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Children’s Behavioral Health Executive Leadership Team Meeting
Date: September 15, 2015   Time: 8AM—9AM    Location: HSB (OB-2), Executive Conference Room (4th floor)

Attendees:  Carla Reyes (BHSIA), Lin Payton (HCA), Chris Imhoff (DBHR), Rebecca Kelly (RA)

Regrets: John Clayton (RA), Evelyn Perez (DDA), Andi Smith (GOV), Tim Collins (OIP), Patricia Lashway (SES), Jennifer Strus (CA), Rich Pannkuk (OFM), Michael Langer (DBHR), David Stillman (ESA)

[bookmark: _GoBack]Staff:  Greg Endler, Tina Burrell





Attachments:  
  
	Agenda Item & Lead(s)
	Discussion/Outcomes

	8 :00 – 8:10
Welcome back & Transition
(Chris Imhoff)
	


	8:10 – 8:30
Foster Care- Request For Proposal (RFP)
(Lin Payton)
	· Discussion of Foster Care RFP and awarded contractor

	8:30– 8:50
Quarterly  WISe Update
(Tina Burrell)
	· Discussion of current WISe Capacity.
· Discussion of WISe quarterly reports.

	8:50 – 9:00
Wrap up / Next Steps  
(Chris Imhoff)
	· Agenda items for next meeting
· WISe capacity development
· Data on screening & Outreach/education—where are the referrals coming from?  
· RDA update—Looking at the rerunning of TR Proxy.
· Each Administration/Authority identifies a ‘back-up’ to attend in their absence.
· Next Meeting December 1, 2015 at 8am—9am— HSB (OB-2), 4th floor, Exec. Conference Room.




https://www.dshs.wa.gov/bha/division-behavioral-health-and-recovery/executive-leadership-team

Narrative re 2nd quarter reports.docx
Narrative re 2nd quarter reports.

Take True North out of Thurston-Mason totals (they’re an SUD pilot site).  There were no reassessments done so True North does not appear in Thurston-Mason Longevity Reports.  

We are not sharing Thurston-Mason Longevity Reports as the N was 6.

Still many issues with BHAS working well.

· Took until July 20 to have Ns on reports. 

· When running them noticed discrepancies in Ns that didn’t make sense (see emails sent 7/20 and 7/22).  Didn’t get response until  

· Timeliness Reports not fixed until 8/3/15

Email message when sending reports:

Good afternoon _______________,

Attached please find the 2nd quarter BHAS reports for ______(RSN)_____________.  There are filters on most of these reports in BHAS which allow you to dig deeper to answer questions to make local improvements.  They are also available in real time for ongoing monitoring. 

The expectation for regular review of the data in these reports is outlined in Section III (page 6) of the WISe Quality Management Plan (QMP). Training on how to review the reports was conducted in May and the Data Review Protocol added to the QMP as Appendix D.  It is attached. Please send documentation of your review of these data to Kathy Smith-DiJulio by September 30. 

[bookmark: _GoBack]We have been working steadily with RCR to improve report functionality and sort out definitional issues.  Please don’t focus on numbers, instead focus on the direction of the numbers, e.g., up, down, same.  For example, while specific numbers in a timeliness report might not accurately reflect total assessments, the percentage completed indicates whether there are opportunities for improvement in this area.  Because we currently have no way of removing cases not requiring 90 Day Reassessments (e.g., discharges, lost to treatment) these reports are not included. However, you can drill down to the local level on this report and get a listing of those clients due for an assessment. The reports have utility; they lack precision. Perfection is the enemy of the good (Voltaire).

Until we are assured that all reports are fully working as intended (Goal: October) they will not be used for baseline measures upon which to set targets. This will give you time to improve local practices/processes. Our goal is to improve both – the precision of the reports and the direction of the results – as we move forward in improving the lives of children/youth and families.  

Should you have any difficulty running reports please contact the BHAS HelpDesk at (844) 678-5709 or wabhashelpdesk@rcrtechnology.com 

For assistance with implementing the data review protocols please contact Kathy Smith-DiJulio at 360-725-3778 or 360-338-2120.

Thank you for your patience as we continue to develop and enhance our reporting and service delivery systems.
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Coordinated Care is umquely quahﬁed and fully prepared to operatlonahze a stateWIde Apple Health
Foster Care (AHFC) managed care program in full compliance with the draft contract and directly
aligned with HCA and DSHS objectives. By combining our own local presence with the national foster
care experience and expertise of our Centene affiliates, Coordinated Care is excited to offer proven
programs and systems, customized to meet the unique needs of Washington, that bring a coordinated
and integrated system of care to a vulnerable AHFC population.
The value we bring as a partner is:
€ Unmatched national experience and understanding of integrated health services for children and
youth in foster care and adoptlon support programs and young adult alumni of the foster care
system
A proven holistic, enrollee centric approach that creates a secure and constant system of care
around each individual
An actively engaged partnership approach that advances permanency, well-being and outcomes
Industry leading information technology support demgned for data integration, analysis and secure
exchange across systems
A customized network of providers with specialized training and expertise in identifying and
treating the needs of the AHFC children ,youth and young adults being served
Following the guidelines of the RFP, we will implement an integrated model that coordinates with the -
RSNs (Behavioral Health Organizations [BHO] after April 1, 2016) and RSN/BHO providers to share
and capture both physical health (PH) and behavioral health (BH) information that drives holistic care
planning, treatment and optimum health outcomes. We achieve these outcomes today in our other
foster care markets through our integrated care model, robust provider network and innovative, secure,
HIPAA compliant information technology. We use this technology to aggregate the data from these
external entities into our Centelligence™ Health Record 360 to enhance care coordination and solve
portability issues in care as we work toward a fully integrated system as envisioned for the AHFC
program in 2018. _ :
Understanding the Program Scope and Population Being Served :
Coordinated Care recognizes that a complete understanding of the program and population is necessary
to design a model and approach that best positions the program for success. Our knowledge of the
AFHC program’s scope as well as the unique characteristics of the populatlons to be served under the
contract comes from:
€ Our foundation in the foster care system
€ Unparalleled and unmatched experience in managing care within the child welfare system
& Local stakeholder outreach, engagement and local experience
Foundation in Foster Care System. Centene, parent company to Coordinated Care and our affiliates,
was founded in 1984 as a single health plan, Managed Health Services, by Ms. Betty Brinn in
Milwaukee, Wisconsin. Ms. Brinn spent her childhood years in and out of foster homes, living in 17
different placements. Her mission to provide excellent health care to low income women and children
was based on her own personal experience. Managed Health Services grew out of her recognition that
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the most efficient care is preventive care and that health care should address the needs of the entire
person. She also recognized the disconnects that existed among various components of the health care
delivery and social service systems, and saw their impact on access to care for low-income women and
children. Her experience and values inform Coordinated Care’s and our affiliates’ values of providing
coordinated, dignified, high quality, holistic care to low-income and underserved populatlons
Profoundly affected by her humble beginnings, Ms. Brinn established Centene upon the mission of
“caring and service to others.”
This genesis ultimately led our Texas affiliate to successfully develop the first statewide sole source,
fully integrated health care delivery model in the country.
Unparalleled Experience. Centene has eight years of experience providing comprehensive services
for children and youth in foster care. Today, Centene’s health # =
plans in ten states serve more than 67,000 foster care and
adoption support enrollees. There are currently only three sole- - By July, 2015 Cen tene
source, statewide managed care programs for children in foster health plans will serve
care in the United States; Centene health plans hold the nearly 90,000 oster
contracts for two of them - Texas and Florida. In addition, our care an d adoption
affiliate health plan in Mississippi is the state health plan of as szstqn ce enrollees.
choice for their fully integrated, statewide foster care managed ~ u
care program. Coordinated Care health plan affiliates also provide services to children and youth in
foster care in California, Indiana, Kansas, Louisiana, Missouri, and New Hampshire, and in
Washington we have served foster children in our health plan for the past 3 years. We also have
experience providing specialized managed care services to adoption support populations in Indiana,
Missouri and Kansas. In addition to their 23,000 current enrollees in foster care, our Florida affiliate is
preparing to serve 20,000 additional children in adoption support and 1,500 medically fragile children
effective July 1, 2015 which would raise the total number of foster care enrollees served by Centene
health plans to nearly 90,000.
Our Texas affiliate began serving approximately 30,000 enrollees in foster care in April 2008. They
provide a robust system of care coordination that offers enhanced communication tools, innovative
clinical interventions and care management strategies that have driven significant improvement in
health outcomes, well-being and permanency. This is demonstrated through health care and Well-
Being and Permanency indicators tracked by the Texas Department of Family and Protective Services
(DFPS) Child and Family Service Review. For example:
&€ Placement stability improved from 79% in 2007 to 83.6% in 2012 for children in foster care < 12
months with two or fewer placements
€ Placement stability improved from 53% in 2007 to 57.8% in 2012 for those in care 12-24 months
with two or fewer placements .
Since that time, the states of Florida (2014) and Mississippi (2013) have chosen Centene health plans
to deploy this proven statewide, integrated model, customized and tailored to the needs of each
individual state and enrollee population. Throughout this response, you will see the outcomes
experienced in these markets and how they can effectively support the initiatives and goals of the
AHFC program here in Washington.

