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STATE OF WASHINGTON

DEPARTMENT OF SOCIAL AND HEALTH SERVICES

Aging and Long-Term Support Administration

Home and Community Services Division

PO Box 45600, Olympia, WA 98504-5600

HCS MANAGEMENT BULLETIN

H13-044 – Information
 July 24, 2013
	TO: 
	Home and Community Services (HCS) Division Regional Administrators

Area Agency on Aging (AAA) Directors
Developmental Disabilities Administration (DDA) Regional Administrators

	FROM:
	Bea Rector, Director, Home and Community Services Division
Evelyn Perez, Assistant Secretary, Developmental Disabilities Administration



	SUBJECT: 
	HealthPath Washington Implementation of Health Homes

	Purpose:
	To educate staff about implementation of HealthPath Washington Health Homes

	Background:

What’s new, changed, or

Clarified


	In April 2011, Washington State was one of 15 states to receive a one-year planning grant from the federal Centers for Medicare and Medicaid Services (CMS). The grant money was used to develop an implementation plan that would lead to innovative ways to integrate care for individuals who receive services from both Medicare and Medicaid.
In October 2012, Washington State signed a memorandum of understanding with CMS to implement a managed fee-for-service model using a new Medicaid service called “health homes”. The goal is to improve the coordination of care across existing providers and Medicare/Medicaid service systems.  HealthPath Washington Health Homes will focus on incorporating high-risk, eligible clients into health homes as part of a managed fee-for-service model.  
HealthPath Washington Health Homes will be implemented in two phases; the first began on July 1, 2013 and the second will begin October 1, 2013.  
The health homes demonstration will be available in all counties in Washington, except counties where Strategy 2 (duals managed care) is being implemented (King and Snohomish Counties).  
The HealthPath Washington Health Homes Program is a voluntary service option; health home services will not be provided unless and until a beneficiary elects to receive them.  However, eligible clients will be passively enrolled into the health homes demonstration and receive a letter that gives them the option to opt out if they do not wish to participate.
Health home services will include: comprehensive care management; care coordination and health promotion; comprehensive transitional care; individual and family supports; referral to community and social support services; and the use of a web-based clinical decision support tool (PRISM) and other health information technology to improve communication and coordination of services.

Individuals in this demonstration will continue to receive services including primary, acute, pharmacy, mental health, chemical dependency, long-term services and supports and developmental disability services through existing fee-for-service Medicare and Medicaid service delivery systems.  Health home services are simply an addition designed to focus on improving health outcomes.
The goal of this project is to provide better outcomes for clients through comprehensive care management and decrease expenditures through the use of an integrated system.   

	
	

	ACTION:
	Once a client is part of the HealthPath Washington Health Homes project, staff must:

· Coordinate with the designated Health Home Coordinator to facilitate resources and referral.  In some cases, the Health Home Coordinator may request a copy of a client’s CARE assessment.  If requested, a consent form will be shared with the long-term care case manager/social worker designating the client’s approval to share information.  Staff should fax the CARE assessment to the Health Home Coordinator who will provide a fax number.
· Include the designated health home as a collateral contact in CARE.
In preparation, staff should visit the HealthPath Washington website at: http://www.adsa.dshs.wa.gov/duals/.


	Related 
REFERENCES:
	

	
	

	ATTACHMENT(S):   
	Washington State Health Home Fact Sheet:

[image: image1.emf]Washington State  Health Home Fact Sheet.docx


Health Home Service Area Map:

[image: image2.emf]Coverage Are1.docx


Health Homes Enrollment Letter:


[image: image3.emf]MC 022 HH Letter  ENG Final.doc


Health Homes Enrollment Booklet:


[image: image4.emf]HH Booklet.pdf


Health Homes Brochure:


[image: image5.emf]Tri-Fold.pdf


Health Home Care Management Chart:


[image: image6.emf]Health Home Care  Management Chart (2).doc



	CONTACT(S):
	Karen Fitzharris, Program Manager 
(360) 725-2254

fitzhkm@dshs.wa.gov 
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{system date}

Re: Client # {ACES HOH}

Welcome to Washington’s Health Home program!  Beginning {Start date} you will have the chance to receive new Health Home care coordination services.  These services are in addition to your Medicaid coverage or Medicare and Medicaid coverage if you are receiving both benefits.  You don’t need to do anything right now.  Your Health Home care coordinator will contact you with more details about the program and answer any questions you may have. 


