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Under WaShington's approach, Health Homes are the bridge to integrate care within existing care systems. A Health Home directs 
person-centered care and is accountable for reducing avoidable health care costs, specifically preventable hospital 
admissions/readmissions and avoidable emergency department visits; providing timely post discharge follow-up; and improving 
beneficiary outcomes by mobiliZing and coordinating services provided by primary care providers. specialists, behavioral health 
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Complete 

Publication in WasllinQlon 
state Register per 42 C::FR 
442.205(dXil 

9/21/2016 
Contracted Health Horne serVices provi<lers will be paid a monthly encounter rate for Fee-for-Service 
participating beneficiaries. Payment for eligible managed care beneficiaries is built into the Apple Heal h 
managed care organizations· capitation rate ancl no ad<lilional payment is ma<le for their contractually required 
Health Hornes. 

Upload copies of public notices and other documents used 

Name 

16-0026 Heallll Homes Public Notice (2)

Date Created 

8/24/2016 4:38 PM EDT 

Upload With this application a written summary of public comments received (optional) 

I Name Date Created 

No items available 

Indicate the key issues raised during the public comment period (optional) 
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D Payment methodology 
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D Benefits 

D Service Clelivery 
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Effective Date N/ A 

This state plan amendment is likely to have a direct effect on Indians, 
Indian health programs or Urban Indian Organizations 
�Yes 
C, No 

li2 The state has solicited acMce from lnclian Health 
Programs anel/or Urban Indian Organizations. as 
required by section 1902(a}(73) of the Social Security 
Act, prior to submission of this SPA 

Complete the following information regarding any tribal consultation conducted with respect to this submission: 

Tribal consultation was conducted in the following manner 

@ lnclian Health Programs 

f Name of Program Date of consultation: 

All Indian Health Programs 6/20/2016 

@ Urban lnclian Organizations 

Name of Organization Date of consultation: 

All Urban Indian Organizations 6/20/2016 

Method/Location of consultation: 

Tribes did not request tribal consultation 

Method/Location of consultation: 

Tribes did not request tribal oonsullation 

States are not required to oonsult with Indian tribal governments. but if such consultation was oonclucted voluntarily, proVide informa ion about such oonsullation 
below: 

@ lnclian Tribes 

f Name of Tribe 

All Indian Tribes 

Date of consultation: 

6/20/2016 

Method/Location of consultation: 

Tribes did not request tribal consultation 

The state must upload copies of documents that support the solicitation of advice in accordance with statutory requirements, including any notices 
sent to Indian Health Programs and/or Urt>an Indian Organizations, as well as attendee lists if face-to-face meetings were held. Also upload 
documents with comments receiVed from Indian Health Programs or Urban Indian Organizations and the state's responses to any issues raised. 
Alternatively indicate the key issues and summarize any comments received below and describe how the state incorporated them into the design 
of its program. 
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Indicate the key issues raised (optional) 

0Access 
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D eost 

D Payment methodology 

D Eligibility 

D Benefits 

D Service Clelivery 
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addressing issues regarding the prevention and 
treatment of mental illness and substance abuse 
among eligible individuals with Chronic condi ions. 

SPA ID WA-16-0026 

Initial Submission 12/20/2016 
Date 

Effective Date N/ A

r Date of consultation 

7/6/2012 
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Complete 
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Not Started 
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Package ID WA2016MH00010 

Submission Type Official - ReView 2 

Approval Date 3/30/2017 

Superseded SPA NIA 
ID 

Program Authority 

1945 of the Social Security Act 

In Progress 

SPA ID WA-16-0026 

Initial Submission 12/20/2016 
Date 

Effective Date 4/1/2017 

The state elects to implement the Health Homes state plan option uncler Section 1945 of the Social Security Act. 

Name of Health WaShington state Heal h Horne Program 
Homes Program 

Executive Summary 

Page 1 of 2 

Complete 

Provide an executive summary of this Health Homes program including the goals and objectives of the program, the population, providers, services 
and service delivery model used 

Washington's original Health Homes SPAs were WA 13-0008 (approved June 28, 2013} and WA 13-17 (approved December 11, 2013). SPA WA 15-0011 
(approved June 11, 2015) superseded both of these SPAs; this SPA 16-0026 supersedes 15-0011. 

Under Washington's approacn. Health Hornes are the bridge to integrate care within existing delivery systems for bo h managed care and Fee-for-Service 
beneficiaries. Washington's Medicaid delivery systems are undergoing a great deal of change as he Health care Authority (HCA) integrates physical and 
behavioral health services through its managed care program. As HCA phases in statewide integration, WaShington's Health Home program will beoorne more 
managed care focused while continuing to serve beneficiaries who remain in the Fee-for-Service delivery system, such as full-0ua1 eligibles and American 
Indian/Alaska Natives. 

Washington has three high level goals to assess the effectiveness of its Health Horne program: 1) Building care coordination capacity in all areas of the state; 
2) Improve the beneficiary's self-management abilities; and 3) Reduce Mure cost trends or at the very least attain cost neutrality with improved outcomes. 

The Health Home program is designed as he central point for directing person-centered care through one-0n-0ne interactions between the Health Home Care 
Coordinators and their assigned beneficiaries. Beneficiaries are identified as having one or more of the chronic conditions on the chronic oondition list and at 
risk for a 2nd chronic oondition using a tool that identifies those dients expected to have high costs in the future due to all their chronic conditions . 

The Department of Social and Health Services (DSHS) generates ancl submits a list of eligible Health Homes beneficiaries to HCA, WhO enrolls them into a 
Qualified Fee-for Service Health Horne Lead Entity (designated proVider} or notifies the Qualified Managed care Health Home Lead Entity (designated proVider} 
that one of their enrollees is eligible for Health Home services with a Heal h Home inclicator on the 834 file. Lead Entities are permitted to provide Health Horne 
services internally but must also subcontract with a wide-range of community-based Care Coordination Organizations (CCOs) to effectively manage the full 
breadth of beneficiary needs, increasing Washington's capacity to proVide statewide Heal h Home services. especially in rural areas of the state. 

Lead Entities are qualified by HCA and DSHS through both a contracting process and a Request for Application (RFA) process. Contracting is used if a Lead 
Entity has already been qualified through the RFA process and wants to broaden their Health Horne service areas to other oounties, while the RFA process is 
used to solicit new Lead En ities when adding counties that are not part of the Health Horne program. 

Health home services are oomposed of he six required Health Horne services, with eaeh individual service further defined by embedded activities Which make 
up the composition of the service. 

General Assurances 

Rl The state provides assurance that eligible incliViduals will be given a free cnoice of Health Homes providers. 

@ The states provides assurance that rt will not prevent indiViduals whO are dually eligible for Medicare ancl Medicaid from receiving Health Homes services. 

@ The state provides assurance that hospitals participating under the state plan or a waiver of sueh plan will be instructed to establiSh procedures for referring 
eligible individuals with Chronic condi ions who seek or need treatment in a hosprtal emergency department to designated Health Homes providers. 

@ The state provides assurance that FMAP for Health Hornes services shall be 90% for the first eight fiscal quarters from he effective date of the SPA. After 
the first eight quarters, expendrtures will be daimed at the regular matcning rate. 
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Ell The state provides assurance that rt will have the systems in place so that only one a-quarter perioel of enhanced FMAP for each heal h homes enrollee will
bedaimed 

Ell The state provides assurance that there will be no duplica ion of services and payment for similar services provided under other Medicaid authorities. 
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Submission Type Official - ReView 2 

Approval Date 3/30/2017 

Superseded SPA NIA 

SPA ID WA-16-0026 

Initial Submission 12/20/2016 
Date 

Effective Date 4/1/2017 

ID 

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 (Mandatory and Options for Coverage) Eligibility Groups 

[l Medically Needy Eligibility Groups 

Population Criteria 

The state elects to offer Health Homes services to indiViduals With 

D Two or more ctironic oonditions 

Pl One chronic oondition and he risk of developing another Specify the conditions included 

@ Mental Heal h Condition 

@ Substance Use Disorder 

E2J Asthma 

@ Diabetes 

@ Heart Disease 

n BMI over25 

@ other (specify) 

cancer 

cerebrovascular disease 

coronary artery disease 

dementia or AIZheime�s 
disease 

intellectual disability or 
disease 

hematological and 
musculoskeletal condi ions 

HIV/AIDS 

renal failure 

TN WA-16-0026 
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Description 

As defined by UC San Diego COPS and 
Medicaid RX disease categories. 

As defined by UC San Diego COPS and 
Medicaid RX disease categories. 

As defined by UC San Diego COPS and 
Medicaid RX disease categories. 

As defined bV UC San Diego COPS and 
Medicaid RX disease categories. 

As defined by UC San Diego COPS and 
Medicaid RX disease categories. 

As defined by UC San Diego COPS and 
Medicaid RX disease categories. 

As defined by UC San Diego COPS and 
Medicaid RX disease categories. 

As defined by UC San Diego COPS and 
Medicaid RX disease categories. 
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D One serious and persistent mental health condition 

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 
0 Opt-In to Health Homes proVider 
'i) Referral and assignment to Health Homes provider with opt-out 
0 Other (describe) 

I Name 
Chronic respiratory condrtions 

neurological disease 

gastrointestinal 

,. � 1-11 of11 � 
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Description 
As defined by UC San Diego COPS and 
Medicaid RX disease categories. 

As defined by UC San Diego COPS and 
Medicaid RX disease categories. 

As defined by UC San Diego COPS and 
Medicaid RX disease categories. 

Specify the criteria for at risk of developing another chronic condition 
At.fisl< for a second condrtion is a minimum predictive risl< score of 1.5, 
meaning a beneficiary's expected future medical expenditures is expected to 
be 50% greater than the base reference group (the WaShington SSl-<lisabled 
population). The Washington risl< score is based on the Chronic Illness & 
Disability Payment System (COPS) and Medicaid-Rx risl< groupers developed 
by Rick Kronick and Todd Gilmer at the University of Galifomia-San Diego, 
wi h risl< weights normaliZed for the WaShington Medicaid population. 
Diagnoses, prescriptions, age and gender indicated in a beneficiary's medical 
claims and eligibility history for the past 15 months (24 months for children) 
are produce a risl< score, wi h Chronic conditions checked across all 
categorically needy populations, and a clinical indicator (Y=qualifies, N=does 
not qualify) is loaded into WaShington's Medicaid Management System 
(MMIS). 

Potentially eligible beneficiaries with insufficient claims history may be referred 
to the program by contac ing HCA. A tool has been developed to manually 
calculate risk. This tool is on the Health Home website and distributed to the 
Lead En rties. Once a provider has determined a potentially beneficiary is 
eligible by manually calculating their risl<, that information is sent to HCA for 
further analysis. If the beneficiary is eligible. they will be enrOlled into a Health 
Home. 

Describe the process used 
The state identifies Fee-for-Service beneficiaries Who are eligible for the 
Health Home program based on their Chronic condi ion and risl< score, then 
enrolls them into a Qualified Fee-for-SerVice Lead Entity/Designated Provider. 
Enrollment is based on Zip code, amount of available beneficiaries within eaeh 
zip code, and capacity to proVide Health Home services. The Lead Entity 
assigns Health Home beneficiaries to one of heir network affiliated Care 
Coordination OrganiZations (CCO), Who, in tum, assigns the beneficiary to a 
Care Coordinator. Beneficiaries have the ability to opt out of the assigned 
Health Home or change enrOllment to another Health Home proVider within 
the Heal h Horne network. Eligible beneficiaries Who opt out of participation 
and retain their 1.5 or higher risl< score have he op ion of re-enrolling the 
Health Home program at any time by contacting HCA's customer service line. 

Managed care beneficiaries are auto-enrOlled into a Medicaid managed care 
organiZation (MCO). The state identifies MCO beneficiaries who are eligible 
for Health Homes based upon their Chronic condrtion and risl< score and sends 
the information to their MCO. MCOs that are qualified to be Lead Entities. 
assign their Health Home beneficiaries to one of their networl<-affiliated care 
Coordination OrganiZations (CCOs), who. in tum, assign the beneficiary to a 
Care Coordinator. MCOs that are not qualified as a Lead Entity/designated 
provider must delegate Health Home services to a qualified Lead Entity and 
assign their eligible/identified beneficiaries to their delegated Lead En ity. The 
delegated Lead Entity, in tum, will assign the beneficiary to one of their 
network affiliated CCOs and a Care Coordinator. Beneficiaries have he ability 
to opt-0ut of the Health Home or change enrollment to ano her MCO or 
subcontracted Health Home cco within the Health Home program. 

Beneficiaries lose Heal h Home eligibility When their risl< score has dropped 
below 1.0 for six continual months and have not been participating or engaged 
in the program during those six months. Beneficiaries Who are participating 
and engaged do not lose eligibility if their risl< scores drops below 1.0. 

6a The state proVides assurance hat it will dearly communicate he 
indiVidual's right to opt out of the Health Homes benefit or to change Health 
Hornes providers at any time and agrees to submit to CMS a copy of any letter 
or communication used to inform the indiViduals of the Health Homes benefit 
and their rights to choose or change Health Homes proViders or to elect not to 
receive the benefit 

I Name 

22-851 613 

Date Created 

6/2412016 12:49 PM 
EDT 

Type 
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Eng lish 
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Date Created 

612412016 12:50 PM 
EDT 

Type 

I 

PRA Disclosure Statement: According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of infonnation unless it displays a valid 
0MB control number. The valid 0MB control nuwber for this information collection is 0938-1188. The time required to complete this infonnation collection is estimated to 
average 40 hours per response, including the time to review instructions, search existing data resources, gather the data needed, and complete and review the information 
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Health Homes Geographic Limitations 
MEDICAID - Health Homes - Washington State Health Home Program - WA- 2016 

CMS-10434 0MB 0938-1188 

Not Started In Progress 

Package Header 

Package ID WA2016MH00010 

Submission Type Official - ReView 2 

Approval Date 3/30/2017 

Superseded SPA NIA 
ID 

0 Heal h Homes services will be available statewide 
') Health Homes services will be limited to the folloWing geographic areas 

Heal h Homes services Will be provided in a geographic phased-in approaeh 

Phase 1 

Trtle of phase 

Phase 1 

Phase-in Will be done by the folloWing geographic area 

By county 

Health Homes services are now available state-wide 
No 

Enter any additional narrative necessary to fully describe this phase 

SPA ID WA-16-0026 

Initial Submission 12/20/2016 
Date 

Effective Date 4/1/2017 

Implementation Date 

7/1/2013 

Specify which counties 

1. Asotin 
2. Benton 
3. aarl< 
4. Columbia 
5. Cowlitz 
6. Franklin 
7. Garfield 
8. Kittitas
9. Klicl<itat 

10. Pierce 
11. Sl<amania 
12. Wahl<ial<um 
13. Walla Walla 
14. Yal<ima 
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Complete 

Phase One: The first 14 counties were phased in beginning July 1, 2013 through two Requests for Applica ion (RFA). HCA and DSHS qualified Lead Entities 
according to which counties they were proposing to serve. their Gare Coordination OrganiZation network, and their responses to RFA questions regarding their 
proposed processes to deliver Health Home services. 

Phase 2 

Trtle of phase 

Phase 2 

TN WA-16-0026 
Supersedes TN: WA-15-0011 

Date Created 

No items available 

Implementation Date 

10/1/2013 

Appoved: 3/30/17 

Type 

Effective Date: 4/1/17 
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Phase-in Will be done by the following geographic area 
By county 

Health Hornes services are now available state-wide 
No 

Enter any additional narrative necessary to fully describe this phase 

Specify which counties 
1. A<lams 

2. Chelan 

3. aallam 

4. Douglas 

5. Ferry 

6. Grant 

7. Grays Harbor

8. lslanel

9. Jefferson 

10. Kitsap 

11. Lewis 

12. Lincoln 

13. Mason 

14. Okanogan 

15. Pacific

16. Penel Oreille 

17. San Juan 

18. Skagrt 

19. Spol<ane 

20. stevens 

21. Thurston 

22. 1/Vhatcom 

23. 1/Vhrtman 

23 more counties were phaseel in beginning October 1, 2013 through an Rf A. HCA an<l DSHS qualifieel Leael Entrties accoreling to whiell counties they were 
proposing to serve, their care Coorelination Organization networl<, an<l responses to RFA questions regar<ling their proposeel processes to Cleliver Health Home 
services. 

Date Created 

No rtems available 

Phase 3 

Trtle of phase 
Phase 3 

Phase-in Will be done by the folloWing geographic area 
By county 

Health Hornes services are now available state-wide 
Yes 

Enter any additional narrative necessary to fully describe this phase 

Implementation Date 
4/1/2017 

Specify which counties 
1. King 

2. Snohomish 

Effective date of state-wide service implementation 
4/1/2017 

Type 

King an<l Sn0homish counties will be aeleleel in 4/1/2017 to mal<e the Health Home program statewiele. A combination RFA anel contracting process will be useel 
to qualify Leael Enti ies to proviele Healtll Home services in King anel Snohomish counties. Organizations hat Cli<l not become Qualifieel Leael Entrties <luring 
Phase One or Two will be requireel to become qualifieel through the hirel RFA. Leael Entities qualifieel in Phase One an<l Phase Two will be alloweel to aelel King 
an<l Snohomish counties to their existing Health Home coverage areas hrough he contracting process by submitting their care Coorelination networks for 
analysis. 

Note: Two Rf As were completeel for the aelelition of King an<l Snohomish Counties. The first Rf A 1862 Cli<l not have enough responses to support the 
implementation of the Health Home program in King County. A seconel RFA was Clone (RFA 1992} in December 2016 to see if other organizations were 
interesteel in becoming Qualifieel Leael Entities for King. As of the submittal of this SPA. the results have not been finalizeel yet. 

Name 

TN WA-16-0026 
Supersedes TN: WA-15-0011 

Date Created 

No rtems available 

Appoved: 3/30/17 

Type 

Effective Date: 4/1/17 
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PRA Disclosure Statement: According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of infonnation unless it displays a valid 
0MB control number. The valid 0MB control nuwber for this information collection is 0938-1188. The time required to complete this infonnation collection is estimated to 
average 40 hours per response, including the time to review instructions, search existing data resources, gather the data needed, and complete and review the information 
collection. If you have comments concerning the accuracy of the time estimate(s) or suggestions for improving this fonn, please write to: CMS, 7500 Security Boulevard, Attn: 
PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850 

This view was generated on 4/10/2017 1:17 PM EDT 
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Health Homes Services 
MEDICAID - Health Homes - Washington State Health Home Program - WA-2016 

CMS-10434 0MB 0938-1188 

Not Started 

Package Header 

Package ID WA2016MH00010 

Submission Type Official - ReView 2 

Approval Date 3/30/2017 

Superseded SPA NIA 
ID 

Service Definitions 

In Progress 

SPA ID WA-16-0026 

Initial Submission 12/20/2016 
Date 

Effective Date 4/1/2017 

Complete 

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

Comprehensive Care Management 

Definition 

care Coordinators deliver comprehensive care management. primarily in-person wi h periodic follow-up. care management serVices include screening to 
assess gaps in care or establish baseline results, in-person visits to the beneficiary's home or location of their Ctloice, and accompanying beneficiaries to health 
care provider appointments. as needed. care Coordinators assess beneficiary readiness for self-management and promote self-management sl<ills so the 
beneficiary is better able to engage with heal h and serVice providers and support the acnievement of self-directed, indiVidualized health goals to attain 
recovery, improve functional or health status or prevent or slow dedines in functioning. Comprehensive care management service delivery uses the Heal h 
Action Plan (HAP} to document a beneficiary directed care management plan. The HAP is created during a face-to-face initial visit with the beneficiary, and is 
updated periodically on a four month cycle, as well as when there are Changes in beneficiary circumstances such as hospitaliZation or emergency department 
visits. The results of screenings and assessments are documented in the HAP and used to identify gaps in care and chart the beneficiary's progress towards 
meeting their short and long-term goals through active Health Horne participation. 

State approved clinical and functional screens identify depression. alcOhol or substance use disorder, functional impairment, and pain appropriate to the age 
and risl< profile of the individual. Screens support referrals to serVices when needed, e g., referral for assessment of need for substance use disorder treatment, 
specialty care or long term serVices and supports. other assessments that may supplement comprehensive care management are mental health treatment 
plans, substance use disorder treatment plans, and/or other pre�xisting care plans. including assessment results. 

care Coordinators may conduct client outreach and engagement activities to assess on-going emerging needs and to promote continuity of care and improved 
health outcomes. This may also be done by allied or affiliated staff under the direction of the care Coordinator. 