Applying Lessons Learned. We know from our experience in other states that there is not a “one size
fits all” solution for coordinating care for this population. Our experience has also taught us that
positive outcomes for this population are best achieved through specialized programs designed to meet
their needs and not by simply trying to integrate them in existing managed care programs. Based this
experience we will deliver a system of care that:

€ Is flexible to meet the unique needs of each enrollee and leverage available services and supports
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€ Incorporates the unique strengths and features of Washington and serves as a partner in the child
{ . welfare system
Facilitates timely, secure and appropriate communication and sharing of information between
providers, caregivers and stakeholders such as state social workers and judiciary staff
Integrates and coordinates all PH, BH and social needs across the health-and welfare systems
Incorporates an enrollee and family-centered care coordination approach that actively incorporates
them in the care coordination process with staff trained in cultural competency, trauma-informed -
care, the child welfare system and the complex safety and security needs of the population
Supports a well-qualified provider network consistently evaluated relative to the needs of
children/youth in foster care and adoption support and is refined accordingly
Our system of care philosophy is family driven and youth-guided, community based, and culturally
and linguistically competent. It includes adequate services and supports for each individual enrollee
and their caregivers and an infrastructure that is collaborative, secure and flexible enough to support
those services. These enrollees may require complex care coordination, intensive collaboration with
child-serving agencies, extra support across care transitions, and will often have complex BH needs. In
direct response, our affiliate plans have developed, implemented and constantly improved and evolved
innovative solutions such as:
& The ability to share sensitive and confidential information across external systems in a timely,
HIPAA compliant, appropriate and safe manner (Centelligence™ Health Record 360, formerly
Health Passport, as well as Collective Medical Technologies’ PreManage/EDIE solution to
understand our enrollees health status through the real-time sharing of information, alerts, and
notifications with all stakeholders)
A secure and consistent system of care around each individual, accomplished through assigning a
single point of contact supported by a multi-disciplinary care team with specialized expertise to
match the enrollee needs, robust training, and access to a 24/7 nurse advice line
A proven track record of evidence-based policies, procedures and processes to ensure seamless .
care throughout all stages of care transitions and placement changes
A trauma-informed system and culture that includes a fully developed, tested, and proven training
program offering in person, online and self-guided training options that address trauma, best
practices and other issues directly relevant to this population-
A robust psychotropic medication utilization review program
A partnership-focused approach with collaborative relationships with state agencies and proactive
planning, communication and alignment with all stakeholders
€ Staff who are culturally aware, empathetic and respectful
Local Stakeholder Outreach and Local Experience. In preparation for serving the AHFC
population, Coordinated Care engaged over 50 stakeholder individuals and organizations over the past
2 years. The valuable input we received was categorized, investigated, and has been appropriately
incorporated into our model and approach as evident throughout this response. We have included here
some of the highlights of the feedback and how it is addressed in our model. Please note these are the
words of our stakeholders.
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Support and provide education to caseworkers and caregivers to ensure children in foster care have -
“consistent and ongoing support for accessing medical and behavior health services across the state.
Provide the support and care coordination children need regardless of type of placement.

Be the constant in the system and coordinate directly with caseworkers, caregivers and providers.

Be a consistent point of contact. Have the same person at Coordinated Care follow the child.

Maintain the 24 hour nurse line.
Provide more information and data on the children in an easy to use and updated electronic format.
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Help the caregivers and caseworkers understand what resources are available to them.

Foster parents need supports, most are not high income and constantly a new group of foster parents
entering the system. Better support can help stabilize placements. '

Relative caregivers need a different engagement approach. They can be more afraid to ask for help
over fear of a child being taken from them. They can also require more help navigating the system
compared to professional foster parents.

Coordinated Care Solutions: Care Coordination (CC) Model, Centellige Healt
(CHR360), specialized training and targeted outreach, ommunication and Linkages, 24 hous
nurse advice line, implementing systems to allow for consistent point of contact in call center and

with Coordinated Care staff, Relative placement specialists, AHFC Liaisons for direct support to

caseworkers and DSHS staff

Ensure key providers are in our network.

‘Make sure we have the right providers and high quality, outcome focused providers.

Leverage the work of Partnership Access Line (PAL) and help more PCPs connect to this service to
get support with BH issues and medication management.

Help caregivers find providers and make appointments.

Provide medical expertise to help identify and “de-medicalize” children receiving unnecessary
treatments/medications/diagnoses. :

Keep children with providers they were seeing before entering the system if possible.

Provide culturally specific care and programs. Connect children to providers of same
race/culture/gender/community whenever possible.

Difficulty in maintaining services as children move placements or the reverse, not knowing why a
child is receiving a service or medication when they arrive at new placement.

Assistance with accessing vision and dental/orthodontia services.
pordinag re 8o OF el HR360 7 ed Netwo pste are Cente
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| Support activities that help children engage in natural supports like sports, swimming, YMCA, peer
support groups and clubs.

Focus on the child not the Foster Care system. Make the program about the child, providing support
to the caregivers or case workers, but with the child at the center.

Address pregnant teens in foster care with a special program for them. -
Coordinated Care Solutions: CC Model, specialized training, Care Grants, Start Smart for Your

Baby® Teen program

The HET assessments being done on children today are only as useful as the follow up that occurs.
Work to ensure follow up happens and additional screenings occur to capture up to date and
accurate needs of the child. ‘

Assume all children in foster care may have mental health needs.

What can be done to intervene earlier in a child’s placement before they end up in Behavioral
Rehabilitation Services after multiple failed attempts? What can be done to provide at the moment

response to children in crisis or with behavior episodes? What can be done to help look for warning

4
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‘ signs earlier and to educate caseworkers what to look for?

| Improve psychotropic drugs management, tracking of why children are on a medication and
outcomes. There is a lack of trying psycho-social therapy interventions prior to trying psychotropic
drugs.

What can we do to promote an integrated mental health primary care model‘7
How do we Work 1most effectrvel with the RSN s stem 1n each art of the state‘7

iLmtszms _
Foster Parent Survey Coordinated Care’s understandmg of the program and population, used to help
shape our approach is further guided by the 2014 Foster Parent Survey conducted by DSHS. Of

| the following findi

Although a majority of comments about This tells us that Coordinated Care has a great
access were positive (56%), foster parents | opportunity to provide wrap around support, training
feel that even excellent social workers are | on health benefits and services, and quick access to
too overworked to pay proper attention to | information for the social worker that will enhance
the children and families they serve, and communication and make their jobs easier.

that the overwork results in more staff
turnover which negatively 1mpacts foster

families.
96% of comments about general process Coordinated Care can help in navigating the system
were negative or suggestions for and provide information, education and support to the
improvement (foster care bureaucracy is agencies and individuals serving the system. We can

{ - | cumbersome and unresponsive) and 78% work with the system to help improve and streamline
of comments about coordination were paperwork, leveraging systems to capture information
negative. and reduce redundancy, duplication, and provide

administrative simplification.

The majority of comments about whether | Our enrollee and family-centered care model will help
social workers include foster parents were | support the inclusion of enrollees and families in
negative. crucial decision making and equip them with -
information to help make informed decisions;
additionally, our program should ease some of the

| burden from social workers to allow more time for
them to include foster parents in their processes.

61% of comments about This demonstrates significant room for improvement
medical/dental/mental health resources in care delivery, health education, and whole person
were negative, showing a reduction in health integration, which is at Coordinated Care’s
performance since 2012 where only 49% core. By executing the described coordinated and
of comments were negative. virtually integrated system of care, there will be a

drastic impact.
Local Experience. Coordinated Care’s President and CEO, Dr. Jay Fathi is a practicing, board certified
family physician who, immediately prior to joining Coordinated Care in 2012, served as the Senior
Medical Director for Primary Care and Community Health for Swedish Health Services. Prior to his
time at Swedish he provided direct patient care services to underserved families in a community health
center in King County for 12 years. Dr. Fathi still sees patients and has 22 years of experience
practicing medicine in the state of Washington. This has included serving as a primary care physician
for children/youth in foster care and adoption support, and working with many of the specific
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challenges they face, including IEPs, court issues, mental health and substance abuse, reproductive
health/STD issues, and the effects of trauma. When visiting with Mocking Bird Society to learn more
about their work with youth in foster care in preparation for this RFP, Dr. Fathi was proud to see one
of his former patients as a contributor in the current issue of Mockingbird Times.

Children with Special Needs. Coordinated Care has direct experience managing and facilitating
programs and services for children with special needs. This includes children in foster care currently
voluntarily enrolled in managed care, children with SSI and children with special health care needs.
This experience provides perspective on the Washington child welfare system and first-hand
knowledge of the needs and sensitivities of the population. For example, in our current Apple Health
program, Coordinated Care works very closely with the Fostering Well Being Unit to provide care
coordination to children in foster care. Coordinated Care’s local Foster Care Liaison is dedicated to the
coordination of services of these vulnerable beneficiaries in conjunction with Fostering Well Being;
Children with Special Health Care Needs Coordinators; public health nurses (county nurses); state
caseworkers; juvenile justice; families and caregivers; the providers, including RSNs and RSN
providers; and any others involved in their care. This includes support during transitions, helping
children get quicker access to services when there are waiting lists or other barriers, assisting foster
parents who are receiving medical bills or having other issues navigating the delivery system, and
general service coordination. For example, Coordinated Care works with our providers, the RSNs and
RSN providers today to appropriately screen for conditions requiring psychotropic drugs and identify
alternative therapies as appropriate. _
Access to Services. Coordinated Care currently serves over 73,000 children in Washington. This
includes children with SSI who we started serving in 2012 when they were transitioned from fee for
service to managed care. As part of this transition, Coordinated Care identified enrollees with chronic
conditions to ensure timely access to services with no gaps in care. Continuity of care policies
governed continued access to medications and providers throughout the transition to avoid any
disruption.

