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Foreword
OhioRISE Care Management Entities (CME) in Ohio are responsible for coordinating supports and services for
youth with moderate and high needs, as well as their families, to help navigate multiple complex systems. CMEs
are responsible for removing barriers to care and supporting the development of a sustainable long-term plan
that allows youth and families to succeed. CMEs help with behavioral health care needs by coordinating and
accessing supports and services that line up with the identified goals of the youth and family.
The Ohio Department of Medicaid (ODM) and Aetna Better Health of Ohio (Aetna) have developed the OhioRISE
CME manual to provide the minimum standards of operation that reflect current policies and practices to which
CMEs must adhere.
This manual reflects behavioral health care best practices for youth with complex mental health needs. It is
grounded in key principles of a Wraparound model and system of care approach. This manual cannot account
for every specific situation that will arise during CME services. However, the underlying premise that Care
Management practice upholds the best interest of the youth and family as planned for through the child family
team (CFT) collectively can support any circumstance, including the importance of language.
ODM, and Aetna, are grateful to the many local system, technical assistance, and state representative partners
who have contributed to the develop of OhioRISE and its Care Management Entities. The manual is a result of
true collaboration, and as such, will continue to be updated and evolve based on our mutual learning.
Thank you for all that you do to support children, youth, young adults, and their families.
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Legal Disclaimer
Ohio Department of Medicaid (ODM) and Aetna Better Health of Ohio (Aetna) strive to make the information in
this manual as accurate, complete, reliable, and timely as possible. However, ODM and Aetna make no claims,
promises, or guarantees about the accuracy, completeness, or adequacy of this information. This is the most
current version of the OhioRISE Care Management Entity Manual which is being released as an informational
and educational tool; however, this manual is subject to change and future revisions may be released as the
implementation and operations of the Ohio Medicaid and OhioRISE program change. ODM, its employees,
agents, or others who provide the information herein will not be liable or responsible to you for any claim, loss,
injury, liability, or damages related to your use of or reliance upon this information. This manual is intended
solely as an informational and educational resource for CME providers and for the public. The information
contained in this manual is not intended to set new standards and requirements beyond the scope of those
standards and requirements found in the Ohio Administrative Code. In the case of any conflict between the
information contained in this manual and Ohio Administrative Code or Ohio Revised Code, the Ohio
Administrative Code or Ohio Revised Code, the OhioRISE Plan Provider Agreement, and contractual
arrangements, as applicable, prevails. This information is not intended to be a substitute for professional legal,
financial, or business advice. This manual does not create, nor is it intended to create an attorney-client
relationship between you and Ohio. You are urged to consult with your attorney, accountant, or other qualified
professional if you require advice or opinions tailored to your specific needs and circumstances.
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Section 1: OhioRISE Purpose and Goals
Ohio Department of Medicaid (ODM), supported by the Governor’s Family and Children First Cabinet Council,
and in partnership with state sister agencies, stakeholders, and providers, has developed Ohio’s first-ever
integrated program to help children who have complex and serious behavioral health needs. OhioRISE
(Resilience through Integrated Systems and Excellence) aims to improve care and outcomes for these children
and their families or caregivers by:
•
•
•
•

Creating a seamless delivery system for children and youth, families/caregivers, and system partners.
Providing a “locus of accountability” by offering community-driven comprehensive care coordination
through local Care Management Entities (CMEs).
Expanding access to critical behavioral health services and supports needed for this population such as
Intensive and Moderate Care Coordination, Mobile Response and Stabilization, Respite, Intensive HomeBased Treatment, and Flexible Funds.
Assisting youth, families, state, and local child serving agencies, and other health providers to locate and
use these services.

ODM selected Aetna Better Health of Ohio (Aetna) to serve as the specialized managed care organization for the
state’s children with the most complex behavioral health needs for this new OhioRISE program. Aetna is working
with ODM, state sister agencies, providers, families, youth, and stakeholders to implement a child and familycentric model featuring new targeted services and intensive care coordination delivered by community partners.
The foundation for OhioRISE, and its success in supporting children with complex behavioral health needs, and
their families, is the tenets of Systems of Care and Wraparound. A system of care is a spectrum of effective,
community-based services and supports for children and youth with or at risk for mental health or other
challenges and their families. The system of care is organized into a coordinated network, builds meaningful
partnerships with families and youth, and addresses their cultural and linguistic needs to help them to function
better at home, in school, in the community, and throughout life. As such, OhioRISE is designed to be:
•
•
•

Family Driven and Youth Guided – Families are engaged as active participants at all levels of planning,
organization, and service delivery.
Culturally and Linguistically Competent – Supports will incorporate the youth and family’s culture,
values, preferences, and interests into the planning process, including the identified language of the
family.
Community Based – Locally based services that are the least restrictive, accessible, and sustainable to
maintain and strengthen the family’s existing community relationships.

ODM and Aetna are committed to operating OhioRISE in a manner consistent with these principles:
•

•

•

Family and Youth Voice and Choice: Family and youth voice, choice and preferences are intentionally
sought and prioritized during all phases of the process, including planning, delivery, transition, and
evaluation of services. Services and interventions are family-focused and youth-centered from the first
contact with or about the family or youth.
Team based: Services and supports are planned and delivered through a multi-agency, collaborative
teaming approach. In addition to the Care Coordinators, team members are chosen by the family and
the youth and are connected to them through natural, community, and formal support and service
relationships. The team works together to develop and implement a plan to address unmet needs and
work toward the youth’s and family’s vision.
Natural Supports: The team actively seeks out and encourages the full participation of members drawn
from the youth’s and family’s networks of interpersonal and community relationships (e.g., friends,
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•
•
•
•
•
•

•

neighbors, community, and faith-based organizations). The care plan reflects activities and interventions
that draw on sources of natural support to promote recovery and resiliency.
Collaboration: The system responds effectively to the behavioral health needs of multi-system involved
youth and their caregivers, including youth in the child welfare, juvenile justice, developmental
disabilities, substance abuse, primary care, and education systems.
Home- and Community-Based: Youth are first and foremost safely maintained in, or returned to, their
own homes. Services and supports strategies take place in the most inclusive, most responsive, most
accessible, most normative, and least restrictive setting possible.
Culturally Relevant: Services are culturally relevant and provided with respect for the values,
preferences, beliefs, culture, and identity of the participant/youth and family and their community.
Individualized: Services, strategies, and supports are individualized and tailored to the unique strengths
and needs of each youth and family. They are altered when necessary to meet changing needs and goals
or in response to poor outcomes.
Strengths-Based: Services and supports are planned and delivered in a manner that identifies, builds on,
and enhances the capabilities, knowledge, skills, and assets of the youth and family, their community,
and other team members.
Outcome-Based: Based on the youth and family’s needs and vision, the team develops goals and
strategies, ties them to observable indicators of success, monitors progress in terms of these indicators,
and revises the plan accordingly. Services and supports are designed to be persistent and flexible,
helping to overcome setbacks and achieve their intended goals and outcomes. Safety, stability and
permanency are priorities.
Unconditional: A youth and family team’s commitment to achieving its goals persists regardless of the
youth’s behavior, placement setting, family’s circumstances, or availability of services in the community.
The team continues to work with the family toward their goals until the family indicates that a formal
process is no longer required. For more information related to National Wraparound Initiative visit:
https://nwi.pdx.edu/