Describe how Health Information Technology will be used to link this service in a comprehensive approach across the care continuum 

All Health Home Lead Entities will have access to the Medicaid Management Information System called ProviderOne (P1} and the DSHS Predictive Risk 
Intelligence System (PRISM). AuthoriZers and proViders of long-term serVices and supports have access to DSHS's Comprehensive Assessment and Reporting 
Evaluation (CARE) data either electronically or in paper form. Most elements of CARE are also contained in PRISM. Data sharing agreements and Release of 
lnforma ion consent forms will be maintained by all Health Home Lead Entities to facilijate sharing electronic health information with their Heal h Horne network 
affiliates. 
1. DSHS is responsible for maintenance and updates to PRISM and reporting loss of eligibilfy on a monthly basis. 
2. ProviderOne contains Medicaid eligibilfy, loss of eligibility, MCO and Health Home enrollment, disenrollrnent. daims. per member per month (PMPM} 
payment to MCOs, FFS payment for Health Home services for FFS Lead En@es. and the collec ion and repor ing of encounter data. 
3. Emergency Department Information Exchange (EDIE) notification provides Medicaid claims data to ED physicians. EDIE is HIPAA compliant and can 
proac ively alert care providers when high utiliZing patients enter the ED through a variety of methods such as fax, phone. email, or integration with a facility's 
current EMR Once notified, care proViders can use EDIE to access care guidelines and crucial information on he patient from other participating facilities to 
better determine the patient's actual medical situa ion.
4. PreManage is information exehange system that alerts proViders when their beneficiary is accessing inpatient hospital services.

Scope of service 

The service can be provided by the following provider types 

@ Behavioral Heal h Professionals or Specialists 

TN WA-16-0026 
Supersedes TN: WA-15-0011 

Description 

a. Psycnologists must have a doctoral degree from a regionally-accredited 
institution, with at least 40 semester hours or 60 quarter hours of graduate 
courses, one full year of con inuous residency, a practicum of at least 300 
hours. and superVise<l experience consisting at least two years. Psyetlologists 
must tal<e the National Examination of Professional Practice of Psychology 
(EPPP}. 
b. Child psyehialrists must be licensed as physicians and surgeons, with 
graduate training in child psychiatry in a program approved by the American 
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D Nurse Practitioner 

@ Nurse care Coorelinators 

@Nurses 

D Meelical Specialists 

[l Physicians 
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Meelical Association or the American Osteopathic Association, anel who is 
boarel-eligible or boarel-certifieel in Chilel psychiatry. 
c. Licenseel mental health counselors must graeluate with a MA or PhD 
level eelucational program in mental heal h counseling or a relateel Cliscipline, 
anel complete 36 months of superviseel full-time counseling or 3000 hours of 
postgraeluate mental health counseling uneler he supervision of a qualifieel 
licenseel mental health counselor. licenseel mental health counselors must 
pass an examination aelministereel by the National Boarel of Certifieel 
Counselors. Licenseel mental health counselors are not requireel to have 
superviseel postgraeluate experience prior to becoming an associate. 
Cl. Licenseel marriage anel family therapists must have either an MA or PhD 
in marriage anel family therapy or an MA or PhD in behavioral science wi h 
equivalent course work from an approveel schOOI. licenseel marriage anel 
family therapists must complete a minimum of 2 years of superviseel full-time 
marriage anel family therapy. For full licensure, a licenseel marriage anel family 
therapists must tal<e anel pass the Association of Marital anel Family Therapy 
Regulatory Boarels examination. licenseel marriage anel family therapist 
associate applicants are not requireel to have superviseel postgraeluate 
experience prior to becoming an associate. 

Description 

a. licenseel Practical Nurses (LPN} must successfully complete a commission
approveel nursing eelucation program consisting of at least 60 hours of theory
content anel 120 hours of clinical practice, anel must pass the official National 
Council of state Boarels of Practical Nurse licensing Examination (NCLEX
PN®} for their LPN nurse certificate. All LPNs must have an active status 
license in Washington before practicing. 
b. Registereel Nurses (RN) must successfully complete a commission 
approveel nursing eelucation program consisting of a minimum of 40 hours of 
core course content, 40 hours of specialty content, anel 160 hours of clinical 
practice in a specialty area. RNs must successfully pass the official National 
Council of the State Boarels of Nursing Registereel Nurse (NCSBN} or 
(NCLEX-RN). All RNs must have an active status license in Washington 
before practicing. 
c. Aelvanceel Registereel Nurse Prac itioners (ARNP} must have formal 
graeluate eelucation anel obtain a na ional specialty certification as a nurse 
practitioner, nurse anesthetist or nurse mi<lwife. ARNPs must hOICl a 
registereel nurse license in Washington before tal<ing an accreeliteel nursing or
nursing-relateel accreeli ing organiza ion recognizeel by the US Department of 
Eelucation or the Council of Higher Eelucation Accreelitation. Eelucational 
requirements incluele no less than 500 hours of dinical prac ice. 
Cl. A psyehiatric aelvanceel registereel nurse practitioner is a person who is 
licenseel as an aelvanceel registereel nurse practitioner anel is also boarel
certifieel in aelvanceel practice psyehiatric anel mental health nursing. 
e. Psychiatric nurses are registereel nurses with a Baehelor's Clegree from 
an accreelrteel college or university, anel have, in aelelition, at least two years' 
experience in he Clirect treatment of mentally ill or emotionally Clisturbed 
persons, sueh experience gaineel uneler he supervision of a mental health
professional. 

Description 

a. licenseel Practical Nurses (LPN} must successfully complete a commission
approveel nursing eelucation program consisting of at least 60 hours of theory 
content anel 120 hours of clinical practice, anel must pass the official National 
Council of state Boarels of Practical Nurse licensing Examination (NCLEX
PN®} for their LPN nurse certificate. All LPNs must have an active status 
license in Washington before practicing. 
b. Registereel Nurses (RN) must successfully complete a commission 
approveel nursing eelucation program consisting of a minimum of 40 hours of 
core course content, 40 hours of specialty content, anel 160 hours of clinical 
practice in a specialty area. RNs must successfully pass the official National 
Council of the State Boarels of Nursing Registereel Nurse (NCSBN} or 
(NCLEX-RN). All RNs must have an active status license in Washington 
before practicing. 
c. Aelvanceel Registereel Nurse Prac itioners (ARNP} must have formal 
graeluate eelucation anel obtain a na ional specialty certification as a nurse 
practitioner, nurse anesthetist or nurse mi<lwife. ARNPs must hOICl a 
registereel nurse license in Washington before tal<ing an accreelrteel nursing or
nursing-relateel accreeli ing organiza ion recognizeel by the US Department of 
Eelucation or the Council of Higher Eelucation Accreelitation. Eelucational 
requirements incluele no less than 500 hours of dinical prac ice. 
Cl. A psyehiatric aelvanceel registereel nurse practitioner is a person who is 
licenseel as an aelvanceel registereel nurse practitioner anel is also boarel
certifieel in aelvanceel practice psyehiatric anel mental health nursing. 
e. Psychiatric nurses are registereel nurses with a Baehelor's Clegree from 
an accreelrteel college or university, anel have, in aelelition, at least two years' 
experience in he Clirect treatment of mentally ill or emotionally Clisturbed 
persons, sueh experience gaineel uneler he supervision of a mental health
professional. 
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Ell Physician's Assistants Description 

D Phannacists 

� Social Wor1<ers 

Physician Assistants (PA) must be licensed by the Department of Heal h, 
Medical Quality Assurance Commission to practice medicine to a limited 
extent under the supervision of a physician. Tiley must be academically and 
dinically prepared to provide health care services and perform diagnostic, 
therapeutic, preventative, and health maintenance services. PAs must have 
graduated from an accredited physician assistant program approved by the 
commission and be certified by successful completion of the National 
Commission of Certification of Physician Assistants (NCCPA) examination. 
Physician assistants must have 4 clock hours of AID education and an active 
DEA registration. 

Description 
All social worl<ers listed below must pass ei her the American Association of 
state Social Wor1< Board's advanced or clinical examination for licensure. The 
Associate social wor1<ers listed below are not required to have supervised 
postgraduate experience prior to becoming an associate. 
a. Licensed Independent Social Wor1<er must graduate with a MA or PhD 
social worl< and complete a minimum of 4000 hours of supervised experience 
or Whieh 1000 hours must be direct client contact, over a three-year period 
supervised by a licensed independent clinical social wor1<er, with supervision 
of at least 130 hOurs by a licensed mental health practitioner. 
b. Licensed Advanced Social Wor1<er must graduate with a MA or PhD 
social worl< program and complete 3200 hours with supervision. At least 90 
hours are direct supervision as specified by a licensed independent clinical 
social worl<er, a licensed advanced social wor1<er. or an equally qualified 
licensed mental health professional. Al least 40 hours must be in one-to-one 
supervision and 50 hOurs may be in one-to-one supervision or group 
supervision. 
c. Licensed independent dinical social wor1<er must graduate with a MA or
PhD level social wor1< program accredited by the Council on Social Wor1< 
Education and successfully complete a supervised experience of at least 4000 
hours of experience. of Which 1000 hours must be direct client contact, over a 
3-year period supervised by a licensed independent dinical social wor1<er, with 
supervision of at least 130 hours by a licensed mental health practi ioner. 
d. Licensed social wor1<er associate-independent dinical must graduate 
with a MA or PhD level social worl< program accredited by the Council on
Social Wor1< Education and dedare they are wor1<ing toward full licensure. 
e. Licensed social wor1<er associate-advanced must graduate with a MA or 
PhD level social wor1< program accredited by the Council on Social Wor1< 
Educa ion and dedare they are wor1<ing toward full licensure. 

D Doctors of Chiropractic 

D Licensed Complementary and alternative Medicine Prac itioners 

D Dieticians 

D Nutritionists 

Pl Other (specify) 

I Provider 
Type 

Chemical 
Dependency 
Professionals 

Exception to 
Rule 

Description i 
Chemical De�ndency Professionals (CDPs) must pass the National Association of AlcohOlism and Drug Abuse Counselor (NAADAC) 
National Certification Examination for Addiction Counselors or International Certifica ion and Reciprocity Consortium (ICRC) Certified 
Addie ion Counselor Level II or higher examination. CDPs must complete 1,000 to 2,500 hours of supervised experience, dependent 
upon he following, associate degree, baccalaureate deQree, masters or doctoral degree, licensed as an adVance registered nurse 
practitioner. marriage and familyltlerapists, mental heallh counselors, advanced social wor1<ers, independent dinicaf social wor1<er or 
licensed as a psyehologist, hat indude dinical evaluation and face-to-face counseling. 

Heal h Home benefits and services must be provided by qualified care coordinators. On rare occasions. Heal h Home lead entities may 
request an exception to the policy. Consideration and approval may be given to those specific hires when he lead organization provides 
eVidence that the education. skills and l<noWledge and experience of the indiVidual are an acceptable substitution for care coordinator 
qualifications. The indiVidual must meet Heal h Home employment standards sueh as criminal history bacl<ground checks and eligible for 
professional liability insurance as required by the hiring organization. 

The lead en ity will proVide HCA a letter of request for approval to hire a specific candidate. Tile letter will indUde the rationale for he 
poten ial care coordinator ( i.e. any special sl<ills or l<nOWledge such as bicultural or bilingual), employee bacl<ground and experience and 
how the person will be supervised. The following are examples of supporting documentation the lead entity may include with the letter of 
request: 
• Resume 
• Letters of recommendation 
• Educational transcripts 
• Documentation of courses, dasses and trainings 
• Certifications 
• Licenses 

staff will reView and rate eaeh letter of request and documentation. Scores must be at least 80% in each section to qualify. Sections are 
identified as: 
1. Education 
2. Experience 
3. Sl<ills/Knowledge 
4. Letters of Recommendation 

TN WA-16-0026 
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Allie<l or 
Affiliate<l Staff 

Community health workers, peer counselors. wellness coaehes or o her non-dinical personnel WhO provide supportive services. 
outreaeh an<l engagement to the client un<ler the direction and supervision of he Health Home Care Coordinator. 

Allie<l or afliliate<l staff may: 
1. Contact he dient to introduce Health Home benefits and sehe<lule initial care Coordinator face-to-face Visit. 
2. Conduct dient outreach and engagement actiVities to assess oniJOing emerging nee<ls and to promote continuity of care an<l
improve<l health outcomes. 

Care Coordination 

Definition 

The dedicate<l Heal h Home care Coordinator an<l afliliate<l staff play a central and active role in develOpment and execution of cross-system care 
coordina ion to assist the beneficiary to access an<l naVigate nee<le<l services. The care Coordinator assures communication is fostere<l between the providers 
of care, induding the treating primary care provider and me<lical specialists an<l entities authorizing behavioral health and long-term services and supports. 
care Coordination is he bridge between all the beneficiary's systems of care. induding non-dinical support such as food, hOusing, and transportation. 

1/Vhen providing intensive care coordination to the beneficiary, the care Coordinator caseload will be maintaine<l at a level that ensures fidelity in providing 
require<l Health Horne services, including interventions. Allie<l staff. sueh as community health workers, peer counselors or other non-dinical staff. may be used 
to facilitate the work of the assigned Health Horne care Coordinator. 

care coordination proVides informe<l interventions that recogniZe and are tailore<l for the me<lical, social, economic, behaVioral health, tune ional impairment, 
cultural an<l enVironmental factors impacting a beneficiary's health an<l health care choices. care Coordinators and affiliated staff promote: 
1. Optimal dinical outcomes. induding a description of how progress toward outcomes will be measured through the Health Action Plan; 
2. Outreach an<l engagement activi ies that support the beneficiary's participation in their care an<l promotes continuity of care; 
3. Health e<lucation an<l coaching designe<l to assist beneficiaries to increase self-management sl<ills and improve health outcomes; and 
4. Use of peer supports, support groups an<l self-care programs to increase the beneficiary's l<nOWledge about their heal h care conditions an<l improve 
adherence to prescribe<l treatment 

Describe how Health Information Technology will be used to link this service in a comprehensive approach across the care continuum 

PRISM is an information technology resource that supports the beneficiary and the Heal h Home Care Coordinator to identify he unmet needs, gaps in care, 
transitional support nee<ls, dinical protocols require<l and current u iliZation of case management, me<lical an<l behaVioral health services. 

The Health Action Plan (HAP) may be share<l. with beneficiary consent, via secure email or hard copy. The HAP indudes: 
1. Require<l and optional health screenings and assessments; 
2. Beneficiary and care Coordinator prioritize<l action items; 
3. Beneficiary identifie<l goals (short an<l long term); 
4. Ac ion steps for he beneficiary, the Health Home care Coordinator and/or other direct service an<l me<lical providers; an<l 
5. If the beneficiary has a personal care worker, action steps for them to support identifie<l health action goals identifie<l by he beneficiary. 

The Health Home Care Coordinator updates and modifies the HAP on a four month cycle. The HAP is also update<l and modifie<l as nee<le<l to reflect: 
1. A change in he beneficiary's condition; 
2. New imme<liate goals to be addresse<l hrough he Health Home; and
3. Resolution of goals or action steps. 

Scope of service 

The service can be provided by the following provider types 

@ BehaVioral Heal h Professionals or Specialists 

D Nurse Practitioner 

Pl Nurse care Coordinators 

Description 

a. Psyehologists must have a doctoral degree from a regionally-accredited 
institution, with at least 40 semester hours or 60 quarter hours of graduate 
courses, one full year of con inuous residency, a practicum of at least 300 
hours. an<l supervised experience consisting at least two years. Psyehologists 
must take the National Examina ion of Professional Practice of Psyehology 
(EPPP). 
b. Child psyehiatrists must be license<l as physicians and surgeons, with 
graduate training in child psychiatry in a program approve<l by the American 
Medical Association or the American Osteopathic Association, an<l who is 
board-eligible or board-certifie<l in Child psychiatry. 
c. Licensed mental health counselors must graduate with a MA or PhD 
level e<lucational program in mental health counseling or a retate<l discipline, 
and complete 36 months of supervised full-time counseling or 3000 hours of 
postgraduate mental health counseling under he supervision of a qualifie<l 
licensed mental health counselor. licensed mental health counselors must 
pass an examination administere<l by the National Board of Certifie<l 
Counselors. Licensed mental health counselors are not required to have 
supervised postgraduate experience prior to becoming an associate. 
d. Licensed marriage and family therapists must have either an MA or PhD 
in marriage and family therapy or an MA or PhD in behaVioral science wi h 
equivalent course work from an approve<l sehoOI. licensed marriage and
family therapists must complete a minimum of 2 years of supervise<l full-time 
marriage an<l family therapy. For full licensure, a licensed marriage and family 
therapists must take and pass the Association of Marital an<l Family Therapy 
Regulatory Boards examination. licensed marriage and family therapist 
associate applicants are not require<l to have supervise<l postgraduate 
experience prior to becoming an associate. 

Description 

TN WA-16-0026 
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a. licensed Practical Nurses (LPN} must successfully complete a commission
approved nursing education program consisting of at least 60 hours of theory
content and 120 hours of clinical practice, and must pass the official National 
Council of state Boards of Practical Nurse licensing Examination (NCLEX
PN®} for their LPN nurse certificate. All LPNs must have an active status 
license in Washington before practicing. 
b. Registered Nurses (RN) must successfully complete a commission 
approved nursing education program consisting of a minimum of 40 hours of 
core course content, 40 hours of specialty content, and 160 hours of clinical 
practice in a specialty area. RNs must successfully pass the official National 
Council of the State Boards of Nursing Registered Nurse (NCSBN} or 
(NCLEX-RN). All RNs must have an active status license in Washington 
before practicing. 
c. Advanced Registered Nurse Prac itioners (ARNP} must have formal 
graduate education and obtain a national specialty certification as a nurse 
practitioner, nurse anesthetist or nurse midWife. ARNPs must held a 
registered nurse license in Washington before tal<ing an accredited nursing or
nursing-related accredi ing organiza ion recognized by the US Department of 
Education or the Council of Higher Education Accreditation. Educational 
requirements include no less than 500 hours of clinical practice. 
d. A psyehiatric advanced registered nurse practitioner is a person who is 
licensed as an advanced registered nurse practitioner and is also board
certified in advanced practice psychiatric and mental health nursing. 
e. Psychiatric nurses are registered nurses With a Bachelor's degree from 
an accredited cOllege or university, and have, in addition, at least two years' 
experience in the direct treatment of mentally ill or emotionally disturbed 
persons, sueh experience gained under he supervision of a mental health
professional. 

Description 

a. licensed Practical Nurses (LPN} must successfully complete a commission
approved nursing education program consisting of at least 60 hours of theory
content and 120 hours of clinical practice, and must pass the official National 
Council of state Boards of Practical Nurse licensing Examination (NCLEX
PN®} for their LPN nurse certificate. All LPNs must have an active status 
license in Washington before practicing. 
b. Registered Nurses (RN) must successfully complete a commission 
approved nursing education program consisting of a minimum of 40 hours of 
core course content, 40 hours of specialty content, and 160 hours of clinical 
practice in a specialty area. RNs must successfully pass the official National 
Council of the State Boards of Nursing Registered Nurse (NCSBN} or 
(NCLEX-RN). All RNs must have an active status license in Washington 
before practicing. 
c. Advanced Registered Nurse Prac itioners (ARNP} must have formal 
graduate education and obtain a na ional specialty certification as a nurse 
practitioner, nurse anesthetist or nurse midWife. ARNPs must hOld a 
registered nurse license in Washington before tal<ing an accredited nursing or
nursing-related accredi ing organiza ion recognized by the US Department of 
Education or the Council of Higher Education Accreditation. Educational 
requirements include no less than 500 hours of dinical prac ice. 
d. A psyehiatric advanced registered nurse practitioner is a person who is 
licensed as an advanced registered nurse practitioner and is also board
certified in advanced practice psyehiatric and mental health nursing. 
e. Psychiatric nurses are registered nurses with a Baehelor's degree from 
an accredited cOllege or university, and have, in addition, at least two years' 
experience in he direct treatment of mentally ill or emotionally disturbed 
persons, sueh experience gained under he supervision of a mental health 
professional. 

Description 

Physician Assistants (PA) must be licensed by the Department of Heal h, 
Medical Quality Assurance Commission to practice medicine to a limited 
extent under the supervision of a physician. They must be academically and 
dinically prepared to provide health care services and perform diagnostic, 
therapeutic, preventative, and health maintenance services. PAs must have 
graduated from an accredited physician assistant program approved by the 
commission and be certified by successful completion of the National 
Commission of Certification of Physician Assistants (NCCPA) examination. 
Physician assistants must have 4 clock hours of AID education and an active 
DEA registration. 