Among Coordinated Care’s current population age 0 to 26, approximately 15,000 have a BH diagnosis.

Coordinated Care works directly with the RSN providers to help coordinate the care and services and
understands the correlation between BH and PH conditions. To promote early detection and treatment,

including preventive services and BH, EPSDT is a major priority for all of our children andyouth. . . .

While the goal is the same for the foster care and adoption support population, the approach might be
different. Outreach efforts designed for bio-parents in our Apple Health population will be different
than those that are effective for foster parents, and different still between the approach for seasoned
foster care parents and relative placements. We also recognize that we cannot limit our outreach efforts
only to caregivers; we must include the Social Services Specialist (SSS)/Social Worker. Instead of
educating on the importance of EPSDT, our job is to help support them in finding a provider and
ensuring access. : '

Translating Experience and Outreach into Understanding the Population. We have learned and
developed our program around the fundamental idea that every child, youth and young adult in the
system is unique. In addition, we recognize that within the system there are distinct subgroups with
distinct needs — children in foster care, children in adoption support, and youth who have aged out of
the foster care system.

Foster Care. For children in foster care, key considerations in developing programs and services must
recognize these enrollees as being transient, having traumatic backgrounds and uncertain futures,
having a higher level need of BH services and psychotropic medication prescribing and many times
being untreated, undertreated or misdiagnosed for BH, PH, and dental conditions. For example, we see
firsthand that the transient nature of the foster care population impacts services and continuity of care.
Children may receive unnecessary duplication of services because there is no medical history provided
by the parents upon removal and entry to foster care, and health information does not always follow

6
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from one placement to the next. We have the infrastructure, including trained Health Care
Coordination staff, specialized teams and programs and information technology, to ensure continuity
of services and supports across the system to prevent duplication of services.

Adoption Support. We understand that a child finding a permanent placement through adoption is the
beginning of a long-term transition and does not resolve issues that existed prior to adoption. In many
cases, issues may be further compounded with having to learn new family rules and dynamics, meet
expectations, and build new relationships with the family, neighbors and kids at school. There are new
pressures associated with being part of a family. No matter how old the child or how great the family,
underlying issues and resultant behaviors may still exist, there are trauma triggers that may arise,

" developmental delays that exist, and/or disrupted attachments that may need to be addressed. We have
the expertise and programs to equip enrollees and families with the coping skills and resources they
need to prevent disruption, as provided through our Adoption Success program which offers
specialized support and training for enrollees, caregivers and providers.

Adolescents and Young Adults. For young adults in adoption or aging out of the foster care system,
the underlying trauma, disrupted attachment and/or developmental delays may continue to impact
development. Research tells us a child’s brain doesn’t mature until the age of 25. To further
complicate issues, disruptions during the early formative phases of life can affect the trajectory of
development and have lifelong implications, particularly in a child’s ability to attach, trust and feel
safe. Children who experience early traumatic events and have gaps in development between birth and
three tend to be further delayed, and those delays may not surface until adolescence or even teen years.
A child who has been adopted or a youth who is now out on their own can still suddenly become
angry; may engage in intense manipulative behavior (often a survival skill the child learned early on);
or may have sexual acting out behaviors, drug use, self-harm or other complex behavior. This is
daunting for the adoptive parents and other supports around them, as well as for the youth themselves,
and can be profoundly disruptive. Providing continued support to transitioning/transitioned youth is
critical to preventing a crisis at a later time. Families and youth need a reliable, trusted resource. They
need to know they can access quality help, providers and a health plan that understands these
dynamics, when they need it and before a crisis. They need help developing coping skills and de-
escalation techniques during all stages of transition, including long-term post adoption and post
transition. We have developed this support through our Transitioning Youth (TYP) and adolescents to
Adults (a24) Programs.

Safety Concerns. Children and youth in the child welfare system may also be at risk due to estranged
family members or other threats. The importance of security/caller verification for a child in foster care
is heightened as there are more adults authorized to access health information for them. We sometimes
receive calls from people who are not listed as the authorized caller in our system. Some of these calls
are appropriate; however, some can be of concern. For example, there may have been a recent
placement change and the new caregiver is calling us for assistance in accessing care. Our staff would
immediately notify DSHS to confirm the new placement and then provide the caregiver assistance as
needed. Conversely, there may be an unauthorized biological parent trying to get information for a
child that is placed in foster care. In this instance we would then notify DSHS that we had a non-
authorized caller trying to access enrollee information. OQur systems and security protocols are
designed and developed to be responsive while keeping the enrollee’s safety and security at the

- forefront.

Overview of Model and Approach
As the statewide foster care plan for Washington, Coordinated Care would serve as the one constant,

creating and supporting a system of care around each child. Our model is designed to provide high
quality treatment for each child, customized for his/her specific clinical, cultural and support needs,
available resources (e.g. Health Home, WISe, Fostering Well-Being), and special circumstances. Our
model is holistic and integrated including PH and BH services, and social and community-based

7
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services. We understand that certain benefits are “carve outs” from this contract, but also understand
that these systems are deeply involved in the care of these enrollees and we must integrate them into
our care planning, decision making and training, regardless of who pays for the service. We achieve
this through care coordination, comprehensive and coordinated training, and sharing of information in
a safe and secure manner. Key components of the model described fully below include:

Holistic, Patient-Centered Clinical Care Management and Health Care Coordination

Integration of Behavioral Health (BH) and Physical Health (PH) Care and Services

Programs for Success v

Customized Network of Providers with Specialized Training and Expertise k
Systems and Staffing Infrastructure ‘ . ;
Consistent and Established Communication and Linkages -
Holistic, Patient-Centered Clinical Care Management and Health Care Coordination (cc
Model). Coordinated Care’s CC Model is built on the premise that a clinical network alone is not
sufficient to help a child who has grown up or been thrust into the child welfare system. We focus on
the whole child, across all systems, not just when the child encounters the health care system. Our CC
Model is founded in elements of clinical care management and care coordination, trauma-informed
care, engagement with the child, caregiver, providers and social services system, including SSS/Social
Workers, child placing agencies, attorney ad litems and judges. Through this model, Coordinated Care ;
promotes early intervention and helps to reduce unnecessary or inappropriate care. For example, our . *
Texas affiliate was able to reduce PH readmissions from 9.4% to 7.4% and BH readmissions by 64%
for children in complex : - ‘

case management. Levels of Health Care Coordination

Health Care
Coordinator and Levels
of Care. Coordinated
Care delivers care
management and care
coordination services
through an Integrated
Care Coordination Team
(ICCT) based approach
with an assigned Health
Care Coordinator as the
team lead and single
point of contact. All
AHFC enrollees will be
assigned to a Health Care
Coordinator and have
access to or be enrolled
in some level of health care coordination based on their level of need. The Health Care Coordinator
may be an RN, LCSW, LPN or MemberConnections™ rep (community health worker).

Key Functions. Key efforts involved in coordinating and integrating care include:

¢ Having a single point of contact with appropriate experience and expertise for the enrollee’s needs.
Appropriate screening and assessment to identify and assess needs and develop interventions
Providing training and education to enrollees, SSS/Social Workers, caregivers, providers and other
community stakeholders, including training in trauma-informed care, adoption support to prevent
disruption and other evidence-based training and interventions.

Coordinating benefits administered both inside and outside of Coordinated Care (e.g. RSN
qualifying BH and dental carve outs) and referrals to community resources.

o o B 6

Highly complex, catastrophic,
e and/or multipie comorbidities

Chronic condition,
disease management

Generally healthy — needing
heatth education and.reminders
o and coordinating access to care
and community resources

Health Promotion & % |
Wellness |
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Facilitating active communication and engagement among all individuals and agencies-involved in

a child’s care and services and sharing information such as the Health Care Coordination Plan

(Care Plan) as well as identifying and reporting potential health care risks.
&€ Assisting enrollees/ caregivers transitioning care upon any changes in placement or health status.
& Identifying barriers to access and recommending appropriate resources to overcome barriers.
& Focusing on the ultimate goal of well-being and permanency for each enrollee.’
Integrated Care Coordination Team (ICCT). Our ICCTs are staffed to reflect the needs of the
individual enrollee. Based on needs or risks identified, the Health Care Coordinator incorporates a

broader ICCT that will include the enrollee as appropriate, caregiver, PCP, SSS/Social Worker, FWB
nurse (if applicable), and other providers and supports. CC responsibilities and activities are carried out
within this multidisciplinary team, recognizing that multiple co-morbidities, chronic conditions, BH
needs, and special health care needs are common in this population. Each team member provides input
and recommendations based on their expertise and background, with the Health Care Coordinator
acting as the single point of accountability and contact for the enrollee, caregiver, PCP, BH and other
providers and SSS/Social Worker. Regular conferences are held with the SSS/Social Worker and other
members of the ICCT to discuss enrollees with complex needs or placement issues, and those
transitioning out of foster care. Coordinated Care staff will also participate in weekly, monthly, and ad
hoc rounds and conferences to address complex needs. - '
Health Homes. Our model will work in collaboration with Health Homes. In accordance with Health
Home requirements, Coordinated Care staff will contact all enrollees/caregivers identified as eligible
for Health Home services on the 834 eligibility file. Enrollees will first be given the option to select a
Health Home provider. If they do not do so, Coordinated Care will “smart assign” the enrollee to a
health home based on current utilization of services, BH needs, age and other established criteria. As
‘ part of our oversight function, we will educate enrollees/caregivers about the program, assess

