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Updated Timeline

[ 10/1/17: Y [ 117180 [ 7/1/18: )
Community Transition to BH services
BH rules & new BH code carved into
Manual set for MyCare managed
\ finalized ]\ Ohio and FFS ) \ care }

Oct Jan Apr Jul Oct Dec

2017 2018 2018

e  FFS prior authorization policies and rates to continue under MyCare Ohio plans (MCOPs) and managed care
plans (MCPs) for 12 months.

* Benefit year for any required prior authorizations is the calendar year (Jan-Dec).

* Any prior authorizations approved by Medicaid prior to carve-in will be honored by the plans, and the plans
will assume the responsibility for the prior authorization process when the FFS authorizations expire.

+ \ Milestone
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Health Homes Update

Health Homes

Health home services will continue through June 30, 2018.

= Similar to the current approach, ODM will be placing edits
on select BH services for health homes between January 1,
2018 —June 30, 2018.

= Beginning July 1, 2018, health home enrollees will be
transitioned to other services in the BH benefit package.

" |n the coming months, ODM will send written notice to
health home enrollees that service will be discontinued
effective July 1, 2018.

= Health home agencies are expected to continue reporting
quality and outcome measures for dates of service through
June 30, 2018.
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Rate Cuts

State had an appropriations gap to fill

Because of our commitment to BHR we have thus far determined that no
rate cuts will be made to community behavioral health provider services

Much of the gap will be offset via hospital rate reductions and increased
managed care quality withhold, and a few other specific services

State will continue to monitor the budget over the biennium and
will make adjustments as conditions warrant
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ODM and OhioMHAS Rules: Next Steps

[ ODM Rules

-------------------------------------------

Rules were refiled on August 25 I

—————————————————————————————————————————————

A JCARR meeting on the ODM rules will be held on September 18"

State will discuss pending rules for January 1%t implementation

‘ | OhioMHAS Rules ‘

The OhioMHAS rules have been updated and are ready
to be final filed for a January 15t implementation
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OhioMHAS Certification Process

e OhioMHAS certifies community behavioral health agencies by types of service(s) and/or programs.

e Agencies with appropriate BH accreditation issued by TIC, CARF, COA, or DNV will be granted deemed status.
* For full deemed status, an agency must have all of its eligible services certified.

e ODM requires OhioMHAS provider certification as a condition of obtaining a Medicaid provider agreement.
* For agencies without accreditation, OhioMHAS will conduct a comprehensive certification review.

e  OhioMHAS will continue to review and investigate complaints.

*  Providers will continue to report MUIs.

e  Providers will continue to report seclusion and restraint data.

What is changing?

e With Redesign, providers will determine billing codes used by Medicaid using ODM administrative rules and Manual.
e With Redesign, the rendering practitioner will be identified for each service.

Continuity of Certification

v" There will be continuity of certification on January 1, 2018.
i v" OhioMHAS will issue a certification crosswalk between the current services and the new services and i
provide additional guidance on certification in relation to Redesign.
i v If a provider intends to provide a new service, beyond a service that is being changed due to Redesign, !
then the existing process with the OhioMHAS Office of Licensure and Certification should be followed.
: v Providers currently certified to provide CPST will also be certified for TBS and PSR on January 1, 2018.
v TCM certifications will remain unchanged. i

[y
=



|
Oh lo Department of Medicaid
Department of Mental Health and Addiction Services

Testing Update

Behavioral Health Redesign



B hio

Department of Medicaid
Department of Mental Health and Addiction Services

Beta Testing

5 5

Per the requirements set forth in House Bill 49, ODM will conduct a beta test to
demonstrate provider readiness to go-live with Behavioral Health Redesign on January 1,
2018.

The beta test will be held between October 25t — November 30",

ODM will distribute scenarios that must be used for beta testing by September 25t via the
BH.medicaid.ohio.gov website

Any provider who wishes to participate may do so.

Providers must notify ODM of their intent to participate by sending an email with the
subject-line “Intent to Beta Test” to BH-Enroll@medicaid.ohio.gov with the following
information:

O Agency name

O Agency NPI

0 List of MyCare Ohio and Managed Care plans the agency does business with

0 Point of Contact for questions regarding beta testing

On October 25%, the ODM Rapid Response room will re-open for providers and trading
partners to quickly address any questions or concerns.

13
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Beta Testing

Beta Testing Requirements

Per House Bill 49, at least half of the providers participating in the beta test must be able
to submit a clean claim for community behavioral health services that is properly
adjudicated.

ODM will use the following parameters to calculate the beta test results:

e “Clean claims” will be defined as claims that can be adjudicated properly without seeking
additional information from the provider.

* Providers must test with both ODM as well as the MyCare Ohio and Managed Care plans that
they do business with.

* Providers must test using scenarios defined on the BH.medicaid.ohio.gov website. Provider
type 84s (CMHCs) must test all 84-related scenarios and provider type 95s (SUD providers)
must test all 95-related scenarios.

* Providers must submit test files via EDI.
* Providers must submit files by November 30t to be included in the beta test.

e Providers must notify ODM and the plans of their intent to participate in the beta test.

