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Health Home State Plan Amendment
Submission Summary

The State elects to implement the Health Homes State Plan option under Section 1945 of the Social Security Act.

Name of Health Homes Program:

State Information

State/Territory
name:
Vermont
Medicaid agency:

Authorized Submitter and Key Contacts

The authorized submitter contact for this submission package.

Name:

Title:

Telephone number:

Email:

The primary contact for this submission package.

Name:

Title:

Telephone number:

Email:

The secondary contact for this submission package.

Name:

Title:

✔

VT Health Homes for Beneficiaries Receiving Medication Assisted Therapy for Opioid Dependence

Agency of Human Services

Ashley Berliner

Health Programs Administrator

(802) 879-5603

ashley.berliner@state.vt.us

Ashley Berliner

Health Programs Administrator

(802) 879-5603

ashley.berliner@state.vt.us

Kelly Gordon
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Telephone number:

Email:

The tertiary contact for this submission package.

Name:

Title:

Telephone number:

Email:

Proposed Effective Date

(mm/dd/yyyy)

Executive Summary

Summary description including goals and objectives:

Federal Budget Impact

Federal Fiscal Year Amount

First Year $

Second Year $

Federal Statute/Regulation Citation

Governor's Office Review

No comment.
Comments received.
Describe:

No response within 45 days.
Other.

Project and Operations Director

(802) 879-5905

kelly.gordon@state.vt.us

Beth Tanzman

Assistant Director, Vermont Blueprint for Health

(802) 872-7538

beth.tanzman@state.vt.us

01/01/2013

Vermont will establish Health Homes for beneficiaries receiving Medication Assisted Therapy (MAT) for the chronic condition of opioid dependence. Vermont’s Health Home services build on existing MAT resources and the infrastructure created by Vermont’s Blueprint for Health (Blueprint) Patient-Centered Medical Home (PCMH) and
multidisciplinary Community Health Team (CHT) model.

Most Vermont MAT patients receive Office-Based Opioid Treatment (OBOT) with buprenorphine prescribed by specially licensed physicians in their offices who typically have limited access to addictions, mental health and other health and recovery services. A smaller number receive methadone treatment, which is highly regulated and
l id d th h i lt O i id T t t P (OTP ) th t h li it d i t ti ith th b d h lth d t l h lth t

2013 1735833.00

2014 2418510.00

42 CFR 430.12(c)(ii)

ashley.berliner
Cross-Out

ashley.berliner
Text Box
7/1/2013

ashley.berliner
Text Box
473,838

ashley.berliner
Text Box
2,399,702
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Describe:

Submission - Public Notice

Indicate whether public notice was solicited with respect to this submission.
Public notice was not required and comment was not solicited

Public notice was not required, but comment was solicited

Public notice was required, and comment was solicited
Indicate how public notice was solicited:

Newspaper Announcement

Newspaper

Name:

Date of Publication:
(mm/dd/yyyy)

Locations Covered:

Publication in State's administrative record, in accordance with the administrative procedures requirements.
Date of Publication:

(mm/dd/yyyy)

Email to Electronic Mailing List or Similar Mechanism.
Date of Email or other electronic notification:

(mm/dd/yyyy)

Description:

Website Notice
Select the type of website:

Website of the State Medicaid Agency or Responsible Agency
Date of Posting:

(mm/dd/yyyy)

Website URL:

Website for State Regulations
Date of Posting:

(mm/dd/yyyy)

Website URL:

Other
Public Hearing or Meeting
Other method

Indicate the key issues raised during the public notice period:(This information is optional)
Access
Summarize Comments

✔

Burlington Free Press

12/13/0012

✔

12/14/2012

Public notice was sent to the Vermont Medicaid and Exchange Advisory Board listserv on 12/14/2012.

✔

✔

12/12/2012

http://dvha.vermont.gov/administration/draft-versions-of-state-plan-changes
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Summarize Response

Quality
Summarize Comments

Summarize Response

Cost
Summarize Comments

Summarize Response

Payment methodology
Summarize Comments

Summarize Response

Eligibility
Summarize Comments

Summarize Response

Benefits
Summarize Comments

Summarize Response

Service Delivery
Summarize Comments

Summarize Response

Other Issue

Submission - Tribal Input

One or more Indian health programs or Urban Indian Organizations furnish health care services in this State.
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This State Plan Amendment is likely to have a direct effect on Indians, Indian health programs or Urban Indian Organizations.
The State has solicited advice from Tribal governments prior to submission of this State Plan Amendment.

Complete the following information regarding any tribal consultation conducted with respect to this submission:
Tribal consultation was conducted in the following manner:

Indian Tribes
Indian Health Programs
Urban Indian Organization

Indicate the key issues raised in Indian consultative activities:
Access
Summarize Comments

Summarize Response

Quality
Summarize Comments

Summarize Response

Cost
Summarize Comments

Summarize Response

Payment methodology
Summarize Comments

Summarize Response

Eligibility
Summarize Comments

Summarize Response

Benefits
Summarize Comments

Summarize Response

Service delivery
Summarize Comments
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Summarize Response

Other Issue

Submission - SAMHSA Consultation

The State provides assurance that it has consulted and coordinated with the Substance Abuse and Mental Health Services Administration
(SAMHSA) in addressing issues regarding the prevention and treatment of mental illness and substance abuse among eligible individuals
with chronic conditions.