Description 

All social worl<ers listed below must pass ei her the American Association of 
state Social Wor1< Board's advanced or clinical examination for licensure. Toe 
Associate social wor1<ers listed below are not required to have supervised 
postgraduate experience prior to becoming an associate. 
a. licensed Independent Social Wor1<er must graduate With a MA or PhD 
social worl< and complete a minimum of 4000 hours of supervised experience 
or Whieh 1000 hours must be direct client contact, over a three-year period 
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supervised by a licensed in<lepen<lent clinical social worl<er, with supervision 
of at least 130 hours by a licensed mental health practitioner. 
b. Licensed Aelvanceo Social Worker must graeluate with a MA or PhD
social worl< program an<l complete 3200 hours with supervision. At least 90 
hours are Clirect supervision as specified by a license<! inelepenelent clinical 
social worl<er, a license<l aelvance<l social worker. or an equally qualified 
licensed mental health professional. At least 40 hours must be in one-to-one 
supervision an<l 50 hOurs may be in one-to-one supervision or group 
supervision. 
c. Licensed inelepenelent dinical social worker must graeluate with a MA or
PhD level social worl< program accredrted by the Council on Social Work 
Eelucation an<l successfully complete a supervised experience of at least 4000 
hours of experience. of Which 1000 hours must be Clirect client contact, over a 
3-year perioel supervised by a licenseel inelepen<lent dinical social worl<er, with 
supervision of at least 130 hours by a licensed mental health practi ioner. 
Cl. Licensed social worl<er associate-in<lepen<lent dinical must graeluate 
wi h a MA or PhD level social worl< program accredited by the Council on
Social Worl< Eelucation anel Cledare they are working towarel full licensure. 
e. Licensed social worl<er associate-aelvanceo must graeluate with a MA or 
PhD level social worl< program accredrted by the Council on Social Work 
Eelucation an<l Cledare they are worl<ing towarel full licensure. 

D Doctors of Chiropractic 

D Licensed Complementary an<l alternative Medicine Prac itioners 

D Dieticians 

D Nutritionists 

Rl Other (specify) 

f Provider 
Type 

Exception to 
RUie 

Allied or 
Affiliated 
staff 

Description 

Health Home benefits anel services must be provieled by qualified care ooorelinators. On rare occasions. Health Home leael entrties may 
request an exception to the policy. Consielera ion an<l approval may be given to those specific hires When the leael organization provieles 
evielence that he educa ion. skills anel Knowledge an<l experience of the in<livielual are an acceptable substrtution for care coorelinator 
qualifications. The inelivi<lual must meet Health Home employment stanelarels sueh as criminal history bacl<grounel checl<s an<l eligible for 
professional liability insurance as requireel by the hiring organization. 

The leael entity will proviele HCA a letter of request for approval to hire a specific canelielate. The letter will induele the rationale for the 
potential care ooorelinator (i.e. any special sl<ills or Knowledge sueh as bicultural or bilingual), employee bacl<groun<l an<l experience anel 
how the person will be supervised. The fOllowing are examples of supporting oocumentation the leael entrty may induele with the letter of 
request: 
• Resume 
• Letters of recommen<la ion 
• Eelucational transcripts 
• Documentation of courses, dasses anel trainings 
• Certifications 
• Licenses 

staff will review an<l rate eaeh letter of request an<l Clocumentation. Scores must be at least 80% in eaeh section to qualify. Sections are 
ielentified as: 
1. E<lucation 
2. Experience 
3. Sl<ills/Knowledge 
4. Letters of Recommen<lation 

Community health worl<ers, peer counselors. wellness coaehes or other non-dinical personnel Who proviele supportive services. outreaeh 
an<l engagement to the client un<ler the Clirection an<l supervision of the Health Home Care Coorelinator. 
Allied or Affiliated staff may: 
1. Communicate with service provielers an<l health plans as appropriate to secure necessary care anel supports; 
2. linl</refer dient to neeeled services to support care plan/treatment goals. indueling medical/ behavioral health care; pa ient education, an<l 
self-nelp/recovery, medica ion aelherence. health lrteracy, an<l self-management. 
3. Mvocate for services anel assist with scheduling of neeeled services. 
4. Assist anel support client with seheduling medical an<l applicable appointments. 

Health Promotion 

Definition 

"\ 

Health promotion begins for Health Home beneficiaries with the commencement of the Health Ac ion Plan (HAP). Each Health Home must Clemonstrate use of 
self-management. recovery an<l resiliency principles using beneficiary-ielentified supports indueling family members anel caregivers that are paiel or unpaiel. The 
Health Home Care Coorelinator will use the beneficiary's activation score an<l level to Cletermine the coaehing methoelology appropriate for each beneficiary to 
be used When wor1<ing with the beneficiary towarels reaching their heal h goals. Eelucational materials are customized anel introeluced accoreling to the 
benefic

i

ary's reaeliness for change, progressing with the beneficiary's level of confielence anel self-management abilities. Opportunities for mentoring an<l 
moeleling communication with health care provielers are provieled through joint office visits an<l communications with health care provielers by the beneficiary an<l 
the Health Home care Coorelinator. The Health Home provieles wellness anel prevention education specific to the beneficiary's chronic conelitions, HAP. 
indueling assessment of need an<l facilrtation of receipt of routine preventive care. support for improving social connections to communrty networks, anel linl<s to 
resources that support a healthier lifestyle. linl<ages incluele but are not limrted to resources for smol<ing prevention anel cessation, substance use Clisoreler 
treatment anel prevention, nutritional counseling, obesity reeluction an<l prevention. increasing physical activrty, Clisease specific or chronic care management 
self-help resources, an<l other services, such as hOusing based on beneficiary needs an<l preferences. 

Describe how Health Information Technology will be used to linl< this service in a comprehensive approach across the care continuum 
Insignia Health is an informa ion technology resource Whieh provieles calculation of he Patient Activation Measure (PAM)/Caregiver Activation Measures 
(CAM). ParenVPatient Activation Measure (PPAM) anel the Coaehing for Activation website. This srte provieles eelucational materials linl<ed to a beneficiary's 
level of activation anel can be sent electronically to a beneficiary or printed for review at a Health Horne visrt or by phone. 
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The Healtll Home Care Coordinator is able to view the medical claims, behavioral health claims, prescription daims. and L TC services utilization and selected 
CARE characteristics (for those beneficiaries with long-tenn services and supports) in PRISM so that education materials can be tailored to the individual's 
engagement and activation. 

Scope of service 

The service can be proVided by the following provider types 

@ Behavioral Heal h Professionals or Specialists 

D Nurse Practitioner 

Rl Nurse care Coordinators 

Rl Nurses 

TN WA-16-0026 
Supersedes TN: WA-15-0011 

Description 

a. Psychologists must have a doctoral degree from a regionally-accredited 
institution, with at least 40 semester hours or 60 quarter hours of graduate 
courses, one full year of con inuous residency, a practicum of at least 300
hours, and supervised experience consisting at least two years. Psyetlologists 
must tal<e the National Examina ion of Professional Practice of Psychology 
(EPPP}. 
b. Child psychiatrists must be licensed as physicians and surgeons, with 
graduate training in child psychiatry in a program approved by the American 
Medical Association or the American Osteopathic Association, and who is 
board-eligible or board-certified in Child psychiatry. 
c. Licensed mental health counselors must graduate with a MA or PhD 
level educational program in mental healtll counseling or a related discipline, 
and complete 36 months of supervised full-time counseling or 3000 hours of 
postgraduate mental health counseling under he supervision of a qualified 
licensed mental health counselor. Licensed mental healtll counselors must 
pass an examination administered by the National Board of Certified 
Counselors. Licensed mental health counselors are not required to have 
supervised postgraduate experience prior to becoming an associate. 
d. Licensed marriage and family therapists must have either an MA or PhD 
in marriage and family therapy or an MA or PhD in behavioral science wi h 
equivalent course worl< from an approved schOOI. Licensed marriage and
family therapists must complete a minimum of 2 years of supervised full-time 
marriage and family therapy. For full licensure, a licensed marriage and family 
therapists must tal<e and pass the Association of Marital and Family Therapy 
Regulatory Boards examination. Licensed marriage and family therapist 
associate applicants are not required to have supervised postgraduate 
experience prior to becoming an associate. 

Description 

a. Licensed Practical Nurses (LPN} must successfully complete a commission
approved nursing education program consisting of at least 60 hours of theory 
content and 120 hours of clinical practice, and must pass the official National 
Council of State Boards of Practical Nurse Licensing Examination (NCLEX
PN®} for their LPN nurse certificate. All LPNs must have an active status 
license in Washington before practicing. 
b. Registered Nurses (RN) must successfully complete a commission 
approved nursing education program consisting of a minimum of 40 hours of 
core course content, 40 hours of specialty content, and 160 hours of clinical 
practice in a specialty area. RNs must successfully pass the official National 
Council of the State Boards of Nursing Registered Nurse (NCSBN} or 
(NCLEX-RN). All RNs must have an active status license in Washington 
before practicing. 
c. Advanced Registered Nurse Prac itioners (ARNP} must have fonnal 
graduate education and obtain a na ional specialty certification as a nurse 
practitioner, nurse anesthetist or nurse midwife. ARNPs must hOld a 
registered nurse license in Washington before tal<ing an accredited nursing or 
nursing-related accredi ing organiza ion recognized by the US Department of 
Education or the Council of Higher Education Accreditation. Educational 
requirements include no less than 500 hours of dinical prac ice. 
d. A psychiatric advanced registered nurse practitioner is a person who is 
licensed as an advanced registered nurse practitioner and is also board
certified in advanced practice psycniatric and mental health nursing. 
e. Psychiatric nurses are registered nurses with a Baetlelor's degree from 
an accredrted college or university, and have, in addition, at least two years' 
experience in he direct treatment of mentally ill or emotionally disturbed 
persons, such experience gained under he supervision of a mental healtll 
professional. 

Description 

a. Licensed Practical Nurses (LPN} must successfully complete a commission
approved nursing education program consisting of at least 60 hours of theory
content and 120 hours of clinical practice, and must pass the official National 
Council of State Boards of Practical Nurse Licensing Examination (NCLEX
PN®} for their LPN nurse certificate. All LPNs must have an active status 
license in Washington before practicing. 
b. Registered Nurses (RN) must successfully complete a commission 
approved nursing education program consisting of a minimum of 40 hours of 
core course content, 40 hours of specialty content, and 160 hours of clinical 
practice in a specialty area. RNs must successfully pass the official National 
Council of the State Boards of Nursing Registered Nurse (NCSBN} or 
(NCLEX-RN). All RNs must have an active status license in Washington 
before practicing. 
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D Medical Specialists 

D Physicians 

@ Physician's Assistants 

D Pharmacists 

@ Social Worl<ers 

[l Doctors of Chiropractic 

D Licensed Complementary and alternative Medicine Prac itioners 

D Dieticians 

[l Nutritionists 

@ Other (specify) 

�ider 
I lY� Description 
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c. Advanced Registered Nurse Prac itioners (ARNP} must have formal 
gracluate education and obtain a national specialty certification as a nurse 
practitioner, nurse anesthetist or nurse midWife. ARNPs must hOld a 
registered nurse license in Washington before tal<ing an accredited nursing or
nursing-related accredi ing organiza ion recognized by the US Department of 
Education or the Council of Higher Education Accreditation. Educational 
requirements indu<le no less than 500 hours of dinical prac ice. 
d. A psychiatric advanced registered nurse practitioner is a person who is
licensed as an a<lvanced registered nurse practitioner and is also board
certified in a<lvanced practice psychiatric and mental health nursing. 
e. Psychiatric nurses are registered nurses with a Baehelor's degree from 
an accredrted college or university, and have, in addition, at least two years' 
experience in the direct treatment of mentally ill or emotionally disturbed 
persons, such experience gained under the supervision of a mental health 
professional. 

Description 

Physician Assistants (PA) must be licensed by the Department of Heal h, 
Medical Qualrty Assurance Commission to practice medicine to a limited 
extent under the supervision of a physician. They must be academically and 
dinically prepared to provi<le health care services and perform <liagnostic, 
therapeutic, preventative, an<l health maintenance services. PAs must have 
gracluated from an accredited physician assistant program approved by the 
commission and be certified by successful completion of the National 
Commission of Certification of Physician Assistants (NCCPA) examination. 
Physician assistants must have 4 clock hours of AID education and an active 
DEA registration. 

Description 

All social worl<ers listed below must pass ei her the American Association of 
state Social Worl< Board's a<lvanced or clinical examination for licensure. Toe 
Associate social worl<ers listed below are not required to have supervised 
postgra<luate experience prior to becoming an associate. 
a. Licensed Independent Social Worl<er must graduate With a MA or PhD 
social worl< and complete a minimum of 4000 hours of supervised experience 
or Which 1000 hours must be direct client contact, over a three-year period 
supervised by a licensed indepen<lent clinical social worl<er, with supervision 
of at least 130 hOurs by a licensed mental health practitioner. 
b. Licensed A<lvanced Social Worl<er must gracluate with a MA or PhD 
social worl< program and complete 3200 hours With supervision. At least 90 
hours are <lirect supervision as specified by a license<! in<lepen<lent clinical 
social worl<er, a licensed advanced social worl<er. or an equally qualified 
licensed mental health professional. At least 40 hours must be in one-to-one 
supervision and 50 hOurs may be in one-to-one supervision or group 
supervision. 
c. Licensed in<lepen<lent dinical social worl<er must graduate wrth a MA or
PhD level social worl< program accredrted by the Council on Social Worl< 
Education and successfully complete a supervised experience of at least 4000 
hours of experience. of Which 1000 hours must be <lirect client contact, over a 
3-year period supervised by a licensed in<lependent dinical social worl<er, with 
supervision of at least 130 hours by a licensed mental health practi ioner. 
d. Licensed social worl<er associate-independent dinical must gra<luate 
wrth a MA or PhD level social worl< program accredrted by the Council on 
Social Worl< E<lucation and <ledare they are worl<ing towar<l full licensure. 
e. Licensed social worl<er associate-a<lvanced must graduate wrth a MA or 
PhD level social worl< program accredrted by the Council on Social Worl< 
Educa ion and dedare they are worl<ing toward full licensure. 

Exception to 
Rule 

Heal h Horne benefits and services must be provi<led by qualified care coor<linators. On rare occasions. Heal h Horne lea<l entrties may 
request an exception to the policy. Consi<leration and approval may be given to those specific hires When he lea<l organization provi<les 
eVidence that the education. skills and l<noWledge an<l experience of the indivi<lual are an acceptable substrtution for care coor<linator 
qualifications. Toe indiVi<lual must meet Heal h Horne employment standards such as criminal history bacl<groun<l checks and eligible for 
professional liability insurance as required by the hiring organization. 

Toe lea<l en rty will proVi<le HCA a letter of request for approval to hire a specific candi<late. Toe letter Will indU<le the rationale for he 
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Dependency 
Professionals 
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Description 

poten ial care coordinator (i.e. any special sl<ills or Knowledge such as bicultural or bilingual), employee bacl<ground and experience and 
how the person will be supervised. The following are examples of supporting documentation the lead entity may include with the letter of 
reguest: 
• Resume 
• Letters of recommendation 
• Educational transcripts 
• Documentation of courses, dasses and trainings
• Certifications
• Licenses

staff will reView and rate eaeh letter of request and documentation. Scores must be at least 80% in each section to qualify. Sections are 
identified as: 
1. Education 
2. Experience 
3. Sl<ills/Knowledge 
4. Letters of Recommendation 

Community health worl<ers, peer counselors. wellness coaehes or o her non<linical personnel who proVide supportive services. 
outreaeh and engagement to the client under the direction and supervision of he Health Home Care Coordinator. 

Allied or Affiliated staff may: 
1. Provide customized educational materials according to the needs and goals of tile dient, caregiver. or other social supports as 
appropriate. 
2. Promote participa ion in community educational and support groups. 
3. Provide linl<S to health care resources that support the client's goals. 
4. Support the execution of cross-system care coordination actiVities that assist dients in accessing and navigating needed services. 
5. DistribUte health education and other materials. 
6. Assist wi h follow up calls and provide appointment reminders. 

aerical or administrative staff who provide derical supportive serVices under the direction of the Care Coordinator. 

Support staff may: 
1. DistribUte health education and other materials. 
2. Assist wi h follow up calls and provide appointment reminders. 

Chemical De�ndency Professionals (CDPs) must pass the National Association of Alcoholism and Drug Abuse Counselor (NAADAC) 
National Certification Examination for Addiction Counselors or International Certification and Reciprocity Consortium (ICRC) Certified 
Addie ion Counselor Level II or higher examination. CDPs must complete 1,000 to 2,500 hours of superVised experience, dependent 
upon he following, associate degree, baccalaureate deQree, masters or doctoral degree, licensed as an adVance registered nurse 
practitioner. marriage and family therapists, mental heallh counselors, advanced social workers, independent dinicaf social worker or 
licensed as a psyehologist, that include dinical evaluation and face-to-face counseling. 

Comprehensive Transitional Care from Inpatient to Other Settings (including appropriate follow-up) 

Definition 

Comprehensive transitional care is proVided to prevent beneficiary avoidable readmission after discharge from an inpatient facility to ensure proper and timely 
follow-up care. 

The beneficiary's Health Action Plan (HAP) includes transitional care planning. Transitional care planning indudes: 

1. A notification system with managed care plans, hospitals. nursing homes and residential/rehabilitation facili ies to proVide the Health Home prompt 
communication of a beneficiary's admission and/or diseharge from an emergency department, inpa ient, nursing home or residential/rehabilitation and if proper 
pennissions. a substance use disorder treatment set ing. Progress notes or a case file documents the notification and the HAP Should be updated with 
transition planning. 

2. The use of a Health Home care Coordinator as an active participant in all appropriate phases of care transition. induding diseharge planning visits during 
hospitaliZations or nursing home stays following hospital/ins itutional discharge, conducted via home Visits and telephone calls.

3. Beneficiary education addressing discharge care needs. induding medication management. encouragement and intervention to assure follow-up 
appointments and self-management of their Chronic or acute conditions. induding information on When to seel< medical care and emergency care. Involvement 
of family and fonnal or informal caregivers are facilitated When requested by the beneficiary. 

4. A systematic follow-up protocol to assure imely access to follow-up care post diseharge and to identify and re-engage beneficiaries that do not receive 
post-discharge care. 

Describe how Health Information Technology will be used to linl< this service in a comprehensive approach across the care continuum 

Emergency Department lnforma ion Exehange (EDIE) notifications proVide Medicaid daims data to ED physicians. EDIE is HIPM-compliant. EDIE can 
proac ively alert care providers through a variety of methods sueh as fax. phone, email, or integration with facility's current electronic medical record When high 
utilizing beneficiaries enter the ED. Once notified, care proViders can use EDIE to access care guidelines and crucial information on the beneficiary from other 
participating facilities to better detennine the beneficiary's overall medical situation. 

PreManage is information exchange system alerts providers when their beneficiary is accessing inpatient hospital services. 

Lead FFS Entities with access to EDIE and Pre-Manage can push real-time information on ED Visits and inpa ient hospital stays to their care Coordination 
OrganiZations. 

Managed care Lead Entities notify Health Home Care Coordinators of beneficiary admission to hospital and tertiary care facilities to facilitate diseharge planning 
and care transi ions. MCO Lead Entities also infonn the Health Home Care Coordinators of lapses in phannacy refills for beneficiaries with Chronic conditions 
requiring long-tenn use of medications. Health Home Care Coordinators are responsible for conducting outreaeh activities with the beneficiary to ensure 
medications have been picked up and are being used according to the dinical treatment plan. 

Scope of service 

The service can be provided by the following provider types 
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Description 

a. PsychOlogists must have a Cloctoral Clegree from a regionally-accre<lite<l 
institution, with at least 40 semester hours or 60 quarter hours of graeluate 
courses, one full year of con inuous resielency, a practicum of at least 300 
hours, an<l superViseel experience consisting at least two years. Psyetlologists 
must tal<e the National Examina ion of Professional Practice of Psyehology 
(EPPP}.
b. Chil<l psyehiatrists must be licenseel as physicians an<l surgeons, with 
graeluate training in chilel psychiatry in a program approveel by the American 
Meelical Association or the American Osteopathic Association, an<l who is 
boarel-eligible or boarel-certifieel in Chilel psychiatry. 
c. Licenseel mental health counselors must graeluate with a MA or PhD 
level eelucational program in mental health counseling or a retateel Cliscipline, 
anel complete 36 months of superViseel full-time counseling or 3000 hours of 
postgraeluate mental health counseling uneler he supervision of a qualifieel 
licenseel mental health counselor. licenseel mental health counselors must 
pass an examination aelministereel by the National Boarel of Certifieel 
Counselors. Licenseel mental health counselors are not requireel to have 
superviseel postgraeluate experience prior to becoming an associate. 
Cl. Licenseel marriage anel family therapists must have either an MA or PhD 
in marriage anel family therapy or an MA or PhD in behaVioral science wi h 
equivalent course worl< from an approveel schOOI. license<l marriage anel 
family therapists must complete a minimum of 2 years of superViseel full-time 
marriage an<l family therapy. For full licensure, a license<l marriage anel family 
therapists must tal<e anel pass the Association of Marital an<l Family Therapy 
Regulatory Boarels examination. licenseel marriage an<l family therapist 
associate applicants are not requireel to have superViseel postgraeluate 
experience prior to becoming an associate. 