14
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Beta Testing

Beta Testing Scenarios

In the coming weeks, ODM and OhioMHAS will develop scenarios that must be used for beta
testing. The scenarios will:

* Include situations intended to both pay and deny appropriately

* Include situations developed for provider type 84s (CMHCs) and another set for provider
type 95s (SUD providers)

Providers should test all scenarios applicable to their provider type. While State-defined
scenarios must be used for beta testing, providers are encouraged to submit additional test
claims for any scenarios that could be billed in their practice.

Example Scenarios

[Beta testing scenarios for CMHCs (PT 84)

|Date Code POS  Units Modifiers Rendering Supervisor
1day 90832 11 1U9 UA UG UAorul NA Use appropriate NPI
1day 00832 18 1UT Use appropriate NPI

Beta testing scenarios for SUD providers (PT 95)

Date Code POS  Units Modifiers Rendering Supervisor
1 day HO004 99 4 (U2,U3,U40rU5)and UT NA NA
1 day HO005 11 4 (U2,U3,U4 or US5)and HK NA NA

15
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Dependently Licensed Practitioners

Specialty Number Description Contract Type

37 SOCIAL WORKER

37/371 LICENSED SOCIAL WORKER CMH, ALCRX

37/372 SOCIAL WORKER TRAINEE CMH, ALCRX

37/373 SOCIAL WORKER ASSISTANT CMH, ALCRX
47 CLINICAL COUNSELOR

47/471 LICENSED PROFESSIONAL COUNSELOR CMH, ALCRX

47/472 COUNSELOR OR TRAINEE CMH, ALCRX
54 CHEMICAL DEPENDENCY

54/541 CHEMICAL DEPENDENCY COUNSELOR I ALCRX

54/542 CHEMICAL DEPENDENCY COUNSELOR Il ALCRX

54/543 CHEMICAL DEPENDENCY COUNSELOR ASSISTANT ALCRX

CMH = provider type 84; ALCRX = provider type 95

Obtaining an NPI @

* Dependently licensed individuals can begin the process by obtaining an NPI now if they do
not currently have one by using https://nppes.cms.hhs.gov/#/.

e Information on timeline for enrolling in MITS is forthcoming.
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Paraprofessional Practitioners

Specialty Number Description Contract Type
96 BEHAVIORAL HEALTH PARAPROFESIONAL
96/960 QUALIFIED MENTAL HEALTH SPECIALIST CMH
96/961 QUALIFIED MENTAL HEALTH SPECIALIST Il CMH
96/962 CARE MANAGEMENT SPECIALIST ALCRX
96/963 PEER RECOVERY SUPPORTER CMH, ALCRX
96/964 INDIVIDUALIZED PLACEMENT AND SUPPORT- CMH

SUPPORTED EMPLOYMENT (IPS-SE)

CMH = provider type 84; ALCRX = provider type 95

Obtaining an NPI @

* Paraprofessional practitioners can begin the process by obtaining an NPl now if they do not
currently have one by using https://nppes.cms.hhs.gov/#/.

* Information on timeline for enrolling in MITS is forthcoming.
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Prior Authorization Requirements

The following prior authorization requirements apply to MyCare
Ohio and Managed Care plans regarding behavioral health services:

] MCOPs and MCPs must not be more restrictive than the

Medicaid fee-for-service (FFS) prior authorization criteria for 12
months. After 12 months, the MCOP or MCP may conduct a
medical necessity review pursuant to OAC rule 5160-26-03.1.

] MCOPs will prior authorize applicable BH services for their

members beginning January 1, 2018. MCPs must honor any prior
authorizations approved by Medicaid FFS prior to July 1, 2018,
through the expiration of the authorization.




B hio

Service

Pr

Department of Medicaid
Department of Mental Health and Addiction Services

ior Authorization Example:

SUD Residential and MyCare

Benefit Period Authorization Requirement

SUD Residential

Calendar year Up to 30 consecutive days without prior authorization. Prior authorization

then must support the medical necessity of continued stay. If not
authorized, only the initial 30 consecutive days are reimbursed. Applies to
first two stays; any stays after that would be subject to full prior
authorization.

Transition to new BH
code set for MyCare
Ohio and FFS

(

1t stay of 28 days — no prior
authorization required by
MCOP per FFS guidelines*
(BH services carved-in).

\

2" stay of 35 days — no prior
authorization required for days
1-30 per FFS guidelines. Days 31-35
must meet MCOP medical necessity
criteria (BH services carved-in). y

3 stay of 15 days — full prior
authorization required per MCOP
guidelines (BH services carved-in).

*MCOP must follow FFS prior authorization policies and rates for 12 months post go-live.
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Service Benefit Period

Department of Medicaid
Department of Mental Health and Addiction Services

Authorization Requirement

Assertive Community Treatment  Based on prior authorization  ACT services must be prior authorized. ACT teams

(ACT) approval

are responsible for ASAM Level 1 and all other
SUD services are subject to prior authorization
except for medications.