Date of Consultation

Date of consultation:
(mm/dd/yyyy)

Health Homes Population Criteria and Enrollment

Population Criteria

The State elects to offer Health Homes services to individuals with:

Two or more chronic conditions
Specify the conditions included:

Mental Health Condition
Substance Abuse Disorder
Asthma
Diabetes
Heart Disease
BMI over 25

Other Chronic Conditions

One chronic condition and the risk of developing another
Specify the conditions included:

Mental Health Condition
Substance Abuse Disorder
Asthma
Diabetes
Heart Disease
BMI over 25

Other Chronic Conditions

Specify the criteria for at risk of developing another chronic condition:

One or more serious and persistent mental health condition
Specify the criteria for a serious and persistent mental health condition:

✔

03/08/2012

✔

Opioid Dependence as defined by the DSM-IV-TR criteria

Vermont Medicaid data are consistent with national data that has found this population to be at high risk of having or developing other substance abuse disorders and co-occuring mental health conditions, especially
depression and anxiety. Multiple citations found at http://pcssb.org/wp-content/uploads/2010/09/PCSS-B-Management-of-psychiatric-medications-in-patients-receiving-buprenorphine-naloxone.pdf.
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Geographic Limitations

Health Homes services will be available statewide
If no, specify the geographic limitations:

By county
Specify which counties:

By region
Specify which regions and the make-up of each region:

By city/municipality
Specify which cities/municipalities:

Other geographic area
Describe the area(s):

Enrollment of Participants

Participation in a Health Homes is voluntary. Indicate the method the State will use to enroll eligible Medicaid individuals into a
Health Home:

Opt-In to Health Homes provider
Describe the process used:

Automatic Assignment with Opt-Out of Health Homes provider
Describe the process used:

The State provides assurance that it will clearly communicate the opt-out option to all individuals assigned to a Health
Home under an opt-out process and submit to CMS a copy of any letter or other communication used to inform such
individuals of their right to choose.

Other
Describe:

The State provides assurance that eligible individuals will be given a free choice of Health Homes providers.

Washington, Lamoille, Orange, Windham, and Windsor counties Addison, Chittenden, Franklin, and Grand Isle counties

Health Home participants will be receiving Medication Assisted Therapy (MAT), either methadone or buprenorphine. Current MAT patients will be informed about Health Home services via letter and follow-up communications, including telephone and face-to-face contact when the beneficiary vists the MAT
prescriber's office for treatment or for a prescription refill. Consistent with the Patient-Centered Medical Home model, beneficiaries will be able to accept of decline specific Health Home services during their participation in developing the individualized Plan of Care. Declining a Health Home service or services will
have no effect on a beneficiary's regular Medicaid benefits. Potential Health Home participants will be identified through provider, community partner and judicial referrals, MAT prior authorizations, Vermont Chronic Care Initiative risk stratification, claims, and utilization data. The majority will be identified through
providers, clinical assessment, the prior authorization process for buprenorphine prescriptions, and enrollment in methadone treatment.

✔

ashley.berliner
Text Box
Washington, Lamoille, Orange, Windham, and Windsor counties
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The State provides assurance that it will not prevent individuals who are dually eligible for Medicare and Medicaid from
receiving Health Homes services.
The State provides assurance that hospitals participating under the State Plan or a waiver of such plan will be instructed to
establish procedures for referring eligible individuals with chronic conditions who seek or need treatment in a hospital emergency
department to designated Health Homes providers.
The State provides assurance that it will have the systems in place so that only one 8-quarter period of enhanced FMAP for each
Health Homes enrollee will be claimed. Enhanced FMAP may only be claimed for the first eight quarters after the effective date
of a Health Homes State Plan Amendment that makes Health Home Services available to a new population, such as people in a
particular geographic area or people with a particular chronic condition.
The State assures that there will be no duplication of services and payment for similar services provided under other Medicaid
authorities.

Health Homes Providers

Types of Health Homes Providers

Designated Providers
Indicate the Health Homes Designated Providers the State includes in its program and the provider qualifications and standards:

Physicians
Describe the Provider Qualifications and Standards:

Clinical Practices or Clinical Group Practices
Describe the Provider Qualifications and Standards:

Rural Health Clinics
Describe the Provider Qualifications and Standards:

Community Health Centers
Describe the Provider Qualifications and Standards:

Community Mental Health Centers
Describe the Provider Qualifications and Standards:

Home Health Agencies
Describe the Provider Qualifications and Standards:

Other providers that have been determined by the State and approved by the Secretary to be qualified as a health home
provider:

Case Management Agencies
Describe the Provider Qualifications and Standards:

Community/Behavioral Health Agencies
Describe the Provider Qualifications and Standards:

Federally Qualified Health Centers (FQHC)

✔

✔

✔

✔

✔

✔

✔

The Hub is a designated provider. As the sole entity providing methadone treatment, it must fulfill all federal requirements as an Opioid Treatment Program (OTP). It also must serve as the regional consultant/subject matter expert on opioid dependence and
treatment to Spoke providers, and must provide buprenorphine to clinically complex patients. Core Hub Health Home team members include the Health Home Program Director, supervising physician, consulting psychiatrst, and registered nurses and clinician
case managers. The Hub will use 6 FTE staff per 400 patients served to ensure provision of Health Home services. They will work under performance-based contracts with the State of Vermont.
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Describe the Provider Qualifications and Standards:

Other (Specify)
Teams of Health Care Professionals
Indicate the composition of the Health Homes Teams of Health Care Professionals the State includes in its program. For each
type of provider indicate the required qualifications and standards:

Physicians
Describe the Provider Qualifications and Standards:

Nurse Care Coordinators
Describe the Provider Qualifications and Standards:

Nutritionists
Describe the Provider Qualifications and Standards:

Social Workers
Describe the Provider Qualifications and Standards:

Behavioral Health Professionals
Describe the Provider Qualifications and Standards:

Other (Specify)
Health Teams
Indicate the composition of the Health Homes Health Team providers the State includes in its program, pursuant to Section 3502
of the Affordable Care Act, and provider qualifications and standards:

Medical Specialists
Describe the Provider Qualifications and Standards:

Nurses
Describe the Provider Qualifications and Standards:

Pharmacists
Describe the Provider Qualifications and Standards:

Nutritionists
Describe the Provider Qualifications and Standards:

Dieticians
Describe the Provider Qualifications and Standards:

Social Workers
Describe the Provider Qualifications and Standards:

✔

✔

Buprenorphine prescribers must have completed the federally required training and hold the appropriate X-DEA license to prescribe buprenorphine in an office-based setting. They are required to adhere to Vermont's Buprenorphine Clinical Practice Guidelines
and the Vermont Department of Health Medication Assisted Therapy for Opioid Dependence Rules. They will be members of the local CHTs, which are employed under performance-based contracts with the administrative agent overssing the local CHTs.

