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Health Home Standards and Requirements for Health Homes, Care
Management Agencies, and Managed Care Organizations
UPDATED November 2017

Introduction: The purpose of this guidance document is to explain and clarif§§€he roles and
responsibilities of Lead Health Homes, downstream Care Management
Managed Care Organizations (MCOs) for the provision of Health Ho

Managed Care members, the Medicaid Managed Care benefit pack

Serving Children and Adults, unless otherwise specified. Sectio
Standards and Requirements for the Health Home Serving Chil
date above.

A. State Plan Standards and Requir

As specified in the State Plan, Health
Health Home Core Services. Health Hom
place to ensure care manage

ired to provide the following six
olicies and procedures in

Lead Health Home m
managers create, do
care for everyone.

olicies and procedures in place to ensure care
e an individualized, person-centered plan of

munity networks and supports that address their needs.

The individual’s plan of care clearly identifies family members and other supports

ved in the individual’s care. Family and other supports are included in the plan and
execution of care as requested by the individual.

1f. The individual’s plan of care clearly identifies goals and timeframes for improving the
individual’s health and health care status and the interventions that will produce this effect.
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1g. The individual’s plan of care must include outreach and engagement activities that will
support engaging individuals in their care and promoting continuity of care.
1h. The individual’s plan of care includes periodic reassessment of the individugdfii€eds a

clearly identifies the individual’s progress in meeting goals and changes in thgfplan of care
based on changes in patient’s need.

2. Care Coordination and Health Promotion

2a. The Health Home provider is accountable for engaging and
enrollees in care; coordinating and arranging for the provisi
adherence to treatment recommendations; and monitoring
needs, including prevention, wellness, medical, specialist an
care transitions, and social and community services where ap
creation of an individual plan of care.

2b. The Health Home provider will assign eac
responsible for overall management of the in
manager is clearly identified in the indivj
Health Home will have one dedicated car

accountability for coordinating all aspects o indi 's care. The individual cannot be
enrolled in more than one care by the Medicaid program.
2c. The Health Home provider ' jonship and communication between

can discuss with clinici

2d. The heath home
treatment is being p
ies, procedures and accountabilities (contractual
orations between primary care, specialist and

manager to provide information and emergency consultation services.
2i. The Health Home provider will ensure the availability of priority appointments for
Health Home enrollees to medical and behavioral health care services within their Health
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Home provider network to avoid unnecessary, inappropriate utilization of emergency
room and inpatient hospital services.

2j. The Health Home provider promotes evidence based wellness and preventig
Health Home enrollees with resources for smoking cessation, diabetes, asthg

and preferences.
2Kk. The Health Home provider has a system to track and share infor
across providers and to monitor outcomes and initiate changes in
address the individual’s needs.

3. Comprehensive Transitional Care

3a. The Health Home provider has a system in place with hosp
residential /rehabilitation facilities in their netwo,

3b. The Health Home provider has policig ith local
practitioners, health facilities including e ,

residential /rehabilitation settings, provide ity-based services to help ensure
coordinated, safe transitions in care for indi ire transfers in the site of care

3c. The Health Home provider g S to facilitate interdisciplinary
collaboration among all providers, q ,
3d. The Health Home pr. SYstematic follow-up protocol in place to assure timely
access to follow-up c includes at a minimum receipt of a summary

care record from th i
appointments at rec
outpatient provider

nt providers, care manager verification with
ttended the appointment, and a plan to outreach
he appointment was missed.

4a.En ivi zed plan of care reflects individual and family or caregiver
ducation and support for self-management, self-help recovery, and other

agement capabilities, and to improve adherence to prescribed treatment.
I'he Health Home provider discusses advance directives with enrollees and their
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4e. The Heath Home provider communicates and shares information with individuals and
their families and other caregivers with appropriate consideration for language, literacy
and cultural preferences.

4f. The Health Home provider gives the individual access to plans of care and
accessing clinical information.

5. Referral to Community and Social Supports

5a. The Health Home provider identifies available community-
manages appropriate referrals, access, engagement, follow-
5b. The Health Home provider has policies, procedures and
agreements) to support effective collaborations with commu
clearly define roles and responsibilities.

5c¢. The plan of care should include community-b

Health Home providers will ma i cess data through the regional
health information organizatio ifi it onduct these processes as feasible, to
comply with the initial standards i . or implementation of Health Homes.
In order to be approved provider, applicants must provide a plan to

initiation.

Initial Standards

ovider has a systematic process to follow-up on tests, treatments,
: hich is incorporated into the patient’s plan of care.
efitas a health record system which allows the patient’s health
d plan of care to be accessible to the interdisciplinary team of providers and
population management and identification of gaps in care including

Standards
6e. Health Home provider has structured interoperable health information technology
systems, policies, procedures and practices to support the creation, documentation,
execution, and ongoing management of a plan of care for every patient.
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6f. Health Home provider uses an electronic health record system that qualifies under the
Meaningful Use provisions of the HITECH Act, which allows the patient’s health
information and plan of care to be accessible to the interdisciplinary team of provid
the provider does not currently have such a system, they will provide a plan for
how they will implement it.
6g. Health Home provider will be required to comply with the current and fut
the Statewide Policy Guidance
(http://health.ny.gov/technology/statewide policy guidance.htm)
common information policies, standards and technical approache
information exchange.
6h. Health Home provider commits to joining regional healthgin
qualified health IT entities for data exchange and includes a
information with all providers participating in a care plan. R
provides policy and technical services required for health info
the Statewide Health Information Network of Ne
6i. Health Home provider supports the use of eyide i | decision-making
tools, consensus guidelines, and best practice chieve comes and cost
avoidance.