Description 

a. licensed Practical Nurses (LPN} must successfully complete a commission
approveel nursing eelucation program consisting of at least 60 hours of theory
content an<l 120 hours of clinical practice, anel must pass the official National 
Council of State Boarels of Practical Nurse licensing Examination (NCLEX
PN®} for their LPN nurse certificate. All LPNs must have an active status 
license in Washington before practicing. 
b. Registereel Nurses (RN) must successfully complete a commission 
approveel nursing eelucation program consisting of a minimum of 40 hours of 
core course content, 40 hours of specialty content, an<l 160 hours of clinical 
practice in a specialty area. RNs must successfully pass the official National 
Council of the State Boarels of Nursing Registereel Nurse (NCSBN} or 
(NCLEX-RN). All RNs must have an active status license in Washington 
before practicing. 
c. A<lvanceel Registereel Nurse Prac itioners (ARNP} must have formal 
graeluate eelucation an<l obtain a na ional specialty certification as a nurse 
practitioner, nurse anesthetist or nurse mi<lWife. ARNPs must hOl<l a 
registere<l nurse license in Washington before tal<ing an accre<lrteel nursing or
nursing-relateel accre<li ing organiza ion recognizeel by the US Department of 
E<lucation or the Council of Higher E<lucation Accrecination. Eelucational 
requirements incluele no less than 500 hours of dinical prac ice. 
Cl. A psychiatric aelvanceel registereel nurse practmoner is a person who is 
licenseel as an aelvanceel registereel nurse practitioner an<l is also boarel
certifieel in aelvanceel practice psycniatric an<l mental health nursing. 
e. Psychiatric nurses are registereel nurses with a Baetlelor's <legree from 
an accreelrteel college or university, an<l have, in aelelition, at least two years' 
experience in he Clirect treatment of mentally ill or emotionally Clisturbed 
persons, sueh experience gaineel uneler he superVision of a mental health 
professional. 

Description 

a. licensed Practical Nurses (LPN} must successfully complete a commission
approveel nursing eelucation program consisting of at least 60 hours of theory
content an<l 120 hours of clinical practice, anel must pass the official National 
Council of State Boarels of Practical Nurse licensing Examination (NCLEX
PN®} for their LPN nurse certificate. All LPNs must have an active status 
license in Washington before practicing. 
b. Registereel Nurses (RN) must successfully complete a commission 
approveel nursing eelucation program consisting of a minimum of 40 hours of 
core course content, 40 hours of specialty content, an<l 160 hours of clinical 
practice in a specialty area. RNs must successfully pass the official National 
Council of the State Boarels of Nursing Registereel Nurse (NCSBN} or 
(NCLEX-RN). All RNs must have an active status license in Washington 
before practicing. 
c. A<lvanceel Registereel Nurse Prac itioners (ARNP} must have formal 
graeluate eelucation an<l obtain a na ional specialty certification as a nurse 
practitioner, nurse anesthetist or nurse mi<lWife. ARNPs must hOl<l a 
registere<l nurse license in Washington before tal<ing an accre<lrteel nursing or
nursing-relateel accre<li ing organiza ion recognizeel by the US Department of 
Eelucation or the Council of Higher Eelucation Accreelitation. Eelucational 
requirements incluele no less than 500 hours of dinical prac ice. 
Cl. A psychiatric aelvanceel registereel nurse practrtioner is a person who is 
licenseel as an aelvanceel registereel nurse practitioner an<l is also boarel
certifieel in aelvanceel practice psycniatric an<l mental health nursing. 
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e. Psychiatric nurses are registered nurses With a Bachelor's degree from 
an accredrted college or university, and have, in addition, at least two years' 
experience in the direct treatment of mentally ill or emotionally disturbed 
persons, sueh experience gained under the supervision of a mental health
professional. 

D Medical Specialists 

D Physicians 

@ Physician's Assistants Description 

D Pharmacists 

� Social Wor1<ers 

Physician Assistants (PA) must be licensed by the Department of Heal h, 
Medical Qualify Assurance Commission to practice medicine to a limited 
extent under the supervision of a physician. They must be academically and 
dinically prepared to provi<le health care services and perform <liagnostic, 
therapeutic, preventative, an<l health maintenance services. PAs must have 
graduated from an accredited physician assistant program approved by the 
commission and be certified by successful completion of the National 
Commission of Certification of Physician Assistants (NCCPA) examination. 
Physician assistants must have 4 clock hours of AID education and an active 
DEA registration. 

Description 
All social worl<ers listed below must pass ei her the American Association of 
state Social Worl< Board's a<lvanced or clinical examination for licensure. The 
Associate social wor1<ers listed below are not required to have supervised 
postgra<luate experience prior to becoming an associate. 
a. Licensed Independent Social Wor1<er must graduate With a MA or PhD
social worl< and complete a minimum of 4000 hours of supervised experience 
or Whieh 1000 hours must be direct client contact, over a three-year perio<l 
supervised by a licensed indepen<lent clinical social wor1<er, with supervision 
of at least 130 hOurs by a licensed mental health practitioner. 
b. Licensed A<lvanced Social Wor1<er must graduate with a MA or PhD 
social worl< program and complete 3200 hours With supervision. At least 90 

hours are <lirect supervision as specified by a licensed in<lepen<lent clinical 
social worl<er, a licensed advanced social wor1<er. or an equally qualified 
licensed mental health professional. At least 40 hours must be in one-to-one 
supervision and 50 nours may be in one-to-one supervision or group
supervision. 
c. Licensed in<lepen<lent dinical social wor1<er must graduate wrth a MA or
PhD level social worl< program accredrted by the Council on Social Wor1< 
Education and successfully complete a supervised experience of at least 4000 

hours of experience. of Which 1000 hours must be <lirect client contact, over a 
3-year perio<l supervised by a licensed independent dinical social worl<er, with 
supervision of at least 130 hours by a licensed mental health practi ioner. 
d. Licensed social wor1<er associate-independent dinical must gra<luate 
wrth a MA or PhD level social worl< program accredited by the Council on
Social Worl< E<lucation and <ledare they are wor1<ing towar<l full licensure. 
e. Licensed social wor1<er associate-a<lvanced must graduate wrth a MA or 
PhD level social worl< program accredrted by the Council on Social Wor1< 
Educa ion and dedare they are worl<ing toward full licensure. 

D Doctors of Chiropractic 

D Licensed Complementary and alternative Medicine Prac itioners 

D Dieticians 

D Nutritionists 

Pl Other (specify) 

I Provider 
Type 

Exception to 
RUie 

Description i 
Heal h Home benefits and services must be provi<led by qualified care coor<linators. On rare occasions. Heal h Home lea<l entities may 
request an exception to the policy. Consi<leration and approval may be given to those specific hires when he lea<l organization provides 
eVidence that the education, skills and l<noWledge an<l experience of the indivi<lual are an acceptable substitution for care coor<linator 
qualifications. The indiVi<lual must meet Heal h Home employment standards sueh as criminal history bacl<groun<l checks and eligible for 
professional liability insurance as required by the hiring organization. 

The lea<l en ity will proVi<le HCA a letter of request for approval to hire a specific candi<late. The letter Will indU<le the rationale for he 
poten ial care coordinator (i.e. any special sl<iOs or Knowledge such as bicultural or bilingual), employee bacl<groun<l and experience an<l 
how the person will be supervised. The folloWing are examples of supporting <locumentation the lead entity may inclu<le with the letter of 
request: 
• Resume 
• Letters of recommen<lation 
• E<lucational transcripts 
• Documentation of courses, dasses and trainings 
• Certifications 
• Licenses 

staff Will reView and rate eaeh letter of request an<l documentation. Scores must be at least 80% in each section to qualify. Sections are 
i<lentified as: 
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Allie<l or 
Affiliate<l Staff 

Community health workers, peer counselors. wellness coaehes or o her non<linical personnel who provide supportive services. 
outreaeh and engagement to the client under the direction and supervision of he Health Home Care Coordinator. 

Allie<l or Affiliate<l staff may: 
1. Support dient with connecting to community supports to ensure hat nee<le<l services or equipment are receive<l. 

Support staff 
Clerical or administra ive staff Who provide clerical suppor ive services under the direction of the Care Coordinator. 

Support staff may: 
1. Support dient with connecting to community supports to ensure hat nee<le<l services or equipment are receive<l. 

Chemical 
Dependency 
Professionals 

Chemical De�ndency Professionals (CDPs) must pass the National Association of Alcoholism and Drug Abuse Counselor (NAADAC) 
National Certification Examination for Addiction Counselors or International Certifica ion and Reciprocity Consortium (ICRC) Certifie<l 
Addie ion Counselor Level II or higher examination. CDPs must complete 1,000 to 2,500 hours of supervise<l experience, dependent 
upon he following, associate degree, baccalaureate deQree, masters or doctoral degree, license<l as an adVance registere<l nurse 
practitioner. marriage and familylllerapists, mental heallh counselors, advance<l social workers, independent dinicaf social worker or 
license<l as a psychologist, hat include dinical evaluation and face-to-face counseling. 

Individual and Family Support (which includes authorized representatives) 

Definition 

The Health Home Care Coordinator recognizes the unique roles the beneficiary may assign to family, identifie<l decision makers and caregivers in assisting 
them with accessing and navigating health care and social service delivery systems, as well as support health action planning. 

The Health Home Care Coordinator uses peer supports, support groups, and self-management programs to increase beneficiary and caregivers' knowle<lge of 
the beneficiary's chronic conditions. promote the beneficiary's engagement and self-management capabilities, and help the beneficiary improve adherence to 
their prescribed treatment 

The Health Home Care Coordinator, affiliate<l staff and the beneficiary: 
1. Identify he role that families, informal supports and paid caregivers proVide to aehieve self-management and optimal levels of physical and cognitive 
function; 
2. Educate and support self-management, self.flelp recovery, and other resources necessary for the beneficiary, their family, and their caregivers to support 
the beneficiary's indiVidualize<l health action goals; 
3. Discuss advance directives with beneficiaries and their families; and 
4. Communicate and Share informa ion With beneficiaries and their families and other caregivers with appropriate consideration of language, activa ion level, 
literacy and cultural preferences. 
Describe how Health lnfonnation Technology will be used to link this serVice in a comprehensive approach across the care continuum 

The PRISM software application includes the PRISM Heal h Report for all beneficiaries. The PRISM report is provide<l to he beneficiary's primary care provider 
and any other health care providers iden ified by the beneficiary and authorize<l by a signe<l release of information. This includes the Heal h Horne care 
Coordinator. The report indudes: 
1. Beneficiary demographics 
2. Last dental appointment 
3. Health conditions 
4. Hospital stays 
5. Emergency room Visits 
6. Office visits and proce<lures in the last 180 days, used by the care Coordinator to assess sufficient clinical oversight of the beneficiary's chronic conditions 
7. Prescrip ions fille<l in the last 90 days 
8. Prescriptions by drug class in last two years 

Coaehing for Activa ion e<lucational materials are available electronically and are printe<l for beneficiary and family support. 

Scope of service 

The service can be provided by the following provider types 

@ Behavioral Heal h Professionals or Specialists 

TN WA-16-0026 
Supersedes TN: WA-15-0011 

Description 
a. Psyehologists must have a doctoral degree from a regionally-accredited 
institution, With at least 40 semester hours or 60 quarter hours of graduate 
courses, one full year of con inuous residency, a practicum of at least 300 
hours. and supervise<l experience consisting at least two years. Psyehologists 
must take the National Examina ion of Professional Practice of Psyehology 
(EPPP). 
b. Child psyehiatrists must be license<l as physicians and surgeons, With 
graduate training in child psychiatry in a program approve<l by the American 
Me<lical Association or the American Osteopathic Association, and Who is 
board-eligible or board-certifie<l in child psychiatry. 
c. License<l mental health counselors must graduate with a MA or PhD 
level e<lucational program in mental health counseling or a relate<l discipline,
and complete 36 months of supervise<l full-time counseling or 3000 hours of 
postgraduate mental health counseling under he supervision of a qualifie<l 
license<l mental health counselor. license<l mental health counselors must 
pass an examination administere<l by the National Board of Certifie<l 
Counselors. License<l mental health counselors are not require<l to have 
supervise<l postgraduate experience prior to becoming an associate. 
d. License<l marriage and family therapists must have either an MA or PhD 
in marriage and family therapy or an MA or PhD in behavioral science Wi h 
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D Meelical Specialists 
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equivalent course work from an approveel sehOOI. license<l marriage anel 
family therapists must complete a minimum of 2 years of superviseel full-time 
marriage an<l family therapy. For full licensure, a license<l marriage anel family 
therapists must tal<e anel pass the Association of Marital an<l Family Therapy 
Regulatory Boarels examination. licenseel marriage an<l family therapist 
associate applicants are not requireel to have superviseel postgraeluate 
experience prior to becoming an associate. 

Description 

a. licenseel Practical Nurses (LPN} must successfully complete a commission
approveel nursing eelucation program consisting of at least 60 hours of theory 
content an<l 120 hours of clinical practice, anel must pass the official National 
Council of State Boarels of Practical Nurse licensing Examination (NCLEX
PN®} for their LPN nurse certificate. All LPNs must have an active status 
license in Washington before practicing. 
b. Registereel Nurses (RN) must successfully complete a commission 
approveel nursing eelucation program consisting of a minimum of 40 hours of 
core course content, 40 hours of specialty content, an<l 160 hours of clinical 
practice in a specialty area. RNs must successfully pass the official National 
Council of the State Boarels of Nursing Registereel Nurse (NCSBN} or 
(NCLEX-RN). All RNs must have an active status license in Washington 
before practicing. 
c. A<lvanceel Registereel Nurse Prac itioners (ARNP} must have formal 
graeluate eelucation an<l obtain a na ional specialty certification as a nurse
practitioner, nurse anesthetist or nurse mi<lWife. ARNPs must hOl<l a 
registere<l nurse license in Washington before tal<ing an accre<lrteel nursing or
nursing-relateel accre<li ing organiza ion recognizeel by the US Department of 
Eelucation or the Council of Higher Eelucation Accreelitation. Eelucational 
requirements incluele no less than 500 hours of dinical prac ice. 
Cl. A psyehiatric aelvanceel registereel nurse practmoner is a person who is
licenseel as an aelvanceel registereel nurse practitioner an<l is also boarel
certifieel in aelvanceel practice psyehiatric an<l mental health nursing. 
e. Psychiatric nurses are registereel nurses with a Baehelor's <legree from 
an accreelrteel college or university, an<l have, in aelelition, at least two years' 
experience in he Clirect treatment of mentally ill or emotionally Clisturbed 
persons, sueh experience gaineel uneler he supervision of a mental health 
professional. 

Description 

a. licenseel Practical Nurses (LPN} must successfully complete a commission
approveel nursing eelucation program consisting of at least 60 hours of theory 
content an<l 120 hours of clinical practice, anel must pass the official National 
Council of State Boarels of Practical Nurse licensing Examination (NCLEX
PN®} for their LPN nurse certificate. All LPNs must have an active status 
license in Washington before practicing. 
b. Registereel Nurses (RN) must successfully complete a commission 
approveel nursing eelucation program consisting of a minimum of 40 hours of 
core course content, 40 hours of specialty content, an<l 160 hours of clinical 
practice in a specialty area. RNs must successfully pass the official National 
Council of the State Boarels of Nursing Registereel Nurse (NCSBN} or 
(NCLEX-RN). All RNs must have an active status license in Washington 
before practicing. 
c. A<lvanceel Registereel Nurse Prac itioners (ARNP} must have formal 
graeluate eelucation an<l obtain a na ional specialty certification as a nurse 
practitioner, nurse anesthetist or nurse mi<lWife. ARNPs must hOl<l a 
registereel nurse license in Washington before tal<ing an accre<liteel nursing or 
nursing-relateel accre<li ing organiza ion recognizeel by the US Department of 
Eelucation or the Council of Higher Eelucation Accreelitation. Eelucational 
requirements incluele no less than 500 hours of dinical prac ice. 
Cl. A psyehiatric aelvance<l registereel nurse practrtioner is a person who is
licenseel as an aelvanceel registereel nurse practitioner an<l is also boarel
certifieel in aelvanceel practice psyehiatric an<l mental health nursing. 
e. Psychiatric nurses are registereel nurses with a Baehelor's <legree from 
an accreelrteel college or university, an<l have, in aelelition, at least two years' 
experience in he Clirect treatment of mentally ill or emotionally Clisturbed 
persons, sueh experience gaineel uneler he supervision of a mental health
professional. 

Description 

Physician Assistants (PA) must be license<l by the Department of Heal h, 
Meelical Qualrty Assurance Commission to practice meelicine to a limite<l 
extent uneler the supervision of a physician. They must be acaelemically anel 
dinically prepareel to provi<le health care services an<l perform Cliagnostic, 
therapeutic, preventative, anel health maintenance services. PAs must have 
graeluate<l from an accreeliteel physician assistant program approveel by the 
commission an<l be certifieel by successful completion of the National 
Commission of Certification of Physician Assistants (NCCPA) examination. 
Physician assistants must have 4 clock hours of AID eelucation an<l an active 
DEA registration. 
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Description 
All social worl<ers listed below must pass ei her the American Association of 
state Social Work Board's advanced or clinical examination for licensure. The 
Associate social workers listed below are not required to have supervised 
postgraduate experience prior to becoming an associate. 
a. Licensed Independent Social Wor1<er must graduate with a MA or PhD 
social worl< and complete a minimum of 4000 hours of supervised experience 
or Whieh 1000 hours must be direct client contact, over a three-year period 
supervised by a licensed independent clinical social worker, with supervision 
of at least 130 hOurs by a licensed mental health practitioner. 
b. Licensed Advanced Social Wor1<er must graduate with a MA or PhD 
social worl< program and complete 3200 hours with supervision. At least 90 
hours are direct supervision as specified by a licensed independent clinical 
social worl<er, a licensed advanced social wor1<er, or an equally qualified 
licensed mental health professional. At least 40 hours must be in one-to-one 
supervision and 50 hOurs may be in one-to-one supervision or group 
supervision. 
c. Licensed independent dinical social wor1<er must graduate with a MA or
PhD level social work program accredrted by the Council on Social Wor1< 
Education and successfully complete a supervised experience of at least 4000 
hours of experience, of Which 1000 hours must be direct client contact, over a 
3-year period supervised by a licensed independent dinical social worker, with 
supervision of at least 130 hours by a licensed mental health practi ioner. 
d. Licensed social worker associate-independent dinical must graduate 
with a MA or PhD level social worl< program accredrted by the Council on
Social Work Education and dedare they are wor1<ing toward full licensure. 
e. Licensed social wor1<er associate-advanced must graduate with a MA or 
PhD level social work program accredrted by the Council on Social Wor1< 
Educa ion and dedare they are working toward full licensure. 

[l Doctors of Chiropractic 

D Licensed Complementary and alternative Medicine Prac itioners 

D Dieticians 

D Nutritionists 

@ Other (specify) 

Provider 
Type 

Exception to 
RUie 

Allied or 
Affiliated Staff 

Chemical 
Dependency 
Professionals 

Description 

Heal h Home benefits and services must be provided by qualified care coordinators. On rare occasions, Heal h Home lead entrties may 
request an exception to the policy. Consideration and approval may be given to those specific hires when he lead organization provides 
evidence that the education, skills and l<noWledge and experience of the individual are an acceptable substitution for care coordinator 
qualifications. The individual must meet Heal h Home employment standards sueh as criminal history bacl<ground checl<s and eligible for 
professional liability insurance as required by the hiring organization. 

The lead en ity will provide HCA a letter of request for approval to hire a specific candidate. The letter will indUde the rationale for he 
poten ial care coordinator (i.e. any special sl<ills or Knowledge such as bicultural or bilingual), employee bacl<ground and experience and 
how the person will be supervised. The following are examples of supporting documentation the lead entity may include with the letter of 
request: 
• Resume 
• Letters of recommendation 
• Educational transcripts 
• Documentation of courses, dasses and trainings 
• Certifications 
• Licenses 

staff will review and rate eaeh letter of request and documentation. Scores must be at least 80% in each section to qualify. Sections are 
identified as: 
1. Education 
2. Experience 
3. S1<1lls/Knowledge 
4. Letters of Recommendation 

Community health worl<ers, peer counselors, wellness coaehes or o her non<linical personnel who provide supportive services, 
outreach and engagement to the client under the direction and supervision of he Health Home Care Coordinator. 