✔

Registered Nurses with expertise in addictions treatment.

✔

Licensed master's level social workers with experience in addictions treatment.
✔

Licensed master's level behavioral health professionals with experience in addictions treatment.
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Behavioral Health Specialists
Describe the Provider Qualifications and Standards:

Doctors of Chiropractic
Describe the Provider Qualifications and Standards:

Licensed Complementary and Alternative Medicine Practitioners
Describe the Provider Qualifications and Standards:

Physicians' Assistants
Describe the Provider Qualifications and Standards:

Supports for Health Homes Providers
Describe the methods by which the State will support providers of Health Homes services in addressing the following components:

1.
Provide quality-driven, cost-effective, culturally appropriate, and person- and family-centered Health Homes services,

2. Coordinate and provide access to high-quality health care services informed by evidence-based clinical practice guidelines,
3. Coordinate and provide access to preventive and health promotion services, including prevention of mental illness and

substance use disorders,
4. Coordinate and provide access to mental health and substance abuse services,
5. Coordinate and provide access to comprehensive care management, care coordination, and transitional care across settings.

Transitional care includes appropriate follow-up from inpatient to other settings, such as participation in discharge planning
and facilitating transfer from a pediatric to an adult system of health care,

6. Coordinate and provide access to chronic disease management, including self-management support to individuals and their
families,

7. Coordinate and provide access to individual and family supports, including referral to community, social support, and
recovery services,

8. Coordinate and provide access to long-term care supports and services,
9. Develop a person-centered care plan for each individual that coordinates and integrates all of his or her clinical and non-

clinical health-care related needs and services:
10. Demonstrate a capacity to use health information technology to link services, facilitate communication among team members

and between the health team and individual and family caregivers, and provide feedback to practices, as feasible and
appropriate:

11. Establish a continuous quality improvement program, and collect and report on data that permits an evaluation of increased
coordination of care and chronic disease management on individual-level clinical outcomes, experience of care outcomes, and
quality of care outcomes at the population level.

Description:

Provider Infrastructure
Describe the infrastructure of provider arrangements for Health Homes Services.

Provider Standards
The State's minimum requirements and expectations for Health Homes providers are as follows:

Health Homes Service Delivery Systems

Current OTPs and OBOTs are supported in transforming into Hub and Spoke Health Homes through participation in regional and statewide learning activities, including learning collaboratives and trainings sponsored by the Department of Health/Division of Alcohol and Drug Abuse Programs and the Blueprint. These
collaboratives are designed to provide education and support for providing Health Home services and care using a whole person approach that integrates behavioral health, primary care and other needed services and supports.

The State is providing the Health Home providers with the same HIT architecture as is used among all Primary Care Patient-Centered Medical Homes. An opioid treatment measures set is being developed as an addition to Vermont’s central clinical registry, Covisint DocSite, which ultimately will be developed into an integrated
h lth d f b b th h lth d H lth H t Th i t ill t i i t t t it i t l t t t l d ti it f h i th h lth t i l di b t b d t l h lth t t t id H lth H t ff ill d t th i li i l

The two primary pharmacological treatments for opioid dependence, methadone and buprenorphine, are governed by separate federal regulations that have resulted in two distinct provider types, programs, and funding streams. The majority of Vermont MAT patients receive Office-Based Opioid Treatment (OBOT) with
buprenorphine prescribed by specially licensed physicians in their offices. In contrast, methadone treatment is highly regulated and can only be provided through specialty Opioid Treatment Programs (OTPs) that offer comprehensive addictions services. Methadone OTPs and physicians prescribing buprenorphine in OBOTs have
worked in relative isolation from each other and with limited interface with the primary health care and mental health care systems.

V t' i t t d MAT t f f d t th H b d S k t ill id H lth H i t MAT ti t It b ild th t th f th i lt OTP OBOT b hi ibi h i i d th l l Bl i t P ti t C t d M di l H (PCMH) d C it H lth

As the sole entity providing methadone treatment, the Hub must fulfill all federal requirements as an Opioid Treatment Program (OTP). It also must serve as the regional consultant/subject matter expert to Spoke providers on opioid dependence and treatment, and must provide buprenorphine to clinically complex patients. The
Hub will work under a performance-based contract with the State of Vermont that was developed to be consistent with the 11 required components for delivering Health Home services.

Spoke buprenorphine prescribers must have completed the federally required training and hold the appropriate X-DEA license to prescribe buprenorphine in an office-based setting. They are required to adhere to Vermont's Buprenorphine Clinical Practice Guidelines. Spoke RN care managers and clinician case managers are hired
b th l l Bl i t d i i t ti t (AA) th t th th CHT t ff ithi th H lth S i A Th AA k d f b d t t ith th St t f V t th t i l d th 11 i d t f d li i H lth H i Th AA ill b ibl f t bli hi d
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Identify the service delivery system(s) that will be used for individuals receiving Health Homes services:

Fee for Service
PCCM

PCCMs will not be a designated provider or part of a team of health care professionals. The State provides assurance that it
will not duplicate payment between its Health Homes payments and PCCM payments.
The PCCMs will be a designated provider or part of a team of health care professionals.

The PCCM/Health Homes providers will be paid based on the following payment methodology outlined in the payment
methods section:

Fee for Service

Alternative Model of Payment (describe in Payment Methodology section)

Other
Description:

Requirements for the PCCM participating in a Health Homes as a designated provider or part of a team of health
care professionals will be different from those of a regular PCCM.

If yes, describe how requirements will be different:

Risk Based Managed Care
The Health Plans will not be a Designated Provider or part of a Team of Health Care Professionals. Indicate how duplication
of payment for care coordination in the Health Plans' current capitation rate will be affected:

The current capitation rate will be reduced.