B. Additional Health Home Standar: Re ements

In addition to the core services ealth Homes must have policies
and procedures in pl of the requirements below. Health Homes
shall ensure compli i acted care management providers with

a single point of contact and establish
Managed Care Organizations (MCOs).

Performance Portal (MAPP), and hold periodic meetings with
e managers and MCOs to evaluate and improve performance.
omes should ensure care managers have access to other pertinent
ative data that may not be available in MAPP to inform real time
jon making regarding outreach and engagement efforts.
The Health Home should have an identified point of contact and clear processes
for community referrals (inclusive of individuals/providers who do not have access
to the Children’s Health Home Referral Portal) including (but not limited to) from
Local Government Units/Single Point of Access (LGUs/SPOA), Local Department
of Social Services (LDSS), inpatient settings, forensic releases, pediatricians, and
community providers to coordinate timely linkage to a care manager, with special
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consideration for individuals receiving Assisted Outpatient Treatment (AOT), and
other specific populations as described in this document.

2. Health Homes must have policies and procedures in place for responding
al ER/ED
gember is

incorporate information that will become available throug
MAPP alerts.

facilitate the care transition. Health Home
discharge planning process, including t
and times, medication reconciliation, a
visits and adhering to recommend

appointment dates
attending follow-up

been admitted to a detox facility and
2) within 24 hours of discha ity to ensure that the enrollee is
aware of follow-u intme d to provide supports for getting to

erving Adults should communicate with care
heir capacity to accept new referrals prior to
communication will help ensure that the care

5. Asabestprac
management

ctive members. As a best practice, after receipt of a referral from a
alth Home care management providers should begin outreach

tely, but may be initiated the following month to take advantage of the full
month of outreach, but no later than the 5t business day of the following month.
Health Homes shall require documentation from Health Home care management
providers regarding any failure of the care management provider to commence
outreach activities within these timeframes. Such documentation shall state the
reasons for not meeting such timeframes and shall propose a corrective action plan.
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Health Homes shall thereafter report such deficiencies and corrective action plans to
the MCO and the State.

6. Health Home care management providers must assign care managers to e
based upon care manager experience and defined member characteristi

7. Health Homes must submit plans of care, for review and
MCO as required in developed procedures and workfl
is reassessed at least annually, and more frequently
change in the member’s medical and/or behavioral hea
reassessment shall document the member’s progress in
from prior plans of care and shall be docu

8. The plan of care should be developed b i ified individuals. Lead
Health Homes are responsible for i and supervisors are
appropriately trained and that trai ifications of care managers are
appropriate and reflect the populatio nagers serve. (See Section F for
HHSC care manager and s . ]

9. The Health Home and MCO i nes of responsibility to ensure
services are not d

10. indivi i ome Serving Adults, the plan of care must
ents: (See Section F for HHSC POC elements)
s) related to treatment, wellness and recovery (1e);

*ntation of participation by all Key Providers in the development of the
f care.

e Medicaid State Plan and Non-Medicaid services identified to meet individual’s
needs must be person-centered, comprehensive and integrated to include
physical, behavioral health, community, and social supports as stated under
Section A.1; 1.d.

The Plan of Care elements are the minimum standards required for Plans of Care.
Health Homes may expand the required plan of care elements.
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11. Health Homes that provide care management and direct services must ensure that
the provider providing care management is not the same as the provider providing
direct care services and that these individuals are under different superviso
structures.

12. Health Home care managers are restricted from assessing a person fo
have financial interest or other existing relationship that would p
interest.

13. Enrollees shall be provided with a choice of providers fro
network providers of a particular service. Health Ho
enrollee’s selection in the plan of care.

14. Health Homes must submit claims to MCOs within 120
to be valid, however, there is nothing to pre
15. Health Homes must provide access to an i g training

a) Marketing Health Home care ma
b) Typical care management needs g

c) Evidence-based met i i agement including Motivational
Interviewing, Recover i i erson-centered Planning, role and
benefits of Certifi ]

Action Pla

d) Outreach
treatment recommendations including individuals
s, criminal justice involvement, first-episode
youth;

nd Community Based Services for HARP members and
patient Treatment); and

omes must have policies and procedures in place to ensure consistent use of
any State required eligibility and assessment tools to ensure high inter-rater
reliability standards.

7. When an MCO elects to request assistance from the member’s Health Home care
management provider to carry out its responsibilities to provide notice of enrollee
rights under Section 13.6 of the Medicaid Managed Care Contract for Adults, the MCO
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shall provide the member’s Health Home care manager with information about the
means employed to contact the member, including the dates of attempted cog

service disconnected), and the address(es) and/or telephone number
contact the member, if available.

18. Health Homes shall undertake the following engagement effor

Re-engagement for Enrolled Health Home Members #H

https://www.health.ny.gov/health care/medicaid/pr health domes

enrollees must be enrolled in a Healt Adults. Young adults that are
on AOT who are in a Health Home Servi ] st be transferred to a Health

1. Individuals receivin AOT will béassigned to a CMA with behavioral
vernmental Unit’s (LGU) AOT process.

eceive Health Home Plus services. Upon

ement provider must inform the Health Home when
on court ordered AOT or when the court order has
enewed (information provided in MAPP can be used to

s requirement);

ust inform the MCO of the member’s AOT status (information
can be used to satisfy this requirement).

pe care management providers working with court ordered AOT

ust adhere to all Health Home Plus AOT Guidance issued by the State
C :

a) Provide face-to-face contact at least four times per month

b) Work with the LGU’s AOT coordinator as per local policy;

c) Comply with the court order and all statutory reporting requirements under
Kendra’s Law
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d) Have a caseload ratio no greater than 1:12 (i.e. 8.5% of a full-time Health Home
care manager’s available care management time if the caseload also includes non-
Health Home Plus members)

e) Meet the minimum personnel qualification standards and complete p
requirements listed in Health Home Plus guidance available at:
https://www.omh.ny.gov/omhweb/adults /health_homes/hhp-fin

and as currently reported in the OMH CAIRS (Child and
System).