Allied or Affiliated staff may: 
1. Educate client, family, or caregiver advance directives, client rights, and health care issues, as needed. 
2. Meet wrth client and family, inviting any other providers to facilrtate needed interpretation services. 
3. Refer client/family to peer supports, support groups, social services, entitlement programs as needed. 

Chemical De�ndency Professionals (CDPs) must pass the National Association of AlcohOlism and Drug Abuse Counselor (NAADAC) 
National Certification Examination for Addiction Counselors or International Certification and Reciprocity Consortium (ICRC) Certified 
Addie ion Counselor Level II or higher examination. CDPs must complete 1,000 to 2,500 hours of supervised experience, dependent 
upon he following, associate degree, baccalaureate deQree, masters or doctoral degree, licensed as an adVance registered nurse 
practrtioner, marriage and familylherapists, mental heal!h counselors, advanced social workers, independent dinicaf social worker or 
licensed as a psychologist, that include dinical evaluation and face-to-face counseling. 

Referral to Community and Social Support Services 

Definition 
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The Healtll Home Care Coordinator and affiliated staff identify available community based resources. actively manage referrals, assist the beneficiary in 
advocating for access to care. and engage With community and social supports related to goal aehievement documented in the Health Action Plan. When 
needed and not otherwise proVided through other case management systems, the Health Home care Coordinator proVides assistance in obtaining and 
maintaining eligibility for health care services, disability benefits. housing, personal needs and legal services. These services Will be coordinated With 
appropriate local, state and federal governments and community based organiza ions. Referral to community and social support services inductes long-tern, 
services and supports, mental health, substance use disorder and other community and social services support proViders needed to support he beneficiary in 
support of heal h action goals. 

The Health Home Care Coordinator documents referrals to and access by the beneficiary of community- based and other social support services. 

Describe how Health lnfonnation Technology will be used to link this service in a comprehensive approach across the care continuum 

PRISM and Insignia Health are infonnation teehnology sources supporting the beneficiary and the Health Horne Care Coordinator to iden ify the unmet needs, 
gaps in care. transitional support needs, dinical protocOls required and current utilization of case management, medical and behaVioral heal h services. 

Scope of service 

The service can be provided by the following provider types 

@ Behavioral Heal h Professionals or Specialists 

D Nurse Practitioner 

@ Nurse care Coordinators 

@Nurses 

TN WA-16-0026 
Supersedes TN: WA-15-0011 

Description 

a. Psyehologists must have a doctoral degree from a regionally-accredited 
institution, With at least 40 semester hours or 60 quarter hours of graduate 
courses, one full year of con inuous residency, a practicum of at least 300 
hours. and supervised experience consisting at least two years. Psyehologists 
must take the National Examina ion of Professional Practice of Psyehology 
(EPPP}. 
b. Child psyehiatrists must be licensed as physicians and surgeons, With 
graduate training in child psychiatry in a program approved by the American 
Medical Association or the American Osteopathic Association, and who is 
board-eligible or board-certified in Child psychiatry. 
c. Licensed mental health counselors must graduate With a MA or PhD 
level educational program in mental healtll counseling or a related discipline, 
and complete 36 months of supervised full-time counseling or 3000 hours of 
postgraduate mental health counseling under he supervision of a qualified 
licensed mental health counselor. licensed mental healtll counselors must 
pass an examination administered by the National Board of Certified 
Counselors. Licensed mental health counselors are not required to have 
supervised postgraduate experience prior to becoming an associate. 
d. Licensed marriage and family therapists must have either an MA or PhD 
in marriage and family therapy or an MA or PhD in behaVioral science Wi h 
equivalent course work from an approved schoOI. licensed marriage and
family therapists must complete a minimum of 2 years of supervised full-time 
marriage and family therapy. For full licensure, a licensed marriage and family 
therapists must take and pass the Association of Marital and Family Therapy 
Regulatory Boards examination. licensed marriage and family therapist 
associate applicants are not required to have supervised postgraduate 
experience prior to becoming an associate. 

Description 

1. licensed Practical Nurses (LPN} must successfully complete a commission 
approved nursing education program consisting of at least 60 hours of theory 
content and 120 hours of clinical practice and pass the official National 
Council of State Boards of Practical Nurse licensing Examination (NCLEX
PN®} for their LPN nurse certificate. All LPNs must have an active status 
license in Washington State before practicing. 
2. Registered Nurses (RN) RNs must successfully complete a commission 
approved nursing education program consisting of a minimum of 40 hours of 
core course content, 40 hours of specialty content, and 160 hours of clinical 
practice in a specialty area. RNs must successfully pass the official National 
Council of the State Boards of Nursing Registered Nurse (NCSBN} or 
(NCLEX-RN). All RNs must have an active status license in Washington State 
before practicing. 
3. Advanced registered Nurse Practitioners (ARNP) must have fonnal 
graduate education and aehieve a national specialty cer ifica ion for the nurse 
practitioner, nurse anesthetist or nurse midWife role. ARNPs must hOld a 
registered nurse license in Washington State before taking an accredited 
nursing or nursing-related accrediting organization recognized by the US 
Department of Education or he Council of Higher Educa ion Accreditation. 
Educational requirements include no less than 500 hours of dinical practice. 
4. Psyehiatric advanced registered nurse practitioner• means a person who is 
licensed as an advanced registered nurse practitioner; and who is board 
certified in advanced practice psyehiatric and mental health nursing. 
5. Psyehiatric nurses are registered nurses With a bachelors degree from an 
accredrted cOllege or university, and have. in addi ion, at least two years' 
experience in he direct treatment of mentally ill or emotionally disturbed 
persons, sueh experience gained under the supervision of a mental healtll
professional. 

Description 

1. licensed Practical Nurses (LPN} must successfully complete a commission 
approved nursing education program consisting of at least 60 hours of theory
content and 120 hours of clinical practice and pass the official National 
Council of State Boards of Practical Nurse licensing Examination (NCLEX-
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PN®) for their LPN nurse certificate. All LPNs must have an active status 
license in Washington State before practicing. 
2. Registered Nurses (RN) RNs must successfully complete a commission 
approved nursing education program consisting of a minimum of 40 hOurs of 
core course content, 40 hours of specialty content, and 160 hours of clinical 
practice in a specialty area. RNs must successfully pass the official National 
Council of the State Boards of Nursing Registered Nurse (NCSBN) or 
(NCLEX-RN). All RNs must have an active status license in Washington State 
before practicing. 
3. Advanced registered Nurse Practitioners (ARNP) must have fonnal 
graduate education and aehieve a national specialty cer ifica ion for the nurse 
practitioner, nurse anesthetist or nurse midwife role. ARNPs must hOld a 
registered nurse license in Washington State before taking an accredited 
nursing or nursing-related accredrting organization recogniZed by the US 
Department of Education or he Council of Higher Educa ion Accreditation. 
Educational requirements inclu<le no less than 500 hours of dinical practice. 
4. Psyehiatric advanced registered nurse practitioner" means a person who is 
licensed as an a<lvanced registered nurse practitioner; and who is board 
certified in a<lvanced practice psyehiatric and mental health nursing. 
5. Psyehiatric nurses are registered nurses with a bachelor's degree from an 
accredrted college or universrty, and have. in addi ion, at least two years' 
experience in he direct treatment of mentally ill or emotionally disturbed 
persons, sueh experience gained un<ler the supervision of a mental health
professional. 

Description 

Physician Assistants (PA) must be licensed by the Department of Heal h, 
Medical Quality Assurance Commission to practice medicine to a limited 
extent under the supervision of a physician. They must be academically and 
dinically prepared to provide health care services and perform diagnostic, 
therapeutic, preventative, and health maintenance services. PAs must nave 
graduated from an accredited physician assistant program approved by the 
commission and be certified by successful completion of the National 
Commission of Certification of Physician Assistants (NCCPA) examination. 
Physician assistants must have 4 clock hours of AID education and an active 
DEA registration. 

Description 

All social worl<ers listed below must pass ei her the American Association of 
state Social Work Board's advanced or clinical examination for licensure. Toe 
Associate social workers listed below are not required to have supervised 
postgraduate experience prior to becoming an associate. 
a. Licensed Independent Social Wor1<er must graduate with a MA or PhD 
social worl< and complete a minimum of 4000 hours of supervised experience 
or Whieh 1000 hours must be direct client contact, over a three-year period 
supervised by a licensed independent clinical social worker, with supervision 
of at least 130 hOurs by a licensed mental health practitioner. 
b. Licensed Advanced Social Wor1<er must graduate with a MA or PhD 
social worl< program and complete 3200 hours with supervision. At least 90 
hours are direct supervision as specified by a licensed independent clinical 
social worl<er, a licensed advanced social wor1<er, or an equally qualified 
licensed mental health professional. Al least 40 hours must be in one-to-one 
supervision and 50 hOurs may be in one-to-one supervision or group 
supervision. 
c. Licensed indepen<lent dinical social wor1<er must graduate wrth a MA or
PhD level social work program accredrted by the Council on Social Wor1<
Education and successfully complete a supervised experience of at least 4000
hours of experience. of which 1000 hours must be direct client contact, over a 
3-year period supervised by a licensed independent dinical social worker, with 
supervision of at least 130 hours by a licensed mental health practi ioner. 
d. Licensed social worker associate-independent dinical must graduate 
wrth a MA or PhD level social worl< program accredrted by the Council on
Social Work Education and <ledare they are wor1<ing toward full licensure. 
e. Licensed social wor1<er associate-advanced must graduate wrth a MA or 
PhD level social work program accredrted by the Council on Social Wor1<
Educa ion and dedare they are working toward full licensure. 
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Description 

Heal h Home benefits and services must be provided by qualified care coordinators. On rare occasions. Heal h Home lead entities may 
request an exception to the policy. Consideration and approval may be given to those specific hires when he lead organization provides 
eVJdence that the education, skilfs and knoWledge and experience of the individual are an acceptable substrtution for care coordinator 
qualifications. Toe individual must meet Heal h Home employment standards sueh as criminal history background checks and eligible for 
professional liability insurance as required by the hiring organization. 

Toe lead en ity will provide HCA a letter of request for approval to hire a specific candidate. Toe letter will indUde the rationale for he 
poten ial care coordinator ( i.e. any special skills or knowledge such as bicultural or bilingual), employee background and experience and 
how the person will be supervised. Toe following are examples of supporting documentation the lead entity may include wrth the letter of 
request: 
• Resume 
• Letters of recommendation 
• Educational transcripts 
• Documentation of courses, dasses and trainings 
• Certifications 
• Licenses 

staff will review and rate eaeh letter of request and documentation. Scores must be at least 80% in each section to qualify. Sections are 
identified as: 
1. Education 
2. Experience 
3. Skills/Knowledge 
4. Letters of Recommendation 

Communrty health workers, peer counselors. wellness coaehes or o her non<linical personnel who provide supportive services. 
outreach and engagement to the client under the direction and supervision of he Health Home Care Coordinator. 

Allied or Affiliated staff may: 
1. Identify, refer and facilitate access to relevant community and social support services that support the dient's health action goals. 
2. Assist client to apply for or maintain eligibility for health care services, disabilrty benefits. hOusing, and legal services not provided 
through other case management systems. 
3. Provide general information about upcoming communrty events. 

aerical or administra ive staff who provide clerical suppor ive services under the direction of the Care Coordinator. 

Support staff may: 
1. Provide general information about upcoming communrty events. 

Chemical Dependency Professionals (CDPs) must pass the National Association of Alcoholism and Drug Abuse Counselor (NAADAC) 
National Certification Examination for Addiction Counselors or International Certifica ion and Reciprocrty Consortium (ICRC) Certified 
Addie ion Counselor Level II or higher examination. CDPs must complete 1,000 to 2,500 hours of supervised experience, dependent 
upon he following, associate degree, baccalaureate degree, masters or doctoral degree, licensed as an adVance registered nurse 
practrtioner. marriage and family therapists, mental health counselors, advanced social workers, independent dinical social worker or 
licensed as a psychologist, that include dinical evaluation and face-to-face counseling. 

Health Homes Patient Flow 

Describe the patient flow through the state's Health Homes system. Submit With the state plan amendment flow-charts of the typical process a 
Health Homes individual would encounter 
Enrollment flow is dependent upon 1) whe her the beneficiary is enrolled with a Managed care Lead Entity, or 2) is not enrolled in managed care and is 
receiving their medical benefits in the FFS delivery system. Almost all Washington's Medicaid Heal h Home beneficiaries are enrolled in managed care. Those 
that remain in the FFS delivery system either reside in a voluntary managed care county, are a lull-0ual eligible, or have self-identified as American 
Indian/Alaska Native. 

All Health Home beneficiaries, regardless of Whether they receive their Medicaid benefits in managed care or in FFS, have the same eligibility criteria - one or 
more Chronic condrtions from the chronic condition list and meet the state's definition of ·at risk for another." 

Enrollment starts with he identification of eligibility and assignment of a dinical indicator (Y=qualifies). Toe indicator is loaded into ProviderOne. 

1. FFS beneficiaries with "Y"clinical indicators are enrolled into one of the qualified FFS Health Home Lead Entities in he geographic region in whieh they 
reside. Health Home outreach and education information is generated automatically and sent to the beneficiary by mail. The Heal h Home Lead Entrty receives 
notification of the enrollment via HIPAA 834 files and assigns the beneficiary to one of their local Health Home care Coordination Organizations (CCOs). 

2. Managed care organizations have their eligible Health Home beneficiaries identified wrth a "Y" dinical indicator and receive notification of eligibility via
HIPAA 834 files. The MCO assigns the beneficiary to one of their local Health Horne care Coordination Organizations (CCOs). Toe MCO is responsible for 
making sure the enrollee is notified of their eligibility to receive Health Home services. 

3. Any health care provider may refer beneficiaries to the Health Home program. An example is a local emergency room department Who has agreed with 
the Health Home Lead Entity to refer potentially eligible part icipants to the program. 

Engagement consists of the assigned CCO placing beneficiaries with a care Coordinator. who contacts the beneficiary to offer Health Home services. Once 
the beneficiary has agreed to participate in a Health Horne, the care Coordinator prepopulates the Health Action Plan wrth PRISM claims utilization details and 
arranges for an in-person visit PRISM provides episode information related to specific diagnoses or pharmacy utilization, inpatient and outpatient claims, 
emergency room visits, mental health daims, substance use disorder treatment claims, pharmacy claims, and long-term care assessment data. 

During the home visrt, the Care Coordinator: 
1. Conducts the required and When needed optional brief screening; 
2. Evaluates the beneficiary's support system; 
3. Completes a Consent for Release of Information; 
4. Administers and scores the 13-question Patient Activation (PAM) or caregiver Ac ivation Measure (CAM) or Parent/Patient Activation Measure (PPAM); 
and 
5. Develops the Health Action Plan (HAP) wrth the beneficiary, who will work wi h the CCO to identify immediate and long-term goals, prioritize concerns and 
establish action steps. 
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Name Date Created Type 

No items available 

PRA Disclosure Statement: According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of infonnation unless it displays a valid 
0MB control number. The valid 0MB control number for this information collection is 0938-1188. The time required to complete this infonnation collection is estimated to 
average 40 hours per response, including the time to review instructions, search existing data resources, gather the data needed, and complete and review the information 
collection. If you have comments concerning the accuracy of the time estimate(s) or suggestions for improving this fonn, please write to: CMS, 7500 Security Boulevard, Attn: 
PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850 
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Date 

Effective Date 4/1/2017 

Complete 

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

n Physicians 

E2l Clinical Practices or ainical Group Practices 

Describe the Provider Qualifications and Standards 

1. HIPAA compliant data systems for enrollment, collecting and reporting 
encounters to HCA; 
2. Disburses payment to Care Coordina ion OrganiZations (CCOs} based 
upon daims; 
3. Experience operating broad-based regional proVider networks; 
4. Contracts directly with the state as a Qualified Health Home; 
5. Has capacity to provide Health Home services to 300 to 500 or more 
beneficiaries Within their Health Home network; 
6. Subcontracts with community based CCOs to provide Health Home 
services; 
7. Assigns Health Home beneficiaries to CCOs, using a smart assignment 
process, Whenever possible. A smart assignment process: 
a. Uses data systems to match the beneficiary to the cco that proVides 
most of their services or has the expertise specific to serve the beneficiary; or 
b. Optimizes beneficiary Choice. 
8. Maintains a l ist of ccos an<l their assigned Health Home population; 
9. Monitors CCOs to ensure fi<lelity to the Health Home model; 
10. Maintains Memoranda of Agreement (MOA) With he organizations hat 
are part of the Health Home network. At minimum, MOAs Will be executed with 
organiZations that authorize Medicai<l services to ensure coor<lina ion of care 
is achieved. MOAs Will contain infonnation related to beneficiary privacy and 
protections, <lata sharing, an<l referral protocols; 
11. Ensures person-centered an<l integrated Health Action Planning. This 
indudes proVi<ling high touch care management; 
12. Ensuring and <locumenting the availability of allied staff that 
complements the work of the care Coor<linator, 
13. Collects, analyZes, an<l reports networl< adequacy an<l beneficiary 
driven Health Action Plans to HCA. 
14. Maintains an adequate network of care Coor<lination Organizations. 
15. Employs care Coor<linators to supplement ccos in areas Where qualified 
Care Coordinators are har<l to fin<l. 

E2l Rural Health Clinics 

Describe the Provider Qualifications and Standards 

1. HIPAA compliant data systems for enrollment, collecting an<l reporting 
encounters to HCA; 
2. Disburses payment to Care Coordina ion OrganiZations (CCOs} based 
upon daims; 
3. Experience operating broad-based regional proVi<ler networks; 
4. Contracts <lirectly with the state as a Qualified Health Home; 
5. Has capacity to provide Health Home services to 300 to 500 or more 
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beneficiaries Within their Health Home network; 
6. Subcontracts with community based CCOs to provide Health Home 
services; 
7. Assigns Health Home beneficiaries to CCOs, using a smart assignment 
process, Whenever possible. A smart assignment process: 
a. Uses data systems to match the beneficiary to the cco that proVides 
most of their services or has the expertise specific to serve the beneficiary; or 
b. Optimizes beneficiary Choice. 
8. Maintains a list of ccos and their assigned Health Home population; 
9. Monitors CCOs to ensure fidelity to the Health Home model; 
10. Maintains Memoranda of Agreement (MOA) with he organizations hat 
are part of the Health Home network. At minimum, MOAs will be executed with 
organizations that authorize Medicaid services to ensure coordina ion of care 
is achieved. MOAs will contain information related to beneficiary privacy and 
protections, data sharing, and referral protocols; 
11. Ensures person-centered and integrated Health Action Planning. This 
indudes proViding high toueh care management; 
12. Ensuring and documenting the availability of allied staff that
complements the worl< of the care Coordinator. 
13. Collects, analyzes, and reports networl< adequacy and beneficiary 
driven Health Action Plans to HCA. 
14. Maintains an adequate network of care Coordination Organizations. 

bil Community Heal h Centers 

Describe the Provider Qualifications and Standards 

1. HIPAA compliant data systems for enrollment, collecting and reporting 
encounters to HCA; 
2. Disburses payment to Care Coordina ion Organizations (CCOs} based 
upon daims; 
3. Experience operating broad-based regional proVider networks; 
4. Contracts directly with the state as a Qualified Health Home; 
5. Has capacity to provide Health Home services to 300 to 500 or more 
beneficiaries Within their Health Home network; 
6. Subcontracts with community based CCOs to proVide Health Home 
services; 
7. Assigns Health Home beneficiaries to CCOs, using a smart assignment 
process, Whenever possible. A smart assignment process: 
a. Uses data systems to match the beneficiary to the CCO that provides 
most of their services or has the expertise specific to serve the beneficiary; or 
b. Optimizes beneficiary Choice. 
8. Maintains a list of CCOs and their assigned Health Home population; 
9. Monitors CCOs to ensure fidelity to the Health Home model; 
10. Maintains Memoranda of Agreement (MOA) with he organizations hat 
are part of the Health Home network. At minimum, MOAs will be executed with 
organizations that authorize Medicaid services to ensure coordina ion of care 
is achieved. MOAs will contain information related to beneficiary privacy and 
protections, data sharing, and referral protocols; 
11. Ensures person-centered and integrated Health Action Planning. This 
indudes proViding high toueh care management; 
12. Ensuring and documenting the availability of allied staff that
complements the work of the care Coordinator. 
13. Collects, analyzes, and reports networl< adequacy and beneficiary 
driven Health Action Plans to HCA. 
14. Maintains an adequate network of care Coordination Organizations. 