What is a health home?  A Health Home is not a place.  It is a set of new care coordination services.  These services include: 


· Comprehensive care management


· Care coordination and health promotion 


· Comprehensive transitional planning.  Transition planning includes getting help when you discharge from a hospital or other institution such as a nursing home. 

· Individual and family support services.  These include identifying and recognizing the role families, informal supports, and caregivers provide in supporting you to reach your health goals. 


· Referral to community and social support services


Health Home services are designed to support you with your ongoing chronic conditions and assist you in meeting your health goals.  These services will help you receive the right care, at the right time, in the right place.  You should have fewer gaps in service and better coordination between all of your health care providers.

Your Health Home:  {Plan Name}

If there are other Health Home options in your area they are listed here:


		



		



		{Plan 1 Name}

		{Plan 1 Phone Number}



		{Plan 2 Name}

		{Plan 2 Phone Number}



		{Plan 3 Name}

		{Plan 3 Phone Number}



		{Plan 4 Name}

		{Plan 4 Phone Number}



		{Plan 5 Name}

		{Plan 5 Phone Number}



		{Plan 6 Name}

		{Plan 6 Phone Number}





How does this affect what you have right now?


· Your full Medicare and Medicaid benefits do not change, including appeal rights. 


· Health Home care coordination services are additional benefits.


· You maintain your choice of providers.


· Participation in a Health Home is voluntary.


How can you get more information about Health Homes?

· The Health Home booklet has lots of useful information.

· You can get more information on Health Homes by going to the Health Home link http://www.hca.wa.gov/health_homes.html, or calling the Medicaid number below.


· Your Health Home care coordinator will contact you to describe Health Home care coordination services and answer any of your questions.


· When your Health Home care coordinator contacts you, you may choose whether you want to participate or not.  


· If you decide not to participate in the Health Home program, it will not impact your eligibility for other services.


If you have questions about Health Homes call Medicaid at 1-800-562-3022 or 1-800-848-5429 TTY/TDD or 711 (for people with hearing or speech equipment).  The call is free. 


ProviderOne #: {insert ProviderOne #}
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If the enclosed information is not in your primary language, please call 1-800-562-3022
(TDD/TTY only: 1-800-848-5429)
ENG


Yog tas cov ntaubntawv kws tuaj nrug nuav tsi yog koj yaam lug tes thov hu rua
1-800-562-3022 (TDD/TTY xwb: 1-800-848-5429)
HMG


Tckb ghbkfuftvfz byajhvfwbz yt yf dfitv hjlyjv zpsrt> gjpdjybnt> gj;fkeqcnf> gj
ntktajye 1-800-562-3022 !ntktajy njkmrj lkz kbw c gkj[bv cke[jv
(TDD/TTY): 1-800-848-5429)
RUS


Zroj ghbrkfltyf “yajhvfw“z yt yf dfi“q h“ly“q vjd“> gjlpdjy“nm> ,elm kfcrf> gj ntktajye
1-800-562-3022 !ntktajy n“kmrb lkz jc“, p gjufybv cke[jv (TDD/TTY): 1-800-848-5429)
UKR


EH∂QH∂gKß DKßsowkfyrk R'gkD; ahRN®djfh WNßqle/dj DL∫wl DKµDmAUß 1-800-562-3022
(cJ∂rK®wK∂dowk·tlrK®wK∂dowkDY∂Æ 1-800-848-5429)fh DUßfK®gktLœtlDy.
KOR


Afai o lenei faaaliga e le o alu atu i lau gagana masani, faamolemole vala’au mai i le telefoni:
1-800-562-3022 (Mo e e  le lelei le faalogo pe gugu, vala’au mai i le telefoni 1-800-848-5429)
SAM


Daca¨ informatçiile ala¨turate nu sunt ôn limba dumneavoastra¨ natala¨ va¨ ruga¨m sa¨ sunatçi la
1-800-562-3022 (numai pentru TDD¶TTY> 1-800-848-5429)
ROM