5. Each Health Home must assure capacity to serve indivi
Individuals receiving AOT can be served by Care Manag
qualifications and experience as described
through Assertive Community Treatmeng (A

D. Additional Health Home Serviri ult ndards and Requirements
Related to the Provision of Hom Co nity Based Services to
HARP Enrollees and HARP-eligi SNP*€nrollees.

rform Homé and Community Based Services
ermine if HARP members are eligible for Home

1. Health Home care managers

an 21 days of an individual’s assignment to the care management provider.
practice the entire assessment process, including both the brief and full

ealth Home or other State-designated entity, but in no case, shall such process
ted more than 90 days after such enrollment unless such timeframe is extended
by the State as necessary for a limited period to manage the large number of assessments
anticipated during the initial HARP enrollment period.

 Health Home care managers will perform HCBS reassessments at least annually and

when there is a significant change in status for HARP members receiving HCBS such
as hospitalization and loss of housing.
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4. Health Home care managers that perform HCBS assessments or reassessments must
meet the following qualifications:
A) Education:
i)  Abachelor’s degree in any of the following: child & family studies

ii)  NYS licensure and current registration as a Registered
degree; OR
iii) A Bachelor’s level education or higher in any fiel
experience working directly with persons wit
OR

iv) A Credentialed Alcoholism and Substance Abus

B) Experience:
i) Two years’ experience (a Master’s
up to one year of experience) ei

i) ifi i ated NYS Community Mental Health

upports, and an ongoing knowledge of current best
h and quality of life.

ibility Screen (e.g., Not Eligible, Eligible for Tier 1 HCBS only, Eligible for Tier

Tier 2 HCBS);

b) For individuals eligible to receive HCBS, a Summary of the NYS Community
Mental Health Assessment; and

c) Forindividuals eligible to receive HCBS, Recommended HCBS that target the
Individual’s identified goals, preferences, and needs.
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For information on the BH HCBS plan of care approval process and timeframes please
click on the link below:

https://www.health.ny.gov/health care/medicaid/program/medicaid health k
ocs/hcbs poc workflow.pdf

Centered Planning Process please click on the links below:.
https://www.health.ny.gov/health_care/medicaid /program/
hcbs_poc_fed_rules_regs.pdf

https://www.health.ny.gov/health_care/medicaid/progra
hcbs_fed_person_centered_planning_process.pdf

7. Aplan of care for HCBS is not required i
a) is determined to be ineligible for HC
b) declines HCBS offered through t

8. For HARP Members that Opt-out of vices, but elect to receive HCBS,
Health Homes may contract with MCO Eligibility Assessment and

and Requirements for Health
lass Members Pursuant to a Stipulated

h Homes Serving Children must ensure their subcontracted care management
pviders are in compliance with policies and procedures or require those providers to
ate policies and procedures that confirm their compliance with the following standards
he Department’s policies and procedures.
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1. Determining Chronic Condition Eligibility and Appropriateness Criteria for
Health Homes

The following Eli
Services:
(1) process,
(2) list of chronic conditions and
(3) appropriateness criteria
can be found:
https://www.health.ny.gov/health care/medicaid/progra
ocs/health home chronic conditions.pdf

Home).

A. Complex Trauma Determination Pr

Complex Trauma and eligj
Trauma eligibility.

Need Identified i rofessional or Licensed Professional without
access to tools

e (Complete a Exposure Screen
° )

ified NCTSN guideline list of domain assessment tools

e Complex Trauma Eligibility Determination Form

e Other family and child history and information obtained

» If positive Determination of Complex Trauma -Referral can be made for HH and
Child is Eligible for Health Home under Complex Trauma single qualifying
condition.
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Licensed Professionals who may administer the Department of Health Complex
Trauma Exposure Assessment, Functional Impairment Assessment(s) and Complex
Trauma Eligibility Determination include:
e Licensed Masters Social Worker, LMSW

e Licensed Clinical Social Worker, LCSW
e Licensed Psychologist
e Licensed Psychiatrist
e Licensed Psychiatric Nurse Practitioner, LNPP,
e Licensed Marriage and Family Therapist, LMFT,
e Licensed Mental Health Counselor, LMHC
e Pediatrician/Family Medicine Physician or Inter zation i
Behavioral Health
ing Children aim to
o do not have the
chronic condition. Children
uch as lack of access to medical
ult, the child may be at risk for
1. Inorder to e for Health Home services, the individual must

meet both ibili iateness criteria. Health Homes must ensure
i ropriateness criteria are documented in the
trecord. Eligibility and appropriateness must be

en verification of the child’s eligibility and

ateness for HHSC services, a child can be enrolled in the Health Home
mple: if a therapist tells a care manager that a child is both
ble and appropriate for HHSC services, the care manager must document in
hild’s record the information that the therapist provides (diagnosis for

ity, details of the child’s appropriateness for HHSC services). Itis

ent upon the HHCM to later gather documentation that confirms that at
ime of enrollment, the child was both eligible and appropriate for HHSC
services.