Through the implementation of these values and principles, OhioRISE can achieve the best possible outcomes
for children, youth, young adults, and their families including:
•
•
•
•
•
•
•
•

Improved emotional stability for our youth.
Youth remaining in their communities.
Reduced use of out of home services.
Reduced length of stays in out of home services.
Reduced acute psychiatric hospitalization readmissions.
Improved ability for caregivers to support their children’s behavioral health needs.
Improved educational performance and overall social functioning for our youth.
Reduced legal involvement for our youth.
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Section 2: OhioRISE Delivery System: Key Partners
Section Two briefly introduces the key partners in OhioRISE and their responsibilities. CME collaboration with each OhioRISE partner is discussed
more fully in later sections of the manual.
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OhioRISE Plan (Aetna)

Aetna serves as the specialized managed care organization for the state’s children with the most complex
behavioral health needs in this new OhioRISE program. Aetna serves as a point of access to OhioRISE and
connects youth and their families with the care they need at the right intensity of treatment.
Aetna Better Health of Ohio is responsible for contracting with CMEs and supporting the CMEs’ roles of
providing Care Coordination and developing local resources. In contracting with a range of behavioral health
providers, Aetna will ensure availability for all OhioRISE behavioral health services. In addition, Aetna also
provides Tier 1 Limited Care Coordination to youth, and facilitates and supports utilization management, quality
management, and information management for OhioRISE. In this administrative support role, it provides system
partners with the information needed to manage the care planning process toward quality outcomes and costeffective treatment.
Aetna maintains a toll-free statewide number that families may call to access OhioRISE assistance. In addition to
the youth/family self-referral option, Aetna is available to assist providers, system partners, managed care
organizations, and stakeholders to refer youth to OhioRISE. If Aetna is called in an emergency, the caller will be
connected directly with a trained professional who will ask questions to best determine how to help. A
behavioral emergency is any serious behavior on the part of a youth that, if not dealt with right away, could lead
to the youth or someone else being harmed. In urgent behavioral health situations, families are connected to
their local Mobile Response and Stabilization Services (MRSS) provider, or to their assigned Care Management
Entity.

Transition of Care Support

Aetna’s OhioRISE transition of care (TOC) team will ensure seamless care transitions and follow-up, including
coordinating services and transitions across child-serving systems and community providers. These OhioRISE
Transition of Care Coordinators are the primary point of contacts with the Medicaid managed care organizations
(MCO) and with state agency staff for planning, managing, and troubleshooting transition issues as members
transition from MCOs into the OhioRISE Plan or back to the MCOs. The OhioRISE Plan and CMEs will support the
member and caregivers to ensure continuity of care during the transition. When the assigned CME or OhioRISE
care coordinator receives notification that there is a change in the member's MCO, the OhioRISE TOC will
contact the member and caregiver within three business days from receipt of this information to provide the
name and contact information for the assigned MCO care management staff. The CME Relationship Manager
serves as CMEs’ key point of contact with Aetna. TOC staff are regionally based and available to help coordinate
information sharing and problem-solving on any issues related to your engagement with Aetna.

System of Care Support

Aetna’s internal System of Care (SoC) team partners with the Ohio Department of Medicaid (ODM), our provider
network, the Centers of Excellence (COE), and other state or local agencies facilitate system change through
system training, building capacity, continued engagement, and aligning stakeholders toward common goals
continuously gather local data to target needs and resources to support our regional community reinvestment
plans and help providers develop the innovative services that will lead to next generation care for members and
families served by OhioRISE.
Aetna’s SoC team will:
•
•

Partner with the CMEs and the OhioRISE care coordination teams across the state to facilitate system of
care resource development.
Work with the CMEs to develop a statewide database of natural and community supports that will be
shared with community stakeholders and providers.
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•
•
•
•

•

Support individual CMEs in building services across their catchment areas so care coordination can be
delivered close to and within member’s home and communities.
Partner with the CMEs and COE, Aetna will participate in training and education opportunities for our
members and their circle of support, community partners, ODM, CME and health plan staff.
Participate in internal and external stakeholder activities, Aetna’s SoC team will provide a statewide
view and identify opportunities for community development and investments based on needs
assessments completed by Aetna and the CMEs.
Develop, track, and share metrics that can identify gaps in service networks and provide insight into
utilization and out of state placements for Residential Treatment (RTC) and Psychiatric Residential
Treatment (PRTF) facilities.
Work with the CMEs and Population Health teams to provide resources and information which identify
person-centered services and supports that meet the needs of our populations.

Family and Youth Voice Support

Drawing on their own lived experience, Aetna’s Family and the Youth Engagement Directors partner with youth
and families across the state and collaborate with system stakeholders including the CME’s, to ensure family and
youth voice and choice is woven into the OhioRISE program and is present in OhioRISE policies, processes, and
procedures. The Engagement Directors provide leadership for the Family and the Youth Advisory Councils. The
Advisory Councils regularly provide meaningful input to ensure family and youth voice align OhioRISE with
practices and continuous quality improvement activities and initiatives. The Engagement Directors will actively
collaborate with the CMEs to identify youth and families interested in joining the Advisory Councils.

Regional Care Coordination Support

The Regional Coordinator Team serves as the dedicated point of contact for county and local child serving
stakeholders for the region of the state in which each Coordinator serves: West, Central/Southeast, or North.
Regional Coordinators develop and execute system stakeholder engagement activities in priority communities,
as well as lead improvement efforts requiring community outreach. Furthermore, the Regional Coordinator
team organizes training for county or local child-serving entities regarding the roles and responsibilities of the
OhioRISE Plan and the CMEs.