Pl Community Mental Health Centers 

Describe the Provider Qualifications and Standards 

1. HIPAA compliant data systems for enrollment, collecting and reporting 
encounters to HCA; 
2. Disburses payment to Care Coordina ion Organizations (CCOs} based 
upon daims; 
3. Experience operating broad-based regional proVider networks; 
4. Contracts directly with the state as a Qualified Health Home; 
5. Has capacity to provide Health Home services to 300 to 500 or more 
beneficiaries Within their Health Home network; 
6. Subcontracts with community based CCOs to proVide Health Home 
services; 
7. Assigns Health Home beneficiaries to CCOs, using a smart assignment 
process, Whenever possible. A smart assignment process: 
a. Uses data systems to match the beneficiary to the CCO that provides 
most of their services or has the expertise specific to serve the beneficiary; or 
b. Optimizes beneficiary Choice. 
8. Maintains a list of CCOs and their assigned Health Home population; 
9. Monitors CCOs to ensure fidelity to the Health Home model; 
10. Maintains Memoranda of Agreement (MOA) with he organizations hat 
are part of the Health Home network. At minimum, MOAs will be executed with 
organizations that authorize Medicaid services to ensure coordina ion of care 
is achieved. MOAs will contain information related to beneficiary privacy and 
protections, data sharing, and referral protocols; 
11. Ensures person-centered and integrated Health Action Planning. This 
indudes proViding high toueh care management; 
12. Ensuring and documenting the availability of allied staff that 
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complements the worl< of the care Coordinator. 
13. Collects, analyzes, and reports networl< aclequacy and beneficiary 
driven Health Action Plans to HCA. 
14. Maintains an adequate network of care Coordination Organizations. 
15. Employs care Coordinators to supplement ccos in areas Where qualified 
Care Coordinators are hard to find. 

D Home Health Agencies 

Ell case Management Agencies 

Describe the Provider Qualifications and Standards 

1. HIPAA compliant data systems for enrollment, collecting and reporting
encounters to HCA;
2. Disburses payment to Care Coordina ion Organizations (CCOs} based
upon daims;
3. Experience operating broacl-based regional provider networks; 
4. Contracts directly with the state as a Qualified Health Home; 
5. Has capacity to provide Health Home services to 300 to 500 or more 
beneficiaries Within their Health Home networl<; 
6. Subcontracts with community based CCOs to provide Health Home 
services; 
7. Assigns Health Home beneficiaries to CCOs, using a smart assignment 
process, Whenever possible. A smart assignment process: 
a. Uses data systems to match the beneficiary to the CCO that provides 
most of their services or has the expertise specific to serve the beneficiaiy; or 
b. Optimizes beneficiary Choice. 
8. Maintains a list of CCOs and their assigned Health Home population; 
9. Monitors CCOs to ensure fidelity to the Health Home model; 
10. Maintains Memoranda of Agreement (MOA) With he organizations hat
are part of the Health Home networl<. At minimum, MOAs Will be executed with
organizations that authorize Medicaid services to ensure coordina ion of care
is achieved. MOAs Will contain information related to beneficiary privacy and
protections, data sharing, and referral protocols; 
11. Ensures person-centered and integrated Health Action Planning. This 
indudes providing high touch care management; 
12. Ensuring and documenting the availability of allied staff that 
complements the worl< of the care Coordinator. 
13. Collects, analyzes, and reports networl< aclequacy and beneficiary 
driven Health Action Plans to HCA. 
14. Maintains an aclequate network of care Coordination Organizations. 

Ell Community/Behavioral Health Agencies 

Describe the Provider Qualifications and Standards 

1. HIPAA compliant data systems for enrollment, collecting and reporting 
encounters to HCA; 
2. Disburses payment to Care Coordina ion Organizations (CCOs} based 
upon daims;
3. Experience operating broad-based regional provider networks; 
4. Contracts directly with the state as a Qualified Health Home; 
5. Has capacity to provide Health Home services to 300 to 500 or more 
beneficiaries Within their Health Home networl<; 
6. Subcontracts with community based CCOs to provide Health Home 
services; 
7. Assigns Health Home beneficiaries to CCOs, using a smart assignment 
process, Whenever possible. A smart assignment process: 
a. Uses data systems to match the beneficiary to the CCO that provides 
most of their services or has the expertise specific to serve the beneficiaiy; or 
b. Optimizes beneficiary Choice. 
8. Maintains a list of CCOs and their assigned Health Home population; 
9. Monitors CCOs to ensure fidelity to the Health Home model; 
10. Maintains Memoranda of Agreement (MOA) With he organizations hat
are part of the Health Home networl<. At minimum, MOAs Will be executed with
organizations that authorize Medicaid services to ensure coordina ion of care
is achieved. MOAs Will contain information related to beneficiary privacy and 
protections, data sharing, and referral protocols; 
11. Ensures person-centered and integrated Health Action Planning. This 
indudes providing high touch care management; 
12. Ensuring and documenting the availability of allied staff that 
complements the worl< of the care Coordinator. 
13. Collects, analyzes, and reports networl< aclequacy and benefic iary 
driven Health Action Plans to HCA. 
14. Maintains an adequate network of care Coordination Organizations. 

Ell Federally Qualified Health Centers (FQHC) 

Describe the Provider Qualifications and Standards 

1. HIPAA compliant data systems for enrollment, collecting and reporting 
encounters to HCA; 
2. Disburses payment to Care Coordina ion Organizations (CCOs} based 
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upon daims; 
3. Experience operating broad-based regional provider networks; 
4. Contracts directly with the state as a Qualified Health Home; 
5. Has capacity to provide Health Home services to 300 to 500 or more 
beneficiaries Within their Health Home network; 
6. Subcontracts with community based CCOs to provide Health Home 
services; 
7. Assigns Health Home beneficiaries to CCOs, using a smart assignment 
process, Whenever possible. A smart assignment process: 
a. Uses data systems to match the beneficiary to the CCO that provides 
most of their services or has the expertise specific to serve the beneficiary; or 
b. Optimizes beneficiary Choice. 
8. Maintains a list of CCOs and their assigned Health Home population; 
9. Monitors CCOs to ensure fidelity to the Health Home model; 
10. Maintains Memoranda of Agreement (MOA) With he organizations hat 
are part of the Health Home network. At minimum, MOAs Will be executed with 
organizations that authorize Medicaid services to ensure coordina ion of care 
is aehieved. MOAs Will contain information related to beneficiary privacy and 
protections, data sharing, and referral protocols; 
11. Ensures person-centered and integrated Health Action Planning. This 
includes providing high toueh care management; 
12. Ensuring and documenting the availability of allied staff that 
complements the worl< of the care Coordinator, 
13. Collects, analyzes, and reports networl< adequacy and beneficiary 
driven Health Action Plans to HCA. 
14. Maintains an adequate network of care Coordination Organizations. 

E2l Other (Specify} 

I Provider Type 

Behavioral 
Health 
Organiza ions 

Hospitals 

Appoved: 3/30/17 

Description 

1. HIPAA compliant data systems for enrollment, 
collecting and repor ing encounters to HCA; 
2. Disburses payment to care Coordination 
Organizations (CCOs) based upon claims; 
3. Experience operating broad-based regional provider 
networks; 
4. Contracts directly Wi h the state as a Qualified 
Health Home; 
5. Has capacity to provide Health Horne services to 
300 to 500 or more beneficiaries Within their Health 
Home network; 
6. Subcontracts With community based CCOs to 
provide Health Home services; 
7. Assigns Health Home beneficiaries to CCOs, using 
a smart assignment process, Whenever possible. A 
smart assignment process: 
a. Uses data systems to match the beneficiary to the 
CCO that proVJdes most of their services or has the 
expertise specific to serve the beneficiary, or 
b. Optimizes beneficiary choice. 
8. Maintains a list of CCOs and their assigned Health 
Horne popula ion; 
9. Monitors ccos to ensure fidelity to the Health 
Home model; 
10. Maintains Memoranda of Agreement (MOA) With 
the organiza ions that are part of the Heal h Home 
network. At minimum. MOAs Will be executed With 
organizations that authorize Medicaid services to 
ensure coordination of care is achieved. MOAs Will 
contain information related to beneficiary privacy and 
protections, data sharing, and referral protocols; 
11. Ensures person<enlered and integrated Health 
Action Planning. This indudes providing high touch 
care management; 
12. Ensuring and documen ing the availability of allied 
staff that complements he work of the Care 
Coordinator, 
13. Collects. analyZes, and reports network adequacy 
and beneficiary driven Health Action Plans to HCA. 
14. Maintains an adequate network of Care 
Coordination Organizations. 
15. Employs Care Coordinators to supplement CCOs 
in areas Where qualified care Coordinators are hard to 
find. 

1. HIPAA compliant data systems for enrollment, 
collecting and repor ing encounters to HCA; 
2. Disburses payment to care Coordination 
Organizations (CCOs) based upon claims; 
3. Experience operating broad-based regional provider 
networl<s; 
4. Contracts directly Wi h the state as a Qualified 
Health Home; 
5. Has capacity to provide Health Horne services to 
300 to 500 or more beneficiaries Within their Health
Home network; 
6. Subcontracts With community based CCOs to 
provide Health Home services; 
7. Assigns Health Home beneficiaries to CCOs, using 
a smart assignment process, Whenever possible. A 
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Description 

smart assignment process: 
a. Uses dala systems to mateh the beneficiary to
the CCO that proVides most of their services or has 
the expertise specific to serve the beneficiary; or 
b. OptimiZes beneficiary Choice. 
8. Maintains a list of CCOs an<l their assigned 
Health Home population; 
9. Monitors CCOs to ensure fidelity to he Health 
Home model; 
1 o. Maintains Memoran<la of Agreement (MOA} 
with the organiZations that are part of the Health 
Home network. At minimum, MOAs will be executed 
with organizations that authoriZe Medicaid services 
to ensure coordination of care is achieved. MOAs 
will contain information related to beneficiary 
privacy and protections, data Sharing, and referral 
protocols; 
11 . Ensures person-centered and integrated Health 
Action Planning. This includes proViding high toueh 
care management; 
12. Ensuring and documenting the availability of 
allied staff !flat complements the worl< of the care 
Coordinator; 
13. COiiects, analyzes. and reports networl< 
adequacy and beneficiary driVen Health Action
P1ans to HCA
14. Maintains an adequate networl< of care 
Coordination Organiza ions. 
15. Employs Care Coordinators to supplement 
CCOs m areas Where qualified care Coordinators 
are hard to find. 

1. HIPAA compliant data systems for enrOllment, 
collecting and reporting encounters to HCA; 
2. Disburses payment lo care Coordination 
Organizations (CCOs} based upon daims; 
3. Experience operating broad-based regional 
provider networl<s; 
4. Contracts directly with the state as a Qualified 
Health Home; 
5. Has capacity to provide Health Home serVices to 
300 to 500 or more beneficiaries within their Health 
Home networl<; 
6. Subcontracts with community based CCOs to 
provide Heal h Home services; 
7. Assigns Health Home beneficiaries to ccos. 
using a smart assignment process, whenever 
possible. A smart assignment process: 
a. Uses data systems fo mateh the beneficiary to
the CCO that provides most of their services or has 
the expertise specific to serve the beneficiary; or 
b. OptimiZes beneficiary Choice. 
8. Maintains a list of CCOs and their assigned 
Health Home population; 
9. Monitors CCOs to ensure fidelity to he Health 
Home model; 
10. Maintains Memoranda of Agreement (MOA) 
with the organiZations that are part of the Health 
Home network. At minimum, MOAs will be executed 
with organizations that authoriZe Medicaid services 
to ensure coordination of care is achieved. MOAs 
will contain information related to beneficiary 
privacy and protections, data Sharing, and referral 
protocols; 
11 . Ensures person-centered and integrated Health 
Action Planning. This includes proViding high toueh 
care management; 
12. Ensuring and documenting the availability of 
allied staff !flat complements the wor1< of the care 
Coordinator; 
13. COiiects, analyzes. and reports networl< 
adequacy and beneficiary driven Health Action 
P1ans to HCA
14. Maintains an adequate networl< of care 
Coordination Organiza ions. 
15. Employs Care Coordinators to supplement 
CCOs m areas Where qualified care Coordinators 
are hard to find. 

1. HIPAA compliant data systems for enrOllment, 
collecting and reporting encounters to HCA; 
2. Disburses payment to care Coordination 
Organizations (CCOs} based upon daims; 
3. Experience operating broad-based regional 
provider networl<s; 
4. Contracts directly with the state as a Qualified 
Health Home; 
5. Has capacity to provide Health Home serVices to 
300 to 500 or more beneficiaries within their Health 
Home networl<; 
6. Subcontracts with community based CCOs to 
provide Heal h Home services; 
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Description 
using a smart assignment process, Wllenever 
possible. A smart assignment process: 
a. Uses Clata systems !o match the beneficiary to the 
CCO that proVieles most of their services or has the 
expertise specific to serve the beneficiary; or
b. Optimizes beneficiary choice.
8. Maintains a list of CCOs anel their assigneel Health 
Home popula ion; 
9. Monitors CCOs to ensure fielelity to the Health 
Home moelel; 
10. Maintains Memoranela of Agreement (MOA) with 
the organiza ions that are part of the Heal h Home 
networl<. At minimum, MOAs will be executeel with 
organiZations that authorize Meelicaiel serVices to 
ensure coorelination of care is achieveel. MOAs will 
contain information relateel to beneficiary privacy anel 
protections, Clata sharing, anel referral protocols; 
11. Ensures person<entereel anel integrateel Health 
Action Planning. This indueles proVieling high touch 
care management; 
12. Ensuring anel Clocumen ing the availability of allieel 
staff that complements he worl< of the care 
Coorelinator, 
13. Collects, analyZes, anel reports network aelequacy 
anel beneficiary Clriven Health Action Plans to HCA 
14. Maintains an aelequate network of Care 
Coorelination OrganiZations. 
15. Employs Care Coorelinators to supplement CCOs 
in areas Where qualifieel care Coorelinators are harel to 
finel. 

1. HIPAA compliant Clata systems for enrollment, 
collecting and repor ing encounters to HCA; 
2. Disburses payment to care Coorelination 
OrganiZations (CCOs) baseel upon claims; 
3. Experience operating broael-baseel regional provieler 
networl<s; 
4. Contracts Cliredty Wi h the state as a Qualifieel 
Health Home; 
5. Has capacity to proviele Health Home services to 
300 to 500 or more beneficiaries within their Health 
Home network; 
6. Subcontracts With community baseel CCOs to 
proViele Health Home services; 
7. Assigns Health Home beneficiaries to CCOs, using 
a smart assignment process, Wllenever possible. A 
smart assignment process: 
a. Uses Clata systems to match the beneficiary to the 
CCO that proVieles most of their services or has the 
expertise specific to serve the beneficiary: or
b. Optimizes beneficiary choice. 
8. Maintains a list of CCOs anel their assigneel Health 
Home popula ion; 
9. Monitors CCOs to ensure fielelity to the Health 
Home moelel; 
10. Maintains Memoranela of Agreement (MOA) With 
the organiza ions that are part of the Heal h Home 
networl<. At minimum, MOAs Will be executeel with 
organiZations that authorize Meelicaiel serVices to 
ensure coorelination of care is achieveel. MOAs Will 
contain information relateel to beneficiary privacy anel 
protections, Clata sharing, anel referral protocols; 
11. Ensures person<entereel anel integrateel Health 
Action Planning. This indueles proVieling high touch 
care management; 
12. Ensuring anel Clocumen ing the availability of allieel 
staff that complements he work of the care 
Coorelinator, 
13. Collects, analyZes, anel reports network aelequacy 
anel beneficiary Clriven Health Action Plans to HCA 
14. Maintains an aelequate network of Care
Coorelination OrganiZations. 
15. Employs Care Coorelinators to supplement CCOs 
in areas Where qualifieel care Coorelinators are harel to 
finel. 

Indicate the composition of the Health Hornes Teams of Health care 
Professionals the state includes in its program. For each type of 
provider indicate the required qualifications and standards 

D Physicians 

Pl Nurse Practitioners 

Describe the Provider Qualifications and Standards 
a. Licenseel Prac ical Nurses (LPN) must successfully complete a 
commission-approveel nursing eelucation program consisting of at least 60 
hours of theory content anel 120 hours of dinical prac ice, anel must pass the 
official National Council of state Boarels of Practical Nurse Licensing 
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Examination (NCLEX-PN®) for their LPN nurse certificate. All LPNs must 
have an ac ive status license in Washington before practicing. 
b. Registere<l Nurses (RN) must successfully complete a commission 
approve<l nursing e<lucation program consisting of a minimum of 40 hOurs of 
core course content, 40 hours of specialty content, ancl 160 hours of clinical 
practice in a specialty area. RNs must successfully pass the official National 
Council of the State Boan:ls of Nursing Registere<l Nurse (NCSBN) or 
(NCLEX-RN). All RNs must have an active status license in Washington 
before practicing. 
c. Advance<l Registere<l Nurse Prac itioners (ARNP) must have formal 
gracluate e<lucation and obtain a national specialty certification as a nurse 
practitioner, nurse anesthetist or nurse midWife. ARNPs must hOld a 
registered nurse license in Washington before tal<ing an accredrre<l nursing or
nursing-relate<l accredi ing organiza ion recognize<l by the US Department of 
Education or the Council of Higher Education Accrednation. Educational 
requirements indu<le no less than 500 hours of clinical prac ice. 
d. A psychiatric advance<l registere<l nurse practmoner is a person who is 
license<l as an a<lvance<l registere<l nurse practitioner ancl is also boan:l
certified in  a<lvance<l practice psychiatric and mental health nursing. 
e. Psychiatric nurses are registered nurses with a Baehelor's degree from
an accre<lrre<l college or uniVersity, and have, in addition, at least two years'
experience in the direct treatment of mentally ill or emotionally disturbe<l 
persons, sueh experience gaine<l uncler the supervision of a mental health 
professional. 

Ell Nurse Care Coordinators 

Describe the Provider Qualifications and Standards 

a. License<l Prac ical Nurses (LPN) must successfully complete a 
commission-approve<l nursing e<lucation program consisting of at least 60 
hours of theory content and 120 hours of clinical prac ice, and must pass the 
official National Council of state Boards of Practical Nurse Licensing 
Examination (NCLEX-PN®) for their LPN nurse certificate. All LPNs must 
have an ac ive status license in Washington before practicing. 
b. Registere<l Nurses (RN) must successfully complete a commission 
approve<l nursing e<lucation program consisting of a minimum of 40 hOurs of 
core course content, 40 hours of specialty content, ancl 160 hours of clinical 
practice in a specialty area. RNs must successfully pass the official National 
Council of the State Boan:ls of Nursing Registere<l Nurse (NCSBN) or 
(NCLEX-RN). All RNs must have an active status license in Washington 
before practicing. 
c. Advance<l Registere<l Nurse Prac itioners (ARNP) must have formal 
gracluate e<lucation and obtain a national specialty certification as a nurse 
practitioner, nurse anesthetist or nurse midWife. ARNPs must hOld a 
registere<l nurse license in Washington before tal<ing an accredite<l nursing or 
nursing-relate<l accredi ing organiza ion recognize<l by the US Department of 
Education or the Council of Higher Education Accre<lnation. Educational 
requirements indu<le no less than 500 hOurs of clinical prac ice. 
d. A psychiatric advanced registere<l nurse practmoner is a person who is
license<l as an a<lvance<l registere<l nurse practitioner ancl is also boan:l
certified in a<lvance<l practice psyehiatric and mental health nursing. 
e. Psychiatric nurses are registered nurses with a Baehelor's degree from 
an accre<lrre<l college or university, and have, in addition, at least two years' 
experience in the <lirect treatment of mentally ill or emotionally <listurbe<l 
persons, sueh experience gaine<l uncler the supervision of a mental health 
professional. 

