be
the exception and not the rule. Increasing our nursing capacity is critical to fulfilling our
responsibilities.

Most of the people enrolled in our Healthcare Home will be enrolled in CPR and have a
community support specialist who is working with them. However, there may be some
individuals who are enrolled in the Healthcare Home who do not have a community
support specialist. If this happens, then the nurse care manager will perform the needed
community support functions that would otherwise be performed by the community
support specialist.

17
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Healthcare Home Care Team

o Continue to perform their current functions

* Community Support Specialists

o Continue to perform their current functions
o Receive enhanced training to enable them to serve as health
coaches who

* Champion healthy lifestyle changes and preventive care effarts,
including helping consumers develop wellness related treatment
plan goals

* Support consumers in managing the chronic health conditions

* Assist consumers in accessing primary care

Behavioral health clinicians and CPR teams will continue to perform the same functions
they always have.

In general community support specialists will still have the same responsibilities and
perform the same functions. But we know that the personal support that community
support specialist provide to the individuals they work with is critical to helping make the
changes that promote recovery. Therefore, over time, community support specialists will
receive enhanced training designed to enable them to better assist the individuals they
work with adopt healthy lifestyles, learn how to manage chronic health conditions, and
better utilize primary care services.

18



Paving the Way for Healthcare Homes

Healthcare Home Care Team

* Healthcare Home Director

o Provides leadership in the implementation and coordination of
Healthcare Home activities

> Champions practice transformation based on Healthcare Home
principles

3 Develops and maintains working relationships with primary and
specialty care providers, including inpatient facilities

o Monitors Healthcare Home performance and leads
improvement efforts

» May design and develop health and wellness initiatives

We will be adding a Healthcare Home director who will be responsible for overseeing the
implementation of the Healthcare Home.

Note: If you are an agency that serves more than one region, you may be approved to
have a Healthcare Home director for each region.

The Healthcare Home director will be responsible for providing leadership for the overall
development of the Healthcare Home, and will champion the practice transformation that
will be required. The Healthcare Home director will both develop working relationships
with other healthcare providers, and monitor performance of the Healthcare Home in
meeting program standards and improving performance. The director may also be involved
in designing and developing health and wellness initiatives for our consumers.

19
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Healthcare Home Care Team

* Healthcare Home Physician
o Provides medical leadership:
* Participates in treatment planning
* Consults with team psychiatrist
* Consults regarding specific consumer health issues

* Assists coordination with external medical providers

In addition, a physician will be providing medical leadership for the Healthcare Home
functions by participating in treatment planning and consulting with team psychiatrists as
appropriate , consulting with CPR teams on specific consumer health issues, assisting in
coordination with external medical providers, and assuring the Healthcare Home meets
standards of care.
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Healthcare Home Care Team

™

\,
* Nurse Care Managers (/.\ f"f
{ &

o Develop wellness and prevention initiatives .

o Facilitate health education groups

o Participate in the initial treatment plan development for all of
their Healthcare Home enrollees

o]

Assist in developing treatment plan healthcare goals for
individuals with co-occurring chronic diseases

o Consult with CS5s about identified health conditions

o Assist in contacting medical providers and haspitals for
admission/discharge

Nurse care managers are fundamental to successfully fulfilling the Healthcare Home
responsibilities. [Read through the dot points on this slide and the next.]
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Healthcare Home Care Team

L N
* Nurse Care Managers ‘,\ -
< Provide training on medical diseases, treatments \ .
and medications
o Track required assessments and screenings

o Assist in implementing DMH Net health techneology programs
and initiatives (such as CyberAccess and metabolic screening)

o Monitor HIT tools and reports for treatment and medication
alerts and hospital admissions/discharges

o Monitor and report performance measures and outcomes

S
N
-

[After reading through these dot points add:]

The current nurse liaisons have obviously fulfilled many of these functions, and they will

continue to do so in the future, only there will be more of them so that they have

manageable caseloads, and they will be called “nurse care managers.”

22
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* Physicians
o 1 hour per enrollee per year, or

Healthcare Home Team

* 520 enrollees = .25 FTE per year (10 hrs. per week)
* 1,040 enrollees = .5 FTE per year (20 hrs. per week)
» 2,080 enrollees = 1 FTE per year (40 hrs. per week)

= Nurse Care Managers
o At least 1 RN
o 1 care manager for every 250 clients enrolled in Healthcare
Home

o Nurse care manager caseloads may vary based on the number
of consumers they serve who do not have a community support
specialist.

We’ll be adding enough physician consultation to assure at least a quarter time physician
for every 520 clients enrolled in the Healthcare Home. [Note other examples if needed]
We currently have about [# ] consumers enrolled in CPR, so if all of them are
enrolled in the Healthcare Home, that means we will be adding at least [# hours
per week] physician to provide consultation.

The state requires that at least one nurse care manager be an RN, but LPNs are also eligible
to serve as nurse care managers. We will be adding enough nurse care managers to assure
that we have at least one for every 250 clients enrolled in the Healthcare Home. If we hire
a care manager that is not a nurse, then they will be mentored by one of the nurse care
managers, and the caseload of the nurse care manager may be reduced somewhat.

Nurse care managers will also have smaller caseload if they are serving a number of
consumers who do not have a community support specialist.

23
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Healthcare Home Funding

* |Infrastructure payments
o Covers costs associated with recruiting, training and 1T changes
o Administrative staff

PMPM payment

o Covers the costs associated with additional physician time and
nurse care managers

Mot unit-by-unit

* Pay for Performance

o CMHC Healthcare Homes receive additional funding based on
producing outcomes.

The additional Healthcare Home staffing is funded through two new payment mechanisms.

We will receive time limited infrastructure payments to cover the costs associated with
recruiting, training the new staff, IT changes, as well as new training for existing staff.

We’ll also receive ongoing infrastructure payments to cover the cost of the Healthcare
Home director and support staff.

The costs associated with the additional physician consultation and nurse care managers
will be covered by a PMPM (per member per month) payment from Medicaid for each
individual enrolled in the Healthcare Home. The PMPM payment allows us to cover the
costs associated with comprehensive care management, care coordination, health and
wellness education activities and transitional care activities that we have not previously
had any way to support.

In addition, if we perform well in improving outcomes for the people we serve, there will
be an opportunity to receive additional pay for performance funding.

24
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Practice Transformations

* Focus on overall health

* Improved CMHC processes (may include)
o Enhanced scheduling
o No show/cancellation policies (B I € I‘f
* |ncreased patient input processes -_ = i
* Significant increase in data reporting - L~ o

and outcomes

* Treatment planning tools supported by
evidence-based practice

This slide introduces larger organizational and practice transformations that will
accompany the effort to successfully fulfill the Healthcare Home functions. Some of
these changes are not just as a result of the Healthcare Home initiative, but are necessary
in order to improve efficiency and compete in the larger health care system. Select one
or two of these that you understand best to highlight.

There are something changes we need to make as organization, not just to fulfill the
Healthcare Home functions, but to continue to improve our efficiency and compete in the
larger health care system as health care reform becomes a greater reality.

In particular we will be looking at ways to improve the time it takes for new people seeking
service to get care, and as well as the time it takes existing consumers to access the
services they need. For example, we’ll be looking at open access scheduling which might

allow existing consumers to get in much sooner for an acute need.

We will also have new outcome measures to track and report, as well as other new data to
collect, analyze and report.

But, as we’ll see in a moment, we’ll have some help in addressing these issues.
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Trainin g

* Healthcare Home Implementation Training
o Healthcare Home 101
* August— November 2011
= Systems Change Training
o Phase | — Access to Care
* July — September 2011
o Phase Il = Practice Transformation/Learning Collaborative
* December 2011 - August 2012

o Phase Il — Meeting Missouri’s Healthcare Home Standards
* August — December 2012

The next two slides introduce the training program being developed by DMH and the
Coalition. They do not provide much detail. The narrative below provides a bit more
content for each phase of the Systems Change Training. At this point, it is enough to
know that there will be a major training initiative beginning with the Access to Care in
July and Healthcare Home 101 training in August.

DMH and the Coalition are developing a major training initiative to accompany
implementation of the CMHC Healthcare Homes. There are three components to the
training:

1. Training designed to assist CMHC’s in understanding and implementing the Healthcare
Home initiative as specified in state rules, regulations and manuals. This “Healthcare
Home 101" training will be provided beginning in August.

2. Training designed to change the way we provide care and to improve efficiency. This
“Systems Change Training” has three phases and will involve staff through out the
organization.

* Phase | begins this summer. MTM Services has been retained to assist the CMHC in
assessing and improving access to care in their organizations.

* Phase Il will begin in December and involves participating in a Learning
Collaborative with the other CMHC'’s designed to enhance service delivery and
promote practices supporting a “whole person” approach to care.

e Phase lll will begin next summer and is designed to help us meet national

Healthcare Home accreditation or certification standards, as adopted by the State
of Missouri.

26
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Trainin g

* Healthcare Home Team Training

5 Healthcare Home 101
o Person-centered care
o Understanding and Managing Chronic Diseases
o Child and Adolescent Wellness
* September 2011

The third training component focuses on the new Healthcare Home staff and community
support specialists.

It is designed to assure that the new staff understand the Healthcare Home model,
incorporate appropriate person-centered and “whole person” strategies, and have the
knowledge and skills they require to understand and assist in managing chronic diseases,
and to work with child and adolescents with a basic understanding of wellness.

It will also be designed to enable community support specialists to better assist the
individuals they work with adopt healthy lifestyles, learn how to manage chronic health

conditions, and better utilize primary care services.

This training will begin in September and will be ongoing.
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* The Centers for Medicare and Medicaid Services (CMS) expect
healthcare homes to:
o Lower rates of emergency room use
» Reduce in-hospital admissions and re-admissions

Reduce healthcare costs

o Decrease reliance on long-term care facilities o
: . i = ! =
o Improve experience of care, quality of life and _f'ﬁf;*;’* *‘-\;:“‘-u

consumer satisfaction ;

Y

4

Eﬁﬁqﬁ

o Improve health outcomes
= HEDIS indicators
* Management of health conditions

i
—

This slide lists some of the expectations CMS laid out in its letter to the states introducing
the Healthcare Home opportunity. The purpose of this slide is to show that CMS is
expecting Healthcare Homes to have a significant impact on the people served and the
system of care. The next two slides show that we have good reason to believe we can
meet these expectations based on our past performance.

As you can see, the Center for Medicare and Medicaid have high expectations for the
Healthcare Home program. [Read the dot points.]

These are high expectations but we have reason to believe we can meet them.
HEDIS stands for Health Effectiveness Data and Information Set
HEDIS indicators are “used by more than 90% of America’s health plans to measure

performance on important dimensions of care and service.” (NCQA, “HEDIS and Quality
Measurement”)
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Expcctati(ms: We can meet them

* A recent study of 6,757 consumers eligible for Missouri's Chronic
Care Improvement Program (CCIP) served by CMHCs showed
significant savings when compared with projected costs for this
population

* These individuals had mental illness and one of the following
conditions:
o Asthma
o Pre-diabetes or diabetes
o Cardiovasculor disease MENTAL
Chronic abstructive pulmonary disease (COPD) *H EALTH =»
» Gostroesophogeal reflux disease (GERD) 4 CENTER
o Sickie cell disease

These next two slides show that we can have made the kind of impact CMS expects.

You may be aware that we participated in the state Chronic Care Improvement Program
(CCIP). The individuals we served in this program had a mental illness and one of the other
chronic health conditions listed on this slide — very much the same conditions that are
included in the Healthcare Home initiative.

Collectively, the CMHC’s served 6757 individuals who were eligible for the CCIP program.

29
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Cost Savings Analysis of
CMHC Clients Enrolled in CCIP

Initial PMPM Cost 51,556
|
Expected PMPM Cost 41815
w/o intervention !
Actual PMPM Cost i
following enrallment w/ CMHC 2,908
Savings | 521 million

This slide shows the results of a study of what happened to the individuals enrolled in
CCIP and served by the CMHCs.

The year before CCIP enrollment, the per member per month cost to Medicaid for these
individuals was $1556. Health care analysts projected that without the CMHC intervention,
the PMPM costs would rise to $1815 in one year. The actual PMPM cost for consumers
served by the CMHC’s after one year was $1504. Note that this is less than the $1556
PMPM for the previous year. But more importantly, it is dramatically less than the project
upward trend in cost for these individuals. The difference between the actual PMPM of
$1504 and the projected PMPM of $1815 is $311 per member per month. When you
multiply $311 times 12 for a year’s cost times the 6757 consumers served, you get a
savings off of projected costs of more than $21 million.

We know how to do this work, and we can get better at it as well.

30



- s Pax ng the Wav for Healthcare Homes

a_\. On the Move: Milestones 2011

* July * September
Missouri Medicaid state plan Healthcare Home team training begins
endment submission ta CMS
dmenament 5 Fmission L & D'F.‘{—_Ember
Tralning for system change begins
& 3 i E Healthcare Homes begin operating
v Healthcare Home rules and o
i ] Eligible clients autc-enrolled
regulations finalized
+ Start PMPM payments
= August

Training an healtheare home rules = —
# .t

i |
]
v CMHCs designated as Healthcare

Home Providers

+ Infrastructure payment begins | \
2w

and regulations begins
MD Medicaid state plan amendment

approval expected

This slide provides general timelines for implementation of the Healthcare Home
initiative.

The Medicaid state plan amendment, which would authorize reimbursement for
Healthcare Homes, was submitted to the Centers for Medicare and Medicaid (CMS) in June.
At the end of June, the PowerPoint | have just presented to you was presented to the
CMHCs at the Coalition annual meeting so that we could in turn present it to you.