Transition to new BH
code set for MyCare
Ohio and FFS

BH services carved-in
to Managed Care

Prior authorization for 12 MCP must honor PA approved
months of ACT services - by ODM through expiration
approved by ODM of the authorization

ACT services re-authorized by
- MCP following FFS guidelines*

(BH services carved-in)

(BH services carved-out)

*MCP must follow FFS prior authorization policies and rates for 12 months post carve-in.
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Prior Authorization Example:
IHBT and Managed Care

Service Benefit Period Authorization Requirement
Intensive Home Based Based on prior authorization  IHBT must be prior authorized. Maximum amount
Treatment (IHBT) approval of IHBT service which may be prior authorized at

any one time is 72 hours

Transition to new BH
code set for MyCare
Ohio and FFS

BH services carved-in
to Managed Care

72 hours of IHBT prior 72 hours of IHBT prior 72 hours of IHBT prior
authorized by ODM authorized by MCP authorized by MCP
following FFS guidelines* following FFS guidelines™ following MCP guidelines
(BH services carved-out) (BH services carved-in)
*MCP must follow FFS prior authorization policies and rates for 12 months post carve-in.
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Transition of Care Requirements for Traditional
Medicaid Managed Care

Transition of care requirements for managed care

members receiving BH Services:

e MCPs must allow the member to continue with out-of-network providers
for 3 months post carve-in.

For continuity of care purposes, the MCP will make the following

efforts:

 Work with the service provider to add the provider to their network;
 Implement a single case agreement with the provider; and/or
e Assist the member in finding a provider currently in the MCP’s network.

Note: There is no transition of care requirement for MyCare Ohio members
receiving behavioral health services.

24
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What This Means for Providers

8 Providers should have MCP contracts in place prior to July 1, 2018.
Providers should begin contracting as soon as they are able.

H The MCP contracting process can take up to 90 days. In instances
when a contract is not established prior to July 1, 2018, transition
of care requirements are in place for 3 months.*

E A MITS Bits will be forthcoming that outlines additional contracting details
and will be made available on the www.bh.medicaid.ohio.gov website
upon release.

*The plan may execute a single case agreement with the provider or |
the plan can suggest in-network providers. :

25
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UPDATE

[ e e e e e e

The Ohio MyCare and Managed Care plans have developed a managed
care information grid that addresses point of contacts, operations, billing,
prior authorization, and pharmacy. This grid will soon be made available

at bh.medicaid.ohio.gov.

Managed Care Plans - Operations Guide

aetna

o] buckeye
: Jhealthgplan

A
CareSource

NA

MOLI
HEALTHCARE

M PARAMOUNT

I UnitedHealthcare

‘commmeTY & STATE

1. If a member has

Froviders can contact our 247 Care
CallLine at the health

issues and a provider
would like additional
support from a MCP
care manager. how
can a provider make a
request for this
service [inel. urgent
requests for
assistance]?

plan toll free number:
1-855-364-0974 and select option 5.

Froviders can call Buckeye Provider
Services [S66-296-8731) and ask to
be directed to a Care Manager or the
Care Management Department.

Frovider may make areferralto Care
Management via Fax at 1-866-206-
0610 or phone at 1-200-993-E302. If
non-urgent, the provider may also
use the Provider Partal

Froviders ¢an contact us at 1-800-
E42-4168 and request to be
transferred to our Care
Management program to make a
istance is

Specitic toreterring a member for
CM: Mon-Friday 82-5F: contact
the Utilization/Caze Management
Department at 419-887-2520 or 1-
800-231-2620

After hours: Ask Paramount nurse
line rumber: 1-877-336-1616

Z What
transportation vendor
do you use and what
is the standard
benefit For your
members?

Aetna Better Health of Ohio utilizes
Logisticare a5 our transportation
vendor. All emergency transportation
iz 3 covered benefit billed directly to
the health plan. Mon-emergenay
transportation must be arranged
through the Aetna Better Health
transportation broker. Waiver
members may receive medical or non
medical transportation. Mon-Waiver
members may receive medical
transportation only. In order to
recieve the member must be non-
ambulatary with no mileage
restriction; for members who are
ambulatorny they must be traveling
over 30 miles.  Perour ¥alue
Added Benefit Mon-Waiver members
enrolled in the Dual Program
receiving both Medicare and
Medicaid benefits are eligible For 30
round-trip or 60 one-way trannsports
per calendar year, medical of non-
medical with no mileage restrictions

Buckeye utiizes Access2Care for
‘wheelchair and ambulatory trips.
Contact Access2Care at: Medicaid
8E6-246-4358; MyCare Ohio: S66-
543-5253. Stretcher level of service:
Members and Facilities can call
providers directly and they do not
need to be in network. The standard
transportation benefit for our
members is Transpartation to and
from medically neceszary, Medicajg
covered services that are not
available within 30 miles of
participant's home.

transportal
transportati

round trip visitsNgr 30 one-way tfps

CareSource utilizes Provide-5J

participanie@home

ion is also
wided For 16 ropfid-trips or 20 one-
u trips per pfmber per calendar
year to cgpred medical, vision,
dentagyefpointments, WIC
applintments and COJFS

per calendar
necessary tips by Wgeelchair van d
not count towards tmember’
annual trip limit. Transmygtatjfito
Medicaid-covered appoiMnents
areater than 30 one-way miles
[because services are not auailable
saithir, M mmiles) alee dmeer ot eount

on appointments .

% aetan

amily Services Medicaid renewal
Appointments.