( willingness to participate, and ensure the CCO schedules a home visit for the completion of the Health
Action Plan. For enrollees who meet Health Home criteria, Coordinated Care will work directly with
Health Home staff to provide technical support as indicated and ensure appropriate care and service
coordination applying the principles of our CC Model. For Members who opt out of Health Home
services we will provide Care Coordination services.
WISe. Again, our model is flexible, allowing us to leverage. other available resources, maximize
coordination and prevent duplication. For our enrollees receiving WISe services, including Intensive
Care Coordination, Intensive Home and Community-Based Services, and Mobile Crisis Intervention
and Stabilization Services, we will coordinate directly with the WISe provider and participate in their
care planning activities. This will include participating in their team meetings and contributing to their
care plan. We will also work with them to include this information in CHR360, making it available to
all authorized users involved in the child/youth’s care.
Integration of PH and BH Services. While we do not administer all of the BH benefits, our CC Model
is designed to foster integration through the use of ICCTs, joint care planning and our integrated :
Quality Committee structure. Our entire BH team is cross trained in the specialized skills needed to
work with co-occurring PH/BH challenges, including substance use and developmental delays. Our
providers and staff are trained on the impact and interdependencies of co-morbid conditions and the
importance of trauma informed care. While Coordinated Care is not responsible for inpatient and high
level outpatient BH and substance use disorder services, we currently have MOUs with the RSNs to
share information and ensure integrated care planning. We will convert these to operational agreements
with BHOs to promote greater coordination and collaboration for the full spectrum of services offered.
For example, Coordinated Care currently employs a Chemical Dependency Professional skilled in
referral to and coordination with substance use disorder providers, and finding related resources for

( youth and young adults with these needs. To better support BH in primary care settings, we equip our
PCPs with screening tools and other evidence-based practices. For instance, Coordinated Care
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incentivizes PCPs to provide Screening, Brief Intervention, and Referral to Treatment (SBIRT)
screening and referrals, and promotes training in gaining this important certification. We will also
leverage the work of Partnership Access Line (PAL) and help more PCPs connect to this service to get
support with BH issues and medication management. o
While developing our foster care model and approach, Coordinated Care has identified BH providers
who provide co-location and support integrated care. For example:
€ We have a letter of support from the CEO of Navos, the largest mental health provider for children
in King County. We have discussed partnering with their new Independence Bridge which provides
housing for transitioning youth along with other youth focused services, and we have been invited
to attend their regular Navos Consortium meetings that take place with Executives from all Navos
Consortium partners for training and information sharing. We have identified common goals in
supporting primary care integration.
Ryther is a recognized leader in BH services for children and their families facing complex ,
challenges. Serving Bellevue, Mukilteo, North Seattle, King and South Snohomish Counties, they
are dedicated to providing comprehensive services and innovative treatments. They guide, coach,
and teach so that every child and family we work with may experience new ways of thinking,
develop positive relationships, and realize a better life. Coordinated Care looks to them as a
resource and potential participant on our advisory council.
Sound Mental Health, King County’s largest mental health services provider with 17 sites, serves
more than 16,000 people a year and has years of expertise working with children in foster care.
They have been working towards an integrated care model that offers a holistic approach to
addressing the needs of those they serve. David Stone, CEO has agreed to work closely with
Coordinated Care upon award around a seamless, collaborative partnership, to ensure a smooth
transition into managed care for the children and young adults being served by their providers.
€ Comprehensive Mental Health is a private, nonprofit organization that provides a full range of
mental health, chemical dependency, housing, veterans, domestic violence, and sexual assault
services as well as community education and other specialized services throughout Yakima,
Kittitas, and Klickitat Counties. They have taken part in several collaborative efforts with HCA:
and numerous agencies involved on best practice and improvements around psychotropic drug use,
and have shared some collaboration work around rapid re-hospitalizations and managing utilization
of inpatient by utilizing wrap around and case management services.
Specialized Programs for Success. Through our affiliate health plan experience, Coordinated Care
has identified specific needs within the AHFC population where a specialized focus is required,
including transitioning youth, enrollees entering adoption, teen pregnancy, psychotropic drugs
utilization and care grants.
Transitioning Youth. Ensuring youth and young adults who are transitioning from foster care to
independence have access to necessary PH, BH and other supports and services is a core component of
our CC Model. We heard from many stakeholders that it is imperative to start our transition planning
long before the required 17.5 year old youth Transition Plan Shared Planning Meeting takes place.
Coordinated Care’s Transitioning Youth Program (TYP) will assist enrollees 15 and over to learn skills
for managing their conditions and independent living, and prepares them for aging out of the foster
care system and related service eligibility changes. When we identify an enrollee for transitioning
youth services, we will work with the enrollee, caregiver, providers, and SSS/Social Worker to
complete a Transition Plan. The Plan includes enrollee independent living goals such as education,”
housing, and employment; needed preventive, primary care, behavioral health, and other specialty
services; non-Covered services; and community resources. We will work with DSHS so that the
transitioning youth services we provide support the SSS/Social Worker in their efforts and are not
separate or duplicative. We will also implement Centene’s successful “a2A” program (adolescents to
. Adults) for young adults 18 to 26. Both programs are designed to provide specialized services by staff
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trained in the needs.of these enrollees and the resources available. Enrollees will be identified through
weekly reporting and referrals and TYP and a2A services coordinated by the assigned Health Care
Coordinator. The TYP has demonstrated success in Texas, with TYP participants achlevmg the
followmg in Fiscal Year 2013 (after 90 days enrollment):

Housing stability: 59% improvement

Employment/educational stability: 39% improvement

Substance use: 44% improvement

Developing a support system: 45% improvement

Adoption Success. As reported in the 2014 Washington State Auditor’s Office performance audit of
the adoption support system, about 9,000 families have adopted about 14,000 children. Coordinated
Care recognizes the needs of these families and that children placed in adoptive homes continue to face
challenges that can be barriers to their permanency. Adoption Success is a specialized care
management initiative staffed by Health Care Coordinators experienced in foster care adoption, BH,
and family wrap- around services. The program includes training and support for the enrollee, adopting
family members, and stakeholders on how to support adoption, the phases of adoption transition,
adjustment, and interventions to prevent disruption. In aligning with Coordinated Care’s integrated,
holistic CC Model and strategy, we will offer and/or coordinate comprehensive PH and BH services
and care coordination in combination with enhanced adoption-specific care coordination for children

~ as they transition to adoption, are in adoptive placement, and after adoption consummation and when
receiving adoption support. Adoption assistance should be put in place as early as possible, and
continue for as long as the family and child need support. Once a child’s permanency plan changes to
adoption and DSHS Children’s Administration begins preparing a child for adoption, Coordinated

Care will trigger a Fostering Adoption Success Health Care Coordinator to assist and provide support

for this child and potential family through our Adoption Success specialized initiative. Below are the

add-on components of Fostering Adoption Success that will be available to families entering into
adoptive placement and those officially in adoption support:

€ Health Care Coordination with staff experienced in all aspects of foster care adoptlon and certified
in parent coaching.

€ Access to an adoptive parent trauma oriented support group facilitated through the international
organization Association for the Treatment and Training in the Attachment of Children (ATTACh).

€ Access to the National Child Traumatic Stress Network Resource Parent Curriculum on trauma
informed care.

& Information on local adoption support groups and resources such as Adoptlve Friends and Families
of Greater Seattle; RGAP-Relative Guardianship Assistance; and the Washington State Adoption
Council’s Adoption Information Exchange

& Information on national adoption support groups and resources such as NACAC-North American
Council on Adoptable Children and WACAP-World Association for Children and Parents

~Coordinated Care’s focus on promoting the use of the following evidence based practices by providers
will also help promote better outcomes for children and families in adoptive placements:

Hope for Healing: A Parent’s Guide to Trauma and Attachment (for careglvers/stakeholders)
Triple P - Positive Parenting Program (for caregivers/stakeholders)

Child Parent Psychotherapy (CPP) (for BH clinicians)

Trauma-Focused Cognitive Behavioral Health Therapy (TF-CBT) (for BH clinicians)
Honoring Children, Mending the Circle- TF-CBT for Native American Populations, a cultural
adaptation of Trauma Focused Cognitive Behavioral Therapy (TF-CBT) (for BH clinicians)
CBT Plus (for BH Clinicians)

Trauma Informed Care (TIC) for Primary Care (for PH providers)
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Start Smart for Your Baby® (Start Smart). Research indicates that young women in foster care are
almost twice as likely as their peers to become pregnant before the age of 19 [Boonstra, Heather. Teen
Pregnancy Among Young Women In Foster Care: A Primer. Guttmacher Policy Review Spring 2011,
Volume 14, Number 2]. Our Start Smart program is modeled on our parent company Centene’s award-
winning program, which is endorsed by the March of Dimes and was first named a best practice by
NCQA in 2009. Start Smart promotes education and communication between pregnant enrollees and
their Health Care Coordinator to ensure a healthy pregnancy and first year of life for their babies. Start
Smart offers a range of care management techniques, and educational literature designed to extend the
gestational period and reduce the risks of pregnancy complications, premature delivery, and infant
disease which can result from high-risk pregnancies. The program provides educational materials, a
high quality electric breast pump, as well as an incentive for enrollment into the program of a
convertible car seat. Start Smart for Your Baby integrates several programs to promote education and
communication such as SS4Baby. SS4Baby is a text messaging program that aims to improve maternal
and child health by sending timely text messages containing health information and resources. We also
proactively prevent or address post-partum depression. Pregnant youth are screened for depression
using the Edinburgh Depression Screening Tool by a BH Care Coordinator who then follows up with
the enrollee, their maternity care provider, and a BH provider to support a coordinated approach to -
treatment. Coordinated Care has had thousands of pregnant members take part in this successful
program in the past 3 years, and in the most recent reporting period, we exceeded our NICU rate plan
goal of 15% with a rate of 13.9%.