At the same time, we were given an application for CMHC Healthcare Home Provider
Status to complete and submit to DMH by July 20t.

Also in June, the Coalition contracted with M.T.M. Services to conduct Phase | of the
Systems Change training which focuses on assess and improving access to care. This month
M.T.M. has already been working with us to collect and analyze data on how consumers
access our services.

Right now DMH is working with MO HealthNet to finalize the rules, regulations and
handbooks for the Healthcare Home program. In August we will get training on those rules
and regulations. It is expected that CMS will approve the state plan amendment by the end
of August, and that we will be designated as a Healthcare Home by September and will
receive our first infrastructure payment at that time. Healthcare Home team training will
begin then and continue through December when we anticipate being able to begin
enrolling consumers, providing Healthcare Home services and receiving PMPM payments.
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Questions?

Any questions you may receive during your presentation that you either need feedback
or would like to share with the rest of the CMHC providers, can be forwarded to Dorn
Schuffman and Rachelle Glavin. Technical assistance will be offered and questions with
feedback will be distributed to the CMHCs.

Dorn Schuffman
Department of Mental Health
dorn.schuffman@dmh.mo.gov

Rachelle Glavin
Missouri Coalition of CMHCs
rglavin@mocmhc.org
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HEALTHCARE HOME IMPLEMENTATION

“Paving the Way for Healthcare Home”

WES0UR BEFARTHENT OF
MENTAL
HEALTH

v

<Insert Agency Name>

<Insert Date>

<Insert Location>

<Insert Time>

<Insert Presenter(s) Name>

<Insert Presenter(s) Title/Position>

Please email sign-in sheets to Susan Blume, susan.blume@dmh.mo.gov, at the Department of Mental Health.

Name

Title/Position

Paving the Way for

Healthcare Home



MO HealthNet and

Department of Mental Health

Application for Healthcare Home Service Provider

Status as a Community Mental Health Center

Healthcare Home



CMHC HEALTHCARE HOME

APPLICATION




Agenda

CMHC Healthcare Home Application Form

Provider Requirements
Initial Requirements

Ongoing Requirements

Healthcare Home Program Requirements



Paving the Way for Healthcare Homes
Why CMHC Healthcare Homes?

0 Because it’s the natural next step for Missouri

Step One: Implementing Psychiatric Rehabilitation Program

Step Two: Implementing Health Information Technology Tools

m CMT data analytics

m Behavioral Pharmacy Management Program
m Disease Management Report (HEDIS indicators)
m Medication Adherence Report

m CyberAccess



Paving the Way for Healthcare Homes
Why CMHC Healthcare Homes?

o0 Because it’s the natural next step for Missouri

Step Three: Building Integration Initiatives

®m DMH Net Nurse liaisons

m FQHC/CMHC collaborations integrating primary and behavioral
health

Step Four: Embracing Wellness and Prevention Initiatives

m Metabolic syndrome screening
m DM 3700 initiative

Next Step: Becoming a Healthcare Home




CMHC Healthcare Home
Application Form

Section A: Practice Site Information
Section B: Healthcare Home Transformation

Section C: Current Performance and Areas
Requiring Prompt Remediation
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Healthcare Home Application Form

Section B: Healthcare Home Transformation

Describe

Your goals and objectives in providing healthcare home
services (1 paragraph)

The experience of the Healthcare Home Director, the
challenges he or she will face in implementing the
Healthcare Home in your organization, and what he or
she will do to ensure the successful evolution of your
Healthcare Home (2 or 3 paragraphs)

How you will involve patients, families and/or caregivers
in the process of defining the elements of a ‘person-
centered’ CMHC, giving one or two examples (2 or 3
paragraphs)



Healthcare Home Application Form

Section B: Healthcare Home Transformation

Describe

The successes and challenges you have faced in
implementing the DMH Net initiative and the DM 3700
project, and how these experiences translate into
implementing a Healthcare Home. (2 or 3 paragraphs)

What your organization expects to gain from the systems
change training on Access to Care

Your organization’s history of use of the quarterly
disease management report (HEDIS indicators)

Your commitment to conducting wellness interventions
based on a clients’ level of risk



Healthcare Home Application Form

Section B: Healthcare Home Transformation

|dentify

Your organization’s leadership team
CEO/President, CFO, Clinical Director and CPRC Director

These individuals will participate in Leadership and
Organizational training

Your proposed additional Healthcare Home staff

Healthcare Home Director(s), Physician Leader, and
Nurse Care Managers

These individuals will participate in Healthcare Home
Team training



Healthcare Home Application Form

Section B: Healthcare Home Transformation
O
- Provide

Your proposed Healthcare Home staffing plan
m Expected enrollment

m Physician leadership FTE

m Nurse care manager FTEs

m Expected nurse care manager caseloads

m Healthcare Home Director(s)

Anticipated training needs



Potential Auto-
Enrollment for CMHC
Healthcare Homes




Healthcare Home Application Form
Section C: Current Performance/Expected Remediation

T e
o Benchmark Reports

o Completion Rate of Metabolic Screenings

o Enrollment and Outreach Percentage of DMH 3700 Clients
o Completion Rate of CPS Adult and Youth Status Reports

o Completion Rate of MHSIP Surveys

o CyberAccess Patient History Utilization

o CMHC Behavioral Pharmacy Management Report

o1 Provide a plan of correction or proposed approach to
Improving performance for each of the above measures on
which your agency is performing below the average of your
peers.
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CMHC Healthcare Home

Application

Timetable
Application Released: June 28
Application Due: July 20
Anticipated Date of Determination: August 15

Submit electronically to

Submit one application per Medicaid provider number

Note some parts of the application apply to the organization
and some to specific sites

Cover letter
Application Form
Technical Assistance



CMHC HEALTHCARE HOME

PROVIDER REQUIREMENTS




CMHC Healthcare Home
Initial Requirements

Must be a state designated CMHC

Demonstrate cost-effectiveness based on the
projected # enrollees and the proposed mix and # of
staff

Have engaged leadership as demonstrated by
presentation of “Paving the Way” to staff and board

Have a primary care physician, psychiatrist or
advanced practice nurse providing physician
leadership for the Healthcare Home



CMHC Healthcare Home
Initial Requirements

Have a history of and commitment to:

Using Mo HealthNet’s EHR for care coordination and
prescription monitoring

Tracking DMH-specified performance measures (see
Appendix A)

Using the behavioral pharmacy management system

Completing DMH status reports



CMHC Healthcare Home
Initial Requirements

Demonstrate commitment to:

Using a patient registry to input metabolic screening
results, track and measure care, automate care
reminders, and produce exception reports for care
planning

Conducting wellness interventions based on clients
level of risk



CMHC Healthcare Home
Ongoing Requirements

Continue engaged leadership

Successful participation in the Leadership and
Organizational Training initiatives, and the Healthcare
Home Learning Collaborative

Maintain required staff levels

Healthcare Homes that fail to maintain staffing at least
85% of the time during the first year will be subject to
recoupment of PMPM payments

15% vacancy for 1.5 FTE = 11.7 out 78 weeks with a vacancy

15% vacancy for 3 FTE = 23.4 out of 156 weeks with a
vacancy

15% vacancy for 5 FTE = 39 out of 260 weeks with a vacancy



CMHC Healthcare Home
Ongoing Requirements

Quality Improvement

Quarterly reports documenting performance as
measured by clinical outcomes, and outlining plans for
improvement based on implementing Practice
Transformation concepts

The initial Practice Transformation concept reported on will be
Access to Care

Additional Practice Transformation concepts will be added as
the Healthcare Home Collaborative introduces them

Successfully complete 6 and 12 month assessments
conducted by DMH



CMHC Healthcare Home
Ongoing Requirements

Submit a monthly report documenting
CMHC Leadership engagement
Healthcare Home staffing

Healthcare Home enroliment

Participate in training and technical assistance
opportunities and work groups as required

Obtain Healthcare Home accreditation within 18
months from the beginning of PMPM payments



CMHC HEALTHCARE HOME

PROGRAM REQUIREMENTS




CMHC Healthcare Home
Program Requirements

Healthcare Home Services
Healthcare Home Staffing

Training

Patient Registry

Data Reporting

Evidence of Practice Transformation

Evaluation



CMHC Healthcare Home Program Requirements

Healthcare Home Services

Comprehensive Care Management
Care Coordination

Health Promotion Services
Comprehensive Transitional Care
Individual and Family Support Services

Referral to Community and Social Support



CMHC Healthcare Home Program Requirements

Healthcare Home Staffing

Clinical Director/CPRC Director
Physician Leadership
Behavioral Health Clinicians and Teams

Healthcare Home Director
At least .b FTE

Flexibility for larger organizations



CMHC Healthcare Home Program Requirements

Healthcare Home Staffing

Nurse Care Managers
At least 1 RN

May be the Healthcare Home Director

There will be an exceptions process to propose a
Care Manager who is not an RN or LPN

Community Support Specialists/Case Managers

Clerical Support Staff



CMHC Healthcare Home Program Requirements

Healthcare Home Staffing

Internal Practice Team Meetings

The Healthcare Home Director, Physician Leader, and
Nurse Care Managers meet regularly to plan and
implement continuing practice transformation and the
evolution of the Healthcare Home

Notification of Staffing Changes

CMHCs notify DMH of staffing vacancies in the following
positions within 5 days

Healthcare Home Director

Physician Leadership

Nurse Care Managers

Healthcare Home Clerical Support



CMHC Healthcare Home Program Requirements

Leadership and Organizational Training

The CMHC leadership team participates in the
following training opportunities

Paving the Way: An introduction to Healthcare
Homes

Healthcare 101: An introduction to Healthcare
Home Rules and Regulations

Systems Change Training: A Learning Collaborative
Phase |: Access to Care
Phase Il: Practice Transformation

Phase lll: Meeting Missouri's Healthcare Home
Standards



CMHC Healthcare Home Program Requirements

Healthcare Home Team Training

Healthcare Home Directors and Nurse Care
Managers, participate in the following training
opportunities
Paving the Way: An introduction to Healthcare
Homes

Healthcare 101: An introduction to Healthcare Home
Rules and Regulations

Person-Centered Care
Understanding and Managing Chronic Diseases
Child and Adolescent Wellness



CMHC Healthcare Home Program Requirements

Healthcare Home Team Training

Healthcare Home Physician Leaders participate
in the following training opportunities

Paving the Way: An introduction to Healthcare
Homes

Healthcare 101: An introduction to Healthcare Home
Rules and Regulations

Additional opportunities as appropriate



CMHC Healthcare Home Program Requirements

Healthcare Home Team Training

Community Support Specialist participate in the
following training opportunities

Paving the Way: An introduction to Healthcare
Homes

Healthcare 101: An introduction to Healthcare Home
Rules and Regulations

Training opportunities designed to improve their
ability to serve as health coaches



CMHC Healthcare Home
Program Requirements

- J
o Patient Registry

- Data Reporting
1 BEvidence of Practice Transformation

- Evaluation



CMHC Healthcare Home

Payment Methodology

Infrastructure Payments
Initial
Based on 2/3 of projected auto-enrollment
Covers cost of start up and training
Begins with SPA approval and recognition as a provider
Ongoing
Quarterly reimbursement for actual costs incurred

Covers cost of continued training and other required
administrative changes



CMHC Healthcare Home

Payment Methodology

PMPM

Covers cost of new Healthcare Home staff

Healthcare Home Director, Nurse Care Managers, and
clerical support

Begins upon completion of required Healthcare
Home Team training



CMHC Healthcare Home

Payment Methodology

Payment for Performance
Based on improvement in performance measures
Share in projected savings

Begins at end of Year One

All payments subject to continuing to meet
Healthcare Home requirements



CMHC Healthcare Home

Patient Eligibility and Enroliment

Medicaid beneficiaries who meet one of the following
criteria

Diagnosed with a serious and persistent mental health
condition (adults with SMI and children with SED)

Diagnosed with a mental health condition and substance
abuse disorder

Diagnosed with a mental health condition and/or substance
abuse condition and one of the following chronic health

conditions
Diabetes BMI>25
COPD Tobacco use

Cardiovascular Disease Developmental Disability



CMHC Healthcare Home

Patient Eligibility and Enroliment

Auto-enrollment

Beneficiaries with CPR claims in each of three previous
months will be assigned to their CPR provider for auto-

enrollment

Beneficiaries will be given information regarding
alternative Healthcare Home providers and also given
the choice to opt-out of Healthcare Home services

Additional enrollments

Additional beneficiaries who meet the enroliment criteria
may be enrolled if the CMHC has appropriate resources

to assure required staffing



2011

MO HealthNet and
Department of Mental
-~ Health

Application for Healthcare Home Service
Provider Status as a Community Mental
Health Center

A Healthcare Home is a place where individuals canecthroughout
their lifetimes to have their healthcare needs ifiedtand to receive
the medical, behavioral and related social servicesapplorts they
need, coordinated in a way that recognizes all of tlesids as
individuals -- not just patients.

June 28, 201
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SECTION1: INTRODUCTION AND PROCUREMENTREQUIREMENTS

A. Overview

The Missouri Department of Social Services (DS %) tive Missouri Department of
Mental Health (DMH) seek Community Mental Healthn@s (CMHC) with existing
Division of Comprehensive Psychiatric Services (C&®itracts to serve as Healthcare
Homes for Medicaid beneficiaries. The Healthcaoend is an alternative approach to
the delivery of healthcare services that promisdteb patient experience and better
results than traditional care. The Healthcare Hbagemany characteristics of the
Patient-Centered Medical Home (PCMH)ut is customized to meet the specific needs
of low-income patients with chronic medical conuiiis.