T™aHakvÆaKÆavSanwznn[bBEmÆnfaSatIÆtÆanhU™czk, kArunaotrASzbRpHa 1-800-562-3022 (TTY/TDD etGanxn:
1-800-848-5429).
LA


÷Å mÑµ∏ü bâiŒwA¡ü KW≠KW ∑ÑÇn µõ∏æ≠ b 1-800-562-3022 [tIÿiÿi/tItIΩ÷ úûL 1-800-848-5429]
÷dwAlD;;
AM


SP


Si la información adjunta no está en su idioma primario, por favor llame al 1-800-562-3022
(Para TDD/TTY solamente, llame al 1-800-848-5429).


µzi ≠sdÑ∑ zÖ¨ Übíû ú¶≠¶∑ µ≠tz÷π÷nD ¥ú ñÑki ¡Ôê 1-800-562-3022 w÷⁄â ¨÷ äñâ¿ xgä ≠zlæä ¥ú


1-800-848-5429 ü⁄wAlÑ¨
TIG


N’u tin tˆc {⁄nh k–m kh‰ng cfl ng‰n ng˘ cÚa qu⁄ vfi, xin g„i 1-800-562-3022 (TDD/TTY mø
th‰i: 1-800-848-5429)
VN


ebIBt·manEdlPÇab'eTAenHminEmnCaPasaedImrbs'/ñkeT,sUmTUrs‡BÊ 1-800-562-3022, (sMrab' TDD/TTY,


ggwt…z¬g': 1-800-848-5429)
CAM


CHI


Kung ang nakalakip na impormasyon ay hindi sa inyong pangunahing wika, pakitawagan po ang
1-800-562-3022 (TDD/TTY lamang: 1-800-848-5429)
TA


FA
(1-800-848-5429)
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Contact information 


By Phone
If it is hard to read or understand this booklet, please call Medicaid Customer Service at  
1-800-562-3022. We can help by providing the information in another format, such as  
LARGE PRINT, Braille, or have the information read to you in your primary language.


For people who have difficulties with hearing or speech the TTY/TDD line is 711 or  
1-800-848-5429. Your phone must be equipped to use this line.


Online Client Portal
If you wish to verify your Health Home services coverage, select a different Health Home, or to 
opt-out of the Health Home program go to www.WAProviderOne.org


Interactive Voice Recognition (IVR)
You may call our automated system anytime at: 1-800-562-3022 where you may verify your 
Health Home services coverage, select a different Health Home, or to opt-out of the Health 
Home program.  


During normal business hours: Monday through Friday from 7:00 a.m. to 5:00 p.m. you may 
always talk to a live person by following the voice prompts.


Other Languages
You can ask for this guide in other languages call: 1-800-562-3022


On the Web 
www.hca.wa.gov/medicaid DRAFT
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What is a “Health Home”?
A Health Home is not a place. It is a set of new care coordination services, provided by a care 
coordinator who will work with you to increase coordination of all the services and supports you 
currently receive. 


Participation in Health Home services will make things go more smoothly for you by working to 
coordinate your various care needs. The result should be fewer unnecessary hospital admissions and 
fewer avoidable visits to emergency departments. The system is designed to improve your satisfaction 
through coordinated care.


Health Home services include:
•	 Comprehensive care management 


•	 Care coordination and health promotion 


•	 Comprehensive transitional planning (example: help when you are discharged from a hospital or a 
care facility) 


•	 Individual and family support services (example: identifying and recognizing the role families, 
informal supports, and caregivers provide in supporting you to reach your health goals) 


•	 Referral to community and social support services (examples: transportation, food, housing)


•	 Use of health information technology to link services, if applicable


Health Home services are designed to support you with your ongoing chronic conditions and assist 
you in meeting your health goals. Health Home services improve coordination and care for medical 
and other social service needs such as long term services and supports, mental health services, and 
chemical dependency services. Health Homes are intended to reduce gaps in service and increase 
coordination between all of your providers.


Who is eligible for Health Home services?
The services are for individuals with full Medicaid and Medicare coverage. These services support 
individuals with chronic conditions. 


When does the Health Home program start?
This program will begin on July 1, 2013.