3. Appropriateness for Health Home must be continuously monitored and
evaluated. HHSC care managers must document Chronic Conditions for Health
Home eligibility criteria as well as an individual’s appropriateness for Health
Homes for enrollment.
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4. No less than quarterly, care mangers must actively review and document in the
case record the child’s eligibility, appropriateness and the need for this level of
care management services. Reviews should evaluate and consider
condition/stability of the child and eligibility criteria for which they e
Health Homes.

appropriateness.
https://www.health.ny.gov/health care/medicaid/
omes/hh children/docs/hhsc initial and quarter,
ess documentation.pdf

a. For eligibility chronic conditions, other than Co e managers
are required to document eligibili that is baSed on chronic
conditions (e.g., DSM-V- SED, and oth hronic conditions) by
including in the care managem i iagnoses made by
Medicaid qualified provide ers acting within

b. For HIV/AIDS, documentatio 1 or social work provider

indicating HIV status, date of i cent viral load count and

most recent CD4 nted in the care management record.
c. For Complex Traum equired to document eligibility for

HHSC thatd outlined process and tools by including them in

pbtaining proper consent as well as any clinical issues when obtaining
me Care Managers who are responsible for obtaining consent, must

, there are instances where both the parent, guardian, legally authorized
resentative and the child/adolescent must provide consent.

Verbal consent is required to make a referral to Health Home Serving Children in
the MAPP Referral Portal. Consent is required to enroll children and share
protected health information in HHSC. The State has developed required consent
forms, they are posted and available at DOH website and are translated in multiple
languages (English, Chinese, Haitian Creole, Italian, Korean, Russian, Spanish).
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https://www.health.ny.gov/health care/medicaid/program/medicaid health home
s/hh children/consent forms-templates.htm

B. Health Home Serving Children Program: Types of Consent
1. Consent to Refer (Verbal Consent documented in the MAPP Referr
2. Health Home Consent Enrollment (Form DOH 5200) For Use with€
Adolescents Under 18 Years of Age
3. Health Home Consent Information Sharing (Form DOH52
Children Under 18 Years of Age
4. Health Home Withdrawal of Health Home Enrollme
Consent (Form DOH5202) For Use with Children
5. Functional Assessment consent form (Must be si
within the UAS) (Form DOH5230)
Health Home Release of Educational Records Conse
Health Home Withdrawal of Release o
8. Health Home Patient Information S

No

5055)
9. Health Home Patient Informatj onsent for adults
(Form DOH 5058)
Supporting Guidance regarding the i ion of the HHSC consent forms
https://www.health.ny. icai ogram/medicaid health home

C. General Consen

1. The Child
age of 21.
Portal to

is for children and adolescents under the
go through the MAPP Children’s HH Referral
en enrolled into the Children’s Health Home

and adolescents who are parents, pregnant, married or are 18 years or

able to consent for their own enrollment into a Children’s
Homée™#rey must do this by completing the Health Home Patient

ormation Sharing Consent form (DOH 5055). Children and adolescents

eting the DOH 5055 form do not need a parent, guardian or legally

zed representative to be present to enroll in a Health Home.

. Legally authorized representative for the purpose of sharing health information
is defined as, “a person or agency authorized by state, tribal, military or other
applicable law, court order or consent to act on behalf of a person for the release
of medical information”.

4. For children in foster care the legally authorized representative is the Local
Department of Social Services (LDSS) in rest of State and the Voluntary Foster
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Care Agency (VFCA) who has placement of the child and an agency under
contract with the Administration for Children’s Services (ACS) to provide foster
care in NYC.

d benefit
Hrocess to

5. To ensure that children in Foster Care who are found eligible and
from Health Home services, have access to such service, the follo
obtain consent for children in foster care must be followed:
https://www.health.ny.gov/health care/medicaid/progr
omes/hh children/hhsc consent for children.htm

3. Outreach, Engagement to Enrollment

Consent to refer must be obtained in order to refer an ind
eligible and appropriate for Health Home services. An out
this time.

s practical, to identify themselves as the care
gement agency.

t information about the child and family, and if appropriate, discuss
i ding the individual in the interdisciplinary team.

lved professionals, inclusive of the referral source (if appropriate) with the
referred child/adolescent should be involved in the inter-disciplinary team
meetings.

5. Ifafamily refuses to consent to enroll, the outreach segment should be
terminated, and any referring entity must be notified that the family declined
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services and they can be re-refer at a later time. Documentation of such prior to
closing the referral (outreach segment) is needed.

6. Once eligibility has been determined, the enrollment consent sho
and the child/adolescent should be enrolled in HHSC program wi
enrollment segment. Enrollment consent should not be obtaj s
child/adolescent is known to be eligible for HH CM servic

ye signed

B. Progressive Outreach

1. After areferral is made and a HHCM is assigned,
diligently, according to the HH Outreach policy, to
them regarding the HH program and care managem
if the child/adolescent is eligible to be

2. Ifthe HH CM is unable to locate or ent initially, then
progressive outreach with a c i r outreach.

3. Active and meaningful outreac
face, electronic or by
appropriate consent i ian/legally authorized

representative (with ap isi 0 ensure patient privacy is
protected).

ot want the HH service, then the outreach segment should be closed
proper documentation in the member’s record and proper

initiated within 3 business days.

. Referral Process:

The members or parent/guardian/legally authorized representative choice of
assignment to a specific Health Home and or Care Management Agency must be
paramount in the assignment process.
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1. Referring a child/adolescent with a Managed Care Plan (MCO)

e Ifareferred child/adolescent has a Managed Care Plan (MCO), the re

assigned.

e Once a CMA is assigned, the care manager sho
within 24 hours.