The recognized CMHC is expected to evolve as athiesle Home. To assist in
transforming their practices, consistent with Haedire Home principles, recognized
CMHCs will be required to participate in a learnicjlaborative established by DMH.

Healthcare Home services are available to thebddigiopulation and cannot be restricted
by age.

CMHCs will also be required to obtain Healthcarentécaccreditation by the National
Committee for Quality Assurance (NCQA), the Commaisn Accreditation of
Rehabilitation Facilities (CARF), the Joint Comnmss(formally the Joint Commission
on Accreditation of Healthcare Organizations (JCAH@ other nationally recognized
Healthcare Home accrediting organization. DMH ratsp develop Missouri interpretive
standards for Healthcare Homes to use in lieur@tanal accreditation, which may be
aligned with NCQA, CARF or the Joint Commission.

CMHCs that meet the Healthcare Home requiremeritsegeive infrastructure
payments for performing certain start-up activitigl receive per-member-per-month
(PMPM) payments for performing various Healthcamare activities, and may receive
incentive payments relating to performance, as ridhedescribed irSection 3.A

! For more information on the PCMH, se@w.pcpcc.net/filessPCMH Vision to Reality.pdf




B. Healthcare Home Qualifications

In order to be recognized as a Healthcare HomeéMHC must, at a minimum, be a state
designated CMHC as of the date of application sabimn and meet the following
criteria:

1.

5.

Present a proposed Healthcare Home delivery mbdeDDSS/DMH determines to
have a reasonable likelihood of being cost-effectiCost effectiveness will be
determined based on the size of the Healthcare Hbtedicaid caseload,
percentage of caseload with eligible chronic coodd of patients and other factors
to be determined by the DSS/DMH,;

Have a strong, engaged leadership personally cdedritd and capable of leading
the CMHC through the transformation process anthsusg transformed CMHC
processes as evidenced by presenting “Paving thef@Walealthcare Homes” to
CMHC staff and board members.

Have a primary care physician, psychiatrist or aded practice nurse assigned as
the physician leadership for the Healthcare Horaente

Have a history of and commitment to:

a. Utilizing MO HealthNet's comprehensive electronealth record (EHR)
to conduct care coordination and prescription noimg for Medicaid
participants;

b. Tracking DMH-specified performance measures @&agendix A) and
develop care gap to-do lists;

c. Utilizing a behavioral pharmacy management systedetermine
problematic prescribing patterns; and

d. Completing DMH status reports to document cliehtsising, legal,
employment status, education, custody, etc.

Have demonstrated commitment to:

a. Utilizing an interoperable patient registry to imunual metabolic
screening results, track and measure care of thal$, automate care
reminders and produce exception reports for canenihg; and

b. Conducting wellness interventions as indicated daseclients’ level of
risk.



a. Ongoing Provider Qualifications
CMHCs will also be expected to:

1. Continue to have a strong, engaged leadership petg@ommitted to and
capable of leading the CMHC through the transforomgprocess and
sustaining transformed CMHC processes as evidemgsdccessful
participation in the Leadership and Organizatidreahing and learning
collaborative, as explained $ection 2.Q;

2. Maintain an average of 85% of healthcare home ptaditions (Healthcare
Home Director, Physician Leadership, Nurse Careddars and Clerical
Support Staff) over Year Ofef Healthcare Home implementation (see
Section 2.B;

3. Develop quality improvement plans to address gagsopportunities for
improvement identified during and after the applmaprocess;

4. Demonstrate continuing development of fundamenéallthicare Home
service functionality through a 6 month and 12 rhaagsessment, as
explained inSection 2.G to be applied by the state;

5. Demonstrate significant improvement on performameasures specified
by and reported to the state;

6. Provide a Healthcare Home that demonstrates ovarstleffectiveness;
7.  Submit the data reports specifiedSaction 2.E

8. Participate in ad hoc, time-limited topical worlogps (i.e. primary care and
behavioral health integration) as requested by Bx&%or DMH,;

9. Participate in technical assistance conferencs ealll webinars as
requested by DSS and/or DMH; and

10. CMHCs will be required to obtain Healthcare Homeraditation by
NCQA, CARF, the Joint Commission or other nationadicognized
Healthcare Home accrediting organization by théa 18bnth from the date
at which PMPM payments commence. DMH may also ldevilissouri
interpretive standards for Healthcare Homes tamu$ieu of a national
accreditation, which may be aligned with NCQA, CA&Rhe Joint
Commission.

2 Year One is defined as the twelve-month periodistawith the month of the first learning collaltive session.



SECTION2: SCOPE OFSERVICES

CMHCs will work individually, and in some cases lwine another collectively, to
continually evolve as Healthcare Homes by fulfdlithe responsibilities delineated in this
section. Failure to meet these requirements will be cause for suspension of Healthcare
Home payments and/or loss of Healthcare Home provider status.

This section describes substantially the activi@dHCs will be required to engage in and
the responsibilities they will fulfill if recognizkas a Healthcare Home provider. Healthcare
Home status is also subject to change should thee@eof Medicare and Medicaid Services
(CMS), DSS or DMH action cause the eliminationhs Healthcare Home provider type.

A. Healthcare Home Services

The Healthcare Home Team (Healthcare Home DireBloysician Leadership and Nurse
Care Managers) shall assure that the followingthes#rvices are received as necessary
by all members of the Healthcare Home:

1. Comprehensive Care Management includes the following services:

e ldentification of high-risk individuals and use @ient information to
determine level of participation in care managensentices;

e Assessment of preliminary service needs;

o Development of treatment plans, including clienalgopreferences and
optimal clinical outcomes;

e Assignment of health team roles and responsitslitie

e Development of treatment guidelines that estaldistical pathways for
health teams to follow across risk levels or headihditions;

e Monitoring of individual and population health statand service use to
determine adherence to or variance from treatmeaidetnes; and

e Development and dissemination of reports and indipeogress toward
meeting outcomes for client satisfaction, healgust, service delivery and
costs.

2. Care Coordination — Care coordination consists of the implementatibtine
individualized treatment plan (with active clienvolvement) through appropriate
linkages, referrals, coordination and follow-upneded services and supports.
Specific care coordination activities include, but not limited to: appointment
scheduling, conducting referrals and follow-up nhoring, participating in hospital
discharge processes and communicating with otloefigers and clients/family
members. Healthcare Homes must conduct care catieh activities across the



Care Team (composition of Care Team outline8ection 2.B. The primary
responsibility of the Community Support SpecialBES)/Case Managers is to
ensure implementation of the treatment plan forea@ment of clinical outcomes
consistent with the needs and preferences of teetcl

Health Promotion Services- services shall minimally consist of providingalth
education specific to an individual's chronic camts, development of self-
management plans with the individual, educatioraremg the importance of
immunizations and screening, child physical andt@nal development, providing
support for improving social networks and providimealth promoting lifestyle
interventions, including, but not limited to: sudoste use prevention, smoking
prevention and cessation, nutritional counselitgsity reduction and prevention
and increasing physical activity. Health promotszmvices also assist clients to
participate in the implementation of the treatmaan and place a strong emphasis
on person-centered empowerment to understand #ndaeage chronic health
conditions.

Comprehensive Transitional Care— members of the Care Team must provide
care coordination services designed to streamlan@spf care, reduce hospital
admissions and interrupt patterns of frequent hakspmergency department use.
Members of the Care Team collaborate with physgianrses, social workers,
discharge planners, pharmacists and others toncenimplementation of the
treatment plan with a specific focus on increasignts’ and family members’
ability to manage care and live safely in the comityuand shift the use of reactive
care and treatment to proactive health promotiehsaif-management.

Individual and Family Support Services— services include, but are not limited to:
advocating for individuals and families, assistmigh obtaining and adhering to
medications and other prescribed treatments. ditiad, Care Team members are
responsible for identifying resources for indivitkitd support them in attaining
their highest level of health and functioning ieittfamilies and in the community,
including transportation to medically necessaryises. A primary focus will be
increasing health literacy, ability to self-managee and facilitate participation in
the ongoing revision of their care/treatment pl&or individuals with
developmental disabilities (DD) the Care Team vafer to and coordinate with the
approved DD case management entity for services iioectly related to
habilitation or a particular healthcare condition.

Referral to Community and Social Support— involves providing assistance for
clients to obtain and maintain eligibility for hdadare, disability benefits, housing,
personal need and legal services, as examplesindieiduals with DD, the Care



Team will refer to and coordinate with the approidd case management entity
for this service.

B. Healthcare Home Staffing

Healthcare Home providers will augment their cur@RR teams by adding a Healthcare
Home Director, Physician Leadership and Nurse G4&aeagers to provide consultation
as part of the Care Team, and assist in delivetiegithcare Home services. Clerical
support staff will also be funded to assist withalecare Home supporting functions.
These additional positions will be funded by thealtecare Home payments, as
explained inSection 3.A and will be expected to log their Healthcare Hawoavities as
determined by DMH.

a. Care Team

The Care Team is composed of existing CPR team menamnd additional
Healthcare Home staff positions (s&ependix B for staff roles and
responsibilities):

1. Clinical Director/CPRC Director — Continues to provide the same
functions within the CMHC, and supports the impleta¢gion of Healthcare
Home.

2. Physician Leadership(added with Healthcare Home) — The physician
provides medical leadership to the Care Team biyggaating in treatment
planning and consultation regarding identified tleabnditions. The
physician leadership position can be a primary pasesician, psychiatrist
or advanced practice nurse.

e 1 hour physician time per client enrolled in Heedtte Home, for
example:
0 520 enrollees = .25 FTE per year (10 hrs. per week)
0 1,040 enrollees = .5 FTE per year (20 hrs. per yveek
o 2,080 enrollees =1 FTE per year (40 hrs. per week)

3. Behavioral Health Clinicians and Teams- Continue to provide the same
functions within the CMHC and support the implenagioin of Healthcare
Home.

4. Healthcare Home Director (added with Healthcare Home) — The
Healthcare Home Director oversees the implememtatna coordination of
Healthcare Home activities, and provides oversigiNurse Care
Managers. A clinician (with minimum RN credentjats non-clinician



b.

with strong administrative skills may be qualifieat the Healthcare Home
Director position.

¢ Minimum Healthcare Home Director FTEs will be detared by
DMH for each CMHC recognized as a Healthcare Home.

5. Nurse Care Managers(added with Healthcare Home) — Nurse Care
Managers assist in managing the client’s full awaghysical health care
needs, in addition to behavioral health care neadtg)g a “whole person”
approach. RNs and LPNs are qualified as Nurse Mareagers; however,
one RN Nurse Care Manager must be on the Healtht@me Team.

e One Nurse Care Manager FTE cannot exceed a cassHloxalre
than 250 clients enrolled in Healthcare Home.

e CMHCs may request an exception to fill a Nurse Gdamager
position with a non-nurse. DMH will review excepis on a case-
by-case basis.

6. Community Support Specialists/Case Managers Continue to provide
the same functions within the CMHC, and supportitfi@ementation of
Healthcare Home. CSS/Case Managers will alsovedeaining focused on
the health of the “whole person” and design to pdaem with health
coaching skills and education on chronic diseases.

7.  Clerical Support Staff (added with Healthcare Home) — Clerical Support
Staff will assist the CMHC in Healthcare Home regy and other
supporting roles.

8. Healthcare Home Clients— All clients eligible and enrolled to receive
Healthcare Home services will have access to adNDese Manager. In
addition, clients eligible for CPR may also hav@$S/Case Manager.
Clients are active participants in managing thane@treatment plan.

Internal Practice Team Meetings

CMHCs shall convene regular internal Healthcare eldmam meetings with the
Healthcare Home Director, Physician Leader and &@a&re Managers to plan
and take steps to support continual Healthcare Hsroition.

Notification of Staffing Changes

CMHCs are required to notify DMH within five worlgndays of vacancies in the
Healthcare Home Director, Physician Leadership sH@are Managers and
Clerical Support positions for Healthcare Home.



C. Learning Collaborative

DMH shall require all CMHC recognized Healthcarenkés to participate in a
Healthcare Home learning collaborative as follows:

a. Leadership and Organizational Training

The Leadership and Organizational Training is anb®ith process that will
require participation of the CMHC leadership, whiobst include the
CEO/President, CFO, Clinical Director, CPRC Directdealthcare Home
Director and Physician Leader. The leadershipagénizational training
includes the following (training dates are tentatand subject to change):

1. Paving the Way for Healthcare Homes (June 28, 2013)CMHC
leadership is expected to attend this train-thextrasession, and shall
subsequently train all CMHC staff on Healthcare ldem

2. Healthcare Home 101 (August 9-10, 2015 CMHCs will be trained on
the state rules and regulations for Healthcare Hoidealthcare Home team
roles and responsibilities, organizational changgk lzealth information
technology tools and initiatives.

3. Phase I: Systems Change Training: Access to Careuly-November
2011)— MTM Services has been contracted to deliver access to care
training detailing access to care flow process#sgration of quality
improvement strategies and techniques, costing, Mapping and design of
standardized process specific to the CMHC.