Right after a medical appointment,
members can get a ride o the
pharmacy to pick up a prescription

Eehavioral Care Management can
be requested by calling S66-261-
TEI2. Medical Care Management
zan be requested uzing the
following number: S00-508-2581 or
faxing 866-508-2581 Please
indicate if this request is urgent at
the time of referral

aramount Advantage ubizes
Aeeesz2Care as our
tansportation vendor. The
standard tranzportation benefit is
30 one-way trips per calendar year
[January st - Decemnber 3tst, home
Lo appointment (one-way] +
appointment to home [one-way) = 2
one-way trips). The Aged Blind
Disabled population receive 60 one-
way trips per calendar year,
Members can use transportation
for appointments to standard
Medicaid covered services as well
25 JFS appointments Far
redetermination,

UnitedHealthe are Community Plan
utilizes Madiczl Transportation
Management [MTR] to arrange or
prowide our non-emergency
transportation services [MET). Our
benefit for our Medicaid health plan
members is 30 one way trips per
calendar year or 15 round trips per
calendar year. I a health care
service requires a member to travel
maore than 28 miles one way to
receive that service, then
transportation is provided as part
of the member's henefit and does
not eount toward the limits noted
above.
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Uniform Prior Authorization Form between Plans

UPDATE

The Ohio MyCare and
Managed Care plans have
DRAFTED a uniform prior

authorization form for
community BH services.

Once finalized, this form will
be made available at
bh.medicaid.ohio.gov.

Member Information
lam: (MyCare O Medicaid Date of Request:
Request Type: [ Initial mcurrent
ember Name:
Member ID#: Member Phone:
Servicels [Houtine  [J Expedited/Urgentih
Provider Information

Clinical Review - Initial and Concurrent

[ Appetite Changes
O Significant Weight Gain/Loss
O Pani

[ Poar Treatment Complince

[ Social Support Problems

O Learning/School Work Isses

[ Substance Uss Interfering with Functioning
- HomelessHousing Instability
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Inpatient Psychiatric Benefit

J e State is moving forward with January 1, 2018, full carve-in of
the inpatient psychiatric benefit.

Remember, MCPs should be contacted for triage and level of
care (LOC) determination.

0 e The IMD FAQs are being updated and will be posted to the
BH Redesign site here: http://bh.medicaid.ohio.gov/training

Department of Mental Health and Addiction Services
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Inpatient Psychiatric Admissions — Managed Care

Facility Charges:

Medicaid

Facility Charges:
Medicaid

[ ) [ ) 7, 0
D
0 D18 ospital F
L 1o
De O & 0 aAvao
Benefit Managed Care Managed Care
Coverage N/A Managed Care Plans Plans Plans
Professional Professional
Services: MCPs Services: MCPs
Payment N/A Facility Charges*: Facility Charges*: Managed Care
MCPs MCPs Plans
*If admission meets *If admission meets
medical necessity criteria | medical necessity criteria
Benefit SR SN Managed Care Managed Care
Coverage Plans Plans
Professional Professional
Services: MCPs Services: MCPs
Payment Managed Care Managed Care
Plans Plans
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Plan Process for Inpatient Psychiatric Care

When a Medicaid managed care plan enrollee is in need of inpatient psychiatric care, the Medicaid managed care plan MUST* be
contacted for triage, level of care determination, and setting options. This includes MyCare Ohio plans when an enrollee has
exhausted their lifetime Medicare inpatient psychiatric benefit.

*If a plan is not able to be reached prior to admission, the MCP has deferred its triage, level of care determination, and
placement authority to the clinical judgment of the practitioner recommending inpatient psychiatric care. Admissions must meet

medical necessity criteria. If medical necessity for admission is not met, the MCPs would be responsible for the medically
necessary professional services only.

#1 Private general hospital (no new IMD
policy implications)
Person
presents and MCP contacted Enrollee must
inpatient for triage and be offered #1 or
psychiatric level of care #2 in order to

#2 Private <17 bed facility (no new IMD
policy implications)

care is determination, be offered #3 or
medically not for prior #4 (under new
appropriate authorization IMD setting
purposes™®* options policy)

#3 Private IMD (new IMD policy)

(assessment) #4 Public state hospital (new IMD policy)

(board authorization and/or assessment)

** MCPs may review LOC, assessments and other pertinent information to authorize the length of stay, setting, etc. based on medical necessity :

For a person needing medically appropriate inpatient psychiatric care, they must be offered #1 or #2 to then be offered #3 or #4.
* This ensures inpatient psychiatric services are provided “in lieu of services” covered under the state plan (#1 and #2)
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Managed Care Plan Forums

e Potential dates for additional forums in Columbus:
O Thursday, November 2d
O Thursday, November 9t

e Agenda items
0 Common terminology in managed care
O MCO provider communications
O MCO provider resources and supports
O Contracting and credentialing process
O Testing guidance and training opportunities

__________________________________________________________________
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Retrospective episode model mechanics

=
dym?%
“Zamzg

Payers reimburse for all

Patients and
providers continue
to deliver care as
they do today

Providers submit claims

select providers as as they do today services as they do
they do today today
O ePayers calculate average eProviders may:
risk-adjusted = Share savings: if average
A\ N reimbursement per episode costs below commendable

Calculate incentive "\ @) for each PAP levels and quality targets
payments based “:_ are met
on outcomes A

after close of
12 month
performance
period

35

Review claims from
the performance
period to identify a
‘Principal
Accountable
Provider’ (PAP) for
each episode