Population Health Support

In alignment with ODM’s Population Health framework, the Aetna Better Health of Ohio Population Health
Management (PHM) strategy is an approach to maintain and improve physical and psychosocial well-being and
address health disparities through cost-effective, child- and family-centered health solutions that address
members’ health needs in multiple settings at all points along the continuum of care. The PHM strategy aims to
understand each unique OhioRISE member in the context of their lives, while partnering with them to design a
child- and adolescent-centered and family-focused holistic model of supports. Additionally, Aetna will work in
collaboration with the other MCO’s to ensure cross system alignment of their PHM strategies for those dually
served by OhioRISE and the MCO.
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Care Management Entities

CMEs are regionally based organizations that are responsible for face-to-face care management and
comprehensive service planning for youth and their families with intensive and moderate care coordination
needs. CME’s coordinate Child Family Team (CFT) meetings and implement Child and Family Centered Care Plans
(CFCPs) for each youth and his/her family. They coordinate the delivery of services and supports needed to
maintain stability and progress towards goals for each youth, utilizing a Wraparound approach to planning.
The CME’s role is to help families succeed by developing a plan to address their needs and removing barriers
that may impede progress. Their goal is to help youth and families develop a long-term, sustainable plan that
will support them in improved functioning long after CME involvement. The CFT removes barriers to care, drives
care in the SOC approach, and facilitates creative, flexible planning to support the family and youth.
CME services include, but are not limited to:
•
•
•
•
•
•
•
•

Engagement of the youth and family into CME services.
In-home assessment, including use of the CANS.
Configure a Child and Family Team through active collaboration with the family
Development and implementation of a Child and Family Centered Care plan to stabilize the youth and
address the youth and family’s goals (including a back-up plan for those youth enrolled on the 1915(c)
waiver).
Assist with identifying, linking, and supporting providers to build and blend services, supports and
community connectedness
Monitoring quality and outcomes for each youth and engage in quality improvement activities
Linkage and coordination of appropriate services that support the youth and family in their community.
Transition planning in and out of the program.
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In addition to providing tiered levels of care coordination, CMEs are responsible for facilitating the connections
to, and building of, local resources in their communities. The purpose of this role is three-fold: to ensure that
youth and their families have access to needed services and supports; identify gaps in services and supports and
engage community partners to address those gaps. CMEs must identify and inform the OhioRISE plan of unmet
needs and barriers to effective care and assist in developing community resources to meet youth and families'
needs. This CME supported work at the regional level will be further supported by the statewide governance
structures.
Twenty CME catchment areas will serve children and youth enrolled in OhioRISE across the state. Catchment
areas were developed to serve a projected annual population of OhioRISE enrollees. The table below describes
each catchment area and the projected annual population size within that catchment area. Counties were
grouped to ensure multi/combined-county children’s services agencies and mental health and addiction services
boards are contained within a single catchment area. In many circumstances, counties with a higher volume of
behavioral health provider resources were grouped with counties that have fewer resources. Ohio’s three most
populous counties, Cuyahoga, Franklin, and Hamilton are divided into multiple catchment areas to
accommodate population maximum limitations of a CME and to provide an opportunity for more than one
organization to become a CME within the most populous counties. The chart below includes the number of and
specific counties in the CME area, projected number of children to be served over the course of the first year,
and the geographic area covered.

Regionally based Systems of Care Committee
CMEs will convene cross-system meetings,
including families and youth, to focus on further
developing local systems of care as well as
creating collaborative processes with others to
support Wraparound care coordination. The
purpose of this role is to ensure that youth and
their families engaged with the CME have access
to needed services and supports, and that a
process exists to identify gaps in services and
supports and engage community partners to
address those gaps. Collaboration with already
existing community supports will be essential to
understanding regional needs and developing a
system of care across each catchment area. This
CME supported work at the regional level will be
further supported by the statewide governance
structure
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CME Provider

Counties

Area

Unison Health

Defiance, Fulton, Henry, Lucas, Mercer, Paulding, Putnam, Van Wert, Williams

A

Harbor

Crawford, Erie, Hancock, Huron, Marion, Ottawa, Sandusky, Seneca, Union, Wood, Wyandot

B

National Youth Advocate Program*

Allen, Auglaize, Champaign, Clark, Darke, Hardin, Green, Logan, Madison, Miami, Shelby

C

Choices Coordinated Care Solutions

Montgomery, Preble

D

CareStar

Butler, Clinton, Warren

E

Lighthouse Youth and Family Services*

Hamilton (West)

F

Cincinnati Children’s Healthvine

Adams, Brown, Clermont, Hamilton (East), Lawrence, Scioto

G

Integrated Services for Behavioral Health

Athens, Fayette, Gallia, Jackson, Highland, Hocking, Meigs, Pickaway, Pike, Ross, Vinton

H

Integrated Services for Behavioral Health

Coshocton, Fairfield, Guernsey, Morgan, Muskingum, Noble, Perry, Washington

I

Jefferson Co. Educational Service Center

Belmont, Carroll, Columbiana, Harrison, Jefferson, Monroe, Stark, Tuscarawas,

J

The Village Network*

Franklin (West)

K

The Buckeye Ranch

Franklin (East)

L

I Am Boundless, Inc.

Delaware, Knox, Licking, Morrow

M

Wingspan Care Group

Lorain, Medina

N

Coleman Health Services

Ashland, Holmes, Richland, Wayne

O

OhioGuidestone

Cuyahoga (West)

P

Positive Education Program

Cuyahoga (Central)

Q

Ravenwood Health

Ashtabula, Cuyahoga (East), Geauga, Lake

R

Coleman Health Services

Portage, Summit

S

Cadence Care Network*

Mahoning, Trumbull

T
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Service Providers

CMEs will collaborate with a range of behavioral health providers offering services to CME referred youth, and
youth enrolled in intensive care coordination and moderate care coordination. It is expected that CME care
coordination will actively engage service providers in the child and family team in supporting the identification
of the youth and family’s goals, and in ensuring that the child and family centered care plan and behavioral
health services treatment plan are consistent with the youth and family’s prioritized goals.
The OhioRISE Provider Directory lists all OhioRISE network providers. CME’s can visit
AetnaBetterHealth.com/OhioRISE to view up to date provider network information or request a printed
Provider Directory by calling Member Services at 1-833-711-0773 (TTY: 711) from 7 a.m. to 8 p.m. Monday
through Friday.

Mobile Response and Stabilization Services (MRSS)

The Ohio Department of Mental Health and Addiction Services (OhioMHAS) has implemented MRSS in two
regions of our state, the Northwest (Lucas, Wood, Hancock, Allen, Auglaize, Hardin, Putnam, and Paulding
counties) and the Southwest (Butler, Warren, Clinton, Preble, and Clermont counties). OhioMHAS is working
with providers to expand MRSS statewide; and to implement a statewide call center.
As MRSS expands, and a statewide call center is implemented, partnership between CMEs and MRSS providers
will be a critical step in the maturation of OhioRISE and its ability to meet the needs of children and families.
CMEs and MRSS providers, with the support of Aetna, ODM and OMHAS, will engage in regionally specific
planning processes as MRSS services are initiated in CME catchment areas to ensure seamless coordination,
warm-handoffs and transitions, clarity of role, ensure best practices in coordination, and support youth and
their families to attain their goals.
MRSS will serve as OhioRISE’s urgent behavioral health response service designed to assist in stabilizing youth in
their home and community settings. MRSS provides immediate intervention to assist youth and their caregivers
in de-escalating behaviors, emotions, and/or dynamics impacting youth life functioning. Interventions are
designed to minimize risk, maintain the youth in his/her current living arrangement, prevent repeated
hospitalizations, stabilize behavioral health needs, and improve functioning in life domains.
A listing of the MRSS providers available today can be found at AetnaBetterHealth.com/OhioRISE to view up to
date provider network information. A map of current MRSS providers by county at the time of issuing this
manual can be found in the appendix to this document.
MRSS is available 24 hours a day, seven days a week within an hour of a family’s request to help youth who are
experiencing emotional or behavioral crises. Ohio relies on a family’s definition of a crisis as the standard for
defining what constitutes a crisis and thus precipitates an offer for MRSS services. The MRSS initial dispatch
offers face-to-face service delivery to families in the community at the site of the escalating behavior, whether
this is the youth’s home or another living arrangement, such as resource and foster family homes.
The initial phase of MRSS can extend for up to 72 hours after the dispatch request and includes de-escalation,
assessment, and crisis planning services with a focus on youth and family engagement. Based on the youth and
family’s needs following the 72-hour initial response, MRSS may remain involved with the child and family for up
to six weeks for stabilization management, during which time MRSS staff will coordinate formal and informal
services for the youth and family. MRSS staff will work with the youth and family during this time to ensure a
proper transition plan is in place at the end of the youth and family’s stabilization period.
Future versions of this manual will expand on the integration of CME and MRSS crisis response.
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Ohio Department of Medicaid and Statewide Governance Committees