4. Phase II: Systems Change Training: Practice Transfonation
Healthcare Home Learning Collaborative (December 201 — August
2012)- This learning collaborative consists of four ishrops over an eight
month period and incorporates components of the R@Mdel.

e Workshop 1: Patient-centeredness and involvement of the igtatie
in goal setting, action planning, problem solvimgl dollow-up

e Workshop 2: Patient and family education and self-management
support

e Workshop 3: Care coordination across settings and population-
based tracking

3 For more information on MTM Services, vigitvw.mtmservices.org
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e Workshop 4. Multi-disciplinary team-based approach to care,
evidence-based care delivery and integration olitgua
improvement strategies

5. Phase lll: Systems Change Training: Meeting Missoutis Healthcare
Home Standards (August-December 2012) CMHCs will integrate
learning collaborative work to meet the Missouri BNhterpretive
standards for Healthcare Home, unless the CMHGneady been, or in
the process of being, accredited as a HealthcaneeHiy NCQA, CARF,
the Joint Commission or other nationally recogniedlthcare Home
accrediting organization.

b. Mastery of the Required Healthcare Home Core Compeincies

CMHCs shall transform how they operate in ordeetain their status as a
Healthcare Home. Transformation entails maste®tafse | and Il of the
Systems Change Training for leadership describegteab

c. Healthcare Home Team Training

All Healthcare Home Directors and Nurse Care Maragall attend all four
levels of training:

1. Level One: Healthcare Home 10% Training on state rules and regulations
for Healthcare Homes, Care Team roles and respbtis#) health
information technology tools and initiatives, otiation to the public health
and primary care models and DMH services and ressur

2. Level Two: Person-Centered Care- Training on patient-centeredness,
motivational interviewing, medication treatment attherence and primary
care resources.

3. Level Three: Understand and Managing Chronic Diseass— Training on
disease management and pharmacology, health ahtesslifestyle
change, substance abuse and treatment, orientatiba public health and
primary care models.

4. Level Four: Child and Adolescent Wellness- Training introducing child
wellness, disease management and pharmacologih laeal
wellness/lifestyle change, substance abuse antiiees, and medication
treatment and adherence for children and adolescent

11



D. Patient Registry

Healthcare Homes shall utilize the DMH/DSS provi#d#4R patient registry. A patient
registry is a system for tracking information tBE8S/DMH deems critical to the
management of the health of a Healthcare Homeismigtopulation, including dates of
delivered and needed services, laboratory valuedetkto track chronic conditions, and
other measures of health status. The registry sbalsed for:

e Patient tracking;
e Patient risk stratification;
e Analysis of patient population health status amtividual patient needs; and

e Reporting, as specified Bection 2.Ebelow.
E. Data Reporting

CMHCs shall submit to DMH the following reports, fasther specified by DMH, within
the time frames specified below:

e Monthly CMHC Healthcare Home Implementation Repwaviding updates to
the CMHC leadership, Healthcare Home staff and CMit€3cribers, and a
status update on Healthcare Home enrollment;

e Quarterly CMHC Healthcare Home Quality ImprovemRBeport describing
utilization of HIT reports, performance measured aelmical data contained
within the CMHC patient registry, and implementataf practice transformation
concepts presented in the Healthcare Home leandalt@porative;

e Other reports, as specified by DSS/DMH.
F. Demonstrated Evidence of Healthcare Home Transforntéion

CMHCs are required to demonstrate evidence of Heale Home transformation on an
ongoing basis using measures and standards establiy DSS and DMH, and
communicated to the CMHCs. As of the publicatiatedof this application, DMH
defines evidence of Healthcare Home transformaasfollows:

e Demonstrates development of fundamental Healthidaree functionality at six
months and 12 months based on an assessment peapéssed irSection 2.G
below; and

e Demonstrates significant improvement on clinicai@ators specified by and
reported to DMH.

12



G. Participation in Evaluation

CMHCs shall participate in an evaluation. Paratipn may entail responding to surveys
and requests for interviews with CMHC staff an@wets. CMHCs shall provide all
requested information to the evaluator in a tinfaghion.

13



SECTION 3; HEALTHCARE HOME PAYMENT

Subject to all required federal approvals, DMH Haseloped the following payment structure
for recognized CMHC Healthcare Home providers. gdgments will be made to any
Healthcare Home until the calendar month immedjdtdlowing the first learning collaborative
session, and all payments are contingent on the Chideting the requirements set forth in this
application, as determined by DMH. Failure to mn&eth requirements is grounds for revocation
of Healthcare Home status and termination of paysgmecified within this application.

The anticipated payment methodology for CMHCs ifodsws:

A. DRAFT Payment Methodology

Covered Services Payment Amount

Infrastructure Start-up payment per CMHC site for start-up and
Payment (limited) initial infrastructure development practice costs
during the first quarter of Year One, as determined
by DMH. Payment to be determined

Subsequent payment awarded after Year One of
implementation based upon the 6 and 12 month
evaluations, and other factors as determined by
DMH.

Quarterly payment per CMHC for FTE allocation
of Healthcare Home Director and Clerical Support

g;ra;ngt(lérﬁ 0ing) Staff, as determined by DMH. Payment to be determined
Y going Payment will start concurrent with PMPM
payments.

PMPM payment for Healthcare Home services,
explained inSection 2.A and other activities to be
taught during the course of the learning
collaborative sessions, explainedSaction 2.C

Payment will start when the CMHC has
demonstrated compliance and readiness, as
determined by DMH, to begin offering Healthcare
Home services.

Per-Member-Per-
Month (PMPM)
Payment

PMPM = $

Incentive payments awarded to CMHCs that
display significant improvements to performance
Payment for measures (sekppendix A), as determined by
Performance DMH, and maintains sufficient Healthcare Home
staffing and leadership commitment to learning
collaborative.

Payment to be determined

14



The PMPM payment described in the payment methggdiable above will be based on
DSS’ count of Medicaid beneficiaries assigned tattrnibuted to the CMHC on a date
certain each month. During Year One, paymentd bkeahade for only those
beneficiaries meeting the eligibility criteria eapled inSection 3.Bbelow.

Should experience reveal to DSS/DMH that elemehtseopayment methodology will
not function, or are not functioning, as DSS/DMiteilded; DSS/DMH reserves the right
to make changes to the payment methodology aftesut@ation with recognized
Healthcare Homes and receipt of any and all redue&deral approvals.

. Patient Eligibility and Enroliment

Medicaid beneficiaries eligible for Healthcare Hosegvices from recognized CMHC
Healthcare Home service providers must meet onleeofollowing criteria:

1. Diagnosed with a serious and persistent mentaltheahdition, including:
e Adults with serious mental iliness (SMI); and

e Children with serious emotional disturbance (SE&@efppendix E for
definition).

2. Diagnosed with a mental health condition and sulecgtaise disorder

3. Diagnosed with a mental health condition and/ostarce use disorder, and one
other chronic condition (diabetes, COPD, cardiou&sadisease, overweight (BMI
>25), tobacco use and developmental disability)

DSS/DMH will consider the addition of beneficiarigh other chronic conditions and
risk factors for Year Two.

Beneficiaries will be attributed to the CMHC usiagtandard patient attribution
algorithm adopted by DSS/DMH. Recognized CMHC ItHezadre Home providers will

be required to inform beneficiaries of other Headite Home provider options in the state
prior to the beneficiary being enrolled. Benefiwa will also be given the choice to opt-
out of Healthcare Home services.
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SECTION4: APPLICATION REQUIREMENTS

A. Application Timetable

DMH may adjust the application timetable as it deemcessary. The CMHC
President/CEO, COOQO, and Clinical Director will batiied of any adjustments made to
the application timetable and/or application reguoients.

Projected Timeline
(dates subject to change)

Application Released to CMHCs Tuesday, June 28, 2011
Application Due to DMH Wednesday, July 20, 2011

Anticipated CMHC Notification of Healthcare
Home Provider Status

Application Status

Monday, August 15, 2011

B. General Submission Instructions

Applications must be submitted electronically bgnaH to Susan Blume,
susan.blume@dmh.mo.gdwy Wednesday, July 20, 2011.

C. General Application Requirements
CMHCs must complete and submit one applicationopganization.

CMHCs should note that parts of the applicatioruest information pertaining to the
organization and other parts request informaticecsie to each CMHC site/location.

D. Contents of the Submission
The applicant must submit:

1. A cover letterthat clearly states the name of the applicantrorgéion and the name
of the applicant’s contact person. The letter nwessigned by an individual
authorized to bind the applicant; and

2. Thecompleted application form (Appendix D).
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APPENDIX A

MO CMHC HEALTHCARE HOME PERFORMANCEMEASURES

The nine performance measures CMHCs are curreatiking are:

1. Use of inhaled corticosteroid medications by pesswith a history of COPD
(chronic obstructive pulmonary disease) or Asthma.

2. Use of ARB (angiotensin Il receptor blockers) orBAGangiotensin converting
enzyme inhibitors) medications by persons withsadny of CHF (congestive heart
failure).

3. Use of beta-blocker medications by persons witiseoty of CHF (congestive heart
failure).

4. Use of statin medications by persons with a histdrf@ AD (coronary artery disease).

5. Use of H2A (histamine 2-receptor antagonists) dr(PPton pump inhibitors)
medications for no more than 8 weeks by persoris avitistory of GERD (gastro-
esophageal reflux disease).

6. Fasting lipid profile completed within the pastm2nths for patients with CAD
(coronary artery disease).

7. Urinary microalbumin test completed within the pa8tmonths for patients with
diabetes mellitus.

8. At least 2 hemoglobin Alc tests completed withia plast 12 months for patients
with diabetes mellitus.

9. Fasting lipid profile completed within past 12 mlasifor patients with diabetes
mellitus.
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APPENDIX B

HEALTHCARE HOME TEAM ROLES AND RESPONSIBILITIES

The roles and responsibilities of the Healthcarenel®irector, Physician Leader and Nurse
Care Managers, as outlined below, are preliminangtions those positions may perform.

!

Nurse Care Manager

Champions healthy lifestyle changes, including
tobacco prevention and cessation, nutrition and
physical activity.

Champions preventive care efforts on
healthcare issues and alcohol and drug abuse.
Assists the CMHC in developing and enhancing
wellness initiatives such as, but not limited to,
wellness support groups, nutrition and physical
activity programs, periodic staff and consumer
education classes, consumer health fairs and
screenings.

Facilitate health education groups and/or
activities for clients/staff/community, or refer to
other PSR staff leading groups (per the criteria
and guidelines of the specific
programs/curriculum).

Promotes the use of Direct Inform with clients.
Consult with CSSs about identified health
conditions of their clients and provide education
training on medical diseases, health coaching
and medications

Support and educate CSS staff on health
coaching, chronic diseases, healthy lifestyle
choices and medication adherence.

Provide technical assistance to CSSs on use of
CyberAccess and running a Patient Profile
Report.

Responsible for performing roles supported by
the community support specialist (for clients
w/o a CSS).

Maintains a time log of HH activities with DMH
and reports CE courses/training.

Tracks that all required assessments and
screenings are completed for each client, in
accordance of performance measures, and
follows-up if necessary.

Follows through on performance measures.
Manages HIT tools and reports on HH caseload,
received from HH director, and reviews for
accuracy, outlying prescription patterns and
practices.

Monitors HIT tools and reports for treatment
and medication alerts and hospital
admissions/discharges.

Assists with Department of Mental Health state-
operated facilities and general hospitals in
discharge planning of HH caseload.

Makes the initial contact with the hospital
regarding client admission/discharge.
Coordinates with the CSS and Care Team on
treatment and medication alerts and hospital
admissions/discharges.

Follows through with client on treatment and
medication alerts and hospital admissions/
discharges (for clients w/o a CSS).
Communicates algorithm concerns, problems or
suggestions to HH director.

Assists in developing the treatment plan for
clients, and identifying 1 or 2 healthcare goals.
Coordinates care with MO HealthNet
contracted pharmacies and providers in the
community, and federal qualified health center
(FQHQ) clinical staff.
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'H| Healthcare Home Director

w Physician Leadership

The Healthcare Home director oversees the
implementation and coordination of healthcare home
activities.

Responsibilities include:

e  Champions Healthcare Home practice
transformation change.

e Provides consultation with the physician
leadership and nurse care managers regarding
healthcare home functions or client specific
concerns.

e  Facilitates periodic meetings with the physician
leader and nurse care managers.

e Oversees that nurse care managers complete the
HH training and certification and obtain the
required CE credits.

e  Coordinates hospital admission/discharge
planning.

e Responsible for initial intake process of newly
enrolled HH clients and assigns them to HC
caseload appropriately based on the HC’s current
caseload composition of acuity.

e Assures all hospital admission/discharge alerts
are promptly acted upon by the Care Team.

e Assists with staff training on disease
management HIT tools and initiatives.

e  Provides technical assistance to Care Team on
HIT tools, and running a CyberAccess Patient
Profile Report.

e Carries the role as one of the CyberAccess
Practice Administrators, responsible for
maintaining the accounts of authorized users.

e Communicates algorithm concerns, problems or
suggestions to designated technical
representatives.

e May coordinate and/or facilitate health
education groups and/or activities for
clients/staff/community, or refer to other
qualified PSR staff leading groups (per the criteria
and guidelines of the specific
programs/curriculum).

e Develops quality indicator projects surrounding
healthcare screening, treatment plan healthcare
goals and prescriber information.

The physician provides medical leadership to the Care
Team.