2. Referring a child/adolescent Fee for S

e Ifareferred child/adolescent d
is therefore FFS, the referr;

referred child/ad their (Lead HH) network
i Home will have up to 3 business
e Care Management Agencies

ealth Home model for children recognizes that children in Foster Care

nd custody of Local Department of Social Services (LDSS) in

est of Stat€’and the Administration for Children Services (ACS) in New York

ity. New York City ACS delegates its care role to the Voluntary Foster Care
ncy (VFCA).

nly a LDSS (in Rest of State) or NYC VFCA can make a Health Home referral
for a child in foster care.

e The Medicaid Analytics Performance Portal (MAPP) Health Home Tracking
System (HHTS) was built for the LDSS (NYC VFCA) to refer children in foster
care and directly link to a VFCA who is also a Health Home Care Management
Agency.
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e Since the LDSS for children in foster care selects and directly assigns the CMA
(which is a VFCA HH CMA) without the referral first going to the MCO or Lead
Health Home, these pending assignments will not be known to the Leg

the HH program.

¢ Daily monitoring of the MAPP Referral assign
managers within 24 hours as required, will pre
of a child/adolescent in foster care.

e Should a LDSS want to make a
foster care but would like to ass
then the outlined posted p,

r a child/adolescent in
nagement agency,

be followed®
id /program/medicaid health home

of Health (DOH) has outlined in the Health Home
care managers must meet staff qualifications.
imum standard and apply to all care managers

ned by the CANS-NY must have:
A Bachelors of Arts or Science with two years of relevant experience, or

For children enrolled in the Early Intervention Program and receiving Health
Home services through a provider approved under the Early Intervention
Program, the minimum qualifications for EIP service coordinators set forth in
Section 69-4.4 of 10 NYCRR will apply.
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2. Health Homes may seek a waiver from the State for care managers that have
demonstrated experience but do not meet the required criteria. The pro
be found at the following:

e https://www.health.ny.gov/health care/medicaid/program/m
h homes/hh children/guidance/hhcm staff qualification waiV
tm

caid healt
ouidance.h

(e.g., to better serve the particular needs of the ch
serve)

B. Health Home Care Manager and Supervi

rs are required to
olicies and

In addition to staff qualifications, care
complete trainings outlined belo
procedures surrounding required
ensure completion of such requirem
additional trainings as th i uality care management
services.

Mandated Reporter Resource Center - Training Course
AA/CFR 42 /sharing of information

rainings provided by the State for Health Homes Serving Children (or by the
d Health Home)

mbent upon the lead Health Home to ensure that their subcontracted care
gement providers are aware of State issued guidance, trainings, webinars

and standards. Health Homes can use DOH webinars to inform their training of
care managers. Training, Webinars and Presentations provided by DOH can be
found at the link below:
https://www.health.ny.gov/health_care/medicaid/program/
medicaid_health_homes/webinars/index.htm
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2. The following training for care managers and supervisors is required to be
completed within six months of employment or from the first date care
managers or supervisors provide any Health Home care management ses
e Engagement and Outreach (e.g., Motivational Interviewing)
e Safety in the Community (e.g., conducting home visits, partnerj

enforcement, carrying cell phones, communication with super

awareness of surroundings)

Trauma Informed Care

Person Centered Planning

Cultural Competency/Awareness

LGBTQ Issues - serving transgender children

Lesbian/Gay/Bisexual /Transgender/Questio

e Meeting Facilitation

d worki

3. For Health Homes Serving Children, t
completing the CANS-NY must be tpdi ifi he CANS-NY on an
annual basis.

4. Health Homes must document
managers and supervisors prior t
months of employme

training requirements for care
f services and within six

ratios. A gement agencies should have a supervisor to
is is the recommendation by DOH. Health Homes
their supervisor to care manager ratio

imentation of the delivery of quality care management services (i.e., the
of supervisors must go beyond administrative functions related to
anel management).

*Rate Build” assumes case load assumptions of High: 1:12, Medium 1:20 and
Low 1:40. Case load assumptions were developed only for the rate build and are
NOT mandated caseloads. Health Homes must have policies and procedures that
outline the HH’s expected allowable caseload ratio and how caseloads will be
monitored across the HH’s care management network. Health Homes and HH
CMAs need to manage caseload ratios to ensure quality of services provided to
children.
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4. Goal of keeping case load ratios as low as practicable and to provide Health
Homes and care managers flexibility in assigning children with various levels of
needs/acuities
e Care managers providing services to “high” acuity children (as de

managers.

The State’s performance management actzvztze
relatzonsth between Health Homes supe

Additionally, reviews will include the relation
by the care manager as related tg,the memb

The CANS-NY ass i ulti-purpose tool to support decision making,

3 rvice planning, to facilitate quality improvement
onitoring of outcomes of services. Developed from a
perspectlve to facilitate the linkage between the assessment process
idualized service plans. Provides the care coordinator, the
viders with a common language to use in the development,
ad update of the child’s care plan. Designed to give a profile of the current
needs, and strengths of the child and the child’s parent(s) and/or parent

ool is housed in Uniformed Assessment System (UAS) and interfaces with
Medicaid Analytics Performance Portal (MAPP) to provide billing information for
Health Home care coordination. The CANS-NY assessment (as modified for New York)
conducted by the Health Home care managers to determine a care management
acuity, using an algorithm run against the results of a completed CANS-NY, for purpose
of determining Health Home per member per month rate (i.e., High, Medium, Low).
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CANS-NY by itself will not determine Health Home eligibility. Additionally, the CANS-
NY will also be employed to determine HCBS eligibility with transition to managed care.