The State will impose additional contract requirements on the plans for Health Homes enrollees.

Provide a summary of the contract language for the additional requirements:

Other

Describe:

The Health Plans will be a Designated Provider or part of a Team of Health Care Professionals.
Provide a summary of the contract language that you intend to impose on the Health Plans in order to deliver the Health
Homes services.

The State provides assurance that any contract requirements specified in this section will be included in any
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new or the next contract amendment submitted to CMS for review.

The State intends to include the Health Homes payments in the Health Plan capitation rate.
Yes

The State provides an assurance that at least annually, it will submit to the regional office as part of
their capitated rate Actuarial certification a separate Health Homes section which outlines the
following:

Any program changes based on the inclusion of Health Homes services in the health plan benefits
Estimates of, or actual (base) costs to provide Health Homes services (including detailed a
description of the data used for the cost estimates)
Assumptions on the expected utilization of Health Homes services and number of eligible
beneficiaries (including detailed description of the data used for utilization estimates)
Any risk adjustments made by plan that may be different than overall risk adjustments
How the final capitation amount is determined in either a percent of the total capitation or an actual
PMPM

The State provides assurance that it will design a reporting system/mechanism to monitor the use of
Health Homes services by the plan ensuring appropriate documentation of use of services.

The State provides assurance that it will complete an annual assessment to determine if the payments
delivered were sufficient to cover the costs to deliver the Health Homes services and provide for
adjustments in the rates to compensate for any differences found.

No
Indicate which payment methodology the State will use to pay its plans:

Fee for Service
Alternative Model of Payment (describe in Payment Methodology section)
Other
Description:

Other Service Delivery System:

Describe if the providers in this other delivery system will be a designated provider or part of the team of health care professionals and
how payment will be delivered to these providers:

The State provides assurance that any contract requirements specified in this section will be included in any new or the next
contract amendment submitted to CMS for review.

Health Homes Payment Methodologies

The State's Health Homes payment methodology will contain the following features:

Fee for Service

✔

Spoke RNs and clinicians are part of a team of health care professionals. Payment for Spoke Health Home services will be made to the administrative agents (AAs) that oversee the Blueprint Community Health Teams (CHTs) so they can hire and support 1 RN care manager and 1 clinician case manager for every 100
buprenorphine patients served within the Health Services Area (HSA). Payments are based on the average monthly number of unique patients for which Medicaid paid a buprenorphine pharmacy claim during the most recent 3-month period. Payments will be added to DVHA's existing monthly payment to the AA for CHT
services, which are covered by contracts the Blueprint already executes with the AAs to cover Blueprint administration and CHT payments. The additional CHT Spoke staff will provide the Health Home services and will be fully funded by DVHA. Spoke staff resources will be deployed to the prescribing practices proportionate to
the number of patients served by each practice. Spoke physicians will continue to bill fee-for-service for all typical treatment services currently reimbursed by DVHA.

✔
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Fee for Service Rates based on:
Severity of each individual's chronic conditions
Describe any variations in payment based on provider qualifications, individual care needs, or the intensity of the
services provided:

Capabilities of the team of health care professionals, designated provider, or health team.
Describe any variations in payment based on provider qualifications, individual care needs, or the intensity of the
services provided:

Other: Describe below.

Provide a comprehensive description of the rate-setting policies the State will use to establish Health Homes provider
reimbursement fee-for-service rates. Explain how the methodology is consistent with the goals of efficiency, economy and
quality of care. Within your description, please explain: the reimbursable unit(s) of service, the cost assumptions and
other relevant factors used to determine the payment amounts, the minimum level of activities that the State agency
requires for providers to receive payment per the defined unit, and the State's standards and process required for service
documentation.

Per Member, Per Month Rates
Provide a comprehensive description of the rate-setting policies the State will use to establish Health Homes provider
reimbursement fee for service or PMPM rates. Explain how the methodology is consistent with the goals of efficiency,
economy and quality of care. Within your description, please explain: the reimbursable unit(s) of service, the cost
assumptions and other relevant factors used to determine the payment amounts, the minimum level of activities that the
State agency requires for providers to receive payment per the defined unit, and the State's standards and process
required for service documentation.

Incentive payment reimbursement
Provide a comprehensive description of incentive payment policies that the State will use to reimburse in addition to the
unit base rates. Explain how the methodology is consistent with the goals of efficiency, economy and quality of care.
Within your description, please explain: the incentives that will be reimbursed through the methodology, how the
supplemental incentive payments are tied to the base rate activities, the criteria used to determine a provider's eligibility
to receive the payment, the methodology used to determine the incentive payment amounts, and the frequency and timing
through which the Medicaid agency will distribute the payments to providers.

PCCM Managed Care (description included in Service Delivery section)

Risk Based Managed Care (description included in Service Delivery section)

Alternative models of payment, other than Fee for Service or PM/PM payments (describe below)
Tiered Rates based on:

Severity of each individual's chronic conditions
Capabilities of the team of health care professionals, designated provider, or health team.

Describe any variations in payment based on provider qualifications, individual care needs, or the intensity of the services
provided:

Rate only reimbursement

✔

✔



Application print HHS VT.0159.R00.00 - Jan 01, 2013

file:///R|/...State%20Plan/2013/SPA%2013%20-%20001%20Health%20Homes/Submitted%20Health%20Homes%20SPA.htm[5/13/2013 8:57:31 AM]

Provide a comprehensive description of the policies the State will use to establish Health Homes alternative models of payment.
Explain how the methodology is consistent with the goals of efficiency, economy and quality of care. Within your description,
please explain the nature of the payment, the activities and associated costs or other relevant factors used to determine the
payment amount, any limiting criteria used to determine if a provider is eligible to receive the payment, and the frequency and
timing through which the Medicaid agency will distribute the payments to providers.

Explain how the State will ensure non-duplication of payment for similar services that are offered through another method, such as
1915(c) waivers or targeted case management.