Responsibilities include:

e  Participates in treatment planning and
approves plans as necessary or appropriate.

e  Consults with team psychiatrists.

e  Consults on identified health conditions.

e  Assists with coordination with medical
providers in the community.
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APPENDIX C

DEFINITION FORCHILDREN AND Y OUTH
WITH SERIOUSEMOTIONAL DISTURBANCE (SED)

Serious emotional disturbance is a term used toritbeschildren and youth who have serious
disturbances in psychological growth. There anaraber of characteristics that may distinguish
these youth. The definition of serious emotionsiudbance in the State of Missouri is defined
as:

1.  Children and youth under 18 years.

2. Children and youth exhibiting substantial impairnsein their ability to function at a
developmentally appropriate level due to the preseri a serious psychiatric
disorder. They must exhibit substantial impairmarttvo or more of the following
areas:

a. Self-care including their play and leisure actest

b. Social relationships: ability to establish or maintsatisfactory relationships
with peers and adults;

c. Self-direction: includes behavioral controls, derismaking, judgment, and
value systems;

d. Family life: ability to function in a family or thequivalent of a family (for a
child birth through six years, consider behaviguation and physiological,
sensory, attentional, motor or affective processing an ability to organize a
developmentally appropriate or emotionally positstate);

e. Learning ability;

f. Self-expression: ability to communicate effectiveligh others.

3. Children and youth who have a serious psychiaisorder as defined in Axis | of the
Diagnostic and Statistical Manual of Mental Disagd@DSM-IV). An “exclusive”
diagnosis of V Code, conduct disorder, mental detidon, developmental disorder, or
substance abuse as determined by a DepartmentrddMdéealth, Comprehensive
Psychiatric Services Provider does not qualify asraous emotional disturbance.
Children from birth through three years may quafyh an Axis | or Axis I
diagnosis as defined in the Diagnostic Classifisatf Mental Health and
Developmental Disorders of Infancy and Early Chaldd (DC-3).
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4.  Children and youth whose inability to function,described, require mental health
intervention. Further, judgment of a qualified nedmealth professional should
indicate that treatment has been or will be reguioeger than six months.

5.  Children and youth who are in need of two or maeeSand/or community agencies
or services to address the youth’s serious psyah@disorder and improve their
overall functioning.

Serious emotional disturbance occurs more predjctalthe presence of certain risk factors.
These factors include family history of mentaleléis, physical or sexual abuse or neglect,
alcohol or other substance abuse and multiple Dlabme placements. While these risk factors
are not classified as specific criteria in the wnigbn of serious emotional disturbance, they
should be considered influential factors.
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APPENDIX D

APPLICATION FORCMHC HEALTHCARE HOME PROVIDER STATUS

SECTION A: PRACTICE SITE INFORMATION

1. General Information for CMHC

a. Name of CMHC:

b. Name of person completing application:  Title:
Email:
Phone:

c. Address of CMHC sites applying for Healthcare Hameognition that will have a Healthcare
Home Director or Nurse Care Manager either ongifgroviding services at the location:

d. Name of Governing Board President: E-mail:
Phone:
e. Name of CEO: E-mail:
Phone:

f. CMHC Federal Tax Identification Number:

g. Ifthe CMHC is part of a larger organization, pleagentify the name of the larger organization:

h. Are you currently accredited as a Healthcare Home?
i. If so, what national accrediting agency did youuse
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2. CMHC Clinicians with Patient Panels Please provide totals in full-time equivalences
(FTEs) and subtotals by category of clinician iminer of people filling those positions, to
the extent that the CMHC has such personnel andhehéhe positions are staffed or vacant:

a. Total Physician FTEs b. Total Nurse Practitioner (NP)
¢ # of staffed full-time physicians FTEs
o # of staffed part-time physicians * # of staffed full-time NPs
e # of vacant full-time physician o # of staffed part-time NPs
positions e # of vacant full-time NP
e # of vacant part-time physician positions
positions ¢ # of vacant part-time NP
positions

c. Do individual physicians and NPs each have defpaatkls of patients?
Yes No

3. Medical Records

a. If the CMHC uses an electronic health record (EHR):
i.  What vendor do you use?
. Does it meet meaningful use?
iii. When was it implemented?
iv.  What functions does it serve?
Comments (optional):

b. If the CMHC does not use an EHR, does the CMHC Ipdeves to implement an EHR?
i. In2011? Yes No
. In 20127 Yes No

Comments (optional):

c. Are you a member of a Regional Health Informatiowcthange, if so which one?

Comments (optional):

d. How many CyberAccess registered users do currbathe total for the CMHC?

e. Who are your registered CyberAccess Practice/SimiAistrator(s) employed by your
organization?

23



SECTION B: HEALTHCARE HOME TRANSFORMATION

1. In one paragraph, describe your organizations pgigaals and objectives in providing
Healthcare Home services.

2. Intwo or three paragraphs, describe (1) the egpee of the Healthcare Home Director(s)
who will provide organizational leadership for Héahre Home transformation, (2) what he
or she will do to ensure successful Healthcare Hewadution, and (3) your understanding of
the challenges this individual will face inheremtHealthcare Home transformation within
the CMHC.

3. Intwo or three paragraphs, describe and provigeaoriwo examples of how the CMHC will
involve patients, families and/or caregivers in phecess of defining the elements of a
“person-centered” CMHC.

4. In two or three paragraphs, describe your orgainzat success and challenges in
implementing the DMH Net initiative and the DM 37pfbject, and how those experiences
may translate to implementing Healthcare Home.

5. As a CMHC, what does your organization hope to fraim Phase I: Systems Change
Training on Access to Care?

6. Describe your organization’s history of use of tjuarterly disease management report
(HEDIS indicators) and commitment to conductinglneds interventions as indicated based
on clients’ level of risk.

7. For the purpose of initial training on Healthcareni® transformation processes, please list
the names and titles of the CMHC'’s proposed Le&geiBeam, which must include the
CEO/President, CFO, Clinical Director and CPRC &ime. Also include projected
Healthcare Home staff that will operate in each Gb/éite (i.e. Healthcare Home Director,
Physician Leader and Nurse Care Managers).

CMHC Leadership

Name Title/Position

CMHC Healthcare Home Director, Physician Leadershipand Nurse Care Managers

Healthcare Home Position

8. Please provide your anticipated staffing plan fealthcare Home, including the size and
composition of projected caseloads and projectedben of Nurse Care Managers, and what
your training needs would be to meet that plan.
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SECTION C: CURRENT PERFORMANCE AND AREAS REQUIRING PROMPT REMEDIATION

Please find attached with this applicati@MHC Benchmark Reports June 2011, showing
eligible CMHCs benchmarked performance in the aodas

a & w Dk

6.

Completion Rate of Metabolic Screenings

Enrollment and Outreach Percentage of DM 3700 @&lien
Completion Rate of the CPS Adult and Youth StatapdRts
Completion Rate of MHSIP Surveys

CyberAccess Patient History Utilization

CMHC Behavioral Pharmacy Management (BPM) Benchragort

Performing well as a Healthcare Home under thisainve will require performing well on all
the above listed measures. Successful applicegmuires a plan of correction or efforts of
improvement for any of the above measures on wyoecihn CMHC is performing below average
compared to its peers.
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CMHC Benchmark Reports

June 2011

1. Completion Rate of Metabolic Screenings

2. Enrollment and Outreach Percentage of
DM 3700 Clients

3. Completion Rate of CPS Adult and Youth
Status Reports

4. Completion Rate of Adult and Youth
MHSIP Surveys

5. CyberAccess Patient Utilization Report

6. CMHC Behavioral Pharmacy Management
(BPM) Benchmark Report for Adult and
Youth Prescribers

Healthcare Home



Jan-Dec 2010 Metabolic Screening Data

Number of records submitted to DMH for submission to ACS, includes some non Medicaid clients

CMHC Clients | “MHC Clients
w/ CY10
iy Ol Antipsychotic e
Metabolic Data .

Agency Claims

BJC-17B 557 492| 113.2%
Ozarks Medical Ctr. 203 273 74.4%
North Central MO Mental Health Ctr. 248 338| 73.4%
Independence Ctr. 158 2201 71.8%
BJC 1242 1976 62.9%
Preferred Family Healthcare 238 427 55.7%
Mark Twain Behavioral Health 248 475 52.2%
Community Counseling Ctr. 383 788| 48.6%
Comprehensive Health Systems 78 161| 48.4%
Burrell Behavioral Health 10 710 16871 42.1%
Swope Health Ctr. 148 378| 39.2%
Arthur Ctr. 171 467| 36.6%
CPR Grand Total 7539 20887 36.1%
Burrell Behavioral Health 12 345 957 36.1%
ReDiscover 302 894| 33.8%
Places for People 73 220l 33.2%
Hopewell 159 481l 33.1%
Pathways Behavioral Healthcare 1041 3161 32.9%
Comtrea 153 560 27.3%
Comprehensive Mental Health 117 434 27.0%
Family Guidance Ctr. 227 857| 26.5%
Ozark Center 192 730 26.3%
Adapt 82 358| 22.9%
Bootheel Counseling Ctr. 95 451 21.1%
New Horizons 62 322 19.3%
Tri-County Mental Health Services 142 748| 19.0%
Clark Mental Health Ctr. 37 203 18.2%
Family Counseling Ctr. 61 451 13.5%
Truman 59 686 8.6%
Crider 8 1579 0.5%
Mineral Area 0 68 0.0%
SEMO CTC 0 45 0.0%

CMHC Clients w/ CY10 antipsychotic claims are clients enrolled in CPR in CIMOR
matched to CY10 MHN claims for antipsychotics




Disease Management Program -- Assigned Clients engaged or enrolled in DM as of 6/1/11 status update
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Comprehensive Health Systems, Inc. 14 3(100.0%| 0.0%| 100.0%
Comprehensive Health Systems, Inc. 15 1| 0.0%]|100.0%| 100.0%
New Horizons Community Support Services 12 15| 80.0%| 20.0%| 100.0%
Preferred Family Healthcare, Inc. 15 5(100.0%| 0.0%| 100.0%
Pathways Community Behavioral Healthcare, Inc. 08B 95| 87.4%| 7.4%| 94.7%
Pathways Community Behavioral Healthcare, Inc. 07 55 85.5%| 7.3%| 92.7%
ReDiscover 04 54| 53.7%| 38.9%| 92.6%
Independence Center 23 13| 30.8%| 61.5%| 92.3%
Pathways Community Behavioral Healthcare, Inc. 11 63 73.0%| 14.3%| 87.3%
Preferred Family Healthcare, Inc. 14 20 50.0%| 35.0%| 85.0%
North Central Missouri Mental Health Center 13 33 81.8%| 3.0%| 84.8%
Community Treatment, Inc. 22 63 52.4%| 30.2%| 82.5%
Ozark Center 09 89| 48.3%| 33.7%| 82.0%
Independence Center 25 5| 80.0%| 0.0%| 80.0%
Places For People 24 25 76.0%| 4.0%| 80.0%
Pathways Community Behavioral Healthcare, Inc. 17A 91| 70.3%| 8.8%| 79.1%
Independence Center 24 9| 55.6%| 22.2%| 77.8%
Burrell Behavioral Health Care Center 12 73| 52.1%| 24.7%| 76.7%
BJC Behavioral Health 23 170| 40.6%| 35.3%| 75.9%
Crider Health Center, Inc. 16 104| 60.6%| 14.4%| 75.0%
Swope Health Services 03 46| 52.2%| 21.7%| 73.9%
BJC Behavioral Health 25 95| 48.4%| 25.3%| 73.7%
Comprehensive Mental Health Services 05 63| 36.5%| 34.9%| 71.4%
Family Guidance Center 01 95| 48.4%| 22.1%| 70.5%
Bootheel Counseling Services 20 100| 44.0%| 24.0%| 68.0%
Adapt of Missouri, Inc. 25 18| 55.6%| 11.1%| 66.7%
All CMHC All 2750| 46.4%| 17.9%| 64.4%
New Horizons Community Support Services 11 8| 62.5% 0.0%| 62.5%
Adapt of Missouri, Inc. 24 21| 57.1%| 4.8%| 61.9%
Truman Medical Center Behavioral Health 02 77| 44.2%| 14.3%| 58.4%
Places For People 25 19| 47.4%| 10.5%| 57.9%
Adapt of Missouri, Inc. 23 14| 35.7%| 21.4%| 57.1%
Community Counseling Center 21 89| 31.5%| 23.6%| 55.1%
Places For People 23 11| 27.3%| 27.3%| 54.5%
Family Counseling Center, Inc. 19 376| 41.5%| 12.0%| 53.5%
East Central Missouri Behavioral Health Services 15 32| 34.4%| 18.8%| 53.1%
Hopewell Center 24 81 43.2%| 8.6%| 51.9%
Hopewell Center 23 2| 50.0%| 0.0%| 50.0%
Tri-County Mental Health Services 06 32| 31.3%| 18.8%| 50.0%
Clark Community Mental Health Center 08A 47| 40.4%| 8.5%| 48.9%
Mark Twain Association for Mental Health, Inc. 14 25| 32.0%| 16.0%| 48.0%
BJC Behavioral Health 17B 125| 29.6%| 16.8%| 46.4%
Burrell Behavioral Health Care Center 10 264| 29.2%| 15.2%| 44.3%
Ozark Medical Center 18 110| 26.4% 1.8%| 28.2%
Hopewell Center 25 14 7.1%| 0.0%| 7.1%