1. The CANS-NY is completed best practice within 30-days of enrollment
Health Home.

e Significant change in child’s functioning (incl
symptoms or new diagnosis)

e Service plan or treatment goals were achieved

e Child admitted, discharged or transferred from
placement, or foster care

e Child has been seriously injure

CANS-NY
e Significant change in caregi
e (Courtrequest

Health Homes will b t practice standards by completing
the Early Reassessmen m the date of the Documented
significant eve

the purpose of determining the Health Home Per
fee for children under 21. The Health Home PMPM

dnd care management agencies must ensure the Plan of Care and
e records for members served include supporting documentation for
ts required by the standards for Health Home plans of care, the CANS-NY
Sient and the Health Home PMPM care management acuity. Children that
t meet the High or Medium algorithm will be assigned Low Health Home
care management acuity.

5. The DOH has provided examples of supporting documentation that can be
obtained from professionals and providers, including those that assist with
completing the CANS-NY. More Information on supporting documentation and
the acuity algorithms can be found at the link below:
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https://www.health.ny.gov/health care/medicaid/program/medicaid health h
omes/hh children/supporting docs.htm

6. Where providers may not be able provide documentation of a situatig
well documented case notes from discussions the care manager ha
relevant involved professionals, providers and family members md
acceptable.

7. The CANS-NY does not determine Health Home eligibilj

8. The CANS-NY will assist in the development of th

B. CANS-NY and Billing Process

tial “CANS-NY
n the member is first

1. A one-time assessment fee ($185) per
Assessment Upon Enrollment” only,
enrolled in the Health Home progr

2.
3 uity is billed for the child until
4, the end of the second month of enrollment,

be able to bill for any service until the

-NY assessment must be completed in the UAS-NY in order to bill for
aspaper CANS-NY is not acceptable

e CANS-NY assessment determines medium or high acuity for the member,
two required core services each month, one of the core services be a face to
ntact with the member. Partial billing cannot be done if only one core
was completed.

Other Practice Standards

ined below are standards for practice of Health Home Serving Children Care Managers.

A. Assignment and Discharge Follow-up
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1. Health Home care management providers must assign care managers to
members based upon care manager and care management agency experience
and defined member characteristics including, but not limited to, acuity
presence of co-occurring or co-morbid Serious Mental Illness (SMI), s
emotional disturbance (SED), Substance Use Disorder (SUD), Comp

specific to children.

2. Health Homes to ensure that policies/procedures are i
to contact child/family within 48 hours of discharge
residential services, detention, ED, etc. (when the
aware) Health Home care managers should be in
planning process, including:

e review of upcoming appointments
e medication reconciliation

e potential obstacles to attendin
e adhering to treatment plan
For Health Home Serving Chil
required one face to face conta

to face con can count for the
nd high acuity children

B. Interdisciplinary TeamMeetings

The Health Home provider s care coordination and facilitates collaboration
r case review meetings, including all members
edule determined by the Health Home

s the option of utilizing technology

io, video and/or web deployed solutions when

ns are in place to protect PHI (Protected Health

provider. Th
conferencing

SS), based upon new information from another provider (e.g., primary
care physician).

2. Ateam meeting must be person-centered focused and scheduled to
accommodate the child and parent/guardian/medical consenter’s attendance.

October 2015, Updated August 2016, March 2017, November 2017 Pa ge 26 | 37



York | Department
STATE | of Health

3. Every possible effort should be made by the Health Home Care Manager to have
the parent/guardian/legally authorized representative for the child attend the
team meeting.

care.

5. The plan of care and other decisions should not be com
of the parent/guardian/ legally authorized represen

6. The Health Home interdisciplinary meeting can a
meetings in various systems, if the appropriate att
meeting purpose and outcome is documented.

interdisciplinary plan of care team
e Parent/guardian/ legally
e The child/adolescent (if ap
e Service providers for the chil i ical providers and those from

other child servingsystems

DJ]JOY), or its designee for children in foster care
oluntary case planning agency for children in

arent/guardian/ legally authorized representative
es to have participate

n the list cannot attend then a phone conference and or a summary
ort can be given, to ensure everyone’s information and input is gathered.
erdisciplinary team meeting and other care team/multidisciplinary team

s can count for the HHSC meetings or other program required meetings if
propriate and necessary professionals are invited (i.e. Early Intervention
[FSP meeting).

. Comprehensive Assessment

The CANS-NY assessment does not replace the need for the Comprehensive
Assessment. The comprehensive assessment is required and should be developed
in conjunction with the ratings of the CANS-NY.
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Please see the DOH policy and appendix C for HHSC guidance:
https://www.health.ny.gov/health care/medicaid/program/medicaid health home
s/docs/comprehensive assessment policy.pdf

2. The information collected must result in a fully integrate
of care.

3. The Health Home comprehensive assessment willd
currently being addressed; service and resource
care and barriers to service access; and the memb
resources available to enhance care coordination e
individual choice and decision making

4. The care manager will assess for ri i de but not limited to
HIV/AIDS; harm to self or othess; ces impacting
wellness; food and/or housin

5. The initial comprehensi pleted concurrently with an
initial plan of care w ent. An assessment may be
completed over the cou least one of these encounters
during the init

l and/or behavioral health or social needs before
ensive assessment is not necessary. However, the
an abbreviated evaluation of the member’s

e member’s goals or service needs should be reflected in the
and trigger a case review with a supervisor or applicable members of the
eam. Such significant changes to the member’s condition and/or POC

ve reflected later in the annual reassessment.