The OhioRISE Advisory Council will foster statewide, cross-system service planning for youth with behavioral
health needs; and support the regionally specific local committees. The OhioRISE Advisory Council represents a
diverse range of expertise and experience. The council includes local system partners, associations and providers
of services and youth and family with lived experiences. It is a forum to develop and maintain a responsive,
accessible, and integrated System of Care for youth with social, behavioral, developmental, substance use,
and/or emotional needs and their families, through the involvement of families, youth, natural family supports,
and youth serving agencies as partners.

Child and Adolescent Behavioral Health Center of Excellence

The OhioRISE initiative is supported in partnership with OhioMHAS who has designed and implemented the
Child and Adolescent Behavioral Health Center of Excellence (CABHCOE.) The role of the CABHCOE will be to
assist the state in system transformation efforts by providing technical assistance, training, professional
development, coaching, consultation, evaluation, fidelity monitoring, and continuous quality improvement to
build and sustain capacity in delivering evidence-based practices to fidelity within a system of care framework.
The CME’s will participate in training and coaching opportunities led by the CABHCOE to ensure consistency in
delivering care coordination, and in fidelity monitoring, and quality improvement activities.

Medicaid Managed Care Entities
Managed Care Organizations (MCOs)

Most children enrolled in OhioRISE also will be enrolled in managed care to receive their physical healthcare
benefits. CMEs will be coordinating with MCOs to support the medical needs of ICC and MCC enrolled youth.
These are the MCOs serving OhioRISE enrolled youth:
•
•
•
•
•
•
•

AmeriHealth Caritas Ohio, Inc. (available later in 2022)
Anthem Blue Cross and Blue Shield (operated by Paramount Advantage until later in 2022)
Buckeye Community Health Plan (Centene)
CareSource Ohio, Inc.
Humana Health Plan of Ohio, Inc. (Available later in 2022)
Molina Healthcare of Ohio, Inc.
UnitedHealthcare Community Plan of Ohio, Inc.

Youth who do not qualify for OhioRISE will continue to get behavioral health benefits through one of the above
MCOs or through Medicaid’s fee for service program.

Single Pharmacy Benefit Manager (SPBM)

Beginning later in 2022, a statewide Medicaid SPBM, managed by Gainwell Technologies, will be responsible for
providing and managing pharmacy benefits for all individuals enrolled in OhioRISE and with an MCO. Aetna will
coordinate and collaborate with the SPBM to ensure that members receive medically necessary pharmacy
services. For OhioRISE eligible youth who are not enrolled with an MCO, Change HealthCare will provide and
manage pharmacy benefits.
Youth enrolled with a CME can take advantage of Aetna pharmacists and subject matter experts to consult,
coordinate and provide training for medication issues relevant to children. CMEs can access this consultation for
a CME enrolled youth through their Aetna assigned Relationship Manager.
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Section 3: OhioRISE Eligibility
The goal of OhioRISE is to serve youth with complex needs which may lead to involvement with multiple youthserving systems. Families of children with complex mental health care needs face significant challenges in the
search for timely and appropriate services. Issues include contacting multiple agencies, looking for multiple
types of treatments and help for different problems across agencies, resulting in increased burden on families
and child-serving systems. Children with complex mental health conditions are particularly at risk as optimal
care requires coordination from behavioral, medical, educational, and social services. OhioRISE supports
children and youth whose needs exceed the resources and expertise of any one provider organization or childand family-serving system.
Youth who may qualify for OhioRISE meet these requirements:
•
•
•
•

Under age 21.
Be determined eligible for Ohio Medicaid.
Not be enrolled in a MyCare Ohio plan.
Have one of the following:
o Certain needs for behavioral health care, identified by the Child and Adolescent Needs and
Strengths (CANS) assessment.
o Have a recent inpatient hospital stay for mental illness or substance use disorder, or
Have a recent inpatient stay in a Psychiatric Treatment Facility (PRTF).

Youth who may also qualify for the OhioRISE 1915(c) waiver meet these requirements:
•
•
•
•

Under age 21.
Be determined eligible for Ohio Medicaid.
Not be enrolled in a MyCare Ohio plan.
Be determined to meet the following level of care (LOC) criteria for inpatient psychiatric (IP) services:
o Have certain needs for behavioral health care, identified by the Child and Adolescent Needs and
Strengths (CANS) assessment.
o Have a diagnosis of serious emotional disturbance (SED).
o Have documented functional impairment and behaviors.

If a youth is enrolled in a MyCare Ohio plan and has qualifying needs for OhioRISE services, they can still get
access to the care they need. Youth in MyCare can contact Medicaid Consumer Hotline can be contacted at 1800-324-8680 (TTY: 711), Monday through Friday 7:00 a.m. to 8:00 p.m. and Saturday 8:00 a.m. to 5:00 p.m., to
discuss options. A choice selection representative will assist the individual and their family representative on the
enrollment options and how to work with the MyCare plan to get the services that they need.

Section 4: OhioRISE Enrollment
Anyone can refer a child for enrollment in OhioRISE, include behavioral health and physical health providers,
schools, state and local agency staff, statewide crisis line, MRSS providers and others. A parent or youth also can
self-refer.
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Initiating a Referral to OhioRISE

There are multiple avenues for referrals to be made:
•

•

Contact OhioRISE Member Services at -833-711-0773 (TTY: 711) from 7 a.m. to 8 p.m. Monday through
Friday and Aetna Better Health of Ohio will work with the youth, their MCO, to coordinate a referral for
a CANS Assessment to determine eligibility for the OhioRISE program.
Contact the youth’s MCO, or if they are in fee-for-service Medicaid, the Medicaid Consumer hotline 1800-324-8680 (TTY: 1-800-292-3572) to initiate a referral for a CANS assessment within one business
day as a means to determine eligibility for the OhioRISE program.