D Nutri ionists 

l;;,J Social Workers 

Describe the Provider Qualifications and Standards 

All social worl<ers liste<l below must pass ei her the American Association of 
state Social Work Boan:l's a<lvance<l or clinical examination for licensure. The 
Associate social workers liste<l below are not required to have supervise<l 
postgra<luate experience prior to becoming an associate. 
a. License<l Independent Social Worker must graduate With a MA or PhD 
social worl< an<l complete a minimum of 4000 hOurs of supervise<l experience 
or Whieh 1000 hours must be direct client contact, over a three-year period 
supervise<l by a license<l indepen<lent clinical social worl<er, With supervision 
of at least 130 hours by a license<l mental health practitioner.
b. License<l A<lvance<l Social Worker must gracluate With a MA or PhD
social worl< program ancl complete 3200 hours With supervision. At least 90 
hours are <lirect supervision as specifie<l by a license<l inclepen<lent clinical 
social worl<er, a license<l advanced social worker. or an equally qualifie<l
license<l mental health professional. At least 40 hours must be in one-to-one 
supervision and 50 hOurs may be in one-to-one supervision or group 
supervision. 
c. License<l in<lepen<lent clinical social worker must graduate wrrh a MA or 
PhD level social work program accre<lrre<l by the Council on Social Work 
Education and successfully complete a supervise<l experience of at least 4000 
hours of experience, of Which 1000 hours must be <lirect client contact, over a 
3-year period supervise<l by a licensed in<lependent clinical social worker, With 
supervision of at least 130 hours by a license<l mental health practi ioner. 
d. License<l social worker associate-independent clinical must gra<luate 
wrrh a MA or PhD level social worl< program accre<lite<l by the Council on
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Social Work Eelucation anel Cledare they are working towarel lull licensure. 
e. Licenseel social worker associate-aelvanceel must graeluate witll a MA or 
PhD level social work program accreelrteel by the Council on Social Work 
Eelucation anel Cledare they are working towarel full licensure. 

Ei2l Behavioral Health Professionals 

Describe the Provider Qualifications and Standards 

a. Psychologists must have a Cloctoral Clegree from a regionany-accreelrteel 
institution, with at least 40 semester hours or 60 quarter hours of graeluate 
courses, one full year of con inuous resielency, a practicum of at least 300 
hours, anel superviseel experience consisting at least two years. Psyehologists 
must tal<e the National Examina ion of Professional Practice of Psyehology 
(EPPP}. 
b. Chilel psyehiatrists must be licenseel as physicians anel surgeons, with 
graeluate training in chilel psychiatry in a program approveel by the American 
Meelical Association or the American Osteopathic Association, anel who is 
boarel-eligible or boarel-certifieel in chilel psychiatry. 
c. Licenseel mental health counselors must graeluate with a MA or PhD 
level eelucational program in mental health counseling or a relateel Cliscipline, 
anel complete 36 months of superviseel full-time counseling or 3000 hours of 
postgraeluate mental health counseling uneler he supervision of a qualifieel 
licenseel mental health counselor. licenseel mental health counselors must 
pass an examination aelministereel by the National Boarel of Certifieel 
Counselors. Licenseel mental health counselors are not requireel to have 
superviseel postgraeluate experience prior to becoming an associate. 
Cl. Licenseel marriage anel family therapists must have either an MA or PhD 
in marriage anel family therapy or an MA or PhD in behavioral science wi h 
equivalent course work from an approveel sehOOI. licenseel marriage anel 
family therapists must complete a minimum of 2 years of superviseel full-time 
marriage anel family therapy. For full licensure, a licenseel marriage anel family 
therapists must tal<e anel pass the Association of Marital anel Family Therapy 
Regulatory Boarels examination. licenseel marriage anel family therapist 
associate applicants are not requireel to have superviseel postgraeluate 
experience prior to becoming an associate. 

Ei2l Other (Specify} 

Provider 
Type 

Allieel or 
Affiliateel staff 

Physician 
Assistants 

Chemical 
Depenelency 
Professionals 

Description 

Community health workers, peer counselors, wellness 
coaches or other non-clinical personnel who proviele 
supportive services, outreaeh anel engagement to the 
dient uneler the Clirection anel supervision of the Health 
Home care Coorelinator. 

Physician Assistants (PA} must be licenseel by the 
Department of Health, Meelical Quality Assurance 
Commission to practice meelicine to a limrteel extent 
uneler the supervision of a physician. They must be 
acaelemically anel dinically prepareel to proviele health 
care services anel perform Cliagnostic, therapeutic, 
preventative, and health mainfenance services. PAs must 
have graeluateel from an accreelrteel physician assistant 
program approveel by he commission anel be certifieel by 
successful comple ion of the National Commission of 
Certification of Physician Assistants (NCCPA} 
examination. Physician assistants must have 4 docl< 
hours of AID eelucation anel an active DEA registration. 

Chemical Oepenelency Professionals (CDPs) must pass 
the National Association of AlcohOlism anel Orug Abuse 
Counselor (NAADAC) National Cer ifica ion Examination 
for Aeleliction Counselors or International Certification anel 
Reciprocity Consortium (ICRC} Certifieel Aeleliction 
Counselor Level II or higher examination. CDPs must 
complete 1,000 to 2,500 hours of superviseel experience, 
Clepenelent upon the following, associate Clegree, 
baccalaureate Clegree, masters or Cloctoral Clegree, 
licenseel as an aelvance registereel nurse prac 1tioner, 
marriage anel family therapists. mental health counselors, 
aelvanceel social workers, inelepenelent dinical social 
worker or licenseel as a psyehologist, that induele clinical 
evaluation anel face-to-face counseling. 

Describe the infrastructure of provider arrangements for Health Home Services 

The Clelivery of Washington's Health Home service mooel is baseel on an multielisciplinary array of meelical care. behavioral health care. anel communrty-baseel 
social services anel supports for Chilelren anel aelults who meet Washington's Clefineel chronic conelitions anel risk criteria. The integration of primary care, 
behavioral health services, anel long-term care services anel supports are cri ical when improving health outcomes anel reelucing costs. 

Qualifying the Health Home Leael Entrties/Designateel Provielers ensures manageel care organiZations (MCOs), hosprtals, Feelerally Qualifieel Health Centers 
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(FQHC}, Behavioral Health Organizations, Area Agencies on Aging, Community Mental Health Agencies, Substance Use Disorder Treatment Provi<lers. 
Specialty care an<l Primary Care Provi<lers, and Tribal Clinics who may apply have the necessary skills and infrastructure to provi<le Health Horne services. 

Qualifie<l Lead Entities, hrough their respective networks, provide intensive Health Horne care coordination services to Me<licai<l and Me<licare/Me<licare 
beneficiaries with chronic con<litions to ensure that services delivered are integrated an<l coor<linate<l across medical. mental health, substance use disor<ler 
an<l long-tenn care services an<l supports. Beneficiaries who are eligible for Health Hornes may receive <lirect services from both HCA an<l DSHS, bUt the 
Health Horne contracts are base<l in HCA. 

A<l<litionally, multi<lisciplinary and affiliate<l staff are recruited to support engagement an<l outreach. dinical <lecisions an<l eVidence<l-0ase<l care. 
Multi<lisciplinary team members may be compose<l of willing participants who provi<le direct service to the beneficiary an<l subject matter experts, such as 
primary care provi<lers, mental health professionals. cnemical depen<lency treatment proVi<lers. social workers. nutritionists/<lieticians, direct care workers, 
pharmacists. peer specialists, community health naVigators. family members or hOusing representatives. 

The Health Home structure is built on the following hierarchy: 

1. Designate<l Provi<ler/Qualifie<l Health Home Lead Enti ies - Healthcare systems, proVi<lers an<l authorizing entities with experience <leveloping community 
base<l service provider network relationships, sucn as manage<l care organizations (MCOs). hospitals, Fe<lerally Qualifie<l Health Centers (FQHCs). BehaVioral 
Health OrganiZations. Area Agencies on Aging (AAAs). Community Mental Health Agencies, Substance Use Disor<ler Treatment proVi<lers. Specialty care, 
Primary care Provi<lers an<l tribal clinics. The Lea<l En ities contract directly with the state an<l areresponsible for service delivery mo<lel an<l a<lministration of 
the Health Horne. Lea<l Entities assign Health Horne eligible beneficiaries into care Coordination OrganiZations (CCOs). collect an<l submit encounters; 
<lisburse payment to network affiliated CCOs through the collection an<l submission of encounters, monitor quality, sub-contract, collect, analyze and report 
financial, an<l health status to objectively <letermine progress towar<ls meeting overall Health Home goals. Some Lea<l Entities also verify a<ldress an<l phone 
information. an<l engage participates through telephonic contact to <letennine willingness to participate. Some Lead Entities may also serve as internal CCOs 
as a means of reaehing rural areas of the state that may not have enough non-Lea<l CCOs to support capacity. 

2. Network Affiliate<l care Coor<lination Organiza ions (CCO)-Accountable for care Coor<lination staffing and oversight of <lirect delivery of the six Health 
Horne services. CCOs are responsible for implementing systematic processes an<l protocols to assure service delivery an<l beneficiary access to care 
Coordinators an<l affiliate<l staff. CCOs may be manage<l care organiZations, hospitals, Fe<lerally Qualifie<l Heal h Centers (FQHC), Behavioral Health 
OrganiZations, Area Agencies on Aging, Community Mental Health Agencies, Substance Use Disorder Treatment proViders, Home Health, Specialty proVi<lers. 
such as AIDS or ESRD dinics. Specialty an<l Primary care ProVi<lers. an<l Tribal Clinics. 

3. care Coordinators - Operate un<ler the direction of the Care Coor<lination OrganiZations by directly interacting with participating beneficiaries. care 
Coordinators proVide the six <lefine<l Health Home care coordination benefits in-person by actively engaging the beneficiary in <leveloping a Heal h Action Plan 
(HAP); reinforcing he HAP an<l supporting the beneficiary to attain Short an<l long-tenn goals; coordinating with authorizing an<l prescribing enti ies as 
necessary to reinforce an<l support the beneficiary's health action goals; advocating, e<lucating and supporting the beneficiary to attain an<l improve self
management skills; ensuring the receipt of eVi<lence-base<l care; supporting beneficiaries an<l families <luring <liseharge from hospital an<l institutional settings, 
indu<ling provi<ling evi<lence-0ased transi ion planning; an<l accompanying the beneficiary to critical appointments when necessary. To better support
beneficiary goals an<l ensure quality of care, they coor<linate serVices with authorizing entities for which the beneficiary is receiVing services assistance. A 
Health Horne Care Coordinator must proVi<le service in the community in which the beneficiary resides so services can be proVide<l in-person whenever 
nee<le<l, unless the beneficiary requests to receive their services elsewhere. Heal h Horne care Coordinators serve eligible beneficiaries in the setting of their 
Choice an<l may not establish policies that woul<l restrict serVice because a beneficiary moves from one eligible setting to another. 

4. Affiliate<l health care staff, such as community health workers. peer counselors or other non-dinical personnel provi<les administrative support for he 
Health Horne care Coordinator, sucn as mailing health promotion material. arranging for beneficiary transportation to appointments. an<l calling the beneficiary 
to facilitate face-to-face Health Horne visits with the care Coor<linator. Some affiliated staff may provi<le more <lirect care coordination functions un<ler the 
superVision of a care Coor<linator. 

5. Ad<litional network provi<lers who have agree<l to participate in the Health Horne mooel through the use of rnemoran<lums of agreement, subcontracts, or
operational agreements. For example, a dinic may agree to proVi<le referrals to a Lea<l Entity, through the use of an operational agreement. 

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, an<l person- and family- centered Health Hornes serVices 

2. Coor<linate an<l provi<le access to high quality health care services infonne<l by evi<lence-0ase<l dinical practice guidelines 

3. Coor<linate an<l provi<le access to preven ive an<l health promotion services. indu<ling prevention of mental illness an<l substance use disor<lers 

4. Coor<linate an<l provi<le access to mental health and substance abuse serVices

5. Coor<linate an<l provi<le access to comprehensive care management, care coordination. an<l transitional care across settings. Transitional care inclu<les
appropriate follow-up from inpatient to other settings, sueh as participa ion in discharge planning an<l facilitating transfer from a pe<liatric to an a<lult system 
of health care 

6. Coor<linate an<l provi<le access to chronic <lisease management, inclu<ling self-management support to in<liVi<luals and their families 

7. Coor<linate an<l provi<le access to in<liVidual an<l family supports, induding referral to community, social support, an<l recovery services 

8. Coor<linate an<l provi<le access to long-tenn care supports an<l serVices 

9. Develop a person<entere<l care plan for each in<lM<lual that coor<linates an<l integrates all of his or her dinical an<l non-dinical health-care relate<l nee<ls 
an<l serVices

10. Demonstrate a capacity to use health infonnation technology to link serVices, facilitate communication among team members an<l between the health 
team an<l in<lividual an<l family caregivers, an<l proVide feedback to practices. as feasible an<l appropriate 

11. Establish a continuous quality improvement program. an<l collect an<l report on <lata that pennits an evaluation of increase<l coordination of care an<l 
chronic <lisease management on in<liVidual-level dinical outcomes, experience of care outcomes. an<l quality of care outcomes at the population level 

Description 

The foun<lation of he Health Horne program is the community-based Care Coor<lination OrganiZation (CCO) networ1<, subcontracte<l to Lead Entities. CCOs 
are a wi<le variety of me<lical, behaVioral health an<l social service provi<lers who proVi<le Health Horne services through contracted Care Coor<linators. 
Because many Health Horne beneficiaries have existing relationShips with one or more proVi<lers, broa<l-base<l CCO networks enable a smart assignment 
process. For example, the clinic where the beneficiary has their primary care provi<ler may be their CCO, or an Area Agency on Aging who supports the 
beneficiary with their long-term services an<l supports may be their CCO. 

Each activity define<l un<ler the six Health Horne services is built into Lead Entity contracts, ensuring that coor<lination of services, access to services, an<l 
person-centere<l care is <lelivere<l to the Heal h Horne beneficiary. For example, the beneficiary is involve<l in improVing their heal h through the <leveloprnent of 
their Health Action Plan (HAP). HAPs are share<l with the beneficiary during <leveloprnent an<l when they are update<l on a four month cycle. Beneficiaries may 
indu<le their families an<l caregivers as part of their support team and may authoriZe the release of the HAP to their family members, caregivers an<l proVi<lers. 
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The HAP is both an electronic form and a paper form. 

HCA and DSHS join ly sponsor training for Heal h Horne service. Nursing staff developed core curriculum materials to support the proVision of timely, 
comprehensive, high-quality services with a Whole-person focus. DSHS offers teehnical assistance training for core sl<ills relevant topics. Webinars, community 
networl< mee ings and/or collaborative learning efforts continue to foster shared learning, information sharing and problem solVing. 

The state provides access to PRISM, a secure web-based dinical support tool Showing the beneficiary's medical risl< factors, demographics, eligibility, managed 
care status, housing, utilization of Medicaid and Medicare health services (including inpatient services, outpatient services, emergency department visits, filled 
prescriptions. mental health services, long term care services and supports, filled lab orders, and dental services}, proVider contact information, and long term 
care case manager assessments. This resource complements existing clinic-specific Electronic Health Records and proVides the foundation for a continuous 
quality improvement program. 

Other Health Homes Provider Standards 

The state's requirements and expectations tor Health Homes providers are as follows 

Qualified Health Home Lead Entities and their networ1<s are developed to meet the needs of the populations hey serve. Care coordination is necessary across 
numerous service domains and therefore may indude many different disciplines. Tile state qualifies eaeh Lead Entity, Who is responsible for the integration and 
coordina ion of primary, acute, behaVioral health (mental health and substance use disorder) and long-term services and supports for persons with chronic 
illness across the lifespan, through contractual/operational arrangements with appropriate proViders. A care Coordinator is the central point of contact working 
with he managed care or Fee-for-Service beneficiary to direct person<entered health ac ion planning and implementation, and is accountable for reducing 
avoidable health care costs, specifically preventable hospital admissions/readmissions and avoidable Emergency Department visits; providing timely post 
diseharge follow-up, and improVing beneficiary outcomes by addressing health care needs. 

Washington qualifies the designated proViders as Lead Entities through both a Request for Application (RFA} process and a contracting process. For the first 
two phases of implementation, Washington issued an RFA and qualified eight Lead Entities to provide Health Home services through their networl< of Care 
Coordination OrganiZations. For the last implementation phase of the program, HCA will issue an RFA for any new organizations Who wish to be Qualified Lead 
Entities in Coverage Area 2, which consists of Snohomish county with Island, San Juan, Sl<agrt, and Whatcom counties and Coverage Area 3, whieh consists of 
King county. PreViously Qualified Health Home Lead Enti ies may contract for Health Horne services in Coverage Area 2 and 3 without responding to an RFA if 
they demonstrate network adequacy. 

Tile following are minimum requirements to become a Qualified Health Horne Lead Entity: 

1. Applicant is a Medicaid provider in good standing, has the ability to serve at least 300 Health Home beneficiaries. has experience operating broad-based 
networl<S, agrees to serve the en ire coverage area, assures a referral system is in place, documents beneficiary consent, subcontracts with CCOs, has the 
ability to coordinate care and services after critical events, sueh as emergency department use and hosprtal inpatient admission and discharge, language 
access and interpretation capabilrties, can proVide linl<S to acute and outpatient medical, mental health and substance abUse services. and community-based 
social services; 

2. Provider networks must include a wide-variety of CCOs, sueh as Community Mental Heal h Agencies (CMHAs), Substance Use Disorder treatment 
proViders, long-term services and support providers, FQHCs, and Community Health Centers; 

3. Organizational infrastructure - ability to provide administrative functions, customer service staff, policies on process and timelines for bringing in addrtional 
CCOs to preserve integrity ef face-to-face Health Horne care coordination activrties, ability to tracl< Health Home beneficiaries to CCO assignment, collecting 
and submitting claims and encounters, payment disbursement, tal<ing into account movement between payment levels and/or movement between CCOs, 
quality monitoring, subcontracting, collecting, analyZing and reporting financial, and health status. Ability to ensure hospitals have procedures in place for 
referring Health Home-eligible beneficiaries for enrollment if they are seeking or need treatment in a hosprtal emergency room; 

4. Core Health Home requirements must be met, Showing the ability to provide six Health Home care coordination functions and a guarantee of non
duplication of efforts, engagement and outreaeh, heal h action planning, self-management of Chronic conditions. set ing Short and long-term goals, cultural 
competency, mo ivational interviewing, identification of services and gaps in services, eVidence-based interventions. information-sharing with beneficiary's 
treating/authorizing entities, establiShment of multidisciplinary teams, accompanying beneficiary to visrts when requested, arranging for priority appointments, 
notification systems for transitional care, follow-up on medication upon diseharge and follow-up wrth pharmacy to get scripts filled, help the beneficiary access 
follow-up care, referrals, optimizing social supports and family, use of health information teehnology. 

Before contracts are awarded through the RFA process. HCA and DSHS conducts desl< audits and on-srte readiness reViews to ascertain readiness to proVide 
Health Home services. Contracts will be offered only after the readiness reViews and after any identified deficiencies are mitigated through a corrective action 
plan. Before contracts are awarded to preViously Qualified Lead Entities, HCA and DSHS will determine if their networks are adequate to provide Health Home 
serVices. 

Tile period of performance for a Fee-for-Service Health Home contract is an initial two years. For managed care organiZations Who apply to become Lead 
Entrties, the period of performance will be based upon their managed care contract. The program will be audrted during annual contract compliance audrts. 
Based upon results of the audrt, the designated proVider may be put on corrective action or have their qualification status terminated. 

As the Health Home program matures, HCA may allow other entities interested in applying to become a Qualified Health Home Lead Entity to submit a request 
to HCA, at Wh

i

ch point the process for contracting will tal<e effect. 

Date Created Type 

No rtems available 

PRA Disclosure Statement: According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid 
0MB control number. The valid 0MB control nuwber for this information collection is 0938-1188. The time required to complete this infonnation collection is estimated to 
average 40 hours per response, including the time to review instructions, search existing data resources, gather the data needed, and complete and review the information 
collection. If you have comments concerning the accuracy of the time estimate(s) or suggestions for improving this fonn, please write to: CMS, 7500 Security Boulevard, Attn: 
PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850 
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Health Homes Service Delivery Systems 
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Identify the service delivery system(s) that will be used for individuals receiving Health Homes services 

Pl Fee for Service 

OPCCM 

@ Risk Based Managed care 

The Health Plans will be a Designated Provider or 
part of a Team of Health Care Professionals 

/'j' Yes 
C,No 

Provide a summary of the contract language that you will impose on the 
Health Plans in order to deliver the Health Homes services 

Managed care contracts contain language to support the Health Home benefit 
for eligible beneficiaries. An MCO has two paths to choose from when 
providing those benefits. They may either become a qualified Healtll Home 
Lead Entity through the Request for Application process or they may provide 
their Health Home benefits through a delegation agreement with another 
qualified Heal h Home Lead Entity. 