1. Health Homes care managers must develop an initial comprehensive Plan of
Care (POC) within 60 days of member enrollment. The POC of must relate
directly from the needs and strengths identified by the completed CANS-NY and
comprehensive assessment.
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2. Since the CANS-NY reassessment is on a 6-month basis, care managers shall
ensure that the plan of care is updated accordingly to any changes within the
CANS-NY reassessment or if there is an early CANS-NY reassessment. Sue

in all POC for children.

e The child’s Emergency Contact and disaster plan
natural disaster, other public emergency.

e The child’s History and Risk Factors related to
being and recovery.

e The child’s Functional Needs re
and recovery.

hensive and integrated to include
nity and Social Supports. Plan must also
ice of (a) Service Provider, (B) Reason for the

ssigned a specific task to reach a goal).

of planned Care Management Interventions (including Services
are Management, Referral, Access, Engagement, Follow Up, and Service
ordination) and Timeframes.

he child’s Transition Plan including circumstances/services needed to
transition from Health Home Care Management as needed (e.g., education,
living situation, employment, community functioning, hospital, treatment
facility, foster care)

¢ Documentation of participation by inter-disciplinary team (all Key Providers)
in the development of the plan of care.
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e The child/adolescent and or parent/guardian/legally authorized
representative’s signature documenting agreement with the plan of care.
(Referencing DOH 5201 Health Home Consent/Information Sharing
with Children Under 18 Years of Age).

The Plan of Care elements are the minimum standards required for Plans o
Homes may expand the required plan of care elements.

1. If the child no longer needs the intens
provided by the Health Home, disc i in when one or more
of the following exists:

e The chronic conditions(s)
being managed and or mainta

e All parties concur i e goal§6f his/her plan of care and is
stable enough to rvices of a Health Home Care

ild eligible for Health Homes are

Manager

e The chil i port needs that can be met by family/guardian
and sey i ive level of Health Home care management

e Thec orized representative and family are no

h Home services

the eligibility criteria for Health Home (i.e., does
dition eligibility criteria)

the criteria but is stable/no longer needs intensive
of Health Home services can be and should be discharged

plonger eligible for Medicaid (Health Home may continue to
ork with the member that is in and out of Medicaid but may not bill while
member is not enrolled. Health Home may retroactively bill for services
gvided in prior 90 days if later deemed eligible and enrolled)

child has moved out of New York State

dividuals who are 18 years of age, parents, pregnant, and/or married, and
who are otherwise capable of consenting, may exercise independent choice
to disenrollment

2. The CANS-NY can assist with the development of the plan of care, however it

does not determine when a child is discharged from a Health Home (e.g., a child
with a CANS-NY medium acuity can be discharged from a Health Home).
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F. Health Home Network / CMA Providers

1. Health Homes should have connection to the Local District of Social Sg

Health Home type must be adult and the CMA must
children in AOT (between 18-21), if eligible for H
type must be adult in order to meet the HH plusr

3. The Health Home provider ensures 24 hours/seven
care manager to provide information

4. The Health Home provider will ens
for Health Home enrollees to

iority appointments
care services within

information and care n and to monitor patient outcomes
and initiate c i

prehensive care management;
mples of activities that constitute providing comprehensive care management

ehabilitative and long-term care and social service needs.

Completing and revising, as needed, the child’s person centered, family-

focused, plan of care with the child and family to identify the child’s needs

and goals, and include family members and other social supports as

appropriate.

e Consulting with multidisciplinary team, primary care physician, and
specialists on the child’s needs and goals.
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e Consulting with primary care physician and/or specialists involved in the
treatment plan.

e Conducting clinic outreach and engagement activities to assess on-
emerging needs and to promote continuity of care and improved
outcomes.

e Preparing crisis intervention plans.

2. Care coordination and health promotion;
Examples of activities that constitute providing Care Co
Promotion under the Health Home model include:
e Coordinate with service providers and health

e Coordinate with treating clinicians to assure th ed and
to assure changes in treatment or medical condi
e Conduct case reviews with the chil ily and in
monitor/evaluate client status/,

e Monitor, support, and acco
appointments.
Provide conflict f]

on notification of child’s admission and/or
hospital/ residential /rehabilitative setting.

ing and follow up with hospitals/ER upon
dmission and/or discharge to/from ER/

to/from an
ischarge pl

ollow up post discharge with child and family to ensure needed services are
arovided.

hysician, schedule timely follow up appointments, and assure that all
rdered medications are in the home and at other administering sites (e.g.,

schools and day care), and assist with medication reconciliation.

4. Individual and family support, which includes authorized representatives;
Examples of activities that constitute providing Patient and Family Support:
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e Develop, review, revise child’s plan of care with child and family to ensure
plan reflects child/family’s preferences, education, and support for self-
management.

e Consult with child/family/caretaker on advanced directives and ¢
client rights and health care issues as needed.

interpretation services.
e Refer child and family to peer supports, support grou
entitlement programs as needed.

5. Referral to community and social support se
Examples of activities that constitute making refer
Support Services include:
¢ Identify resources and link child /family to com
e Collaborate and coordinate with c

effective utilization of services

COs Related to the Provision of

rvices (Unless otherwise noted, the
s and children)

G. Standards an

Health Home
following apply

ement efforts, subject to any required agreements for

aid Confidential Data in accordance with HIPAA and other state

g confidentiality.

ust 1nc1ude information in the Health Home Welcome Letter that encourages
eligible members to enroll in a Health Home by including a brief summary
es and benefits provided by the Health Home.

continue periodic education to eligible members until member enrolls in
ome. This includes identifying opportunities for Health Homes to re-
engage in outreach (e.g., appearance at emergency room or inpatient hospitalization)
and reassigning the member to a Health Home.