Below are the websites youth and families/caregivers can use to reach out directly to their Managed Care
Organization:
Managed Care Organization
Phone Number
Website
Anthem BCBS*
1-800-462-3589
www.anthem.com/oh
Buckeye
1-866-246-4358
http://www.buckeyehealthplan.com/
CareSource
1-800-488-0134
www.caresource.com/
Molina
1-855- 665-4623
http://www.molinahealthcare.com/
United
1-800-895-2017
http://www.uhccommunityplan.com
*Administered by Paramount Advantage in West and Northeast Region until later in 2022
Additional Ohio Medicaid Managed Care Organizations (available in late 2022):
Managed Care Organization
Phone Number
Amerihealth Caritas
1-833-764-7700
Anthem BCBS*
1-844-912-0938
Humana
1-877-856-5702
*Administered by Anthem BCBS statewide

Website
www.amerihealthcaritasoh.com
www.anthem.com/oh
Humana.com/HealthyOhio

OhioRISE Enrollment Notifications

Enrollment notifications are driven by the 834 eligibility file. Aetna OhioRISE will provide access to a quick-base
database where the CME can choose to either 1) Export their Day 1 enrollments or 2) Use the quick-base
database to manage CANS assessment and additional care coordination activities. CMEs selecting Option 1 will
have access for one user and CMEs selecting Option 2 will have user access for each care coordinator.
Once a member is identified as eligible for the OhioRISE plan, the member is identified on 834s received by the
OhioRISE Plan and the youth’s MCO, as applicable.
If the CME uses Aetna’s care coordination system, Dynamo, the OhioRISE plan will place new enrollments in
Dynamo. The CME care coordination staff will receive new member assignments in Dynamo.
If the CME is not a Dynamo user, the OhioRISE plan will place new enrollments in Dynamo, a notification is
generated by Dynamo and sent via a secure SFTP file to the appropriate CME. The CME picks up the secure SFTP
file, makes their care coordination assignment and returns this information back via secure SFTP. This
information is integrated with Dynamo so that Aetna’s care coordination staff can see the CME’s care
coordination assignments in Dynamo.
Following receipt of enrollment information, the OhioRISE plan and the MCOs will bi-directionally share the
member’s new eligibility status and connect for planning, managing, and troubleshooting issues as members
transition into the OhioRISE Plan.
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Routine Eligibility Assessments and Processes

Within 10 business days of the initial referral from an MCO, a CANS assessor will contact the family, arrange for
a face-to-face meeting, conduct an assessment using either the Brief or Comprehensive CANS Assessment, and
enter the assessment results into the CANS IT System.
The assessment must be entered into the CANS IT system within 72 hours from the assessment date. The CANS
IT System will provide a determination for eligibility into OhioRISE and a recommendation for a Care
Coordination tier assignment of Limited, Moderate or Intensive Care Coordination. Once entered in the CANS IT
system, this triggers a notification to Aetna, who within two days, assigns an initial tier for care coordination
informed by the CANS, and either initiates its own tier 1 care coordination or assigns the youth to a CME for
enrollment into ICC or MCC.
If ODM determines that a youth is not eligible for OhioRISE through the CANS assessment, the MCO is
responsible for follow up with the member and family to ensure behavioral health needs are met.

Crisis Eligibility Assessments and Processes

There also will be instances in which a child is referred to OhioRISE in the midst of a psychiatric crisis. For those
youth, all considerations for OhioRISE eligibility will be expedited. As part of the statewide crisis line capacity
and the MRSS intervention, MRSS with guardian permission (Release of Information) will notify Aetna of a
potential referral to OhioRISE. The MRSS provider will complete a Brief CANS Crisis Assessment within three
days of the initial MRSS engagement and enter the CANS information in the CANS IT system, which will make a
determination of OhioRISE eligibility.
If the youth is eligible for OhioRISE, the CANS IT system will trigger notification to Aetna Better Health of Ohio,
who assigns an initial tier for care coordination informed by the CANS, and either initiates its own tier 1 care
coordination or assigns the youth to a CME for enrollment into ICC or MCC within 24 hours.
If ODM determines that a youth is not eligible for OhioRISE through the CANS assessment the MCO is
responsible for follow up with the member and family to ensure needs are met.

Hospital/ PRTF Admission-Driven Eligibility Process

All Ohio Members under the age of 21 admitted for an inpatient behavioral health stay with a primary diagnosis
of mental illness or substance use disorder will be enrolled in the OhioRISE Plan.
•
•

OhioRISE Plan enrollment will be effective the date of the inpatient behavioral health admission.
The OhioRISE Plan and MCOs will share daily hospitalization reports, proactively review data from
the health information exchange (HIE) for any potentially eligible OhioRISE members, including data
on emergency hospitalizations, referred to as "pink slips," to ensure daily tracking on these cases.

For new OhioRISE members enrolled due to an inpatient stay, the OhioRISE Plan will notify the inpatient
behavioral health facility immediately upon becoming aware that OhioRISE is responsible for coverage of the
stay, and work with the facility and the member’s MCO to facilitate discharge planning and authorize services as
needed.
The MCOs can contact the OhioRISE Utilization Management review staff that are available 24/7 to respond to
authorization requests for inpatient admissions and other urgent services requiring prior authorization as
specified by ODM.

Disenrollment from OhioRISE, including age out and change of member circumstance.
All transitions out of OhioRISE are planned in advance of disenrollment.
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General OhioRISE / CME Responsibilities at the time of OhioRISE Disenrollment

OhioRISE plan performs outreach to MCOs and key behavioral health (BH) providers/CMEs for input on the care
plan.
The transition plan is to be completed no less than 15 days prior to disenrollment and shared with MCO’s Care
Coordination (CC) team prior to the planned effected disenrollment date. Following the transition, MCO’s CC
team follows the member for at least 90 days to assist with accessing any needed services and resources.

General MCO Responsibilities at time of OhioRISE Disenrollment:

In addition to participating in transition planning for each applicable member, the MCOs will:
•
•
•

Honor prior authorizations for behavioral health services approved prior to the member's transition to
OhioRISE through the expiration of the authorization, regardless of whether the authorized or treating
provider is in or out-of-network with MCO.
Conduct a medical necessity review for previously authorized services if the member's needs change to
warrant a change in service. MCOs must render an authorization decision pursuant to OAC rule 5160-2603.1.
Assists the member to access services through a network provider when any of the following occur:
o The member's condition stabilizes and MCO can ensure no interruption to services.
o The member chooses to change to a network provider.
o If there are quality concerns identified with the previously authorized provider.