Adult Status Reports Completed for CPR Clients -- Jan - March 2011 admissions*

ASR Completed
Adult CPR upon CPR Completion

Agency Site Admissions Admission* Rate

Adapt of Missouri - Service Area 23 6 6 100.0%
Adapt of Missouri - Service Area 24 15 15 100.0%
Comp Health Sys - Service Area 14 19 19 100.0%
Comp Health Sys - Service Area 15 3 3 100.0%
Family Counseling Center, Inc. 81 81 100.0%
Independence Center - Service Area 23 8 8 100.0%
Independence Center - Service Area 24 3 3 100.0%
Independence Center - Service Area 25 4 4 100.0%
New Horizons (CPS Service Area 12) 14 14 100.0%
Ozark Medical Center 38 38 100.0%
North Central Missouri Mental Health Center 42 41 97.6%
Preferred - Service Area 14 28 27 96.4%
Adapt of Missouri - Service Area 25 26 25 96.2%
Places for People - Service Area 24 20 19 95.0%
Mineral Area CPRC 10 9 90.0%
Ozark Center 138 123 89.1%
Community Counseling Center 55 49 89.1%
Places for People - Service Area 25 8 7 87.5%
Preferred - Service Area 13 7 6 85.7%
Burrell Behavioral Health - Service Area 10 146 124 84.9%
New Horizons (CPS Service Area 11) 18 15 83.3%
Crider Health Center, Inc. 366 304 83.1%
Mark Twain Association for Mental Health, Inc. 58 46 79.3%
Burrell Behavioral Health - Service Area 12 275 218 79.3%
Preferred - Service Area 15 18 14 77.8%
Pathways (CPS Admin Agent Service Area 8B) 148 115 77.7%
BJC - St. Louis City (Service Area 25) 83 63 75.9%
Places for People - Service Area 23 4 3 75.0%
Pathways (CPS Admin Agent Service Area 7) 107 79 73.8%
East Central Missouri Behavioral Health Services 98 72 73.5%
All Adult CPR Admissions 3175 2311 72.8%
Clark Community Mental Health Center 11 8 72.7%
Pathways (CPS Admin Agent Service Area 11) 149 106 71.1%
Pathways (CPS Admin Agent Service Area 17A) 127 87 68.5%
BJC - St. Louis County (Service Area 23) 249 168 67.5%
ReDiscover 89 59 66.3%
Bootheel Counseling Services 64 42 65.6%
Truman Medical Center Behavioral Health 92 59 64.1%
BJC - Farmington (Service Area 17B) 73 43 58.9%
Family Guidance Center 96 50 52.1%
Hopewell Center 52 25 48.1%
Tri-County Mental Health Services 74 31 41.9%
Community Treatment, Inc. 180 65 36.1%
Comprehensive Mental Health Services 21 6 28.6%
Swope Health Services 50 12 24.0%
BJC - St. Patrick Center (ACT) - SA 25 1 0 0.0%
Southeast Missouri Behavioral Health, Inc. 1 0 0.0%

* accepted as completed upon admission if entered into CIMOR through June 22 2011



Youth Status Reports Completed for CPR Clients -- Jan - March 2011 admissions*

YSR Completed
Youth CPR upon CPR

Agency Site Admissions Admission* Completion Rate

Burrell Behavioral Health - Service Area 12 43 43 100.0%
North Central Missouri Mental Health Center 18 18 100.0%
Ozark Medical Center 12 12 100.0%
Mark Twain Association for Mental Health, Inc. 57 54 94.7%
Pathways (CPS Admin Agent Service Area 7) 60 56 93.3%
Bootheel Counseling Services 25 23 92.0%
Pathways (CPS Admin Agent Service Area 11) 49 45 91.8%
Pathways (CPS Admin Agent Service Area 17A) 39 33 84.6%
Clark Community Mental Health Center 30 25 83.3%
Burrell Behavioral Health - Service Area 10 40 33 82.5%
Pathways (CPS Admin Agent Service Area 8B) 46 37 80.4%
Crider Health Center, Inc. 194 146 75.3%
BJC - St. Louis City (Service Area 25) 12 9 75.0%
Community Counseling Center 25 18 72.0%
Hopewell Center 38 27 71.1%
All Youth CPR Admission 1175 772 65.7%
Ozark Center 68 39 57.4%
BJC - Farmington (Service Area 17B) 18 10 55.6%
Community Treatment, Inc. 29 16 55.2%
BJC - St. Louis County (Service Area 23) 41 22 53.7%
Tri-County Mental Health Services 78 41 52.6%
East Central Missouri Behavioral Health Services 30 15 50.0%
ReDiscover 15 7 46.7%
Family Counseling Center, Inc. 25 10 40.0%
Swope Health Services 36 8 22.2%
Family Guidance Center 117 25 21.4%
Comprehensive Mental Health Services 19 0 0.0%|
Truman Medical Center Behavioral Health 11 0 0.0%|

* accepted as completed upon admission if entered into CIMOR through June 22 2011



Adult MHSIP "Perception of Care" Surveys Returned for CPR Clients in CY10

Adult CPR Adult Adult CPR
Agency MHSIP .CPR MHSII?
Surveys |[Clients w/| Completion
Returned | 1 yr LOS Rate

Comprehensive Health Systems 133 139 95.7%
SEMO 13 19 68.4%
New Horizons SA12 128 213 60.1%
Mark Twain 204 357 57.1%
Ozarks Medical 109 211 51.7%
Independence Center 116 263 44.1%
Family Counseling 183 458 40.0%
New Horizons SA11 89 235 37.9%
Comm Counseling 184 533 34.5%
Truman 227 686 33.1%
Preferred Family 121 388 31.2%
Pathways SAQ7 106 380 27.9%
Adapt 109 406 26.8%
Pathways SA08B 204 765 26.7%
Burrell SA12 219 866 25.3%
Swope Parkway 65 265 24.5%
Burrell SA10 396 1642 24.1%
Places For People 70 292 24.0%
North Central 61 317 19.2%

Adult CPR total 3777 20873 18.1%
Clark Center 36 206 17.5%
Crider Center 223 1438 15.5%
Family Guidance 120 783 15.3%
BJC SA17B 71 615 11.5%
East Central 21 204 10.3%
Comprehensive Mental Health 43 438 9.8%
BJC SA25 112 1212 9.2%
BJC SA23 162 1913 8.5%
ReDiscover 76 939 8.1%
Tri County 75 1265 5.9%
Pathways SA11 32 617 5.2%
Pathways SA17A 18 538 3.3%
Ozark Center 15 494 3.0%
Bootheel 12 402 3.0%
Comtrea 24 851 2.8%
Hopewell Center 0 454 0.0%
Mineral Area 0 69 0.0%




Youth MHSIP "Perception of Care" Surveys Returned for CPR Clients in CY10

Youth CPR| Youth Youth CPR
Agency MHSIP .CPR MHSIF.’
Surveys |Clients w/| Completion
Returned | 1 yr LOS Rate

Swope Parkway 76 115 66.09%
ReDiscover 35 80 43.75%
Mark Twain 65 149 43.62%
Burrell SA12 67 177 37.85%
Comm Counseling 39 117 33.33%
Ozarks Medical 18 54 33.33%
BJC SA25 17 59 28.81%
Pathways SA08B 33 123 26.83%
BJC SA17B 18 68 26.47%
North Central 19 96 19.79%

Youth CPR total 601 3088 19.46%
Pathways SAQ7 26 147 17.69%
Burrell SA10 50 306 16.34%
Pathways SA11 28 186 15.05%
Tri County 17 114 14.91%
East Central 7 48 14.58%
Crider Center 54 481 11.23%
Clark Center 5 52 9.62%
Family Guidance 12 140 8.57%
Truman 5 67 7.46%
Bootheel 2 37 5.41%
BJC SA23 6 114 5.26%
Pathways SA17A 2 127 1.57%
Comprehensive Mental Health 0 59 0.00%
Comtrea 0 47 0.00%
Family Counseling 0 31 0.00%
Hopewell Center 0 29 0.00%
Ozark Center 0 65 0.00%




CyberAccess Patient History Utilization Report

March 1 - June 13, 2011

Patient Patient # Cons with | Avg Hits per
History Review | History Review EOC Cons with

(June) (March) (Mar1) EOC
New Horizons 12,468 11,015 456 3.19
Independence Center 1,690 1,021 293 2.28
Burrell 21,577 11,411 5,091 2.00
Pathways 50,422 41,175 5,028 1.84
Places for People 4,863 4,241 537 1.16
Comprehensive Health 1,842 1,621 197 1.12
Preferred Family 3,931 3,490 424 1.04
Family Guidance Center 4,782 3,219 2,028 0.77
Family Counseling Center 3,570 2,902 947 0.71
Total Avg Hits Per Consumer 0.71
COMTREA 3,910 2,843 1,593 0.67
Mark Twain 1,788 1,264 968 0.54
Comprehensive Mental Health 1,922 1,130 1,525 0.52
BJC 14,190 11,191 6,467 0.46
Adapt of Missouri 419 205 464 0.46
Tri-County 7,033 5,927 2,487 0.44
Bootheel Counseling Center 2,651 2,198 1,404 0.32
Crider 5,810 4,834 3,397 0.29
East Central 3,331 2,921 1,458 0.28
Ozark Center 7,762 6,875 3,228 0.27
Hopewell Center 1,109 499 2,263 0.27
Ozarks Medical Ctr 1,698 1,503 794 0.25
Community Counseling Center 3,997 3,125 3,659 0.24
Clark 981 820 679 0.24
ReDiscover 2,317 1,775 3,305 0.16
North Central MO 319 301 899 0.02
Swope Health Services 260 234 2,690 0.01
Total 164,642 127,740 52,281 0.71
Overall Usage Increase from March 1, 2011 - June 13, 2011 28.89%

* TMC Behavioral Health -
June Only Data

2,874




MT

Agencies Benchmark Report
Missouri - Adult (18-64)
January 2011 - April 2011

*Number Outlier Total Behavioral % Outlier
Agency Prescriptions Pharmacy Prescriptions | Prescriptions
Hopewell Center 463 5,405 8.6%
North Central Missouri Mental Health Center 422 4,467 9.5%
Truman Medical Center Behavioral Health 874 8,641 10.1%
Ozark Center 2,008 18,625 10.8%
Swope Health Services 705 5,919 11.9%
Pathways Community Behavioral Healthcare, Inc. 6,157 49,925 12.3%
Crider Health Center, Inc. 2,371 18,785 12.6%
ReDiscover 1,560 12,309 12.7%
Community Counseling Center 2,600 19,982 13.0%
Ozark Medical Center 610 4,550 13.4%
Bootheel Counseling Services 1,156 8,599 13.4%
Total Avg CMHC Outlier Prescriptions 47,756 324,916 14.7%
Community Treatment, Inc. 1,474 9,812 15.0%
Clark Community Mental Health Center 635 4,200 15.1%
Comprehensive Mental Health Services 1,060 6,901 15.4%
BJC Behavioral Health- SL 3,491 22,573 15.5%
Tri-County Mental Health Services 2,069 13,334 15.5%
Preferred Family Healthcare, Inc. 878 5,602 15.7%
Places for People 633 3,926 16.1%
East Central Missouri Behavioral Health Services 1,565 9,448 16.6%
Family Counseling Center 2,349 14,133 16.6%
New Horizons Community Support Services 779 4,634 16.8%
Burrell Behavioral Health - Springfield 3,992 23,507 17.0%
Burrell Behavioral Health- Central 2,322 12,810 18.1%
Family Guidance Center 2,001 11,027 18.2%
Adapt of Missouri, Inc. 951 5,153 18.5%
Mark Twain Behavioral Health 1,027 5,477 18.8%
Comprehensive Health Systems, Inc. 553 2,892 19.1%
Independence Center 663 2,857 23.2%
BJC Behavioral Health- SE 1,935 8,141 23.8%
Mineral Area Community Psych Rehab Center 453 1,282 35.3%

* for specified Quality Indicators™ (105,111,114,116,122,123,206,211,512,513)

© 2010 Care Management Technologies, Inc. All rights reserved.

Page 1 of 1




MT

Agencies Benchmark Report

Missouri - Child (0-17)
March 2011 - May 2011

*Number Outlier Total Behavioral % Outlier
Agency Prescriptions Pharmacy Prescriptions | Prescriptions

Ozark Center 391 5,668 6.9%
ReDiscover 229 3,215 71%
Swope Health Services 145 2,032 7.1%
Ozark Medical Center 72 970 7.4%
Family Guidance Center 337 3,456 9.8%
Burrell Behavioral Health- Central 265 2,182 12.1%
Truman Medical Center Behavioral Health 93 704 13.2%
Tri-County Mental Health Services 230 1,709 13.5%
Bootheel Counseling Services 271 1,950 13.9%
Hopewell Center 139 986 14.1%
Total Avg CMHC Outlier Prescriptions 8,803 61,221 14.4%
Community Counseling Center 678 4,563 14.9%
Clark Community Mental Health Center 171 1,145 14.9%
Burrell Behavioral Health - Springfield 402 2,680 15.0%
Pathways Community Behavioral Healthcare, Inc. 1,471 9,678 15.4%
BJC Behavioral Health- SL 392 2,442 16.1%
North Central Missouri Mental Health Center 192 1,195 16.1%
Community Treatment, Inc. 389 2,340 16.6%
Comprehensive Mental Health Services 177 1,041 17.0%
Mark Twain Behavioral Health 356 2,080 17.1%
Crider Health Center, Inc. 1,064 5,476 19.4%
Family Counseling Center 443 2,168 20.4%
BJC Behavioral Health- SE 262 1,267 20.7%
East Central Missouri Behavioral Health Services 634 2,374 26.7%

* for specified Quality Indicators™ (105,111,114,116,122,123,206,211,512,513)

© 2010 Care Management Technologies, Inc. All rights reserved. Page 1 of 1




Healthcare Home Training

L earning Collaborative &

Team Certification

Healthcare Home



Leadership & Organization Training

CEO e CFO e Clinical Director e CPR Director
Healthcare Home Director e Physician Leadership

-

Paving the Way for

Healthcare Home

-

\

J

Healthcare Home 101

Systems Change Training
Phase |

Access to Care

Systems Change Training
Phase Il

Practice Transformation
Healthcare Home
Learning Collaborative

Systems Change Training
Phase 111

Meeting Missouri's
Healthcare Home
Standards

¢ June 28, 2011

e Train-the-trainer for leadership to train CMHC
staff and board members

e August 9-10, 2011
¢ Central training for leadership
e Trainers: DMH/MO Coalition of CMHCs

e July- Septemer 2011 (3 months)
e Central training for leadership

e Trainer: Scott Lloyd, David Swann and Joy Fruth,
MTM Services

e December 2011 - August 2012 (8 months)
e Central training for bimonthly workshops (4 total)
¢ Trainers: TBD

e August - December 2012 (4 months)
e Central training for bimonthly workshops (2 total)
e Trainers: DMH/TBD

Healthcare Home



L.h L eadership &

GRODUCTION \

Paving the Way for
Healthcare Home

Timeline: June 28,2011 (MO Coalition
Annual Conference)

Objectives:

o  Affordable Care Act

e  Missouri’s Healthcare Home
Initiative

e  Healthcare Home Functions

e  Healthcare Home Team

e Service Delivery Impact

e Practice Transformations

e Next Steps - Training

Training Model:

e Provide leadership with training
materials to introduce their staff to
Healthcare Homes, and what it
means for their organization.