The State provides assurance that all governmental and private providers are reimbursed according to the same rate schedule
The State provides assurance that it shall reimburse Health Homes providers directly, except when there are employment or
contractual arrangements.

Submission - Categories of Individuals and Populations Provided Health Homes Services

The State will make Health Homes services available to the following categories of Medicaid participants:

Categorically Needy eligibility groups

Health Homes Services (1 of 2)

Category of Individuals
CN individuals

Service Definitions

Provide the State's definitions of the following Health Homes services and the specific activities performed under each
service:

Comprehensive Care Management

Definition:

Describe how health information technology will be used to link this service in a comprehensive approach across the
care continuum:

Scope of benefit/service

The benefit/service can only be provided by certain provider types.
Behavioral Health Professionals or Specialists
Description

Nurse Care Coordinators
Description

There is one funding methodology for Spokes & a different one for Hubs. Vermont seeks 90-10 matching funds only for the Hub and Spoke costs directly linked to providing Health Home services. The Hub methodology is based on the cost to employ key health professionals (salary and fringe benefits) to provide the
Health Home services. The staffing enhancements are based on a model of 6 FTEs for every 400 MAT patients served. The enhanced staffing model represents a 30% increase over the current average rate for methadone treatment as usual. The Hub payment is a monthly, bundled rate per patient. The Hub provider
initiates a claim in the MMIS for the monthly rate, using an existing procedure code for traditional opioid treatment and a modifier for the Health Home services. The provider must be able to document provision of at least one Health Home service during the month to use the modifier on behalf of a patient.

P t f S k H lth H i i b d th t t d l 1 FTE R i t d N d 1 FTE li d li i i f 100 MAT ti t lti l id S k t b d th thl b f i ti t i h H lth S i A (HSA) f h

30% of Hub costs are being funded through the enhanced match, which covers the cost of the additional staff needed to provide the new Health Home services. This avoids duplication of payment for services already being provided (the remaining 70%
covers existing traditional methadone treatment services). For Spokes, the enhanced match will fund only the staff providing the Health Home services. Providers will continue to bill fee-for-service for traditional buprenorphine treatment.

✔

✔

✔

Activities involve identifying patients for MAT, conducting initial assessments, and formulating individual plans of care. Specific activities include: identifying potential MAT patients and conducting outreach, assessing preliminary service needs, treatment plan
development and goal setting in conjunction with the patient, assigning Health Home team roles and responsibilities, developing treatment guidelines and protocols, monitoring the patient’s health status and treatment progress, and developing QI activities to improve
care.

Treatment information will be documented in the EMR and communicated through the central clinical registry Covisint DocSite, which contains clinical information as well as documentation and tracking of self management goals and action plans. If Covisint
DocSite usage is not yet operational, Covisint ProviderLink may be used to transmit patient information. Covisint ProviderLink is an electronic provider communication tool that supports case management by enabling providers to securely transmit and receive
information directly to their EMR system or directly through their fax line.

✔

✔

The Hub Health Home Program Director, who typically is also a clinician, is involved in these activities, especially in developing the overall plan of care (POC). Hub and Spoke
Master's level clinician case managers, who frequently are behavioral health professionals, are involved in developing and implementing comprehensive care management activities.

✔

RN care coordinators will be involved in developing and monitoring these activities.
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Nurses
Description

Medical Specialists
Description

Physicians
Description

Physicians' Assistants
Description

Pharmacists
Description

Social Workers
Description

Doctors of Chiropractic
Description

Licensed Complementary and Alternative Medicine Practitioners
Description

Dieticians
Description

Nutritionists
Description

Other (specify):
Name

Description

Care Coordination

Definition:

Describe how health information technology will be used to link this service in a comprehensive approach across the

✔

Hub supervising physicians, consulting psychiatrists and Spoke prescribing physicians are actively involved in comprehensive care management activities and
provide oversight and monitoring of the plan of care. PCPs also are involved in developing the plan of care, as needed.

✔

Licensed master's level social workers may be clinician case managers and as such, will be inovlved in developing and implementing comprehensive care
management activities.

Care coordination activities involve implementing the Plan of Care through appropriate linkages, referrals, coordination and follow-up across treatment and human services settings
and providers (medical, social, mental health and substance use, corrections, education, and vocational).
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care continuum:

Scope of benefit/service

The benefit/service can only be provided by certain provider types.
Behavioral Health Professionals or Specialists
Description

Nurse Care Coordinators
Description

Nurses
Description

Medical Specialists
Description

Physicians
Description

Physicians' Assistants
Description

Pharmacists
Description

Social Workers
Description

Doctors of Chiropractic
Description

Licensed Complementary and Alternative Medicine Practitioners
Description

Dieticians
Description

Nutritionists
Description

Information will be shared through the central clinical registry Covisint DocSite as well as through existing information sharing technologies and Electronic Medical Records (EMRs). DocSite is a web-based registry that receives feeds of guideline-based data
elements from practices and hospitals. Data sources include EMRs, hospital data systems, practice management systems, and direct data entry. Data from these sources is sent to the registry through Vermont’s Health Information Exchange infrastructure run by
Vermont Information Technology Leaders (VITL). In addition to patient care and population management, the registry supports flexible performance reporting with measures derived from national guidelines on health care quality and outcomes.

✔

✔

Clinician case managers, who often are behavioral health professionals, are key staff in providing care coordination services.

✔

RN care coordinators are key staff in providing these services.