Psychotropic Medication Utilization Review (PMUR). PMUR is a best practice that was developed by
our affiliate in Texas out of concern that children in foster care are medicated in larger percentages
than other child and adolescent populations. The goal is to ensure that pharmacological treatment is
benefitting the member and that all parts of the treatment team are working together to accomplish this
outcome. When psychotropic medications are used in the treatment of children, their use should
represent acceptable practice, promote safety, and enhance the stability and functioning of the child.
Coordinated Care will monitor the prescribing of psychotropic medication in foster children through
our corporate Psychotropic Medication Utilization Review (PMUR) program with a local PMUR
Coordinator (clinician) to manage and monitor the day to day activities, and coordinate this work
through the RSN and RSN providers as needed.. Upon implementine this review process, our Texas.... .
affiliate plan has reduced overall psychotropic medication use in foster children by almost 23 %, class
polypharmacy utilization by 36%, and use of 5 or more medications by 42%,

Care Grants. Care Grants are a value added benefit that is made available to enrollees through their
Health Care Coordinator with approval from the Director of Care Coordination. Care Grants are used
to purchase items or services that are not covered Medicaid benefits when it would positively benefit
the enrollees’ health and well-being such as swimming lessons, new tennis shoes and art supplies. Care
Grants would be limited to a set dollar amount per enrollee per year. We will work with HCA and
DSHS upon contract award to develop the program within any rules or regulations required:
Customized Provider Network. Coordinated Care is currently expanding our network, building on
our existing child and youth providers, to include additional providers who serve children with special
health care needs. We intend to leverage the relationships we have developed with providers serving
the population today. For example, Dr. Ben Danielson, Medical Director for the Odessa Brown
Children’s Clinic (OBCC) has written a letter of support and expressed interest in partnering with
Coordinated Care in serving the AHFC population. OBCC has a long history of working with foster
children in the King County region, including many children in relative care placement. They are
regarded as an excellent partner by relevant community organizations like Mockingbird, which creates
supportive networks of foster families in the community. OBCC’s integrated model of PH and BH
services, along with their longstanding relationships with many foster parents, make them an appealing
and ideal health care partner for Coordinated Care.
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We also solicited information on

{ preferred providers and referral
patterns from the over 50
organizations and individuals we met
with such as Lutheran Community
Services Inland Northwest in
Spokane, Children’s Village in
Yakima; Community Youth Services
in Olympia, and from caregivers at
conferences such as the Pacific
Northwest Caregiver Conference
(FPAWS). We are using this input to
shape our provider network and
delivery model.
Foster Care Centers of Excellence
(FCCOE). Children in foster care and
adoption support have distinct needs
that our provider network must be
designed to address. Given our unique/ ’
and strategic partnerships with -
Community Health Centers (CHCs) and their presence across the state, we want to collaborate with
these core providers to become Foster Care Centers of Excellence (FCCOE). Coordinated Care has
contracts with and members receiving care at 17 of the 22 CHCs in the state (one in final stages of
contracting) and is actively recruiting the remaining 5. CHCs serve over half of our Apple Health

f membership today, and collectively provide state-wide access. Carlos Olivares, CEO of Yakima
Valley Farmworkers Clinics, which served over 130,000 patients last year in Eastern Washington,
states “Coordinated Care is our preferred Washington health plan partner, and their innovation and-
understanding of whole person health and thorough care coordination makes them best positioned to
manage the foster care population in our state.” Based on current and future discussions, we will
identify CHC providers that have child welfare experience and appropriate capabilities, basic
infrastructure, and trainable staff to address the multi-dimensional needs of children in foster care and
adoption support. We will provide enhanced resources and technical assistance to increase
competencies in serving this population including tailored provider and staff training in Trauma-
Informed Care, IT support for the secure sharing of information, and further assistance as needed
integrating BH into primary care practice, as many CHCs already have this feature in their clinics. The
level of assistance will depend on the needs of the CHC and may include embedding our Health Care
Coordination staff at high volume FCCOE sites. The ultimate goal is to create a statewide network of
primary care providers well equipped to serve the needs of the AHFC population.
Additionally, building on success from our affiliates in creating FCCOEs in other states, we have
already initiated these discussions with Dr. Kari Gillenwater, Pediatrician at Harborview’s Foster Care
Clinic. This clinic specializes in children and youth with multiple placement changes to help with
stabilization and connection to a primary care provider including an in depth treatment plan. As they
currently have many of the skills and expertise needed to effectively serve this population, we would
work collaboratively with them to make appropriate referrals, such as enrollees with three or more
placements, and more complicated clinical and assessment needs such as Fetal Alcohol Syndrome or
Autism. The Foster Care Clinic can also support children and youth receiving adoption support and
help families identify what a child needs once adopted to thrive. We would also partner to provide
additional resources for the clinic, such as care coordination services.
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Promoting a Network Designed to Care for the AHFC Population. Coordinated Care is committed to
identifying and working with all of our providers and RSN/BHO providers to identify current
competencies and provide the tools and training needed to serve this vulnerable population.
Coordinated Care encourages and supports the use of evidence-based practices and embraces the
systemic shift to a trauma informed system. For example, we will reeruit providers who have
completed the Cascadia Training Certification in Foster Care and Adoption Therapy Program as well
as providers recommended by Adoption Referral & Information Services. With our BH partner,
Cenpatico, we have created and invested in nationally-recognized, evidence-based training to assist
providers in becoming certified in Trauma Focused Cognitive Behavioral Therapy (TF-CBT). This
model is promoted by the National Child Traumatic Stress Network (NCTSN). Roy Van Tassell, one
of only 50 national TF-CBT experts, has been hired as a corporate Director of Trauma & Evidence
Based Interventions to deliver training to our network providers. He will be supported by a local
training team in Washington that understands the strengths and challenges of the state. This will ensure
even more support to Washington providers. Since 2008, Cenpatico has trained over 60,000 people,
representing caseworkers, providers, parents/caregivers, internal staff, community organizations, law
enforcement and judges, and many others, on trauma-informed care. This emphasis creates a trauma-
informed lens through which each enrollee’s holistic health care is planned and delivered. -

Staffing and Systems Infrastructure. Building on what we have learned and experienced in our
affiliate plans, and taking in to account the needs and requirements of HCA and DSHS, Coordinated
Care is designing and leveraging staffing, systems, and processes specifically tailored for the foster
care and adoption support population. In addition to our own staff, we plan to work closely with the
DSHS Regional Medical Consultants across the state to leverage clinical consultation on processes and
recommendations to ensure that they are appropriate and within current pediatric medical standards for
children with special needs. These consultants will be invited to serve on our AHFC Medical Advisory .
Committee and communicated with regularly to provide support for development of policy and
medical related care and services.