Who provides Health Home services?
An individual called a “care coordinator” is the primary person who provides Health Home services. 
Care coordinators work for Health Home lead organizations that contract with Medicaid. You will 
receive a call from a care coordinator who will answer your questions and set up a time to meet  
with you.


DRAFT
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What is a Health Home care coordinator?
A Health Home care coordinator is an individual who, with your written consent, will work with you 
to develop a Health Action Plan (HAP) and participate in health home services. The care coordinator 
will work with you to coordinate your care so you receive the right care, at the right time, and in the 
right place. 


A care coordinator will contact you to describe Health Home care coordination services and  
answer your questions. When this individual contacts you, you may choose whether you want to 
participate. If you decide not to participate in the Health Home program, it will not impact your 
eligibility for other services. You can get more information on Health Homes at  
www.hca.wa.gov/pages/health_homes.aspx


How do Health Home services work for you? 
Here are some examples of Health Home services. These provide an idea of how the services  
can work for you if you choose to participate. Although this is not a complete list, it may be helpful. 


Health Home Program  
(If you give permission) Example of Service


Get coaching from a care coordinator to 
support your participation in your care


Assistance in developing your list of questions for 
your specialist so you have them ready when you go 
to your appointment.


Ongoing communication between your  
care coordinator and providers 


A message that alerts your providers if you are 
admitted to or released from the hospital.


A person you can talk with when you are worried 
your provider does not understand how hard it is to 
travel to appointments.


Care coordination through a team of 
providers working with you


Your personal care provider, primary care doctor, 
care coordinator, psychologist, and pharmacist meet 
and make sure your prescriptions work together. 
They let you know it’s ok or if you need to change 
prescriptions.


24 hour/7 day a week availability to 
provide information and emergency 
health home service consultation 
services


A person you can talk to if you think your medicine 
is making you sick and don’t know if you should seek 
help or not. 


DRAFT
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How do you get Health Home services?
It’s as easy as 1, 2, 3…


1.	 Be assigned to a Health Home: Once you are eligible, you will be connected to a Health Home 
lead organization. Then, you will be contacted by a care coordinator. The care coordinator will 
answer your questions and you can decide whether or not to participate. 


2.	 Complete a Consent Form for Information Sharing: The care coordinator will support you in 
completing a Health Home Services Consent Form. This consent provides your permission to allow 
sharing of your medical and social service information. The information will only be shared with 
providers and others you designate. 


3.	 Complete a Health Action Plan (HAP): The care coordinator will support you in completing a 
Health Action Plan (HAP). The Health Action Plan will include health goals that you choose. 


Using the Health Action Plan for guidance, the care coordinator will work with you to see if you 
need more coordinated or additional services and resources for: 


•	 health care
•	 long term services and supports 
•	 mental health 
•	 chemical dependency 


You can request and arrange future visits at any time. Whether you meet in person or talk on the 
phone depends on your needs. 


How do you know if you are eligible for Health Home services? 
You will get a letter from the Health Care Authority (the Medicaid agency) letting you know that you are 
eligible. After you receive the letter, your Health Home care coordinator will contact you to talk about Health 
Home services.


You can also contact Medicaid directly through the 1-800-562-3022.


(If your provider has questions about your eligibility for Health Home services, the provider can also 
contact the Medicaid program on your behalf.) 


Do you get to stay with your current health care and other providers? 
Yes! They continue as they are now and future services will be authorized the same way they are 
now. As part of Health Home services, your care coordinator may be in contact with providers about 
coordinated coverage and transitions in care as your needs change. 


How will providers know if you are in the Health Home program and who  
to contact? 
They can tell by accessing Medicaid information.
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Do you have to be in the Health Home program? 
No, this is a voluntary program. You are not required to participate. 


Do you have to pay for Health Home services? 
No, there is no cost to you for these services.


What if you are unhappy with your care coordinator?
You can contact the Health Home lead organization.


What if you move to another area of the state? 
If you move to where there is a different Health Home lead organization you will be contacted by a 
new care coordinator about ongoing services.


What if you lose Medicaid or Medicare coverage?
 “If you lose both your Medicare and Medicaid eligibility, you will no longer be eligible for Health 
Home services. If you just lose your Medicare eligibility and not your Medicaid eligibility, you will still 
be eligible to receive Health Home services.”