✔

Licensed master's level social workers may be clinician case managers and would be key staff in providing care coordination services.
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Other (specify):
Name

Description

Health Promotion

Definition:

Describe how health information technology will be used to link this service in a comprehensive approach across the
care continuum:

Scope of benefit/service

The benefit/service can only be provided by certain provider types.
Behavioral Health Professionals or Specialists
Description

Nurse Care Coordinators
Description

Nurses
Description

Medical Specialists
Description

Physicians
Description

Physicians' Assistants
Description

Pharmacists
Description

Social Workers
Description

Health promotion activities promote patient activation and empowerment and support healthy behaviors and self management of health, mental health, and substance abuse conditions. They include: health education specific to opioid dependence and treatment; health education
regarding a patient’s other chronic conditions; development of self-management plans; behavioral techniques (e.g., motivational interviewing) to engage patients in healthy lifestyles; supports for managing chronic pain, smoking cessation and reduction in use of alcohol and other
drugs; promoting healthy lifestyle interventions such as nutritional counseling, obesity reduction, and increased physical activities; support for developing skills for emotional regulation and parenting; and support for improving social networks.

Information will be shared through the central clinical registry Covisint DocSite as well as through existing information sharing technologies and Electronic Medical Records (EMRs). DocSite is a web-based registry that receives feeds of guideline-based data
elements from practices and hospitals. Data sources include EMRs, hospital data systems, practice management systems, and direct data entry. Data from these sources is sent to the registry through Vermont’s Health Information Exchange infrastructure run by
Vermont Information Technology Leaders (VITL). In addition to patient care and population management, the registry supports flexible performance reporting with measures derived from national guidelines on health care quality and outcomes.

✔

✔

May be particularly involved with health education specific to opioid dependence and treatment, other substance issues, and with related behavioral interventions.

✔

May be involved with health promotion regarding all health issues, particularly with health education regarding other chronic conditions and promoting healthy
lifestyle interventions such as nutritional counseling, obesity reduction, and increased physical activities.

✔

May be involved in general health education and promotion.

✔
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Doctors of Chiropractic
Description

Licensed Complementary and Alternative Medicine Practitioners
Description

Dieticians
Description

Nutritionists
Description

Other (specify):
Name

Description

Health Homes Services (2 of 2)

Category of Individuals
CN individuals

Service Definitions

Provide the State's definitions of the following Health Homes services and the specific activities performed under each
service:

Comprehensive transitional care from inpatient to other settings, including appropriate follow-up

Definition:

Describe how health information technology will be used to link this service in a comprehensive approach across the
care continuum:

Scope of benefit/service

The benefit/service can only be provided by certain provider types.
Behavioral Health Professionals or Specialists
Description

May be particularly involved with education and promotion of behavioral techniques and support for developing skills for emotional regulation, parenting, and
improving social networks.

✔

May be involved in education regarding healthy diets, weight reduction, and specific co-occurring chronic conditions (such as diabetes).

Comprehensive transitional care focuses on streamlining movement of patients from one treatment setting to another, between levels of care, and between health, substance abuse and mental health service providers. These activities include developing collaborative
relations between Health Home providers and hospital ERs, discharge planners, corrections, probation and parole staff, residential treatment programs, primary care and specialty mental health and substance abuse treatment services. Care managers work with
discharge planners to schedule follow up appointments with primary or specialty care providers within 30 days of discharge, and work with patients to ensure attendance at scheduled appointments.

Concurrent review of hospital stays requires that Vermont Medicaid be notified when admissions occur. The State is developing automated procedures with hospital emergency departments
and inpatient discharge planners, as well as CHTs, to receive daily feeds on Medicaid patients. Residential substance abuse providers also will be included in the procedures developed.

✔

✔
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Nurse Care Coordinators
Description

Nurses
Description

Medical Specialists
Description

Physicians
Description

Physicians' Assistants
Description

Pharmacists
Description

Social Workers
Description

Doctors of Chiropractic
Description

Licensed Complementary and Alternative Medicine Practitioners
Description

Dieticians
Description

Nutritionists
Description

Other (specify):
Name

Description

May be especially involved in care transitions from inpatient stays for behavioral health issues, residential treatment programs, primary care and specialty mental
health and substance abuse treatment services.

✔

Especially involved in transitions involving hospital settings and nursing facilities. Activities include developing collaborative relations between Health Home providers and hospital
ERs and discharge planners to schedule follow up appointments with primary or specialty care providers and work with patients to ensure attendance at scheduled appointments.

✔

Physicians may be involved with transitional care.

✔

May be especially involved in transitions involving corrections, probation and parole staff, and establishing supports and services in the community to facilitate
successful transitions.
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Individual and family support, which includes authorized representatives

Definition:

Describe how health information technology will be used to link this service in a comprehensive approach across the
care continuum:

Scope of benefit/service

The benefit/service can only be provided by certain provider types.
Behavioral Health Professionals or Specialists
Description

Nurse Care Coordinators
Description

Nurses
Description

Medical Specialists
Description

Physicians
Description

Physicians' Assistants
Description

Pharmacists
Description

Social Workers
Description

Doctors of Chiropractic
Description

Licensed Complementary and Alternative Medicine Practitioners
Description

Dieticians

These services promote recovery by supporting participation in treatment, reducing barriers to access to care, and supporting age and gender appropriate adult role functioning. Activities include advocacy, assessing individual and family strengths and
needs, providing information about services and education about health conditions, assistance with navigating the health and human services systems, support and outreach to key caregivers, and assistance with adhering to treatment plans.

Covisint DocSite can make specific information related to a patient’s care available for reference in Individual and Family Support Services.

✔

✔

May be especially involved with assessing individual and family strengths and needs,and linking individuals and families with appropriate supports and services.

✔

May be especially involved with providing information and education to family and other support persons on ways they can support the patient in establishing
healthy behaviors, particularly around chronic health conditions.

✔

May be especially involved with advocacy, assessing individual and family strengths and needs, providing information about services and assistance with
navigating the health and human services systems, and providing support and outreach to key caregivers.
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Description

Nutritionists
Description

Other (specify):
Name

Description

Referral to community and social support services, if relevant

Definition:

Describe how health information technology will be used to link this service in a comprehensive approach across the
care continuum.