Staffing. Proposed organizational structure designed to support the AHFC program includes a
VP/Director AHFC for program integrity and oversight that will report to the CEO, Dr. Jay Fathi.. All
key functions that impact the enrollee will be filled by AHFC dedicated arid designated staff reporting
- up through our current organizational structure with oversight by the VP/Director AHFC. These
positions include: Director of Care Coordination and Care Coordination team members, Medical
Director, Trainer Manager, Foster Care and Adoption Support Trainers, Pharmacy Coordinator, and
Supervisor Enrollee Services with a team of designated Enrollee Service staff. Reporting to the

. VP/Director AHFC will be a Manager of AHFC Relations whose team of Liaison direct reports will
support the smooth transition of this program. The AHFC Liaison positions will function as the
primary point of contact between DSHS and Coordinated Care and have responsibility for providing
support and assistance to DSHS social work staff, FWB staff and Regional Medical Consultants. The
RSN Liaisons will serve as a single point of contact for the RSN/BHO entities and providers.
Centelligence™ Health Record 360 (formerly Health Passport). With the number of caregivers,
caseworkers and providers that enter the life a child or youth in the welfare system, there is a
compounded need for secure information sharing technology to mobilize and maintain a strong team
dynamic centered on the enrollee. Centelligence™ Health Record 360 (CHR360) was designed
specifically for the complex needs of children and youth in foster care. Built on our Centelligence™
Enterprise Data Warehouse and analytics platform, CHR360 technology has been in productive use in
the service of foster care and community based health services since 2008. Today, it is used by more
than 10,000 PH and BH providers, caseworkers and caregivers to integrate and deliver enrollee
information in a secure, user-friendly fashion. CHR360 is a clinical data home for foster care and
adoption support enrollees and will be available to registered users through our suite of web portals

_ (i.e. the Provider, Enrollee or Caregiver Portal). Through the portal we securely deliver clinical support
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to assist PCPs and other providers (e.g. RSN/BHO providers and Health Homes), SSS/Social Workers,
caregivers and other stakeholders in their practice of coordinated care delivery. For example, state »
caseworkers have found this technology to help them be more efficient in their jobs by reducing the
amount of time spent searching and compiling information to prepare for a court date or preparing
information for reunification. CHR360 allows authorized users to view key enrollee contact
information as well as allergies, medications, care gaps, disease management alerts, ER utilization, PH
and BH service history, lab results, up to date care plans, transition plans, Psychotropic Medication
Utilization Reviews (PMUR), and other clinical information. Other key functionality of CHR360
mcludes

Summarized, user friendly, printable, electronic community health record

Role Based and Secure User Access (only users designated by state agency can access)

Restricted access to sensitive cases

Audit Trail functionality (click by click tracking and reporting of all functions and users)
Integration with 24 hour nurse advice line

Centralized source for contact information for enrollees, providers, caregivers, social
workers/caseworkers, care managers and authorized representatives

& TFilled Medications with interaction checking and user alerts (current and historical)

€ Manual & Online Assessment entry

Consistent and Established Communication and Linkages. Coordinated Care is central to
establishing communication forums and protocols across the system with each party doing their part to
care for the enrollee. Our approach to providing a program of well-coordinated health care services
through communication and linkages is described below under Coordination with Stakeholders to
Serve a Vulnerable, Complex Population and includes training and education, technology and our
integrated CC Model.

Coordination with Stakeholders to Serve a Vulnerable, Complex Population. Coordinated Care is
committed to working in partnership with HCA and DSHS to implement an innovative managed care
program that coordinates PH and BH services across the continuum of services, agencies and systems
of care for AHFC enrollees. Our goal is to bring together and leverage available health care services
and foster care resources and supports in a manner that addresses the fragmentation in the fee-for-
service system and optimizes the health, well-being, resiliency and permanency of each AHFC
enrollee.

Our overall approach is predicated on maximizing and building upon the services, resources, staff
expertise and professional resources available to children and youth in foster care and adoption support
that exist today. Coordinated Care will leverage existing and establish new collaborative working
relationships with the RSN/BHO, HCA, DSHS, Children’s Administration, and Fostering Well Being
staff to ensure critical information about program enrollees is exchanged and that continuity of health
care is maintained. The exceptional work of the CA SSS/Social Workers, Fostering Well-Being (FWB)
Unit - including the FWB Program Manager, the RN Clinical Consultants and the Regional Medical
Consultants (RMC) - on behalf of children and youth in foster care is well regarded by caregivers,
adoptive parents and providers involved in the care of these complex children. As such, the on-going
involvement of DSHS staff and the development of collaborative working relationships and processes
between Coordinated Care and DSHS is essential to the success of the new AHFC program.
Coordination with RSNs/BHOs. Today, Coordinated Care has established MOUs with each RSN in
Washington State. These MOUs demonstrate a shared commitment to coordinate care for persons who
are involved in or require services from both systems of care. Each party agrees to abide by the roles
and responsibilities established and actively partner to further develop guidelines and operational
procedures that will enhance the bi-directional care coordination between entities. This could include,
but is not limited to: referral procedures (crisis and non-crisis), screening guidelines, notification of

. admissions of institutional care, care transitions/discharge planning from institutional care, continuing
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care transitions, care management and coordination, performance measures and improvement
processes, data sharing, notification of critical incidents and dispute resolution.

Upon contract award, Coordinated Care will implement CHR360 which will allow for more
streamlined and robust sharing of information. Currently, on a monthly basis, secure emails are sent to
dedicated contacts at each RSN, inclusive of all enrollees served by Coordinated Care for their
coverage area. In particular Coordinated Care has a robust business agreement with the King County
RSN and a secure FTP site to exchange data on a weekly and monthly basis. We are in the process of
formalizing increased data sharing with Peninsula RSN, and have to date, exchanged data on enrollees
enrolled with their contracted providers. Grays Harbor RSN maintains a secure FTP site for data
exchange with Coordinated Care.

In addition to these cited examples of active relationships Coordinated Care receives next business day
notifications of inpatient psychiatric hospitalizations from OptumHealth Pierce RSN, Thurston-Mason
RSN, Peninsula RSN and Southwest RSN. The sharing of data is essential to whole person integrated
care and we are in active conversations to increase collaboration with Spokane RSN and are on track to
emulate our model with King County to the rest of the state.

As part of our integrated delivery system model developed for the AHFC program, we will establish
RSN/BHO Liaisons as a single point of contact. This position will assist by providing training and
information, facilitating bi-directional data sharing, sharing care plans, attending case rounds,
coordinating and following up on referrals, and resolving pharmacy issues in conjunction with our
Health Care Coordinators with the RSNGs.

Coordinated Care has, and continues to develop, contractual relationships with RSN providers across
the state so whether or not an enrollee meets access to care standards, they can receive care at the
provider agency they choose, in a “no wrong door” approach in alignment with parity. We look
forward to seeing the RSNs evolve into BHOs and expand offered benefits to include substance use
disorder services. :

Supporting Well-Coordinated Care Across all Systems and Stakeholders. Well-informed stakeholders
-are a key component of well-coordinated care. We will provide Specialized Training Curriculum to
support caregivers, SSS/Social Workers, stakeholders, and providers. For example, our BH partner has
trained over 60,000 providers, caregivers and stakeholders in Trauma Informed Care and related issues
to date. Also successful in Texas, health plan staff can be integrated with state department regional =
operations by co-locating staff in regional offices. For Washington, Coordinated Care proposes co-
locating a Coordinated Care AHFC Liaison in each of the three DSHS regional offices to be a resource
to DSHS staff and actively assist with requests, training, research, court ordered services and
escalating time sensitive issues. Regardless of where located, AHFC Liajson staff will work
collaboratively and in partnership with DSHS staff to ensure each enrollee achieves optimal PH and
BH and emotional well-being. One of the tools Coordinated Care brings is Centelligence™ Health
Record 360 (CHR360), described in detail above. Every stakeholder we met with told us that our
electronic community health record would be a substantial improvement over the information
available to them today. They also saw tremendous value in our 24 hour nurse advice line which
provides a single point of contact and 24/7 access. '

Summary . :

Coordinated Care does not view the AHFC program as a typical managed care contract, or a program
to solely manage health care. Any managed care organizations in Washington can provide care
coordination, utilization management and develop a network of providers; however, these functions

and activities alone will not make the program successful. What differentiates Coordinated Care is our

developed infrastructure, innovation and national, proven experience. Our leadership team has direct
experience with these populations and therefore understands the importance of being nimble,
consistent and trauma-informed. We have the tools and training already developed specifically for this
population, to deliver integrated and well-coordinated care. We have repeatedly demonstrated positive
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outcomes because we have a deep, personal and professional understanding of these populations and

their needs. Coordinated Care moves beyond the idea of managed care being simply a payer source,

and into a model of being an active partner with the providers, children, caregivers and support
systems we serve.

Our proposal demonstrates our readiness to provide HCA and DSHS a successful program driven by

partnership, innovation, flexibility, and proven results. We will partner with HCA and DSHS to

implement a program and approach that is tailored to the Washington AHFC population and child
welfare system, including the following components:

& Our CC Model will bring an integrated, collaborative, holistic program that meets the AHFC
contract requirements, utilizes a multidisciplinary approach, and coordlnates across the health and
child welfare system.

€ Our clinical programs bring evidence-
based practices and improve outcomes
specifically designed for each subset of
the population.

& Our state of the art information
technology will serve as a secure,
reliable, constant source of information
designed to connect the system and.
improve overall coordination.

€ Our training programs will give
providers, caregivers, SSS/Social
Workers and our own staff the tools
and background they need to serve this
vulnerable population using an
integrated, trauma informed approach.

Coordinated Care looks forward to the

opportunity to bring a model and- approach

to the state of Washington that is reflective
of the population’s needs, and successfully
addresses all of the HCA and DSHS
program objectives and timelines.