=P

Compare to predetermined
“commendable” and
“acceptable” levels

Pay negative incentive: if
average costs are above
acceptable level

See no impact: if average
costs are between
commendable and
acceptable levels

Oh = Governor’s Office of
10 Health Transformation



Ohio’s episode timeline by wave

2014 2015 2016 2017 2018 2019
| | | | | |
| | | | | |
® Acute PCI, Asthma, COPD,
Non-acute PCl, Perinatal, Reporting only Performance Y1 Performance Y2 Performance Y3

Total joint replacement

* Appendectomy, Cholecystectomy,

Colonoscopy, EGD, Gl bleed, URI, UTI Reporting only Performance Y1

® Ankle sprain/strain, ADHD, Breast biopsy, Breast cancer surgery, Breast
medical oncology, CABG, Cardiac valve, CHF exacerbation, Dental: tooth
extraction (in progress), Diabetic ketoacidosis (DKA) / hyperosmolar
hyperglycemic state, Headache, Hip/pelvic facture procedure, HIV,
Hysterectomy, Knee arthroscopy, Knee sprain/strain, Low back pain, Neonatal
(high-risk), Neonatal (low-risk), Neonatal (moderate-risk), ODD, Otitis media,
Pancreatitis, Pediatric acute lower respiratory infection, Shoulder
sprain/strain, Skin and soft tissue infection, Spinal decompression (without
fusion), Spinal fusion, Tonsillectomy, Wrist sprain/strain

1 Reporting for Wave 3 episodes extended to CY2018 given need to incorporate physician feedback through reactive provider
engagement process into episode design prior to performance periods (Wave 3 episodes designed and launched on accelerated

timelines without Clinical Advisory Groups) O L]
36 hio
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Preliminary pre-decisional working draft; subject to change

Episode introduction: Rationale for the ADHD episode

How ADHD care is performed today

= Patients are both over and under
diagnosed?

= Large variation in treatment of
ADHD is seen across providers

Our vision for improved delivery of

ADHD care

= Patients are diagnosed more accurately
based on DSM-5 criteria

= Patients receive age-appropriate
treatment including therapy and/or
medication

Why the episode model encourages improvements in the delivery of ADHD care

* Encourages better outcomes and reduced cost through incentivizing providers to
perform an accurate diagnosis and select appropriate treatment modalities

= Enables providers to compare the cost and quality of their treatment of ADHD to that of
their peers and provides information on opportunities for improvement

1 Clinical experts, Wolraich ML et al. The prevalence of ADHD: its diagnosis and treatment in four school districts across two

states. Journal of Attention Disorders. October 2014, first published on September 5, 2012
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Preliminary pre-decisional working draft; subject to change

Episode introduction: Rationale for the ODD episode

Our vision for improved delivery of ODD

How ODD care is performed today

care
= Patients with ODD are treated with = Patients are diagnosed more accurately
medication when appropriateness is based on DSM-5 criteria
unclear = Patients receive age-appropriate
= Large variation in treatment of ODD treatment
IS seen across providers = Medication is used only when clinically
appropriate

Why the episode model encourages improvements in the delivery of ODD care

* Encourages better outcomes and reduced cost through incentivizing providers to
perform an accurate diagnosis and select appropriate treatment modalities

= Enables providers to compare the cost and quality of their treatment of ODD to that of
their peers and provides information on opportunities for improvement

38 Ohio.gov



This is an example of an
episodes performance
report

Later this year, the first
reports for the two
behavioral health
episodes — ADHD and
ODD - will be delivered

Note that these reports
are for information only
at this point; the
episodes are not yet
linked to payment

Oh = Governor’s Office of
10 Health Transformation

EPISODE of CARE PROVIDER REPORT

EPISODE NAME Q1+ Q2 YYYY
Reporting period covering episodes that ended between Start Date to End Date
PAYER: Payer Name PROVIDER ID: PAP ID PROVIDER: Provider Name

Eligibility requirements for gain or risk-sharing payments

° Episode volume: You have at least 5 episodes in the curmment performance period.

° Spend: Your average risk-adjusted spend per episcde iz below the commendable thresheold.
Quality: You are not currently eligible for gain-sharing because you have not passed all quality metrics linked
! to gain-sharing.

This report is informational only. Eligibility for gain or risk-sharing will be determined at the end of the performance period |
and any applicable payments will be calculated at that time.

Episodes included, excluded & adjusted Risk adjusted average spend per episode

Total episodes# Distribution of provider average episode spend (risk adj.)