Member Transitions

The OhioRISE program aims to seamlessly transition members into and out of the OhioRISE program, as well as
facilitate seamless transitions at any other time of change in health insurance coverage. MCOs, in coordination
with the OhioRISE plan, and/or CMEs as assigned, must effectively and comprehensively manage member
transitions of care in order to prevent unplanned or unnecessary hospital readmissions, emergency department
visits, and/or adverse outcomes.
MCOs will support members transitioning from the OhioRISE Plan, or vice-versa, to receive behavioral health
services from network and out-of-network providers.
The OhioRISE Plan will have Transition of Care (TOC) Coordinators who will engage with the members and the
MCO’s to ensure that any transition, for any reason, is handled appropriately and to ensure the Member is
placed in the appropriate care setting and program. The OhioRISE Plan’s dedicated TOC Coordinators are
responsible for being:
•
•
•

The primary point of contact for MCOs and with state agency staff for planning, managing transitions of
care.
TOC Coordinators will connect with child-serving agencies across the state to education these systems
about their roles and proactively plan for transition of care needs.
Troubleshooting transition issues when members transition from MCOs into the OhioRISE Plan or back
to the MCOs.

When OhioRISE members are transitioning from receiving behavioral health services from an MCO to OhioRISE,
the MCOs will provide OhioRISE data to inform the member’s child and family-centered care plan and ensure
each new member can continue receiving behavioral health services or access different behavioral health
services based on the member's needs and their family/caregiver without delay.
•

Coordinate with the OhioRISE transition coordinator and confirm that timely follow up with the member
and the member's primary provider to ensure post discharge services have been provided.
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Transitions between Hospital/Healthcare Settings.

Transitions between hospital and healthcare settings play a role in a member’s eligibility and enrollment status.
MCO and OhioRISE responsibilities at these instances of transition include:
•
•
•

•
•
•
•
•

Identifying members who require assistance transitioning between settings and notify the OhioRISE
plan, and/or MCO, as assigned through the care coordination portal.
Developing a method for evaluating risk of readmission or deterioration (e.g., evaluating risk tier) to
determine the intensity of follow up required for the member after the date of discharge, and share this
information with the OhioRISE Plan and/or CME as assigned through the care coordination portal.
Ensuring the member’s care coordinator (or other designated care coordination staff from the MCO if
the member does not have a Care Manager or Care Guide) communicates through established
contractual processes (phone call or fax) with the discharging facility and informs the facility of the
designated contacts of the member's care team including all care coordinators and providers of services
currently received by the member.
Ensure timely notification and receipt of admission dates, discharge dates, and clinical information is
communicated with the OhioRISE plan CME, care settings, and the member's PCP, as appropriate
through the care coordination portal.
Participate in discharge planning activity with the facility, including making arrangements for safe
discharge placement and facilitating clinical hand-offs between the discharging facility and the OhioRISE
plan, as assigned.
Obtain a copy of the discharge/transition plan when available and share the plan with the member's
care team through the appropriate care coordination portals.
Arrange and confirm services are authorized and delivered in accordance with the discharge/transition
plan.
Display Initial CANS assessment in care coordination portal if one was completed and any other
contractually required data elements.

Assignment of Care Coordination Tier Based on Assessment

Following ODMs enrollment of a child into the OhioRISE program, Aetna Better Health of Ohio will assign an
initial care coordination tier, and if the youth is assigned to tier 2 or 3 care coordination, Aetna will make a
referral to a CME based on where the child resides. When a child is in PCSA custody, the initial Tier assignment
will be based on the county where the child is from. From there, the Care Coordinator will reach out to the
PCSA to determine the most appropriate CME assignment based on the following elements: physical location of
the youth; custody status and permanency plan; and immediate youth and family needs.
Initial tier assignment is based on available information at the time of assignment to a CME including complexity
of behavioral health need, information from the most recent CANS data, MRSS, current and previous utilization
of community-based and out-of-home behavioral health services, and available information about the youth’s
SDOH and safety risk factors.
It is expected that the CME’s initial engagement of the youth and family, the assessment process, and the initial
family and child centered care plan will inform the ongoing tier assignment needed to support the youth’s
behavioral health needs.
If a referral source is not certain if a child is already enrolled in OhioRISE, Aetna or the child’s assigned MCO or
an existing behavioral health provider can assist with the referral. They may check ODM’s eligibility system
and/or the CANS IT system to determine if the youth is enrolled in Medicaid and the OhioRISE program.
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Section 5: OhioRISE 1915 (c) Waiver Eligibility and Enrollment
The 1915(c) OhioRISE waiver will provide additional services and supports to youth who have functional
limitations that indicate the need for services similar to those provided by an institution. Youth may be
considered eligible for the OhioRISE 1915(c) waiver if they:
•
•
•
•
•
•

Meet OhioRISE program eligibility requirements.
Meet a level of care equivalent to an Inpatient Psychiatric services level of care.
Have a serious emotional disturbance diagnosis.
Have documented functional limitations.
Determined to need, and agree to receive, at least one OhioRISE 1915(c) waiver service.
Have waiver needs which are less than or equal to the waiver service cost limit.

It should be noted that while OhioRISE eligibility at the time of initial enrollment is limited to youth ages 20 or
younger. However, once enrolled, the OhioRISE 1915(c) waiver will allow continued enrollment in the program
through age 22.
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The CME will play a key role in the process of determining whether a youth is eligible for the OhioRISE 1915(c) waiver. Generally, the CME will:
• Assist ODM with waiver eligibility assessments and reassessment
o Collect and submit information for the waiver level of care (LOC) assessment into the CANS IT system, including
 Comprehensive CANS assessment
 SED diagnosis
 Additional functional needs criteria
o Determine if waiver applicants have a need for waiver services amounting to less than the annual cost cap
o Assist with Medicaid eligibility referrals to the ODM Central Processing team.
o Complete annual Inpatient Psychiatric Level of Care redetermination assessments in a timely manner for individuals enrolled in
the OhioRISE Waiver.
• Provide waiver service coordination for ICC and MCC
o Review waiver member handbook with members and have them sign the Freedom of Choice form.
o Conduct an HCBC Settings Review for each waiver enrollee assigned to ICC / MCC.
o Develop, implement, and monitor Child and Family-Centered Care plan.
• Assist with waiver provider recruitment functions
• Participate in waiver quality and performance improvement activities
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To complete initial and redetermination waiver Level of Care assessments, CMEs will conduct a Waiver Level of
Care (LOC) Comprehensive CANS assessment and work with the child or youth and their family/caregiver to
determine and document additional level of care criteria outlined in OAC 5160-59-04, including:
•
•

Diagnosis of a serious emotional disturbance.
As documented in the CANS, at least one of the functional impairments/behaviors as listed below that
substantially interfere with or limit the youth's role or functioning in family, school, or community
activities which result in recommended institutionalization and potential relinquishment of custody to
the child welfare system:
o The youth’s persistent physical abuse or violence that results in physical injury or emotional
distress to caregivers, family members, others in the home and community; or physical
destruction of property that impacts the youth’s housing stability.
o The youth’s history of suicidal ideation with intent, or history of suicide attempts, within the
past 6 months.
o The youth’s sexually problematic behavior(s) that creates a safety risk for themselves or others
without a high level of direct supervision.
o The youth’s suspension or expulsion from school; or withdrawal from school, daycare, or
preschool program as the result of the youth’s actions/intensive behaviors.
o Law enforcement or child welfare contact involvement due to the youth’s intensive behaviors.
o The youth has a history of victimization or exploitation, including human trafficking within the
past 12 months, and re-victimization may be imminent. This may include physical or sexual
abuse, sexual exploitation, or violent crime.