Organization Training

SPA RULES & REGULATIONS
Healthcare Home 101

Timeline: August9-10, 2011
Trainer: DMH/MO Coalition of CMHCs

Objectives:
e Program Training for CMHC MO
SPA
0 State Rules and Regulations
= Billing & Documentation
0 Healthcare Home Functions
0 Quality Improvement
Measures
= Clinical Outcomes
= Experience of Care
= Quality of Life
e Healthcare Home Team and Roles
and Responsibilities
e Technical Assistance in Establishing
a Successful Team Approach
e Team and Agency Certification
e Organizational Change
e HIT and Disease Management
Initiatives
e Orientation to the Public Health
and Primary Care Models

s )

Systems Change Training
Access to Care

Timeline: July - Sept 2011

Trainers: Scott Lloyd, David Swann and
Joy Fruth, MTM Services

Pre-Phase:
e  Constitute the MO CMHC Project
Teams

*  Provide Project Orientation to All
Team Members

Phase I: 5 months

e Access to Care Flow Processes
0 No Show/Cancel
0 Open Access
O 24 Hour Coverage

e Integration of Quality
Improvement Strategies and
Techniques

e  Costing

e Data Mapping

o  Design of Standardized Process

GASE 1

\_ J

Healthcare Home

Systems Change Training

Practice Transformation
Healthcare Home Learning
Collaborative

Timeline: Dec 2011 - Aug 2012
Trainer: TBD

Phase Il: 8 months / 4 workshops

Workshop 1

0 Patient-centeredness

0 Involvement of the patient in
goal setting, action planning,
problem solving & follow-up

Workshop 2

0 Patient & family education

0 Self-management support

Workshop 3

0 Care coordination across
settings

0 Population-based tracking

Workshop 4

0  Multi-disciplinary team-based
approach to care

0 Evidence-based care delivery

0 Integration of quality
improvement strategies

TA Support:

& Monthly technical assistance caHs/

~

Systems Change Training

Meeting Missouri’s
Healthcare Home Standards

Timeline: Aug - Dec 2012
Trainer: DMH/TBD

Phase llI: 4 months / 2 workshops

e CMHGs will integrate learning
collaborative work to meet the
Missouri DMH interpretive
standards for Healthcare Home.
This may be aligned with NCQA,
CAREF or the Joint Commission.

TA Support:
e Monthly technical assistance calls




Statewide Missouri Access to Services Healthcare Home
Consultation Initiative

Consultation Initiative

June 14, 2011 Version

Prepared and Presented By:

M.T.M. Services
P. O. Box 1027
Holly Springs, NC 27540
Phone: 919-387-9892
Web: www.mtmservices.org

Together...we can make a difference!



Scope of Work :

We look forward to working with each of you for the next six months to help bring about substantive

and impactful improvements to your Access Systems. Each team will work in their Internet meetings

from July/August through December/January to identify their exact needs, and those needs will be

addressed via a rapid-cycle change plan. Although each team’s scope of work will be determined by

their needs, the recommended base scope of work for the Access Redesign Quality Improvement

Initiative is as follows:

a. Provide Internet based meetings for participating CBHOs with MTM Services consultation team

members to:

Vi.

Vil.

viil.

Provide First Call to First Appointment measurement tool for each CBHO to use to
confirm the wait time and no show/cancellation levels for each new client from first call to
Intake, from the Intake to the first treatment appointment, and from the first treatment
appointment to the first appointment with a member of a medical team

Develop a standardized process flow for each center that will minimize the staff and
client time required to positively impact the no show/cancellation rate and develop a set
of procedures to support training/implementation of the new flow

Identify case study access to care solution models developed and implemented by other
CBHOs to prevent each CBHO from having to “start over”

Identify the rapid cycle change management processes that will be used to implement
changes

Identify baseline and outcome measurement needed to ensure adequate measurement
capability to determine the level of attainment for proof of concept outcomes
Identify/design current process flows being used within each CBHO from first call to
referral into medical services

Develop data mapping for documentation requirements use by each CBHO in the first
call to treatment planning processes to identify and reduce redundant collection of
information and ensure that the appropriate level of data is being collected based on an
awareness of cost of process versus revenues to offset costs

Develop a cost analysis of the first call to treatment planning process and compare

against the revenue available for the processes for each participating CBHO



ix.  Develop a rapid cycle implementation plan and support for implementing the agreed
upon changes for each participating CBHO at the rate of one two hour meeting per

month for six months during the grant year.

b. Sponsor a one day learning conference within the state at the end of the grant to provide a
summary of findings and recommendations for the participating state trade association(s) and/or

state department/divisions and the respective CBHOs.

Team Descriptions

Having the right people at the table will make all the difference in the success of your project. Here

are some guidelines for who should be in your meetings in the order of the meetings:

First Internet Meeting (July/August 2011) -  Gap Analysis Team (GAT) - The representatives in this meeting should
include all those who have contact with a client from their first call through intake, screening, assessment, and/or
treatment planning prior to the client’s first treatment appointment. The representatives should be the line staff who
carries out these functions, not the staff who supervise them as we need a reporting from those as close to the reality of
your practice as possible. If possible, we prefer to have at least two reps for each position, to give us multiple time inputs
to assure better accuracy.

Gap Analysis:

Gap Analysis Detail:  Use Internet meetings to perform a full Gap Analysis that will:

a. Quantify the Client Time, Staff Time and Cost required to complete the following
organizational service processes (Including but not limited to): Referral or Client
Call/Walk-In, Intake(s), Assessment(s), Treatment Planning, and the client’s first billable
service as an “open” client.

b. Identify the Organization’s access to care bottle necks and develop solutions to streamline
and standardize the processes reviewed.

c. Meeting Preparation/Things to bring if available: Although we want to focus mainly on the
staff's experiences, we can also use real data to come to the best information possible if
you have it available in your system. With that in mind, you can bring data points for
access that you have collected around the following information:

i. No Show Rates: Initial and Ongoing Appointments

ii. Net Reimbursement Rates: The net rate collected (blended rate with Medicaid, self
pay, sliding fee scale, insurance, etc.) for the organization’s intake services

ii. Intake Counts: Average number of intakes by service area actually delivered per
month.




iv. Wait time between contacts: How long do clients wait between contacts to get from the
first call to the first appointment and subsequent access/intake follow up appointments

Gap Analysis Review — Rapid Cycle Change Team Kicko ff:

Once the initial Gap Analysis meeting has been completed with the direct service staff listed
above, there will be a second meeting to review the results of the Gap Analysis with the
organization’s management and/or rapid cycle change team.

Second-Sixth Internet Meetings (August/September-De  cember/January) - Rapid Cycle Change

Team (RCCT) - This team will consisting of four to six people that will have the authority to implement
change and will be able to provide adequate time, energy and enthusiasm to participate in this CQI
process. The representatives in this meeting should be a mix of line staff (Direct service and non-
direct service) who can offer open and honest feedback in regard to the current realities of your
workplace and leaders who have the authority to make changes happen quickly. This team will be
challenged to move at a quick pace and make data driven decisions that will lead the team to
measureable outcomes during our work together. Additional information about Rapid Cycle Change

can be found below under the Additional Information Section.

If Needed - (Based upon the results of the Gap Analysis and Rapid Cycle Change Meetings):

Data Mapping Team descriptions: The Data Mapping consultation will be completed in two phases by

two teams:

Data Mapping Team One (DMT-1) - should consist of 3 to 4 people who can capture all of the data

elements from your organization’s current form sets and enter that information into the mapping file.
Data Mapping Team Two (DMT-2) - should consist of 10 to 12 members. This team should include
members from Team One as a point of reference, but would need to be expanded to include clinical

representation that can confirm the clinical relevance of each data point currently being collected in

your system.

First Steps — What you need to do to get started!

1. First Call to First Appointment Measurement - Please start your First Call to First Appointment

measurement on July 1, 2011. The blank First Call to First Appointment Excel worksheets can be

found online via the following link:



Copy and paste into your browser:
http:/imww.mtmservices.org/FirstCallWorksheet_1-6-11 ik3e0z.html
- Or -

Click Here: http://www.mtmservices.org/FirstCallWorksheet 1-6-11 ik3e0z.html

More information about the First Call to First Appointment Measurement sheets can be found below

in the Additional Information Section.

2. Schedule your Internet Meetings - You will need to schedule Internet meetings as outlined above

for your Gap Analysis and Rapid Cycle Change Teams. Each month you will have a 2 hour Internet
meeting via our GoToMeeting software. To accommodate this meeting, you will need:

a. A computer connected to the Internet

b. A projector connected to the computer to display the work for the team

c. A speaker phone to provide the audio for the meeting

We have a web interface available for you to select the best times that meet your needs. To access

this site, please utilize the following:

Web Based Booking Calendar for MTM Team Members

URL Address is: http://mtmservices.acfconsulting.com/

Instructions:

1. Please Select a Calendar: Click on the MTM Team member’'s name you would like to search in the drop
down window (i.e., David Lloyd)

2. Please Select an Appointment Type : In this drop down menu select “SPQM Meeting/Two Hour Meetings”

for two-hour offsite Internet meetings or phone conferences.

Click “View Calendar”

You can click on the months on the right or left to navigate to a different month.

Red dates indicate availability within the selected month of the appointment type selected.

Click on the red date and the “available times” will be displayed to the right of the calendar

Confirm with Alison Pleasants, MTM Executive Administrative Coordinator , the time you would like to book at

her email address: Alison.pleasants@mtmservices.org. Note: You can clinic on the email notation at the top

of the page to automatically email Alison.

No oMo

Additional Information:

A few days prior to the meeting, you will be sent a meeting notice that contains the access information for the
online meeting. You will need an internet connection to access the meeting, and a phone to dial in to the
conference call. If a group is planning to attend, you can gather everyone in one room and use a projector for

5



your screen and a speaker phone, or up to 23 attendees can access it separately from their individual
locations. We look forward to working with you!

Fawmeites. | MM Servioss, LLC B -8 - o= Page= Haletye Tocse @

Services Booking Calendar M

Tty manna®™
Clek Hara to Emall Your Sqaleciad Time!s) to Allson &t (MTMAlIsanP @Esal.cam)

Please Select a Calendar: nDavid Uoyd

Please Select an Appointment Type: Houdy Tntermet Meetimg -
May 2009 Thursday, May 14,
2009

Available Times

Mon Tue Wed Thu

8:00 AM o 9:00 AM
12:00 PM to 1:00 PM
1:00 PM. ko 2200 PM
2:00 PM o 3:00 PM
3:00 PM o 4:00 PM

& bimnet | Protected Weds On k= E1&2m =

= BT Seroecm, LLC i L - - “‘ﬁ‘ 100 B

As we have to book on a first come first serve basis, we recommend that you act quickly to

schedule your meetings to assure that you are able to get the times that you desire. Again, your
scheduling contact is:

Alison Pleasants

Executive Administrative Coordinator
MTM Services, LLC

Website: mtmservices.org

PO Box 1027

Holly Springs, NC 27540

Phone/Fax: (919) 387-9892

E-mail: Alison.pleasants@mtmservices.org



Additional Information

1. First Call to First Appointment - The MTM Services project management faculty developed a uniform
access to care measurement capacity through the use of a newly designed First Call to First
Appointment measurement report as identified in Figure Three. The purpose of this report is to provide
each collaborative member the ability to track all new clients beginning December 1, 2007 from his/her
first call for services to the first available Intake appointment. The measurement tool also provides the
ability to measure the first offered appointment date and the actual appointment date along with
measurement of client no shows and client cancellations.

Secondly, the measurement tool tracks the access for clients that kept his/her Intake appointment to the
first treatment appointment that would typically be used to develop a treatment plan. Again, the
measurement tool provides the ability to record the first available appointment date and the actual
appointment date along with measurement of whether the client kept, canceled or no showed for the first
treatment appointment.

Thirdly, the measurement tool tracks the access for clients that kept his/her first treatment appointment
to the first appointment with a psychiatrist or advanced nurse specialist along with the disposition of the
scheduled appointment.