-hm " Not acceptable
= " | Commendable
% Included = 2l
# Episodes - e You are here
| -
' %Excluded ¥
# Episodes g
£ -
of your episodes have been 1
# % risk adjusted i

Quality metrics Key performance

Rolling four quarters [l Performance period 2016

You achieved # of # quality metrics linked to
gain sharing

Cusality metric 01 #3% Awg adjusted
s a episode spend | @
| Cuality metric 02 % e‘ {5.000) e
Q415 aie azie Weighted
N avelage
hiality metic 03 #% 9 # of included ¢ % g % 4
| = episodes
| Quality metric 04 #% 9|
[ Youir speid #% 4 5 #% #%
percentile
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Additional episode details can be found online

Ohlo Dep:?rtr_nent Of The Ohio Department of Medicaid website includes
Medicaid

links to the following documents for each episode
(http://www.medicaid.ohio.gov/Providers/Paymentin

- novation/Episodes.aspx):
HOME MEDICAID 101~ FOR OHIOANS~ PROVIDERS~ INITIATIVES ~
* Concept paper: Overview of episode definition

Wave 3: The following episodes are also planned for release in 2017: including clinical rationale for the episode, patient

, , o journey, sources of value, and episode design
= Attention deficit and hyperactivity disorder (concept paper, DBR, code sheet)

* Breast biopsy (concept paper, DBR, code sheet) , dimensions

= Breast cancer surgery (concept paper, DBR, code sheet) = Detailed business requirem ents (DB R):
= Breast medical oncology (concept paper, DBR, code sheet) L. . . .
= Coronary artery bypass graft (concept paper, DBR, code sheet) DeSCI’IptIOI’] of epISOde deSIQn details and
= Cardiac valve (concept paper, DBR, code sheet) : technical definitions by design dimensions
= (Congestive heart failure exacerbation (concept paper, DER, code sheet) -

Code sheet: Medical, pharmacy, and other
= Diabetic ketoacidosis/ hyperosmolar hyperglycemic state (concept paper, DBI

= Headache (concept paper, DBR, code sheet] i related codes needed to build the episode, to be

» HIV (concept paper, DBR, code sheet) i referenced with the DBR
» Hysterectomy (concept paper, DBER, code sheet)

= |ow back pain (concept paper, DER, code sheet) ) _
= Neonatal (high-risk) (concept paper, DBR, code sheet) There is also a ‘How to read your report gwde

= Neonatal (low-risk) (concept paper. DBR. code sheet) available for providers on the same site.
= Neonatal (moderate-risk) (concept paper, DBR, code sheet)

= (Oppositional defiant disorder (concept paper. DER, code sheet)

40  Ohio.gov


http://www.medicaid.ohio.gov/Providers/PaymentInnovation/Episodes.aspx

Preliminary pre-decisional working draft; subject to change

To learn more, join an upcoming episodes update webinar on
September 21st

* Episodes update webinar coming up on September 215t
from 3:30-4:30pm

= Topics to be covered include:
— Episodes program overview
— Latest reporting timelines for Q3 and Q4 2017
— Incentive payment processes

= ODM will also be taking questions from providers
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Overall BH care coordination workplan

External
engagement

<« 2weeks ——»<«—— 3 weeks >

Align on care
delivery model

and sources of
value

* Prioritize design *®

decisions

Share case
studies from
other states
Review
member-
journeys to align
on sources of
value

Preliminary pre-decisional working draft; subject to change

[ Design phase Launch and implementation phase

3 weeks > < 2weeks ——» <«— 3-6 months —»

Determine target
population and
scope of activities

Create definition for
high-needs BH
population

Test activities
required to support
care coordination and
address sources of
value

Develop hypotheses
for which providers
are well positioned to
fulfil care coordination

Determine
Align on framework for
accountability and incentive structure
provider eligibility and considerations
for implementation

Detailed design
and launch

Determine split of Align on high-level Determine provider

accountability care team assessment and
between CPC and BH requirements (to enrollment process
providers support care * Finalize member
Outline activities to be coordination eligibility and
driven by BH provider requirements) attribution logic
Build member = Qutline potential * Finalize payment
journeys to test “edge incentive streams model

cases” and points of = Outline considerations * Determine reporting,

potential entry / exit to for detailed design infrastructure &

BH care coordination and implementation regulatory
requirements

BH Focus
Group (6/21)

BH Redesign = BH Redesign * BH Redesign
Group (7/12) Group (8/9) Group (9/13)

SIM Core (7/13)

SIM Core (8/10) SIM Core (9/14)

BH Focus * BH Focus * BH Focus
Group (7/26) Group (8/23) Group (9/27)
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Reminder: Discussion topics for this group i Focus for today | PRELIMINARY
UPDATED

Topics to address

= Definition and analysis of target population
Provider eligibility
July 26, 2017 — Provider type

— Commitment to integration

— Tools

* Provider eligibility
— Personnel
— Minimum panel size

A = Activity requirements and performance measurement

= Quality and efficiency measures

September 27, Financial model and incentive streams

2017

October 2017 ™ Attribution
(exact date " Provider readiness

TBC)
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We are prioritizing 7 key design decisions

Care delivery
model

Payment
model

Infra-
structure

Practice
performance
improvement

Foundational decisions for BH
care coordination approach
within the ecosystem

Model to encourage and
finance transformation, fund
new care and operations, and
reward value

Preliminary pre-decisional working draft; subject to change

e Target population

Focus for today [l Top priorities

@ Care delivery improvements & sources of value

Q Integration approach with CPC and other providers

@ Provider eligibility requirements
@ Activity requirements
F Quality and efficiency measures

@ Incentive streams for care delivery improvements

H Requirement monitoring and compliance
| Financial impact and risk mitigation

@ Member attribution

K Scale-up target

Technology and data
required to enable changesin
payment, reporting, and HIE

Support, resources, or activities
to enable practices to adopt
the BH care coordination
model, sustain
transformation and maximize
impact

G Provider infrastructure
@ Payor infrastructure
m State system infrastructure

@ Practice transformation support

Q Workforce

@ Legal/regulatory environment

@ Performance transparency

@ Ongoing support

@) Evaluation and continuous improvement

45
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Relationship of BH Care coordination to BH Redesign

How can the state MCP’s and providers best
support members with behavioral health needs?