What are your complaint and appeal rights?
You keep your current Medicaid and Medicare complaint and appeal rights.


What if you want to opt out of the Health Home program?
You can call Medicaid at 1-800-562-3022 and say you don’t want to be in the Health Home program. 
The program is voluntary.  


What if you change your mind and want to participate in Health Home  
services again?
You can contact the Medicaid line at 1-800-562-3022 and let them know you want health home 
services again.


For American Indians or Alaskan Natives
If you are a member of a federally recognized Tribe or an Alaskan Native, you may choose to 
participate in a Health Home. If you decide to go back to your Tribal clinic or fee-for-service, let  
your Tribal clinic know (they can assist you) or call 1-800-562-3022. You will not have to wait to 
switch back. 
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Who to call if you have a health crisis?
•	 If there is a life threatening emergency call 911 


•	Mental health crises, call the Crisis Line at 1-800-584-3578 


•	 Statewide Domestic Violence Hotline, call 1-800-562-6025


DRAFT
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Use ‘Health Home’ services to 
improve your life by coordinating 
your health and social services.


Health Homes provide:


•	Comprehensive care 
management.


•	Care coordination and health 
promotion.


•	Transition planning.


•	Individual and family support.


•	Referral to relevant community 
and social support services.


“… my personal care worker 
has been at some of my doctor 
appointments, which helped 
me to better understand 
procedures or to clarify some 
of my questions.”


—Chronic care patient


For a  
better life!
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What is a Health Home?
A Health Home is not a place. It is a set of 
services to support you if you have serious 
chronic conditions and more than one medical or 
social service need.
Health Home services can make things go more 
smoothly between your medical and social 
service support. This may help reduce visits to 
hospitals and emergency rooms and support your 
health, overall well-being, and self-care.


How do the services work?
•	 Health Home services are managed through a 


care coordination agency.
•	 The care coordinator meets with you to assist 


you in developing your health action plan.
•	 The care coordinator stays in touch with you 


and the agencies that support you to keep 
things moving along.


•	 If you go in and out of the hospital, the care 
coordinator will assist in planning your 
transition.


•	 If you have trouble getting the support you 
need, the care coordinator can assist you in 
working with providers and mental health or 
chemical dependency agencies to get care. 


Are these services for you?
You are eligible if you: 
•	 Are in Medicaid and Medicare. 
•	 Have a serious chronic condition.
•	 Are at risk for a second one. 
•	 Have a serious health issue that typically 


requires more than one service provider.


How much does this cost?
Nothing — it’s a free service.


What will this do for you?
•	 Provide support to help you manage 


complicated medical and social needs.
•	 Provide help to find and get long-term 


services in your community.


How do you start?
•	 When a care coordinator contacts you, tell 


them you want to participate.
•	 Then, work with the care coordinator, make a 


Health Action Plan, and get started!


Will this change the people you 
work with now?
You can continue to work with the same 
people—the program will just add a person to 
help you develop and follow up on your Health 
Action Plan. You can continue to work with:
•	 Your paid caregivers.
•	 Your Area Agency on Aging and other case 


managers.
•	 Others you work with (for example, doctors, 


nurses, physical therapists, mental health 
counselors, and chemical dependency staff).


Health Home
It’s not a place.
It’s extra help  


to improve  
your care.


What is the impact on you?
Health Home services support you in 
your health journey. Your participation 
is voluntary. It does not impact your 
eligibility for other services or your 
complaint and appeal rights.


For more information
Medicaid: 1-800-562-3022 


Health Home services are administered through HCA and 
DSHS and made possible by HealthPath Washington, a 
Medicare/Medicaid coordination project.
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Washington State Health Home Fact Sheet



The Affordable Care Act (ACA) includes several opportunities to support Medicaid in transforming the health care delivery system. One of these is detailed in Section 2703 of the  ACA – health homes. This document provides a summary of Washington State’s health home program, including a description of health homes services, who is eligible to receive these services, and who can provide the services. 



The Health Home project is a joint venture between the Department of Social and Health Services, Aging and Disability Administration (DSHS/ADSA), and the Health Care Authority (HCA). It operates under legislative authority SSB 5394. 