CMEs will document and complete Initial and redetermination waiver Level of Care assessments within ODM’s
CANS IT system prior to referring the child or youth and their family/caregiver to ODM’s Central Processing Unit
to complete additional steps in the waiver eligibility determination process.
Children and youth who obtain eligibility for the OhioRISE 1915(c) waiver will be enrolled in the OhioRISE Plan by
ODM, and the OhioRISE Plan will refer these children and youth to CMEs when they require tier 2 and tier 3 care
coordination services. Aetna will undertake quality monitoring and oversight of the CMEs’ role in this process by:
•
•
•

Overseeing CME 1915(c) waiver enrollment activities to ensure consistent application of Level of Care
eligibility criteria and assessments.
Ensuring CMEs perform 1915(c) waiver Level of Care assessments for the purposes of all initial waiver
eligibility determinations in a timely manner.
Ensuring CMEs perform 1915(c) annual redeterminations in a timely manner for individuals enrolled on
the OhioRISE 1915(c) waiver.
Monitoring the cost of services for each individual enrolled on the OhioRISE 1915(c) waiver to ensure
they don’t exceed 1915(c) waiver service limit of $15,000 per year.

The OhioRISE Plan will provide individual instruction to individuals, caregivers, and authorized representatives
about how to notify the authorities if health and welfare may be in jeopardy. The OhioRISE Plan will reinforce
the training on incidents during each contact and/or in-person visit. It will assist individuals and/or their informal
caregivers with any formal notification necessary. The OhioRISE Plan operates toll-free care management phone
lines where individuals can receive additional information or assistance if needed. These lines will assist limited
English proficiency (LEP) members and/or those who are hearing impaired.
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Section 6: Care Coordination Tiers in OhioRISE
All children enrolled in OhioRISE will have access to care coordination and a range of behavioral health services
and supports. The type of care coordination received, and the services and supports mobilized, will be based on
individual needs, an individualized behavioral health assessment incorporating the CANS, development of a child
and family team, and an individualized child and family centered care plan.
OhioRISE offers three tiers, or levels, of care coordination, varying the intensity of care coordination in a manner
that aligns with the needs of enrolled children, youth, and their families. All three tiers of OhioRISE Care
Coordination will be based on a System of Care approach and a Wraparound philosophy, use a child and family
team process, and develop an individualized child and family centered care plan. The tiers will differ for the
youth enrolled, relative to the intensity of care coordination, hours provided, and the degree of fidelity to
National Wraparound Initiative standards. CMEs provide tier 2 and 3 care coordination; and Aetna Better Health
of Ohio provides tier 1 care coordination.
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Section 7: Care Management Entity Role and Functions
Introduction of CMEs’ Two Primary Roles

System of care development happens on both the system and individual levels. CMEs are responsible for helping
families to identify and develop a network of support for each family consisting of natural supports, informal
community supports, and formal service supports. This requires both identifying existing supports and
integrating them into the system of care, and developing new supports based on the needs, culture, and values
of the youth and families served. This individual specific work also informs the needs for local systems of care
work with systems to identify and address gaps in the system. As such, CMEs have two primary functions in their
role:
•
•

Provide intensive and moderate care coordination services.
Community Resource Collaboration and Development.

Care Coordination (Intensive and Moderate)

CMEs are responsible for face-to-face care management and comprehensive service planning for youth and their
families with intensive and moderate care coordination needs. CMEs care coordinators facilitate the Child Family
Team (CFT) meetings and implement Child and Family Centered Care Plans (CFCPs) for each youth and his/her
family; and coordinate the delivery of services and supports needed to maintain stability and progress towards
goals for each youth, utilizing a Wraparound approach to planning.
General CME services include but are not limited to:
•
•
•
•
•
•
•
•

Engagement of the youth and family into CME services.
In-home assessment, including use of the CANS.
Care Coordinator will work with the family to identify and develop their Child and Family Team.
Development and implementation of a Child and Family Centered Care plan to stabilize the youth and
address the youth and family’s goals (including a back-up plan for those youth enrolled on the 1915(c)
waiver).
Assist with finding service providers, community resources and strengthening social networks.
Monitoring quality and outcomes for each youth and engage in quality improvement activities.
Development of sustainable ongoing services and supports, to maintain stability and progress towards
the youth and family’s goals.
Identify and establish natural supports with the family to support ongoing stability and goal
achievement.

The purpose of CME care coordination is to help youth and families achieve person-centered family driven
change and achieve goals they have for their family by developing a plan to address their needs and removing
barriers that may impede progress. Their goal is to help youth and families develop a long term, sustainable plan
that will support them in improved functioning long after CME involvement. The Child and Family Team is
diligent in removing barriers to care, driving care in the SOC approach, and facilitating creative, flexible planning
to support the family and youth.
The CMEs will deliver two tiers, or levels, of care coordination: Intensive Care Coordination (Tier 3) and
Moderate Care Coordination (Tier 2). As indicated in Table 1, both tiers of care coordination provided by the
CME are:
•
•

Grounded in a System of Care approach and a Wraparound philosophy.
Use a child and family team process.
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•

Develop an individualized child and family centered care plan.

The tiers will differ in the complexity of youth’s needs, the intensity of care coordination hours provided, and
the degree of fidelity to NWI standards with Intensive Care Coordination expected to meet all NWI wraparound
standards and Moderate Care Coordination expected to meet most NWI wraparound standards.
CME will encourage youth and parents to provide feedback about Care Coordinators and assure that family
preferences will be used in determining a successful match with a Care Coordinator
Care Coordinator and Care Coordinator Supervisor Qualifications
CME care coordinators and care coordinator supervisors must meet the requirements outlined in OAC 5160-5903.2. CMEs may choose to use ODM guidance regarding evaluating potential care coordinators’ years of
experience.
Per OAC 5160-59-03.2, ICC/MCC care coordinator requirements state the care coordinator “will be a licensed or
an unlicensed practitioner in accordance with rule 5160-27-01 of the Administrative Code.” This means that
ICC/MCC practitioners must also meet qualifications to be and enroll as one of the provider types listed in that
rule. Care coordinators that are unlicensed may meet this requirement by enrolling as a qualified behavioral
health specialist (qualified mental health specialist/QMHS or SUD care management specialist/CMS).
CMEs can make sure their ICC/MCC care coordinators meet qualified behavioral health specialist (QBHS)
requirements either by using existing QBHS trainings or by amending existing trainings to supplement what is
offered by the COE as part of the ICC/MCC training. The following table provides a crosswalk of the required
QBHS competencies and ICC/MCC competencies covered in the CABH COE training.
QBHS Required Competency described in 5122-29-30

Is the required
competency covered in
the COE’s ICC/MCC
training?

