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gntation Standards for Health Home: High,
L) Rates with Clinical and Functional

member or any questions
llow for client self-report or

e Each answered question qualifies as eithef High, M
1. Does the member have at least one respo
a. Yes — bill for member using the “High”

b. No—see#?2

2. Does the member have at least one response in the |
a. Yes — bill for member using the “Medium” rate
b. No-see#3

3. Bill for member using the “Low” rate code

¢ If no questions are answered, or all answers Unknown, the HML r
by the member’s Base Acuity (unadjusted) and the Predictive Risk Sc
DOH. Note: If the member is not in the Health Home eligible populatio
assignment, the member will not have a Base Acuity or Risk Score.

¢ If the member has neither a Base Acuity nor a Predictive Risk score, then the member
defaults too Low for that month unless there are clinical and functional adjustments that
would indicate a medium or high rate.
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The HML Tiers for Base Acuity, Risk, HIV Viral Load and T-cell
counts:

HML Rate Tier

Attribute Low Medium High

cuity (unadjusted) <=25 Between 2.5 and 5.0 >=5.00

Clinical Adjustments

< 30% between 30 and 50 >=50

< 200 between 200 and 400 > 400

< =200

tes do not apply to members in AOT, ACT or the
ion.

e applicable to the clinical
and/or functional indicators, client ep or care manager

observation where applicable.

Self-Report and Care Manager ODbser,
Framework

The goal of any documentation standard is that it be flexi
circumstances confronted daily. External documentatio
self- report or care manager observation. Given the population and
managers work in, obtaining this documentation may pose signifi

Member self-report is acceptable if, and only if, there is a goal related to that aree
on the care plan, and the intervention for that goal or objective matches the intensSity of
need of the person and the billing level. For example, if there is no ability to secure
documentation for a member that is homeless and not utilizing any formal assistance such as
shelters, this state of homelessness can be substantiated through observation and/or multiple
source reports. There must be a goal to secure housing, and the interventions and objective for
that goal must match the intensity of need; this would substantiate the reported level of intensity.




Examples are provided below that meet the standard for goal related objectives that require
higher intensity interventions.

1. In the early phases of work, some individuals may be resistant to attending
appointments, getting testing, etc. which generate external documentation. For
these members, care managers need to be able to document using their personal

ervation, or the self-report of the member and other members of their care team,

reate and update plans of care that clearly document goals and interventions
ich will be performed to justify the HML billing.

the self-report documentation to service planning makes this a

from Health Home care management.

tation is indicated for each clinical and functional indicator in the
ding guidance sections to support billing rates.

4, Care mdne document observed functional indicators in the form of
re that clearly outline goals and interventions that

6. active SUD ONLY may be
substantiated by clien manager observation beyond 90
days.

HIV Status

e QOutline of HIV - AIDS Institute Clinical Guideline
o CD4 (T-cells) testing is recommended at 1
initiation of ARV until CD4 is > 200 cells/

o Every 12 months if CD4 >300 cells/mm3 and less
cells/mma3.

o Optional if CD4 greater than 500 cells/mm3.

o Practitioners agree that a six month period of more aggres
is appropriate for an HIV+ member with a medium or high rand
though they should be tested again within that period.

= Quarterly for HIV+ persons with recent history of non-adherene
disorders, SU, poor social support, or other major medical conditions;

= Every four months for most individuals after complete viral suppression;

= Every six months for those with complete suppression for over one year
and CD4 counts greater than 200 cells/mm3;



* Note, when a person is failing virologically, testing is recommended within
four weeks from a change in ARV, and at least every eight weeks until
complete suppressed.

e External Documentation — Lab results, medical records, or documented conversation
from collateral contact. For the purposes of this documentation a collateral contact must
be documented as a service provider or managed care organization that can confirm lab

and/or have access to the individual’'s medical record.

ation — Substantiation of reports from care providers, the person, family, or other

intervention.
Interventions are the evidence that more th ement services of a greater
scope or frequency are necessary. Health Home e quality oversight and

Functional Adjustments and Correspondi
Homelessness

e Definition of Homelessness

o HUD Category 1 (High) - An individual who lacks a fixe
nighttime residence.

»= Anindividual who has a primary nighttime residence tha

accommodation for human beings, including a car, park, abang
building, bus or train station, airport, or camping ground;

= Anindividual or family living in a supervised publicly or privately operated
shelter designated to provide temporary living arrangements (including
hotels and motels paid for by Federal, State or local government



programs for low-income individuals or by charitable organizations,
congregate shelters, and transitional housing); or
» Anindividual residing in a shelter or place not meant for human habitation
and who is exiting an institution where he or she temporarily resided.
o HUD Category 2 (Medium) - An individual or family who will imminently lose their
housing.
= As evidenced by a court order resulting from an eviction action that
notifies the individual or family that they must leave within 14 days;
= Having a primary nighttime residence that is a room in a hotel or motel,
d where they lack the resources necessary to reside there for more
3, 14 days, or credible evidence indicating that the owner or renter of
sing will not allow the individual or family to stay for more than 14

al statement from an individual or family seeking homeless
is found to be credible shall be considered; has no

btain other permanent housing.
o Date Hou 1 (High) or Category 2 (Medium), they will maintain

sed, they will maintain that level of billing
vation dogumentation until housed or discharged
from the program.
e External Documentation - homeless housing program,
hospital discharge summary, eviction n from local Homeless

e Observation - Substantiation of reports fr ers, the person, family, or other
eed and hilling category.