What is a Health Home?

A Health Home is a network of services that provide close coordination of primary and behavioral (mental health/substance-use) services.  Health Homes are most commonly, but not always, focused on serving individuals with one or more chronic health conditions.  As defined by the Centers for Medicare and Medicaid Services (CMS), a health home provides six specific services beyond the clinical services offered by a typical primary care provider.  The Health Home network will offer six specific services:

· Comprehensive care management 

· Care coordination and health promotion 

· Comprehensive transitional care and follow-up 

· Patient and family support 

· Referral to community and social support services 

· Use of information technology to link services, if applicable 

What is unique about a Health Home?

Each client participating in a health Home network selects their own Health Care Coordinator.  That person can be from any of the organizations that are a part of the Health Home network.  The Health Home Care Coordinator helps the client troubleshoot challenges that impact health and works with the client and providers for the best possible health outcomes.



How does a Health Home function?

A Health Home network of organizations and agencies work together, with one lead entity to reduce duplication of services and provide smoother transitions and more personalized care.  The Health Home provide for Health Home Coordinators.  The coordinators work with clients and a team of cross-system health care and social service providers to coordinate care services for high risk/high cost Medicaid clients.

Who is eligible to receive services provided by a Health Home network?

Medicaid beneficiaries of all ages are eligible for health home services if they have: 

· two or more chronic conditions; 

· one chronic condition and are at risk for a second; or

· a serious and persistent mental health condition;



Washington will target high cost/high risk beneficiaries who have a PRISM1 risk score greater than 1.5 over-utilization of Emergency Rooms (ER), and frequent inpatient hospital stays. HCA and ADSA have developed a list of chronic conditions as part of eligibility criteria. Beneficiaries eligible for both Medicare and Medicaid (Dual Eligibles) cannot be excluded from Health Home services.



When will Health Homes be available in Washington State?

In Washington, Health Homes for individuals receiving Medicaid and who meet eligibility qualifications will be available beginning with initial implementation in July 2013 and a second phase in October 2013.

How do I get more information?

Visit the health Care Authority Website at: http://www.hca.wa.gov/health_homes.html





 1 Predictive Risk Intelligence SysteM (PRISM) - The tool combines three key innovations: 1) identification of clients most in need of comprehensive care coordination based on risk scores developed through predictive modeling; 2) integration of information from medical, social service, behavioral health and long term care payment, and assessment data systems; and 3) an intuitive and accessible display of beneficiary health and demographic data from administrative data sources.  
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Health Home 


Care Management Chart



		Service description 

		Health Home


Care 


Coordination

		LTSS Waiver Case Management 






		Determine eligibility for LTC services and supports (CARE Assessment)

		

		X



		Care Plan development and monitoring 

		

		X



		Mandatory Reporting: Report abuse, abandonment, neglect, self-neglect, or financial exploitation.

		X

		X



		Reporting Suicide Ideation

		X

		X



		Termination Planning for personal care services/LTC services and supports.  

		

		X



		Assist the client to develop a plan of care for personal care to enable them to reside in the setting of their choice and to monitor that plan.

		

		X



		Provide comprehensive care management including review of PRISM risk scores for high-cost, high-risk health care needs and utilization patterns.

		X

		



		Development of a Health Action Plan

		X

		



		Implementation of a client-centered Health Action Plan.

		X

		



		Transitional care services providing during transitions from institutions into the community.

		X

		



		Administration of the Patient Activation or Caregiver Activation Measure used for Health Action Planning and self-management skill development. 

		X

		



		Providing care coordination and comprehensive care management across the team of health care professionals providing services to the enrollee. 

		X

		



		Providing health promotion services to the enrollee including health education, development of a self-management plan and improving social and community networks promoting healthy lifestyles (smoking cessation, weight loss, physical activity). 

		X

		



		Referrals made for services identified by the client to improve health and prevent additional disease or disability. 

		X

		X



		Identifying resources for the enrollee and their family in the community to allow the enrollee to attain their highest level of health and functioning. 

		X

		



		Educating family members about disease processes, what to expect, and caregiving skills necessary to assist the enrollee in achieving their Health Action Plan. 

		X
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