Scope of benefit/service

The benefit/service can only be provided by certain provider types.
Behavioral Health Professionals or Specialists
Description

Nurse Care Coordinators
Description

Nurses
Description

Medical Specialists
Description

Physicians
Description

Physicians' Assistants
Description

Pharmacists
Description

Activities include developing information about formal and informal resources including peer and community based programs, assistance with accessing resources based on patient needs and goals,
and supporting patients in obtaining supports and entitlements for which they are eligible (e.g., income, housing, food assistance, vocational and employment services to promote self-sufficiency).

Covisint ProviderLink secure electronic fax functions may be used with all providers, including community and social support service agencies, to transmit and share appropriate
patient information.

✔

✔

Licensed clinician case managers, including behavioral health professionals, are the primary Health Home staff providing these services.

✔

RN Care Coordinators may be involved with identifying and coordinating with community services, especially those pertaining to chronic health conditions and
healthy behaviors.
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Social Workers
Description

Doctors of Chiropractic
Description

Licensed Complementary and Alternative Medicine Practitioners
Description

Dieticians
Description

Nutritionists
Description

Other (specify):
Name

Description

Health Homes Patient Flow

Describe the patient flow through the State's Health Homes system. The State must submit to CMS flow-charts of the
typical process a Health Homes individual would encounter:

Medically Needy eligibility groups
All Medically Needy eligibility groups receive the same benefits and services that are provided to Categorically Needy
eligibility groups.
Different benefits and services than those provided to Categorically Needy eligibility groups are provided to some or all
Medically Needy eligibility groups.

All Medically Needy receive the same services.
There is more than one benefit structure for Medically Needy eligibility groups.

Health Homes Monitoring, Quality Measurement and Evaluation

Monitoring

Describe the State's methodology for tracking avoidable hospital readmissions, including data sources and measurement
specifications:

✔

Licensed clinician case managers, including licensed master's level social workers, are the primary Health Home staff providing these services, especially with
helping clients obtain supports and entitlement for which they are eligible.

Following is 1 example of the many ways participants may enter and move through the system: Roberta is pregnant, asthmatic, and has been opioid dependent since using prescribed pain medication after an accident. She has unsuccessfully tried to stop using opiates and her asthma is uncontrolled; she
became depressed when she learned she was pregnant. She obtains opiates illegally and also has visited the ER in attempts to obtain pain medication. During her most recent visit to the ER for an asthma exacerbation, she reported she was pregnant and dependent on opiates.
The hospital ER doctor admits her and has the Comprehensive Obstetrics Services (COS) team evaluate her for MAT for her opioid dependence. Based on Roberta’s complex health issues (pregnancy, opioid dependence, and asthma), the hospital alerts the regional Hub that Roberta would be a good
candidate for Hub-based MAT Health Home services when she is discharged. The Health Home clinician case manager meets with Roberta and the COS medical social worker and Roberta agrees to participate in the Hub’s Health Home services.
Th H b RN k ith th h it l t l R b t ’ di h ft h i d ti t b hi b th COS t H h i i l d H lth H t l t h i t k ith h t j i tl d l i t t d Pl f C d di i

✔
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Describe the State's methodology for calculating cost savings that result from improved coordination of care and chronic
disease management achieved through the Health Homes program, including data sources and measurement specifications.

Describe how the State will use health information technology in providing Health Homes services and to improve service
delivery and coordination across the care continuum (including the use of wireless patient technology to improve coordination
and management of care and patient adherence to recommendations made by their provider).

Quality Measurement
The State provides assurance that it will require that all Health Homes providers report to the State on all applicable
quality measures as a condition of receiving payment from the State.
The State provides assurance that it will identify measureable goals for its Health Homes model and intervention and also
identify quality measures related to each goal to measure its success in achieving the goals.

States utilizing a health team provider arrangement must describe how they will align the quality measure reporting
requirements within section 3502 of the Affordable Care Act and section 1945(g) of the Social Security Act. Describe how the
State will do this:

Evaluations
The State provides assurance that it will report to CMS information submitted by Health Homes providers to inform the
evaluation and Reports to Congress as described in Section 2703(b) of the Affordable Care Act and as described by CMS.
Describe how the State will collect information from Health Homes providers for purposes of determining the effect of the
program on reducing the following:
Hospital Admissions
Measure:

Measure Specification, including a description of the numerator and denominator.

Data Sources:

Frequency of Data Collection:
Monthly
Quarterly
Annually
Continuously
Other

Emergency Room Visits
Measure:

Measure Specification, including a description of the numerator and denominator.

Data Sources:

Frequency of Data Collection:
Monthly

Vermont will use the HEDIS method to calculate the number of inpatient stays during the measurement year that were followed by an acute readmission for any diagnosis within 30 days.

Data Source: Claims

N t N b f h it l t ith d i i ithi 30 d

Vermont will annually assess cost savings using a pre/post comparison approach adapted from the Blueprint cost modeling framework. DVHA identified annual Medicaid total costs of care across major health care categories (health, mental health, and substance abuse treatment) for beneficiaries who received treatment for
opioid dependence during state fiscal years 2010, 2011 and 2012 to establish a projected cost trend for subsequent years (without Health Homes) that is adjusted for projected inflation rates provided by Vermont's Department of Financial Regulation. Actual costs after Health Homes implementation for the same population
and health care categories will be compared with the projected costs in the absence of Health Homes for SFY 2013 and subsequent post-implementation SFYs. Savings will be the difference between projected and actual costs in each post-implementation year net of new Health Home investments [cost of Health Home
staffing at Hubs (30%) and Spokes (100%)].
D t l i

The Hub & Spoke system will build on the Blueprint’s Health Information architecture, which includes a central clinical registry (Covisint DocSite), use of the Vermont Health Information Exchange, and a communication tool (ProviderLink) that facilitates the secure transmission of clinical information between health
providers. This health information architecture supports guideline-based preventive healthcare, coordinated health services, an integrated health record across services and organizations, and flexible reporting. The Hub & Spoke initiative will be the first expansion of this capacity to specialty addictions treatment providers.
An opioid treatment measures set is being developed for DocSite for visit planning and documentation. Hub and Spoke Health Home staff will document directly in the practice EMR. The goal is to have information on day-to-day provisions of care documented in practice EMRs, hospital data systems, and practice
management systems and then transmitted via interfaces to the Health Information Exchange (VHIE) and then into the Covisint DocSite Clinical Registry. DocSite is web-based and receives data feeds of guideline-based data elements from practices and hospitals. Data sources include EMRs, hospital data systems, practice

t t d di t d t t T f ilit t t i f h it l t f b tt t iti l l i th St t i d l i t t d d ith h i l ER d i ti t di h l ll CHT t i d il f d M di id ti t R id ti l b t b i

✔

✔

✔

Admissions per 1000 member months for any diagnosis among Hub/Spoke clients.