The measurement outcomes from collaborative members has been very revealing regarding the level of
no show/cancelation activity in correlation to the wait time in days between each of the face to face
service opportunities.
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2. Outline of Rapid Cycle Testing Methods:  While all changes do not lead to improvement, all
improvement requires change. The ability to develop, test, and implement changes is essential for any
individual, group, or organization that wants to continuously improve. A change concept is a general
notion or approach to change that has been found to be useful in developing specific ideas for changes
that lead to improvement. Creatively combining these change concepts with knowledge about specific
subjects can help generate ideas for tests of change. After generating ideas, Plan-Do-Study-Act (PDSA)
cycles test a change or group of changes on a small scale to see if they result in improvement (Refer to
Figure Two). If they do, the tests are expanded and gradually incorporate larger and larger samples until

there is confidence that the changes should be adopted more widely.

Throughout the Collaborative the focus is on results with a strong, early emphasis on establishing
performance measurement systems within participating institutions. Results depend on the performance
of numerous planned, structured tests of change while collecting data to learn from those tests. The
ideas being tested are, in general, already proven in the literature, successfully used elsewhere, and
supported by experts in the field.



The purpose of testing change is iterative inductive-deductive learning about, and change in, our
systems of care to achieve documented improvements in outcomes. Several thorough descriptions on

the topic of testing change and using the scientific method in clinical care recently have been published.

Figure Two :

4
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The Deming Cycle, Deming's wheel, or the PDSA cycle above is a long time utilized continuous
quality improvement change philosophy created as part of W. Edwards Deming's Total Quality
Management process (TQM) in the 1950's. Deming's work was based off of the Plan, Do and See
cycle created by Mr. Walter A. Shewart in the 1920's, and has created successful change initiatives

across multiple industries

a. Rapid Cycle Change Action Plan Model:

MTM Services has developed Rapid Cycle Action Work Plans to support project management
nationally with CBHOs. The attainment focused plans have assisted in timely completion of each
task needed to complete a specific phase of the change initiative. Figure Three provides a sample
of the Action Work Plan to operationalize the solution as a part of the overall Rapid Cycle Change
Plan that will be used by the consulting team and the participating CBHOSs.
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Healthcare Home Team Training

Healthcare Home Director e Nurse Care Managers

\.

Level 1
Healthcare Home 101

J

Level 2
Person-Centered Care

\_

Level 3

Understanding &
Managing Chronic
Diseases

Level 4

Child & Adolescent
Wellness

e September 2011 - January 2012

¢ Central training in Jefferson City for start-up
period

e September 2011 - January 2012

e Central training in Jefferson City for start-up
period

e Trainers: Training workgroup coordinates training
with trainers

e September 2011 - January 2012

e Central training in Jefferson City for start-up
period

e Trainers: Training workgroup coordinates training
with trainers

e September 2011 - January 2012

e Central training in Jefferson City for start-up
period

e Trainers: Training workgroup coordinates
workshops with trainers

Special Program
Certification

CMHC Healthcare Home
Manual for CSS/Case
Managers

Healthcare

e September 2011 - January 2012

e Central training in Jefferson City for start-up
period

e Trainers: Training workgroup coordinates
workshops with trainers

¢ January 2012
¢ Delivered to CMHCs to distribute to staff

e Team: Training workgroup will develop CMHC HH
manual

Home



Healthcare Home Team Training

LEVEL 1
Healthcare Home 101

e The CMHC Healthcare Home
0 State Plan Amendment
= Billing & Documentation
0 Healthcare Home Functions
0 Quality Improvement Measures
= Clinical Outcomes
= Experience of Care
= Quality of Life
e Healthcare Home Core Team and Roles and
Responsibilities
e Technical Assistance in Establishing a
Successful Team Approach
e  Team Certification
e HIT and Disease Management Initiatives
(DMH Net manual)
e Orientation to the Public Health and Primary
Care Models
0 How to communicate effectively within
the medical community

DMH Services and Resources

e Comprehensive Psychiatric Services
0 Community Support Services

e Alcohol and Drug Abuse

o Developmental Disabilities
0 Eligibility

LEVEL 2
Person-Centered Care

Introduction to Becoming Patient-Centered
e What it means to be Patient-Centered?

Motivational Interviewing
e  Health Behavior Change
e Chronic Disease Self-Management

Medication Treatment and Adherence

e  Psychopharmacy

e Polypharmacy

e  Treatment Adherence (Team Solutions) &
Drug Interactions

Primary Care Resources

e IHIPC Toolkit (CMH/SAMHSA)

e Shared Decision Making (SAMHSA)
e  Trauma Informed Care

LEVEL 3

Understanding & Managing
Chronic Diseases

Disease Management and Pharmacology (HCO
monographs, DMH Net materials, Health
Education Answers)

e  Diabetes (Diabetes Education Toolkit; Lilly
Case Manager Workshop Series:
fundamentals, cardiovascular disease, SMI)

e  Asthma/COPD

e Cardiovascular Disease/Hypertension

e Overweight

Health and Wellness/Lifestyle Change (Solutions

for Wellness; Take Charge to Wellness; Health

Education Answers)

e Healthy Eating

e Physical Activity

e Tobacco Cessation (Learning About Healthy
Living)

Substance Abuse and Treatment

Orientation to the Public Health and Primary

Care Models

* How to communicate effectively within the
medical community

Healthcare Home

LEVEL 4 \

Child & Adolescent Wellness

Introduction to Child Wellness
e Livingand Community Resources
o Working with Families and Support
o Developmental Disabilities
0 Developmental milestones
e Bullying and Abuse

Disease Management and Pharmacology (Health
Education Answers)

e Diabetes

e Asthma

e  Cardiovascular Disease

e Overweight

Health and Wellness/Lifestyle Change (Health
Education Answers)

e Health Eating

e Physical Activity

e Tobacco Prevention and Cessation for Youth
e Substance Abuse

Medication Treatment and Adherence for
Children & Adolescents

J




| mplementation Planning

Healthcare Home



GANTT: CMHC Healthcare Home Implementation

April 2011 - January 2013

GANTT Updated: Tuesday, June 28, 2011

Task

State Plan Amendment (SPA)

Write-up CMHC HH payment

Workgroup

Status to Date

In progress - working internally

Target Goal

5/1/2011 - 1st draft
submitted

questions

and CMHC SPA 6/15. DSS/DMH
working with CMS.

A Joe Parks, Tim Swinfard, lan McCaslin (DSS/DMH) and with CMS to finalize
methodology 6/20/2011 - 2nd draft
payment methodology. . .
submitted (in progress)
5/15/2011 - 1st
In progress - CMS gave a second fcfr in/formal r:Vi::,’ponse
Update SPA with CMS response . . round of additional feedback on PC
B DSS, DMH, Alicia Smith 6/20/2011 - 2nd response

for informal review (in
progress)

C Submit official SPA to CMS

Healthcare Home Payments

Providers meet criteria for
infrastructure payment

DSS, DMH

Criteria: (1) leadership presents "Paving
the Way for HH" to staff & board, (2)
attend HH 101 training for leadership, (3)
approved as HH service provider status as
a CMHC (4) commit to Phase I: Access to
Care (MTM Services) (5) commit to Phase
11 & 11I: Systems Change Training

DSS/DMH in comment period with
CMS to address 2nd round of CMS
feedback.

In progress

7/2011 (CMS response due
in 90 days)

*Date pushed back to
address CMS feedback

6/28 - 8/15/2011

B Infrastructure payment start date

Provider action plan: (1) present Paving
the Way for HH to agency, (2)
hire/promote staff for HH team, (3) gear
up for HH team certification training

Payment methodology still to be
determined

8/15/2011
Possibly 9/1/2011

Providers meet criteria for PMPM
payment

Criteria: attained sufficient HH staff who
have attended the HH Certification
Training

9/1-12/15/2011

Payment methodology still to be

D PMPM t start dat CMHCs begin HH 11/1/2011
payment start date s begin determined /1/
DMH Rules & Regulations
A Rule making process MHN, CPS Policy Team 8/1/2011
In progress - CPS policy team meets
. X . every Wednesday morning & will
B Outline SPA questions TBD CPS Policy Team X R 6/15/2011
begin mapping out the rules &
regulations for HH
C Client eligibility CPS Policy Team In progress 8/1/2011
HH team qualifications, ratios & X
D ) CPS Policy Team In progress 8/1/2011
requirements
Al ition & HH t:
E ger\'cy r('ecognl |c'>n eam CPS Policy Team In progress 8/1/2011
certification requirements
F Billing procedures CPS Policy Team In progress 8/1/2011
G Documentation requirements CPS Policy Team In progress 8/1/2011
H HH provider manual CPS Policy Team In progress 9/1/2011




GANTT: CMHC Healthcare Home Implementation

April 2011 - January 2013

GANTT Updated: Tuesday, June 28, 2011

Task

Application for Healthcare Home Provider Status

Finalize MHN/DMH application for

Workgroup

Status to Date

Target Goal

Task Completed

X
A HH service provider status as a HH Coordinating Team COMPLETE 6/15/2011 6/20/11
CMHC
Rel HH lication at th
g |clease it appiication atthe DMH, Coalition COMPLETE 6/28/2011 X
Coalition Annual Conference 6/28/11
Technical assistance for completing
C HH applications due to DMH Providers the application is available. 7/20/2011
PP Providers will submit their
application to Susan Blume, DMH.
Recognition of HH status to ready
D . . DMH 8/15/2011
providers (response to applicants)
Leadership & Organization Training
Implementation status update and «
A application review for leadership at | DMH, Coalition COMPLETE 6/28/2011
- 6/28/11
the Coalition Annual Confernece
Introduce & distribute Paving the «
B Way for HH Training to leadership | DMH, Coalition COMPLETE 6/28/2011
- 6/28/12
at the Coalition Annual Conference
C Develop "HH 101" training module | Training workgroup 8/1/2011

D HH 101 Leadership Training

DMH, Coalition

Tentative: training will take the
place of the August Coalition
Meeting

Back-up training date TBD

8/9-10/2011

Phase I: Systems Change Training /

In progress - MTM has contacted

Home Learning Collaborative

and preparing for training delivery

E MTM Services CMHCs to begin scheduling 7/1-9/2011
Access to Care )
meetings w/ staff.
Phase II: Systems Change Training / . ) . 12/1/2011 - 8/1/2012
) . - Outlining the learning collaborative
F | Practice Transformation Healthcare |Training workgroup 4 workshops over 8

months

Phase IlI: Systems Change Training /
G Meeting Missouri's Healthcare
Home Standards

Training workgroup, CMHC HH Steering
group will work on converting HH
standards into a Missouri version for
CMHCs

Once MO standards have been
determined, training workgroup will
begin outlining the training
workshops and prepare for training
delivery

8/1/2012 - 12/1/2013
2 workshops over 4
months

H Provide implementation & staff TA

HH Coordinating Team

Available




GANTT: CMHC Healthcare Home Implementation

April 2011 - January 2013

GANTT Updated: Tuesday, June 28, 2011

Task

HCH Team Certification Training

Develop Levels One - Four training
A modules for HH team certification

Workgroup

Training workgroup

Status to Date

Training workgroup meets every
Friday starting 4/22

Target Goal

4/15/2011 - 8/1/2011

training
Cordinate t rtfication traini
g -ordinateteam certiication training Training workgroup 8/1-9/1/2011
dates
Review & finalize Levels One - F
¢ reviewainalize Levels Bne - Four - nik coalition, CMHC HH Steering group 8/15/2011

training modules

Kick-off HH Team Certification
D Training (start-up centralized
trainings)

DMH, Coalition

9/1/2011 - 1/1/2012

E Provide add'l training & staff TA
Patient Registry

A Develop CMHC HH paitient registry
Communication

Introduce and update CMHC HH
A plan with consumer advocacy
groups

DMH, Coalition

DMH, MO HealthNet

DMH, Coalition

IT group meeting to outline the
patient registry

CMHC HH presentations have been
made to NAMI, MHA, Federation of
MO Advocates, MOPRA

9/1/2011 -

5/1/2011-?

4/1/2011-?




Potential Auto-Enrollment for CMHC Healthcare Homes

# CPS Consumers with Open EOC on March 1, 2011

Total Consumer Nurse Care
w/ CPF.( MHN Managers FTE Physician FTE
Claims max caseload
3 months 250

Pathways Community Behavioral Healthcare, Inc. 2,685 10.74 1.29
Burrell Behavioral Health Care Center 1,898 7.59 0.91
BJC Behavioral Health 1,789 7.16 0.86
Crider Health Center, Inc. 1,088 4.35 0.52
Family Guidance Center 760 3.04 0.37
Community Counseling Center 641 2.56 0.31
Truman Medical Center Behavioral Health 542 2.17 0.26
Swope Health Services 537 2.15 0.26
ReDiscover 492 1.97 0.24
Mark Twain Association for Mental Health, Inc. 455 1.8 0.22
Ozark Center 453 1.81 0.22
Tri-County Mental Health Services 448 1.79 0.22
Comprehensive Mental Health Services 414 1.66 0.20
Family Counseling Center, Inc. 398 1.59 0.19
Bootheel Counseling Services 380 1.52 0.18
Hopewell Center 369 1.48 0.18
Adapt of Missouri, Inc. 342 1.37 0.16
Community Treatment, Inc. 313 1.25 0.15
New Horizons Community Support Services 310 1.24 0.15
Preferred Family Healthcare, Inc. 305 1.22 0.15
East Central Missouri Behavioral Health Services 298 1.19 0.14
North Central Missouri Mental Health Center 275 1.1 0.13
Places For People 249 1.00 0.12
Ozark Medical Center 228 0.91 0.11
Independence Center 209 0.84 0.10
Comprehensive Health Systems, Inc. 172 0.69 0.08
Clark Community Mental Health Center 170 0.68 0.08

16,220' 65 7.80