Coordinated Care, with our parent company Centene, has more than thirty years of experience in
-implementing fully integrated programs for members with complex needs such as children and youth
in foster care and adoption support; children with SSI; as well as TANF and CHIP programs. In the
state of Washington alone, Coordinated Care has implemented the following new programs in the last

three years, growing from just over 34,000 enrollees in 2012 to over 210,000 in 2015:
ABDY/SSI (Apple Health September through November 2012) Year one over 14,500
TANF/CHIP/Legacy Opt-In Foster Care (Apple Health Family-July 2012) Year one over 40,000
Medicaid Expansion (Apple Health January 2014) Year one over 77,500

Exchange/Marketplace (Ambetter-January 2014) Year one over 19,500

Through this experience we understand the key activities for ensuring successful initial and ongoing
operations to be: recruiting, onboarding and training staff, planning, building and educating a provider
network appropriate to the program membership and benefits, stakeholder engagement and education,
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SECTION 6 — PROPOSAL SPECIFICATIONS

62— {(MS)-TECHNICAL PROPOSAL SPECIFICATIONS ——coordinated-care:

development and execution of care transition for members with ongoing services, and a full
- operational readiness compliance testing process. We understand each implementation is unique, due
to programmatic and regulatory requirements, and have significant experience in rapid program stand-
up and implementation. It will be essential for us to partner with both HCA and DSHS throughout key
implementation activities to meet the timelines outlined in the RFP and ensure successful and smooth
transijtion of services. :
Coordinated Care’s Approach to Meeting Implementation Requirements
In developing our AHFC implementation plan and timeline, we have leveraged our experience from
successful implementations in Washington, as well as Centene’s success in implementing foster
care/adoption support specific integrated managed care programs in several states, including the
following statewide programs:
€ Texas in 2008 (30,000 enrollees on day 1)
€ Mississippi in 2013 (over 3,000 enrollees on day 1)
€ Florida in 2014 (22,000 enrollees over 4 months)
The elements of our implementation methodology include:
A comprehensive, written Implementation Project Plan that includes task dependencies
A project lifecycle methodology with defined stages and activities
A dedicated and specialized team of professionals with defined levels of authority and previous
experience in foster care implementations ,
Proactive review of progress, issue identification/assessment, alternatives and resolution
Industry standard, proprietary tools to define and track progress and identify/mitigate risks
Defined meeting schedule and planned, consistent communication with all relevant parties

3

[ A

understanding of the progr
pulation and Program Scope v

Coordinated Care’s method and approach for implementing AHFC has evolved through:

€ Experience serving enrollees in foster care/adoption support in three similar fully integrated
managed care models and serving enrollees in foster care in 10 states over the last 8 years.

€ Continuous engagement with key stakeholders and knowledge leaders in the Washington child
welfare system - - : o - S S e

€ Our own experience implementing new programs and transitioning enrollees into the current Apple
Health managed care programs

We have a clear and through understanding of the differing needs of enrollees in the proposed AHFC

program, than the children and youth we currently serve in the Apple Health program. The following

grid provides just a few examples of the distinct needs of the population and how we will respond and

] Trauma, abuse and neglect, these are | To help prevent the long term effects of Adverse Childhood

three commonalities among . Experiences (ACEs), our integrated approach to delivery and
Washington children in, transitioned | coordination of care will help to better identify ACEs and
or adopted from foster care. other trauma exposures, allowing us to deploy services and

supports.for children growing up in traumatically stressful
situations. Our interventions will include comprehensive
training and education of staff, providers, youth, caregivers
and stakeholders. We will deploy the robust, trauma-focused
training program already in use by our affiliates across the
country.

Significant BH conditions including | This BH and PH clinical information will drive the
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WISe Maps Tables 2015-09-09 [Read-Only].pdf
DRAFT - Do not distribute
WISe Progress to Full Implementation Target by County

MID-LEVEL
HIGHEST MONTHLY
MONTHLY SERVICE PROGRESS
CASELOAD TARGET TO TARGET

T Y WASHINGTON

2‘ rJ'—' (by June 2018) 542 2,985 18%
‘(‘ I_J Adams 0 8 0%
4 ) | Asotin 0 12 0%
Okanogan | / Pend
i / en Benton 40 102 39%

§ Chelan 0 32 0%
R Clallam 0 54 0%
; Clark 76 195 39%
{ 9 Columbia 0 2 0%
---------------------- o ‘ ; e ™ Cowlitz 18 83 22%
_____________________ / ,.4 ' Douglas 0 18 0%
/ Ferry 0 5 0%
_________ i _ Franklin 15 43 35%
/ ' Garfield 0 1 0%
................... & Grant 0 40 0%
Grays Harbor 0 50 0%
Island 2 25 8%
Jefferson 0 13 0%
""""""""""""" King 0 527 0%
i e s N | Kitsap 0 122 0%
Pacific { ; ’ f__LGarﬁeld ! , J\ Kittitas 8 19 42%
------------------------- b , v | columbias. [ Klickitat 7 14 50%
¥ b walla E '!l Asoili Lewis 0 58 0%
Walla i g et Lincoln 0 5 0%
_ 4 L S Mason 24 33 73%
Progress to Target : & | st Okanogan 0 22 0%
0% o Pacific 0 8 0%
10-24% Pend Oreille 0 7 0%
[ 25-49% Pierce 114 345 33%
- 50-74% San Juan 0 3 0%
- 75-90% (currently no county in this range) Skagit 26 69 38%
- ~90% Skamania 2 6 33%
Snohomish 39 264 15%
; ) ) . Spokane 11 335 3%

NOTES: Map displays the highest monthly WISe caseload recorded as of September 2015, based on the number of children residing in each
county receiving WISe services. Due to data lag, progress shown reflects highest WiSe caseload as of May 2015. Note that the agency providing stevens 0 28 0%
WISe services may not be located in the same county or region as the child’s residence. RDA’s Client Services Database (CSDB) obtains client Thurston 116 109 106%
addresses from multiple data systems across DSHS, and performs processes to standardize and geocode these addresses each quarter using Wahkiakum 0 4 0%
industry standard software to maintain consistency and accuracy. Mid-level monthly service targets reflect mid-level estimates of WISe youth Walla Walla 9 40 23%
projected to be served each month at full implementation (please refer to the RDA document, “Addendum to ‘Initial Estimates of WISe Whatcom 30 99 30%
Utilization at Full Implementation,’” dated February 26, 2015). Whitman 4 10 40%
Yakima 54 175 31%
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. ] DRAFT - Do not distribute
WISe Progress to Full Implementation Target by Region

MID-LEVEL

Regions HIGHEST | MONTHLY
September 2015 MONTHLY = SERVICE = PROGRESS
CASELOAD = TARGET | TO TARGET

b ALL REGIONS (by June 2018) 542 2,985 18%

5 Chelan-Douglas Chelan
North e, & Douglas 0 50 0%

'5 ~,‘ BN Grays Harbor- Cowlitz

Cowlitz = Grays Harbor 18 133 14%

! - T b, Greater Columbia Asotin
Peninsula N\ ! 3
N A\ Jl'r Spokane Benton

Columbia
f Franklin
""""""""""""" P ) pr ) / Garfield
: Kittitas
Klickitat
Walla Walla
Whitman
Yakima

—— i . : 4 King King 0 527 0%

North Sound Island
San Juan
Skagit 91 460 20%
Snohomish
Whatcom

132 418 32%

Grays Harbor-
Cowlitz

Grays Harbor- i
Cowlitz
Peninsula Clallam

Jefferson 0 189 0%

Kitsap
Pierce Pierce 114 345 33%

Southwest Clark 76 201 38%
Skamania

Progress to Target
<10%

10-24
0-24% Spokane Adams

I 25-49% Ferry

- 50-74% (currently no region in this range) Grant

- 75-90% (currently no region in this range) Lincoln 11 450 2%
Okanogan

I -o0% Pend Oreille
Spokane

NOTES: Map displays the highest monthly WISe caseload recorded as of September 2015, based on the number of children Stevens
residing in each region receiving WISe services. Due to data lag, progress shown reflects highest WISe caseload as of May 2015.  Thurston-Mason Mason 139 142 08%
Note that the agency providing WISe services may not be located in the same region as the child’s residence. RDA’s Client Thurston °
Services Database (CSDB) obtains client addresses from multiple data systems across DSHS, and performs processes to Timberlands Lewis
standardize and geocode these addresses each quarter using industry standard software to maintain consistency and accuracy. Pacific 0 70 0%
Mid-level monthly service targets reflect mid-level estimates of WISe youth projected to be served each month at full Wahkiakum
implementation (please refer to the RDA document, “Addendum to ‘Initial Estimates of WISe Utilization at Full
Implementation,’” dated February 26, 2015).
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2nd Quarter Reports/Active Users SW with pilots.pdf

Active Users System Wide

Report Date: 7/31/2015 10:42:13 AM Page: lofl
State: Washington RSN: All
Agency: All County: All

This report lists the number of active WA BHAS users at the agency, county, RSN, and state levels.
This report also provides clinician level data via the roll-up feature (by clicking on the + symbol).

Totals
State: Washington 344

*Users in Grays Harbor RSN are implementing a SUD pilot; those in Spokane a WISe implementation pilot.
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*Users in Grays Harbor RSN are implementing a SUD pilot; those in Spokane a WISe implementation pilot.


















2nd Quarter Reports/AverageImpact 0101-0630.pdf

Report Date: 7/22/2015 11:58:04 AM

State: Washington RSN: All
Agency: All County: All
Clinician: All Assessment Type: Intensive Mental Health Services
CANS 5+ Full
Initial Assessment Start Range: 01/01/2015 Initial Assessment End Range: 06/30/2015
Reassessment Days: 03 Months Discharge: Include Discharge Summaries
Number of Clients Considered: 113

This report displays the change in the average number of actionable treatment needs experienced by a cohort, between two assessment time points. The
cohort is defined based on the date of their initial assessment (input the date range into the Initial Start and Initial End date input boxes). The comparison
reassessment can be chosen using the “Reassessment” drop-down menu. The locality filters are primary and based on the User's WA BHASTm access
permissions. This report is available to clinician, agency administrator, RSN administrator, and state administrator according to User’s permissions.