documentation of care plan and progress notes w of billing
until external documentation is obtained.
o e.g. Goalis to find safe and stable housing. Obje
= Submit applications
= Landlord list
» Re-establish benefits
= Interventions would be evidence that more than routine garé managemer
services of a greater scope or frequency are necessary.

Incarceration

o Definition of Incarceration — Released from state prison or county jail after sentence is
served. May be on probation or parole, but that is not required to meet the definition of
incarceration. Incarceration would also include detention or arrest for charges not
adjudicated or sentenced; violations of probation/parole; released on bail awaiting



arraignment; or other criminal justice status in which the person has an ongoing criminal
justice issue requiring care management intervention.

o External Documentation - Release papers; documentation from parole/probation;
documented conversation from collateral contact; print-out from Webcrims or other
criminal justice database; letter from halfway house; or self-report.

o Observatlon — Substantiation of reports from care prowders the person family, or other

ecure needed community services including outpatient care,
s, food resources, etc. Objectives may include:

vidence that more than routine care management
services of a gr e or freguency are necessary.

ess of duration, that would
include CPEP under an observation status iatric emergency/respite
programs. Inpatient admission for Ml tha
needs, including physical health, would qualify as i . For example,
a member is admitted to a MH IP unit, then transf
discharged from a medical bed to community.

e External Documentation -- Hospital discharge summary; do
(including name, title, contact information of person on inp
patient's discharge date); documentation of Mobile crisis e
PSYCKES; RHIO alerts of inpatient admission or MCO confir
client self-report.

note

reflects the intensity of service needs to address the category of billing claimed.
documentation of care plan and progress notes would maintain the category of billing for
90 days until external documentation is obtained.
o e.g. Goalis to secure needed community services including outpatient care,
financial benefits, food resources, etc. Objectives may include:



= Secure PCP, mental health or substance abuse services, follow up
appointments
= Secure transportation to/from appointments for behavioral or physical
health
= Re-establish housing if in jeopardy or as part of discharge plan
Interventions would be evidence that more than routine care management services of a
or frequency are necessary.

for Substance Use Disorder (SUD) Treatment - High

or SUD Disorder — Inpatient admission in a hospital or
ing regardless of duration that could include detoxification services
i supervised or medically monitored, but not ambulatory

= External Docum rovider discharge summary; documented
progress note (in ct information of person on inpatient unit who
verified patient's di : out from PSYCKES or MCO confirmation; and
self-report

= Observation — Substantiatio
third party sources that suppert the leve
Documentation of this observation woul

providers, the person, family, or other
eed and billing category.
notes and a care plan that

category of billing, the documentation”of ¢
the category of billing for 90 days until ex:

access to medication, transportation, to a

outpatient services.

o Objectives must include.
= Secure primary care physician (PCP), men
services, follow up appointments

= Reestablish housing if in jeopardy or as part of di
Interventions will be evidence that more than routine care managemeg
greater scope or frequency are necessary.

Substance Use Disorder Active Use/Functional Impairment -
Rate Only

= Definition of SUD Active Use/Functional Impairment — Positive lab test for
Opioids, Benzodiazepines, Cocaine, Amphetamines, or Barbiturates; OR care
manager observation (with superviser sign off) of continued use of drugs



(including synthetic drugs) or alcohol with superviser sign off ; OR MCO report of
continued use of drugs or alcohol; AND demonstration of a funcitonal impairment
including continued inability to maintain gainful employment ; OR continued
inability to achieve success in school OR documentation from family and/or
criminal courts that indicates domestic violence and/or child welfare
inolvementwith the last 120 days; OR documentation indicating Drug Court

[ ment AND the presence of six or more criterion of SUD under the DSM-5
must also include pharmacological criteria of tolerance and/or withdrawal —
nal Documentation - Based on assessment and information gathered by the care

for 90 or more days if, and only if, progress notes
ement interventions to support SUD
intervention. Thi ivati erviewing, education, referral and linkage to
orts. External documentation is preferred and
every effort must be clearly doc [ ing specific efforts to engage the

o Goals related to barriers to atten
as a result of substance use; or
change related goals or obje
educational goals.

= For example, goals and o [ i ilizi otivational
interviewing and stages of change a e people towards

behavioral outpatient services,,
ivational interviewing or stages of

like “I want my children back” in th
» The objectives would be to participate in progr
the interventions would be using these appr
how addressing their substance use issues
goals.
Interventions will be evidence that more than routine care manage
greater scope or frequency are necessary.