MCOs must inform their provider network about Health Homes and how they can
benefit eligible members.
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5. After enrollment in the Health Home, MCOs must share current claims data and
demographic information, including information received from New York Medicaid
Choice, with Health Homes, and must enter the most recent demographic

information in MAPP, in accordance with HIPAA and state confidentiality
requirements.
a. MCOs must share information and performance data, including clai

with Health Homes’ single point of contact.
7. MCOs must have policies and procedures in place to in
in responding when critical events occur, including whe presented
at a hospital ER/ED and was not admitted i i spital or 3) is
in crisis and presents at a location that i if] ortunities to outreach
to a member. Such policies and proced formation that will
become available through MAPP r s. MCOs will be
involved in the discharge planning ke timely determinations on any
requests for authorization (if applica
8. MCOs must have policies and proced rovide for timely and
effective communication

d procedures shall require that Members have
st-discharge and that the Member’s plan of

number of Health Homes in their network to serve all
Home members.

grving Adults, MCOs may use their own data in evaluating
afth (DOH) recommendations for Health Home assignments that
d on loyalty data.
2 Home Serving Adults, MCOs must assign the adult DOH list-identified or
ied members to the Health Home as soon as possible, but no longer
usiness days from the date the member first appears on the DOH list so
long as'the Health Home has capacity to serve the member.

a. MCOs that do not meet this target must provide a report to the State
identifying reasons for not meeting such and remedial actions to make
improvements.

. MCOs must assign community referrals (provider-identified) for adult and children
as well as MAPP Children’s Referral Portal referrals as soon as possible, but no longer
than 3 business days from the date the referral is assigned within MAPP to the MCO.
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13. MCOs must submit claims for Health Home reimbursement to the State no less
frequently than once every 14 days and make payment to the Health Home within 14
days of receipt of payment from the State.

14. For Health Home Serving Adults, MCO'’s will work with Assertive Com
Treatment (ACT) programs and work with the local Single Point of Acc€
agency to manage capacity and utilization of its members.

15. The MCO is responsible for verifying Health Home eligibility f
may be delegated by the MCO to the Health Home).

16. MCOs will review plans of care for consistency with asse
known member health needs, and make coverage and
determinations for services included in plans of care
established in the Medicaid Managed Care Model Contr

17. MCOs will retain responsibility for reviewing member c
and making timely determinations related isputes re
Health Home services, the provision of
plans of care, the provision or arrangin

18. MCOs and Health Homes must esta of responsibility to ensure
services are not duplicated.

19. MCOs shall require that H bers have access to care
management 24 hours p eek for information, emergency
consultation services and re nity, if necessary.

20. MCOs will ensure offer members the choice of providers that include
providers not p,

21.Upon prior no a form and manner prescribed by the
Agreement be the Health Home, the MCO may transfer a Member

h Home upon request of the Member, if the Member

ember, parent/guardian or legally authorized representative requests to be
ed to another Health Home, the MCO shall timely transfer the Member to

(e Member within a reasonable timeframe, but no later than 30 days.
ember requests assignment of a new care manager, MCO will forward the
request to the Health Home and follow up with the Health Home until the
reassignment is completed.
. The MCO shall transfer a member to another Health Home, if available, if the Health
Home is not:

o Effectively providing or managing Health Home Services to the member

e Achieving quality goals
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e Adhering to the MCO's protocols or

e Meeting the member’s needs, as determined by the MCO after consultation

with the Member and/or the parent/guardian/legally authorized
representative and the Health Home.

24. A MCO may not transfer a Member of a Health Home to another Healt

one of the criteria in paragraph 23 is the cause of the transfer.
25. If the MCO must transfer or deactivate a Member’s enrollment i

shall immediately assume responsibility for providing ca
coordination and execution of the Member’s plan of c
26. When a member is transferred or reassigned, or wher
from enrollmentin a Health Home, or in any other case
assumes the care management responsibilities for a me
through the Health Home Agreement that th
assuming such responsibilities and tran
necessary for the continuation of care
27.MCO shall monitor the performan
providers using the appropriate fi
measures. All such tools and measure
facilitate and foster proactive ongoin

the entity
s and materials

matic and oversight tools and
shared with the Health Homes to

ust contract with eligible providers to conduct the NYS

ity Mental Health Assessment and develop the HCBS plan of care.
CO may contract with a Health Home or other entity designated by
the State for this purpose to conduct the initial NYS Eligibility Assessment
and NYS Community Mental Health Assessment and to develop or make
necessary revisions to a HCBS plan of care that meets the requirements of
Centers for Medicare and Medicaid (CMS). The MCO will reimburse the
Health Home or other State-designated entity no less than the rate
established by the State for assessments and development of plans of care
for HCBS.
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b. The MCO shall ensure the assessment process is completed through its
subcontracts with State-designated entities, within 90 days of the
Member’s declination to enroll in a Health Home. Such timeframe may b
extended by the DOH as necessary for a limited period to manage the
number of assessments anticipated during the initial HARP enroll
period.

c. The MCO is responsible for providing care coordination for t
implementation of the Member’s plan of care. The MCO wil

with HCBS and Medicaid Managed Care Model Contra
care management of members in receipt of HARP and
includes ensuring the member has access to servic
the plan of care; periodic updating of the plan of ca
NYS Community Mental Health Assessment re-asses
annually.

October 2015, Updated August 2016, March 2017, November 2017 Pa ge 37 | 37