‘Ii‘ ‘li‘ ‘Ii‘ ‘li‘ ‘li‘ 0%

Total Medicaid Population

behavioral of members with
health BH needs are being
population? appropriately

managed through
primary care

Currently receive more intensive support
3 Oo/ or are eligible for additional services
0 under BH redesign?

5% of the BH
population @

. @
require H
additional I—q AJ
intensive care
coordination

[ 4 o
=

1 Members who have been diagnosed with and treated for a behavioral health condition

2 “Currently receiving intensive support” is defined as those currently in health homes or receiving TCM, but not
those receiving CPST; “Eligible for additional services under BH redesign” includes those eligible for ACT and
IHBT, but not SRS
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What we heard from you during the last focus group meeting  [UPDATED

Target population

Group was aligned on the overarching approach to identifying the target population
Additional factors were proposed for consideration:

— Physical health conditions or utilization that have an association with future risks of a BH adverse
event

— Social determinants of health (e.g., homelessness, food insecurity)
— Comorbid BH and SUD conditions

The group was well aligned on the claims-based definition, but expressed desire to have a robust
referral channel to tackle other risky populations (e.g., pregnant mothers with SUD)

Several providers noted that there should be particular attention given to the question of children
and to ensure that they are sufficiently represented in the target population

Care delivery
improvements,
sources of value

Providers said attention should be paid to increasing and incentivizing communication between BH and
primary care providers

The group noted that given potential overlaps with CPC, there is a need to clearly define how care
coordination will be divided between a new program and CPC

Member experience was raised, with particular focus on how the state can help facilitate greater member
engagement

The group was generally aligned on the approach to provider eligibility

Several providers thought the “comprehensiveness” criteria for provider Type 84 should be more
robust (e.g., include on-site pharmacy)

There was a push to consider the role of telemedicine and whether that could be used to meet
certain requirements, particularly in rural areas

Implementation and
operational
considerations

Many providers said that the program should carefully consider provider core competencies to ensure that
eligible providers are equipped to implement the care model

Push to consider capacity constraints in the current system (e.g., number of available BH providers),
particularly in rural areas

Several providers noted that there is a need to increase data sharing between PCPs and behavioral health
providers, particularly in light of recent legal changes
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QTarget population: Preliminary claims-based definition

Preliminary pre-decisional working draft; subject to change

UPDATED

XXX Revised based on feedback ' ! Included in target population analytics

P - -

Group 1:
Diagnostic
criteria only
(~58K
members)

Group 2:
Diagnostic
and
utilization
criteria
(~20K
members)

Target
population

Criteria

Presence of the following

diagnosis?... for
= Schizophrenia .

Bipolar disorder with psychosis
= Attempted suicide or self-injury
* Homicidal ideation
* Major depression w/ psychosis

OR a claim with a procedure

Injection antipsychotics

One or more behavioral health-related inpatient visit / Crisis unit / residential facility / rehab
facility / MAT for SUD? OR pregnant or within 1 year post childbirth WITH a diagnosis? of:

* Bipolar disorder (without psychosis) .
= Major depression w/o psychosis .

Other depression .
= PTSD .
= Substance use .

Personality disorders (morphine equivalent

Psychosis doses)

oDD * Partial hospitalization for
<21

Conduct disorder = Opioid utilization :

Eating disorders

Additional considerations:

All other members

= Behavioral health members who do not meet the target population criteria

= Non-behavioral health members

= Excluded members: <6 months of enrollment; Third-party liability; Partial eligibility; Death during

year

* Excluded analysis, for additional investigation: Duals; Waiver members; Kids in foster-care

For both Group 1 and Group 2 members, there will also be a referral channel (with

appropriate MCP review) to provide faster access than is available through claims review

1 Diagnosis in primary field on the claim 2 Medication-assisted treatment for substance-use disorder (will add 1,352 members)
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QWorking answer: Provider eligibility I Detail to follow | UPDATED

Provider type

Commitment to
integration

Personnel

Minimum panel
size

DRAFT
Classified as both an 84 (comprehensive) and 95 at the TaxID level
For type 84 providers, comprehensiveness is defined by a provider’s ability to administer four core services?:
— Behavioral health counseling and therapy
— Mental health assessment
— Community psychiatric support treatment
— Pharmacological management
Providers should have either the ability to provide crisis management support or establish an agreement with
another provider to deliver those services
Eligibility criteria will need to account for hospital outpatient providers, given post August 1 changes as part of
BH Redesign

Each provider site must have a stated commitment of collaboration with a CPC or other Medicaid -enrolled
primary care provider, that is:

— Consistent with the definition of a primary care provider used by Ohio Medicaid (see Appendix)

— Within appropriate access (to be aligned with Ohio Medicaid’s network adequacy regulations)

Additional activity requirements related to coordinating with the full panel of members’ PCPs to be
defined (with consideration for coverage across all MCPs networks), aligned with CPC approach