Report Date: 7/22/2015 11:58:04 AM

Average Impact
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1/1/2015 - 6/30/2015 03 Months

Assessment Time Point











2nd Quarter Reports/Clsoed Assessments SW 0401-06302015.pdf

Closed Assessments System Widex

Report Date: 7/31/2015 11:03:19 AM Unduplicated Totals Page: lofl
Date Range Start: 04/01/2015 Date Range End: 06/30/2015
Assessment Type: All Screening Outcome: All
State: Washington RSN: All
Agency: All County: All

This report generates a summary of all completed/closed client screens and assessments at the User's administrative level and below. This report includes the clients'
Screening Outcome. This report also provides data on the clinician and client levels via the roll-up feature (by clicking on the + symbol).

Total All Screens Screen 0-4 Screen 5+  All Fulls Full 0-4 Full 5+

Washington

*Ns unstable due to definitional issues still being worked out with RCR.
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(pilot during this quarter)
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*Ns unstable due to definitional issues still being worked out with RCR.


















2nd Quarter Reports/First Full Assessment Timeliness 04012015-06302015.pdf

Initial Full Assessment Timeliness Summary

Report Date: 8/4/2015 8:30:10 AM Page: lof4

Date Range Start: 04/01/2015 Date Range End:  06/30/2015
State: Washington RSN: All
Agency: All County: All

This report displays summary statistics on the timeliness of initial Full CANS assessments for those
screened into the WISe program in the selected date range (excluding youth screened within 30 days of the
run date). After a child or youth is screened into WISe (i.e., the screening outcome was a referral into the
WISe program), a Full CANS Assessment must be completed within 30 days of the date screening was
completed. This report also provides data on the agency level via the roll-up feature (by clicking on the +

symbol).

Total
N %
State: Washington 104
Assessment within 30 Days of Screening into WISe 62
Assessment not within 30 Days of Screening into WISe 42

Assessment within 30 Days of Screening into WISe

Assessment not within 30 Days of Screening into WISe

Assessment within 30 Days of Screening into WISe

Assessment not within 30 Days of Screening into WISe

Assessment within 30 Days of Screening into WISe

Assessment not within 30 Days of Screening into WISe

Assessment within 30 Days of Screening into WISe

Assessment not within 30 Days of Screening into WISe

Assessment within 30 Days of Screening into WISe

Assessment not within 30 Days of Screening into WISe

10
13

5
10

12
14

26
4

5
1

16.67%
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(pilot only)
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Initial Full Assessment Timeliness Summary

Report Date: 8/4/2015 8:30:10 AM
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Initial Full Assessment Timeliness Summary
Report Date: 8/4/2015 8:30:10 AM Page: 3of4

Assessment within 30 Days of Screening into WISe 4

Assessment not within 30 Days of Screening into WISe 0







Initial Full Assessment Timeliness Summary
Report Date: 8/4/2015 8:30:10 AM Page: 4 0f 4
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2nd Quarter Reports/Key Intervention Needs 0101-0630.pdf

Report Date: 7/22/2015 11:35:08 AM

State: Washington RSN: All

Agency: All County: All

Clinician: All Assessment Type: Intensive Mental Health Services
CANS 5+ Full

Initial Assessment Start Range: 01/01/2015 Initial Assessment End Range: 06/30/2015

Reassessment Days:

03 Months

Discharge:

Number of Clients Considered:

Include Discharge Summaries

113

This report provides a comparison of frequently occurring actionable treatment needs over time for a particular cohort of clients. The cohort is
defined based on the date of their initial assessment (input the date range into the Initial Start and Initial End date input boxes). The comparison
reassessment can be chosen using the “Reassessment” drop-down menu. Presented are the six most frequently endorsed treatment needs at
entry from the Behavioral/Emotional Need or Risk Behavior Domains (items in blue for Behavioral/Emotional needs; items in red for Risk
Behaviors), and the four most frequently endorsed treatment needs from the Life Domain Functioning (items in grey). For each item, the first bar
represents percentage of clients with an actionable need at the first assessment point, and the second bar represents the percentage of clients
with an actionable need at the chosen reassessment time point. The locality filters are primary and based on the User's WA BHAS access
permissions. This report is available to clinicians, agency administrators, RSN administrators, and state administrators according to the User’s
permissions.







Report Date: 7/22/2015 11:35:08 AM

I riia
Key Intervention Needs Over Time
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2nd Quarter Reports/Open Assessments Statewide 0401-06302015.pdf

Open Assessments System Wide ~

Report Date: 7/31/2015 10:50:24 AM Unduplicated Totals Page: 1of1
Date Range Start: 04/01/2015 Date Range End:  06/30/2015
Assessment Type: All Referral Source:  All
State: Washington RSN: All
Agency: All County: All

This report generates a summary of all opened client screens and full assessments at the User's administrative level and below. This report
includes the clients' Referral Source Recommendation. Other administrative levels may be exmained via the roll-up feature (by clicking on the

+ symbol).

Total All Screens Screen 0-4 Screen 5+ All Fulls  Full 0-4 Full 5+

Washington 135 46 0 46 89 2 87

*Ns unstable due to definitional issues still being worked out with RCR.
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*Ns unstable due to definitional issues still being worked out with RCR.


















2nd Quarter Reports/Screening Results SW 0401-06302015.pdf

Clinician Screening Results System Wide *

Report Date: 7/31/2015 10:45:30 AM Page: 1of1
Date Range Start: 04/01/2015 Date Range End: 06/30/2015
State: Washington RSN: All
Agency: All County: All

This report provides a tally of closed screening assessments organized by Screening Outcome at the agency, county, RSN, and state levels. This report also
provides data on the clinician level via the roll-up feature (by clicking on the + symbol).

Totals WISe Outpatient BRS CLIP Other Outpatient% Wise% BRS % CLIP % Other %
State: Washington 389 303 41 25 0 20 10.54% 77.89% 6.43% 0.00% 5.14%

*Ns unstable due to definitional issues still being worked out with RCR
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*Ns unstable due to definitional issues still being worked out with RCR
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(pilot only this quarter)


















2nd Quarter Reports/Screening Timeliness SW 0401-06302015.pdf

Screening Timeliness Summary *

Report Date: 7/31/2015 1:09:42 PM Page: lof2
Date Range Start: 04/01/2015 Date Range End: 06/30/2015
State: Washington RSN: All
Agency: All County: All
Assessment Type CANS Screen 5+

This report displays summary statistics on the timeliness of screening for all screens closed in the selected
date range. A screen is considered timely if it is completed within 10 business days of referral. This report
also provides data on the agency level via the roll-up feature (by clicking on the + symbol).

Total
N %
State: Washington 387
Screens within 10 Days of Referral 323 83.46%
Screens not within 10 Days of Referral 64 16.54%
Screens within 10 Days of Referral 98 98.00%
Screens not within 10 Days of Referral 2 2.00%
Screens within 10 Days of Referral 100 68.97%
Screens not within 10 Days of Referral 45 31.03%
Screens within 10 Days of Referral 51 96.23%
Screens not within 10 Days of Referral 2 3.77%
Screens within 10 Days of Referral 58 98.31%
Screens not within 10 Days of Referral 1 1.69%

Screens within 10 Days of Referral 8 100.00%
Screens not within 10 Days of Referral 0 0.00%

Screens within 10 Days of Referral 8 36.36%
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(pilot only this quarter)








Screening Timeliness Summary

Report Date: 7/31/2015 1:09:42 PM Page: 20f 2

Screens not within 10 Days of Referral 14 63.64%

*Ns unstable due to definitional issues still being worked out with RCR.
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*Ns unstable due to definitional issues still being worked out with RCR.


















2nd Quarter Reports/Staff Certification Statewide run 07312015.pdf

Staff Certification System Wide

Report Date: 7/31/2015 10:48:12 AM Page: 1of1l
State: Washington RSN: All
Agency: All County: All

This report lists the number and status of users with CANS Certifications from the PRAED Foundation at the agency,
county, RSN, and state levels. Valid certification is required for the User to administer, alter, or close a client
assessment. This report also provides data on the clinician level via the roll-up feature (by clicking on the + symbol).

Certified Expired Expiring in 30 Days
State: Washington 175 51 0
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2nd Quarter Reports/StrengthDevelopment 0101-0630.pdf

Report Date: 7/22/2015 11:55:01 AM

State: Washington RSN: All
Agency: All County: All
Clinician: All Assessment Type: Intensive Mental Health Services
CANS 5+ Full
Initial Assessment Start Range: 01/01/2015 Initial Assessment End Range: 06/30/2015
Reassessment Days: 03 Months Discharge: Include Discharge Summaries
Number of Clients Considered: 113

This report provides a comparison of useful or centerpiece strengths over time for a particular cohort of clients. The cohort is defined based
on the date of their initial assessment. The comparison reassessment can be chosen using the “Reassessment” drop-down menu. The
locality filters are primary and based on the User's WA BHAS access permissions. This report is available to clinicians, agency
administrators, RSN administrators, and state administrators according to the User’s permissions.







Report Date: 7/22/2015 11:55:01 AM
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