Contract language will contain: 
1. Standards for the six Health Home services - Comprehensive care 
Management, Care Coordination and Health Promotion, Transitional care, 
Individual and Family Support, Referrals to the Community and Use of Health 
lnfonnation Technology; 
2. The use of dinical and non-clinical care Coordinators and allied staff; 
3. Contracts, memorandums of agreement or operational agreements with 
hospitals for emergency department and hospitalization notification, including 
a referral process to refer beneficiaries to HCA for Heal h Home enrollment 
4. Data security requirements; 
5. StandardiZed screening and assessments; 
6. Development of a Health Action Plan (HAP) through an in-person visit to 
promote self-management hrough the identification of the beneficiary's short 
and long-term goals; 
7. Encounter data reporting and documentation of delivered services to 
support encounters; 
8. The use of multidisciplinary care teams. that include the Care 
Coordinator, the beneficiary, and any other identified proViders; 
9. Training requirements; 
10. Program Integrity; 
11. Grievances and Appeals processes; 
12. Access to the PRISM dinical decision support tool; 
13. If the Heal h Home beneficiary is a Medicaid managed care enrollee, the 
MCO will share critical data with the Health Horne care Coordination 
OrganiZation. Data may indUde institutional admissions and discharge 
readiness for transitional health care services management and facilitation, 
lapses in pharmaceutical payments that may indicate need for beneficiary 
outreach and education regarding medication use, lapses in pharmaceutical 
payments; and emergency department use that may suggest a need for a 
Care Coordinator visit or intervention to address the dinical and Health Ac ion 
Plan goals. 

E2l The State provides assurance hat any contract requirements specified in 
this section will be induded in any new or the next contract amendment 
submitted to CMS for review. 

Date Created Type' 
No items available 
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Date Created Type 

The State intends to include the Health Home payments in the Health 
Plan capitation rate 

�Yes 
(., No 

Assurances El The state provides an assurance that at least 
annually, rt will submit to the regional office as part of 
their caprtated rate Actuarial certification a separate 
Health Homes section which outlines the following 

• Any program changes based on the indusion of
Health Homes services in the health plan benefrts

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 he expected utilization of Health 
Homes services and number of eligible 
beneficiaries (induding detailed description of the 
data used for utilization estimates) 

• Any risl< adjustments made by plan that may be 
different than overall risl< adjustments 

How the final capitation amount is determined in 
either a percent of the total caprtation or an actual 
PMPM 

El The state provides assurance that rt will design a 
reporting system/mechanism to monitor the use of 
Health Homes services by he plan ensuring 
appropriate documenta ion of use of services 

F7 The state provides assurance that rt will complete 
an annual assessment to detemiine 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 

PRA Disclosure Statement: According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless � displays a valid 
0MB control number. The valid 0MB control number for this information collection is 0938-1188. The time required to complete this infonnation collection is estimated to 
average 40 hours per response, including the time to review instructions, search existing data resources, gather the data needed, and complete and review the information 
collection. If you have comments concerning the accuracy of the time estimate(s) or suggestions for improving this fonn, please write to: CMS, 7500 Security Boulevard, Attn: 
PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850 

This view was generated on 4/10/2017 1:21 PM EDT 
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Health Homes Payment Methodologies 
MEDICAID - Health Homes - Washington State Health Home Program - WA- 2016 

CMS-10434 0MB 0938-1188 

Not Started In Progress Complete 

Package Header 

Package ID WA2016MH00010 

Submission Type Official - ReView 2 

Approval Date 3/30/2017 

Superseded SPA NIA 

SPA ID WA-16-0026 

Initial Submission 12/20/2016 
Date 

Effective Date 4/1/2017 

ID 

Payment Methodology 

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

@ Fee for Service 

Describe any 
variations in 

payment based on 
provider 

qualifications, 
individual care 

needs,or the 
intensity of the 

services provided 

D Individual Rates Per Service 

Ell Per Member, Per Month Rates 

D Comprehensive Methodology Included in the Plan 

D Incentive Payment Reimbursement 

Ell Fee for Service Rates based on 

C Severity of each indiVidual's chronic conditions 

C Capabilities of the team of health care professionals, 
designated provider, or health team 

bl other 

Describe below 

Completing the Health Action Plan and beginning worl< 
on indiViduals goals; 
One-on-0ne, face-to-face home Visits, high toueh 
interactions; and 
Low-level inlerac ions to maintain progress. 

Rates were built for three levels of payment using a clinical and non-clinical staffing model combined with mon hly service intensity. 
Health home services are proVided by Registered Nurses and Social Worl<ers. with some lower-level services proVided by allied or 
affiliated staff. 

Only one encounter per beneficiary is accepted per month regardless of how many services are provided to that beneficiary during he 
month. 

Three levels of payment are dependent upon the intensity of the service. determined by one-on-one. high touch interactions. This first 
care coordination stage encompasses hree primary responsibilities, in ad<lition to the health home service: health screening and 
assessments, development of a health action plan for care management, and assess the beneficiary for self-management and promote 
self-management skills to improve rune ional or health status or prevent or Slow <leclines in rune ioning. The encounter for the first care 
coor<lination stage is pai<l only once per lifetime of the benefit. 

The second level is for Intensive Health Horne care Coordination. 11 is assumed that for eaeh full -time employee (FTE), 50 beneficiaries 
can be supported. This rate is pai<l once per month, per beneficiary and is triggered by submittal of an encounter. An encounter is 
represented by <locumenting <lelivery of a health home service. This rate is used extensively for most of the care coordination services. 

The thir<l level of payment is for Low-Level Health Home care Coor<lination. This rate is pai<l once per month. per beneficiary and is 
triggered by submittal of an encounter. Low-level payment is made only for months in Which an encounter occurred. An encounter is 
represented by <locumenting <lelivery of a health home service. II is assumed that for months in Whiell an encounter occurs, 2/3 of the 
encounters will involve a phone call and 1/3 will involves a home Visit. 

[l PCCM (description included in Service Delivery section) 
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1.11 Risk Based Managed care (description indu<led in Service Delivery section) 

D Alternative mo<lels of payment, other han Fee for Service or PMPM payments (<lescribe below) 

Agency Rates 

Describe the rates used Effective Date 

Apr 1, 2017 ') FFS Rates inclu<led in plan 
0 Comprehensive me hO<lology indu<led in plan 
� The agency rates are set as of the folloWing date an<l are effective for 
services provide<l on or after that date 

Rate Development 

Website where rates are displayed 

http:/lwww.hca.wa gov/billers-providers/programs-an<l
services/resources-O#contracts-an<l-rate-information 

Provide a comprehensive description in the SPA of the manner in which rates were set 

1. In the SPA please provi<le the cost <lata an<l assumptions that were used to develop eaeh of the rates 
2. Please i<lentify he reimbursable unit(s) of service 
3. Please <lescribe the minimum level of activities that the state agency requires for providers to receive payment per the defined unit 
4. Please <lescribe the state's stan<lards an<l process required for service documentation, an<l 
5. Please <lescribe in the SPA the procedures for revieWing an<l rebasing the rates. indu<ling 

• the frequency Wi h whiell he state Will review he rates, an<l
• the factors that Will be reviewed by the state in or<ler to un<lerstan<l if the rates are economic an<l efficient an<l sufficient to ensure quality services. 

Comprehensive When the Health Home program was implemented in 2013, there was no cost <lata available for the program, except <lata from he 
Description Intensive Chronic Care Management (ICCM) mooel, whieh preceded the Health Home program. The ICCM population was aged, blin<l 

an<l <lisabled Medicai<l-0nly beneficiaries, age 21 an<l older Who were currently receiving hOme an<l community based long-term services 
an<l supports (LTSS) an<l Fee-for-Service medical benefits. Beneficiaries receiving L TSS were not enrolled in managed care. care 
Coor<lination was provided by five mostly rural Area Agencies on Aging ven<lors. The purpose of the program was to provide locally 
based Chronic care management to eligible Medicaid dients through care coordina ion ac ivities provi<led by nurse care managers. The 
program was voluntary an<l incorporated outreach, care management. education, an<l assistance to enrollees in managing their <lisease, 
along with coor<lination of medical, mental heal h, substance use <lisor<ler an<l o her community services based on the needs of the 
in<lividual enrollee. 

ICCM premiums, <leveloped by Mercer, covered staffing an<l resources to provide care coor<lination services that were similar to the 
Health Home services. Mercer developed caseload assumptions Whieh consi<lered historical program experience as well as input from 
Mercer dinicians experienced With CCM programs. The state provided fully loaded annual compensation levels for care management 
staff which represented actual costs for the program. The number of Full Time Employees (FTEs) an<l the total annual compensation 
levels were combined to proouce an average PMPM costs. Mercer a<lde<l management an<l overtlea<l costs for an a<lministrative loa<l, 
whiell was calculated to be 18% of fully-loa<led employee salaries based on the program's operational expen<litures. 

Mercer gave the state an ICCM premium rate range from the lower bound of $172.55, best estimate of $181.63, an<l upper bound of 
$190.71. 

Because the two chronic care management programs were similar an<l there was no experience <lata for Health Homes benefrts, the 
state asked Milliman to <levelop FFS rates for the Health Horne program (for Fee-for-Service enrollees), using the Mercer analysis as 
their baseline. Salary data was used to develop average salaries. adjusted to be consistent with those reported in the 
Seattle/Bellevue/Everett region whiell was one of the highest salary regions in the state an<l inclu<led supervisors at nurse salary levels, 
plus $10,000 because of their a<lditional responsibilities. 

The assumed average <listribution of staff time to provi<le Health Home services varies by stage of care coor<lination and on an average 
staffing distribu ion of time by care coor<linators. For intensive level of services, Milliman assumed most benefits are provided by 
Registered Nurses at 50%, case Managers at 38%, Case Ai<les at 1 0% an<l supervision at 2%. Baseline salaries were loaded by 42% to 
account for other costs such as 24% for employee benefits, 15% for other staff expenses an<l 3% for a<lministration. 

other cost assumptions include salary <listribution, geographic <listribUtion, an<l high-touch vs. low-toueh intensity of services. Care 
Coor<linators must provi<le at least one Health Home service to claim reimbursement, With the expectation that high touell means in
person, face-to-face care coordination an<l low-touch means a combination of face-to-face or telephonic contact. 

WaShington state has three payment tiers that <lefine the level of care coor<lination services provided: The Tier Level of the beneficiary 
is inten<led to reflect the overall level of: 
1. Engagement an<l activa ion level of the beneficiary an<l/or their caregivers; 
2. Activity in the Health Ac ion Plan; 
3. Provision of at least one of the qualified Health Home services; an<l 
4. Frequency of contacts (face-to-face visits, phone calls, referrals, or care coordina ion). 

All three tiers have a mix of dinical an<l non-clinical staffing elements. 

Tier One is for initial engagement an<l health action planning. The reimbursable unit is $252.93. This is a one-time payment to initiate 
par icipation in the Health Home, conduct a face-to-face home visit and complete he Health Action Plan. 

Tier One indudes: 
Contacting the beneficiary to introouce Health Home benefits, gain their approval to participate and schedule initial care 

Coor<linator face-to-face visit; 
Con<lucting a comprehensive health assessmenVreassessment inclusive of medical/behavioral /rehabilitative an<l long term care 

an<l social service needs; an<l 
Completing Health Action Plan (HAP), with a face-to-face visit with the beneficiary to identify the beneficiary's short and long-term 

goals an<l action steps. Development of the HAP may indu<le family members, caregivers, an<l other social supports as appropriate. 
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Tier Two is for on-going, face-to-face and telephonic Visits with he beneficiary to provide one or more of the six Heal h Home services. 
The reimbursement unit is $172.61. Tier Two is paid once per month, per beneficiary. The minimum level of reimbursement is at least 
one face-to-face contact with the beneficiary during the mon h. 

Tier Three is low-level care coordination for beneficiaries wno either do not want frequent contact or face-to-face Visits or have aehieved 
a level self-management for their Chronic conditions and no longer need high-level or intensive care coordination. The reimbursement 
unit is $67 .50 for the third tier. Tier 3 will be paid on a monthly basis and payment is made only for months in Wllich an encounter 
occurred. An encounter is represented as either a phone call or home Visit. Phone calls are assumed to last an average of 45 minutes. 
Home Visits area assumed to take 2 hours and 15 minutes. For months in Wllich an encounter occurs, 2/3 of the encounters will involve a 
phone call and 113 will involve a home Visit 

Washington requires all Health Home Lead Entities to submit completed Health Ac ion Plans (HAP} into a HAP database. The HAPs are 
reviewed against the Tier One encounters to ensure that a payment has been made for a completed HAP. HAPs are up<lated every four 
and eight months. or more frequently if there has been a Change in circumstances, sueh as a hospital or Emergency Department Visit 
HAPs are up<lated When short and long-term goals have been finalized and new goals are set by the beneficiary. 

Washington requires all Lead Entities to require documentation of the Health Home services provided by care coordinators in their 
contracts with care Coordination Organizations. Case records and notes are audited annually during on-site contract compliance audits. 
Quarterly Quality reports are submitted to HCA by all the lea<ls and must contain: 

summary and overview of Health Home services: 
o Activities; 
o Strengths and best practices; and 
o Barriers encountered during the repor ing periO<l. 

Up<lated list of the Contractor's care Coordination network of proViders; 
De-identified individual Health Home beneficiary success stories; 

The 2013 FFS rates originally indU<led a withhold portion for Tier Two and Three. HCA staff reviewed the FFS rates in late 2014 and 
determined the administra ive portion of the rate payment was not enough to support infrastructure costs for Fee-for-Service Health 
Hornes. The withhOld portion of the rates was discontinued on January 1. 2015. The current FFS rates without the withholds are 
effec ive for services on or after January 1. 2015. 

Reviewing and rebasing the rates for Health Home services was initially planned to happen every two years, bUt was curtailed due to 
legislative direction in April 2015 to discontinue the program by January 1, 2016 due to lack of funding. In November 2015, Washington 
was informed by CMS that it would receive Medicare Share<l saVings attributable to he Duals Demonstra ion/Health Home program and 
that information prompted a renewed interest in keeping the program alive. Milliman was asked to review the current Heal h Home rate 
structure in May, 2016 in order to up<late hem for January 1, 2017 and in August 2016, the draft rates were released to HCA and DSHS. 
with a caveat from Milliman that the data was not uniformly collected by the leads and heir CCOs. 

Reviewing and rebasing the rates for future up<lates will happen every three years or more frequently if cost trends warrant more frequent 
adjustments. Except as otherwise noted in the plan, state developed fee schedule rates are the same for both governmental and private 
providers. 

@ The state proVides assurance that it will ensure non-<luplication of payment for services similar to Health Homes services that are offered/covered under a 
different statutory authority, such as 1915( c) waivers or targeted case management 

Describe below Case management provi<led under the state's 1915(c) waivers are non-duplicative of Health Horne services. The functions proVided by 
how non- 1915(c) case managers indude determination of waiver eligibility, comprehensive assessment to determine unmet nee<ls related to 

duplication of waiver services, service planning of services provided under the waiver, qualification of waiver providers, authorization of waiver services, 
payment will be and monitoring of service provision. This type of specialized case management for both indiViduals receiving long term services and 

achieved supports and individuals receMng <levelopmental disabilities services will continue to be necessary for individuals served under waivers, 
and the Health Home program will not duplicate the functions proVi<led by state and Area Agency on Aging (AAA} staff Wllo perform these 
functions. 

Health Homes will be responsible for reView of claims and social service use history, heal h screening (e.g., screening for common 
mental health conditions associated with Chronic illness such as depression. patient activation assessments). examination of current 
clinical conditions and treatment, and PRISM information. This assessment is used to identify care gaps, utilization patterns, where 
chronic care condition education and coaching may be most helpful and to assist the beneficiary in development and implementation of 
their Health Action Plan, including identification of self-care goals. 

The Health Horne will also be responsible for transi ions, assessing beneficiaries at higher risk for re-instiMionalization. assisting he 
beneficiary and their support network in gaining an understanding of diseharge instructions and information, ensuring appropriate follow
up primary and specialty care and that medication reconciliation occurs, and assisting with referrals for additional services the beneficiary 
may need. 

For Tribal PCCMs. the state will not allow an eligible Health Home enrollee to be enrolled in a Tribal PCCM and a Tribal Health Home at 
the same time. A Tribal member, if enrolled in a PCCM, must Choose which methO<l they wiSh to use for case management. If they 
decide to become enrolled in a Tribal Heal h Home, they must disenroll themselves from their Tribal PCCM. 

Health Home enrollment is managed by the State and the ProViderOne enrollment and payment system Wllieh does not allow a tribal 
member to be enrolled in a Health Home and a PCCM at the same time. 

@ The State meets the requirements of 42 CFR Part 447, Subpart A, and sections 1902(aX4). 1902(a}(6), 1902(a)(30)(A}, and 1903 with resped to non
payment for provider -preventable conditions 

@ The State proVides assurance that all governmental and private providers are reimbursed according to the same rate schedule. unless otherwise described 
above. 

Pl The state proVi<les assurance that it shall reimburse providers directly, except Wilen there are employment or contractual arrangements consistent with 
section 1902(a}(32) 
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PRA Disclosure Statement: According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of infonnation unless it displays a valid 
0MB control number. The valid 0MB control nuwber for this information collection is 0938-1188. The time required to complete this infonnation collection is estimated to 
average 40 hours per response, including the time to review instructions, search existing data resources, gather the data needed, and complete and review the information 
collection. If you have comments concerning the accuracy of the time estimate(s) or suggestions for improving this fonn, please write to: CMS, 7500 Security Boulevard, Attn: 
PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850 

This view was generated on 4/10/2017 1:22 PM EDT 
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Health Homes Monitoring, Quality Measurement and Evaluation 
MEDICAID - Health Homes - Washington State Health Home Program - WA- 2016 

CMS-10434 0MB 0938-1188 

Not Started 

Package Header 

Package ID WA2016MH00010 

Submission Type Official - ReView 2 

Approval Date 3/30/2017 

Superseded SPA NIA 
ID 

Monitoring 

In Progress 

SPA ID WA-16-0026 

Initial Submission 12/20/2016 
Date 

Effective Date 4/1/2017 

Complete 

Describe the state's methodology for calculating cost saving (and report cost savings annually in Quality Measure Report). Include savings that 
result from improved coordination of care and c1lronic disease management achieved through the Health Hornes Program, including data sources 
and measurement specifications, as well as any savings associated with dual eligibles, and if Medicare data was available to the state to utilize in 
arriving at its cost-savings estimates 

The state will calculate regional. risk-adjusted. per member per month expenses in the target population in the baseline (FY2011). apply trend factors and 
estimate a projected per member per month figure. Cost savings will be calculated as the difference between actual and projected risk adjusted per 
member/per month expenditures. Cost savings for dual eligible will be detennined by CMS. 

Describe how the state will use health information technology in providing Health Hornes 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 macfe by their provider) 

The state integrates Fee-for-Service claims data, managed care enoounter data, beneficiary eligibility, enrollment and claims data for medical, phannacy, 
mental health, substance use disorder, long tenn services and supports, and Medicaid and dual eligible Medicare covered services in a secure web-based 
clinical decision support tool called PRISM. PRISM also pulls from o her clinical assessment data Within the state sueh as CARE. The state uses PRISM to 
support the beneficiary and he Health Home Care Coordinator to iden ify the unmet needs, gaps in care, clinical protocols required and current utilization of 
case management, medical and behavioral health services. Use of these tools enables the Health Home Care Coordinator to better coordinate care and ensure 
that the beneficiary's complex needs are met, and will assist the state in monitoring oost and utilization data to ensure program goals are met. 

The state has developed Health lnfonnation Technology (HIT) through OneHealthPort (OHP), Who HCA contracts With to oonsult on maintaining a stateWide 
health information exchange. HCA is developing the Medicaid Health Profile clinical data repository, with clinical data passed through OneHealthPort HIE using 
the Continuity of Care Document (CCD) and the Admit/ Discharge/Transfer Document (ADT) transaction sets. Updates to the Medicaid clinical data repository 
to refine or to correct identified data COiiection errors occur Whenever a need is identified. 

Quality Measurement and Evaluation 

� The state provides assurance 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 interven ion and also identify quality measures related to 
each goal to measure its success in achieving the goals 

@ The state provides assurance that it Will report to CMS infonnation submitted by Health Homes proViders to infonn evaluations, as well as Reports to 
Congress as described in Section 2703(b} of the Affordable Care Act and as described by CMS 

@ The state provides assurance that it Will track avoidable hospital readmissions and report annually in the Quality Measures report 

PRA Disclosure Statement: According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid 
0MB control number. The valid 0MB control nuwber for this information collection is 0938-1188. The time required to complete this infonnation collection is estimated to 
average 40 hours per response, including the time to review instructions, search existing data resources, gather the data needed, and complete and review the information 
collection. If you have comments concerning the accuracy of the time estimate(s) or suggestions for improving this fonn, please write to: CMS, 7500 Security Boulevard, Attn: 
PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850 

This view was generated on 4/10/2017 1:23 PM EDT 
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