No additional commitment will be required if BH provider has an ownership or membership interest in a
primary care organization where primary care services are fully integrated and embedded

Have the capacity to share data with ODM and contracted managed care plans (MCPs)

Providers must show evidence that consent forms contain the elements necessary to support the full exchange
of health information in conformance with federal and state law, including recent changes to 42 CFR Part 2

Providers must demonstrate ability to use e-Prescribing capabilities

One individual who serves as key point of contact for MCPs/State to discuss performance

Identification of a care team, including:

— Lead clinical care coordinator(s): A Registered Nurse, to coordinate with member’s other medical providers
— Case manager(s) to be primary point of contact for member and family

Specific staffing ratios will not be mandated, but a recommended range will be given to providers

250 — to be refined as care model, team and resources are defined

1 Current definition is based on Ohio Health Homes requirements 49 Ohio.gov
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@Activity requirements: Working answer on activity DRAFT
requirements and eligibility monitoring i~ Detailfollows

Initial —_P . @) . .
C v= Provider Commitment Minimum
1 eligibility = . . Tools Personnel .
) v= type to integration panel size
requirements —J

Activity requirements Efficiency measures Clinical measures
Initial outreach and * All-cause hospital * 5 behavioral health metrics
engagement readmissions rate (See Appendix)
Care plan * ED visits per 1,000 members * 5 physical health metrics
Ongoing relationship and = Mental Health Inpatient (See Appendix)
engagement Utilization
. Transitions of care * |npatient admissions per 1.000
Ongoing

requirements

to appropriate care * |npatient psychiatric admission
Engage supportive services
Population health management

I
!
I
!
I
!
I
!
I
!
I
Engagement with and access 1 members
I
!
I = Member total cost of care
!
I
!
I
!
I
!
!

Annual assessment to confirm that eligibility requirements are met and that provider is performing sufficiently
= against activity, efficiency, and clinical measures

verification Based on results of assessment, providers may be deemed ineligible or experience changes in payment in
the following year
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@ Reminder: Working answer on activity requirements

= Perform initial outreach to member, including an explanation of program benefits and other

Initial outreach
and engagement

Ongoing
relationship and
engagement

Engagement with
and access to
appropriate care

Engage supportive
services

Population health
management

Preliminary pre-decisional working draft; subject to change

DRAFT

necessary enrollment activities
Begin building a trust-based relationship and understanding of member preferences and goals

Create an integrated care plan within 30 days of member engagement, supported by:
— Comprehensive assessment
— Input from member, CPC / PCP, social support system, and other medical providers

Check in regularly with member to support treatment adherence, and providing high-touch support
as necessary

Provide additional high-touch support in crisis situations

Educate the member and his/her family on independent living skills with attainable and
increasingly aspirational goals

Ensure successful handoff between care providers by:

— Establishing relationships with EDs and hospitals

— Monitoring admissions and discharges

— Communicating about transition needs such as transportation, medication restrictions, etc.

Support scheduling, including same-day and 24/7 access

Reduce barriers to adherence (e.g., transportation) for both medical and behavioral health
provider appointments

Define care team members, roles, and qualifications required to support the member

Engage directly with member’s medical and behavioral health providers to support updates to care
plan

Facilitate access to community supports, including scheduling and follow through
Communicate member needs to community partners and other social resources

Continuously identify highest risk membersand align with organization to focus resources and
interventions
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@ rrovider eligibility: Tools DRAFT

FOR DISCUSSION

Potential infrastructure

elements Required Recommended Considerations
* Movement toward ‘/ * Electronic data capture can help enable
adoption of EHR reporting and data sharing
* However, many behavioral health providers
BH care already have some form of EHR capability
coordination = Standards constantly evolving, so difficult to
!n']EernaI build into the program
!srlrrua::ture * Off the shelf care ‘/ * High-quality solutions tend to be high-cost
management software * Although data supports effectiveness of
including scheduling and tools, non-essential
workflow functionality
* Privacy and consent ‘/ * State requires providers to show evidence
compliance consent forms contain the elements
necessary to support the full exchange of
health information in conformance with
federal and state law, including recent
changes to 42 CFR Part 2
BH care 0 e G s
coordination " E-prescribing capabilities ‘/ * Shownto improve patlgnt adherence_
INEEFACTION e " Shown to improve quality of care delivery
with other * DIRECT messaging ‘/ * State may support providers in developing
providers this capability
* Continuity of care ‘/ * Providers likely to move toward adoption for
document transmission, other purposes (e.g., Meaningful Use
receipt, and usage requirements)
* Health Information ‘/ * Encourage providers to participate in the
Exchange state health information exchange
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Department of Medicaid
Department of Mental Health and Addiction Services

B hio

Meeting and Training Schedule

@ Upcoming Meetings and Trainings

v' Benefit and Service Development Workgroups

October 11t 10:00 am — 12:00 pm
November 15t  10:00 am — 12:00 pm
December 13t 10:00 am — 12:00 pm

v" EDI/IT Workgroups

September 13t 12:30-1:30 pm
September 27t 11:30 am —12:30 pm
October 11t 12:30 — 1:30 pm

v" BH 501 Trainings
The State will offer a final series of training in advance
of BH Redesign implementation throughout October
and November. Dates and registration information is
forthcoming.
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