Numerator: All Hub & Spoke enrollees in the geographic area with a hosptial stay during the measurement year.
Denominator: All Hub & Spoke enrollees in the geographic area during the measurement year.

Claims
Note: Claims are continuously collected. Admission rates will be calculated annually.

ER visits per 1000 member months for any diagnosis among Hub/Spoke clients.

Numerator: All Hub & Spoke enrollees in the geographic area with an ER visit during the measurement year.
Denominator: All Hub & Spoke enrollees in the geographic area during the measurement year.

Claims
Note: Claims are collected continuously but ER rates will be calculated annually.
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Quarterly
Annually
Continuously
Other

Skilled Nursing Facility Admissions
Measure:

Measure Specification, including a description of the numerator and denominator.

Data Sources:

Frequency of Data Collection:
Monthly
Quarterly
Annually
Continuously
Other

Describe how the State will collect information for purpose of informing the evaluations, which will ultimately determine the nature, extent
and use of the program, as it pertains to the following:
Hospital Admission Rates

Chronic Disease Management

Coordination of Care for Individuals with Chronic Conditions

Assessment of Program Implementation

Processes and Lessons Learned

Assessment of Quality Improvements and Clinical Outcomes

Estimates of Cost Savings
The State will use the same method as that described in the Monitoring section.
If no, describe how cost-savings will be estimated.

Admissions per 1000 member months for any diagnosis among Hub/Spoke clients.

Numerator: All Hub & Spoke enrollees in the geographic area with a skilled nursing facility admission during the measurement year.
Denominator: All Hub & Spoke enrollees in the geographic area during the measurement year.

Claims.
Note: Claims are collected continuously but ER rates will be calculated annually.

This information is available through analysis of Vermont’s Medicaid claims data. Hospital admissions rates for Health Home enrollees in the implementation region can be compared pre/post Health
Homes implementation as well as with rates for the opioid dependent population in regions where Health Homes have not yet been implemented.

The Vermont Department of Health (VDH) maintains a number of databases and registries that can be used for modeling patterns at a population level and tracking change over time. The Blueprint team has worked closely with the VDH Center for Health Statistics to assemble an array of measures from these data sources that can be used to
track changes in Vermont that may be influenced by the Blueprint Integrated Health Services model of payment reforms and Patient-Centered Medical Homes supported by Community Health Teams. Data sources for these measures include Vermont’s Uniform Hospital Discharge Data Set, the Behavioral Risk Factor Surveillance System
(BRFSS), the Youth Risk Behavior Survey (YRBS), the Adult Tobacco Survey, the Vermont Physician Survey, and United States Census Data. The VDH team has used these disparate data sources to construct integrated views on patterns of health, hospital based healthcare, and risk factors in the state. Results are presented for common
chronic conditions and each Health Service Area. The analyses establish a basis for tracking change over time. The Hubs/Spokes initiative will build upon the resources available through the Blueprint. In addition, Vermont’s Medicaid Chronic Care Initiative targets a variety of chronic diseases at both the population and individual levels and

l t id b d d h lth t

Each Health Home enrollee will have an established medical home, a single MAT prescriber, a pharmacy home, access to the existing Community Health Teams (CHTs) and Vermont Chronic Care Initiative care coordinators, and access to the Hub or Spoke nurses and clinicians, all of which will be documented in the Plan of Care to ensure
coordination and follow up among team members and with the patient. Existing Vermont CHTs already have established relationships and extensive experience coordinating with a wide range of community supports and services. The Hub and Spoke nurse and clinician case managers will become members of these existing CHTs and will
share coordination protocols already established by the CHTS. The CHT measures sets maintained in Covisint DocSite (Vermont’s clinical registry) already provide the ability to track the number and type of referrals to community and social services. Providers who do not yet have access to Covisint DocSite will receive information through
Covisint ProviderLink, an electronic provider communication tool that supports case management by enabling providers to receive information to their electronic medical record or directly through their fax line. Vermont will use claims, encounter, and clinical registry data to collect information on patients’ coordination of care, including

t i ti t di h ti ti f

Vermont will monitor implementation in several ways. The State will meet with personnel and provider representatives on a regular basis to assess implementation status and develop work groups, as necessary. Data and reports about progress will be shared with Hub/Spoke Health Homes staff and
participating providers. Hubs and Blueprint administrative agents that oversee CHT staff, including new Spoke Health Home staff, work under performance-based contracts that will be monitored for fulfilling contract requirements. The requirements include the 11 CMS elements for Health Home
performance. Efforts have begun to develop a consistent consumer survey to evaluate patient satisfaction.

The State will develop tools to elicit feedback from providers and patients to understand any operational barriers to implementing Hub/Spoke Health Homes services. This will be especially important as it
will inform implementation statewide. The Blueprint Assistant Director and other staff meet regularly with both Hub and Spoke service providers.

The State will utilize quality process and outcome measures to assess quality improvements and clinical outcomes. As the Hubs/Spokes Health Homes program progresses, Vermont anticipates implementing additional quality improvement and clinical outcome measures for patients receiving MAT, including but not limited to:
- Reducing rates of arrest and incarceration
- Increasing rates of employment/wages earned
- Increasing housing stability

R d i t f iti i d i

✔