(a) Either mental illness or substance use disorder treatment and recovery;
(b) The community behavioral health system, social service systems, the criminal
justice system, and other healthcare systems;
(c) Psychiatric and substance use disorder symptoms and their impact on
functioning and behavior,
(d) How to therapeutically engage either with a person with mental illness or a
person in substance use disorder treatment and recovery;
(e) Crisis response procedures; and,

No
Yes

(D) Qualified behavioral health specialist.
(1) Qualified behavioral health specialist (QBHS) means an individual who has received training for or
education in either mental health or substance use disorder competencies; and who has demonstrated, prior
to or within ninety days of hire the minimum competencies in basic mental health or substance use disorder
and recovery skills listed in this rule. The individual shall not otherwise be required to perform duties covered
under the scope of practice according to Ohio professional licensure.
(2) Basic competencies for each QBHS shall include, at a minimum, an understanding of…

(f) De-escalation techniques and an understanding of how the individuals own
behavior can impact the behavior of others.

No
Yes
Generally covered in
ICC/MCC training,
covered in more detail in
a special topics training
offered by the COE
No

CMEs may consider hiring a care coordinator who partially meets the years of experience requirements found in
516-59-03.2. All such potential care coordinators must be evaluated and approved by ODM or their designee
before they can provide and bill for ICC and MCC. CMEs must use ODM’s application for care coordinators
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partially meeting years of experience requirements and submit each application along with the potential care
coordinator’s resume to OhioRISEClinical@medicaid.ohio.gov.
Per OAC 5160-59-03.2, Care coordinator supervisors that are unlicensed practitioners will have regular
supervision with a licensed practitioner and real-time access to a psychiatrist for case consultation.
•

•

A supervisor that is an unlicensed practitioner must have a licensed clinical supervisor who provides
them with regular clinical supervision. Their licensed clinical supervisor is not required to also be their
administrative supervisor however, the licensed clinical supervisor may not be a direct or indirect report
of the unlicensed supervisor.
A supervisor that is an unlicensed practitioner will also have real-time access to a psychiatrist for case
consultation 24 hours a day, 7 days a week for case consultation.

Supervisors of ICC or MCC will complete the high-fidelity wraparound training program provided by an
independent validation entity recognized by ODM. Supervisors will successfully complete skill and competencybased training to supervise delivery of ICC and MCC.

Care Coordinator and Care Coordinator Supervisor Ratios
ICC
1:10
1:8

Care Coordinator to Youth/Family Ratios
Supervisor to Care Coordinator Ratios

MCC
1:25
1:8

Time-Limited Mixed Caseload Guidance COE Review
CMEs will have the option to carry mixed caseloads at the launch of the OhioRISE program beginning July 1. They
will be able to carry mixed caseloads for the first three months of the program while building up care
coordination capacity within the catchment area.
During this time period, CMEs can use the following formula to determine a mixed caseload:
1 ICC Case is the equivalent to approximately 2.5 MCC cases. So, as an example a full caseload would look like
the following:
*Mixed Caseload

All Intensive CC

All Moderate CC

Example 1:

1:10

1:25

1: 5(ICC) and 12.5 (MCC) = mixed case
load of 17/18 cases
Example 2:
1: 6 (ICC) and (10) MCC) = mixed
caseload of 16
Example 3:
1: 3(ICC) and 17.5 (MCC) = mixed
caseload of 20/21
*Additionally, CMEs will provide a weekly “capacity grid” that will include the following information:
Each CME will report weekly through capacity report:
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•
•
•

Number of staff hired and trained to date
Capacity to take new referrals
Mixed Caseload update and plans to move toward separating ICC and MCC Care Coordination.

While mixing Intensive Care Coordination and Moderate Care Coordination is temporarily allowable as a
strategy to support ramp up, it is important to expeditiously shift to discrete single service caseloads in
order to ensure the quality of the service being provided. ICC and MCC are distinct models by design as
the youth and families being served have distinct and different needs. ICC and MCC mixed service caseloads
increase the likelihood of either under-serving or over-serving a family, thus impacting fidelity to the model.

Other CME Staffing Requirements

In addition to having care coordinator and care coordinator supervisor staff to meet assigned OhioRISE member
needs, CMEs must also:
•
•
•
•

Have the capacity to provide real-time or on demand clinical and psychiatric consultation to care
coordinators serving youth engaged in care coordination.
Have the ability to respond to member needs twenty-four (24) hours a day.
Have administrative and program staff, in sufficient quantity to meet all the CME requirements to
achieve the quality, performance, and outcome measures set by ODM.
Ensure care coordination staff and supervisors have the experience necessary to manage complex cases
and the ability to navigate state and local child serving systems.

Community Resource Collaboration and Development

In addition to providing intensive and moderate care coordination, CMEs are responsible for facilitating the
connections to, enhancing, and further developing local systems of care, as well as creating collaborative
processes with others to support the implementation of family centered, strength-based plans for each family.
The purpose of this role is to ensure that youth and their families engaged with the CME have access to needed
services and supports, and that a process exists to identify gaps in services and supports and engage community
partners to address those gaps. The CMEs will work within their local communities to invite diverse
representation and establish appropriate communication channels for engaging family, youth, and local
community representatives to inform local policymaking and program planning.

Required Local Cross-System Collaboration

Developing and deepening relationships with local partners in the system of care will be critical to ensure
successful care coordination for children and youth enrolled in OhioRISE. Some CMEs may have established
relationships with key system partners at the local level, and all CMEs will be tasked with growing and using
these relationships to implement the OhioRISE program. The CME will receive support and technical assistance
from the OhioRISE Plan’s regional liaisons who work at the intersection of the legal, justice, health care, and
children’s services systems.
Collaboration with Children’s Services
Collaboration with service and custodial agencies such as the Ohio Department of Job and Family Services
(ODJFS), Public Children’s Services Agencies (PCSAs), and Title IV-E courts are essential to achieve the goals of
the OhioRISE Program. The CME will work closely with local PCSA, and Title IV-E court offices both in the course
of work on behalf of individual youth and their families/caregivers and also through ongoing communication
between the CME and local agencies’ managers. For children in the custody of Title IV-E agencies, the CME, in
collaboration with youth and family/caregivers, will make every effort to:
•

Work with children’s services staff to determine if ICC and MCC are appropriate levels of care
coordination for each child/youth. In some cases, local children’s services staff may have additional
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•
•
•
•
•

information about the child/youth or the capacity for the child/youth and their caregivers to participate
in ICC or MCC.
Include appropriate local children’s services staff in CFTs,
Work with children’s services staff to determine if/when placement providers, family, and other
caregivers should be included in the CFT, noting that the list of appropriate parties will likely change
over the course of involvement in ICC/MCC
Schedule CFT meetings collaboratively with children’s services staff, and whenever possible attempt to
combine meetings across systems to create efficiencies for case workers and children/youth and their
caregivers.
Leverage the CFT to assist children’s services staff with developing and implementing permanency
planning.
Assist children’s services with identification and referral to potential treatment providers.

Collaboration with Other Providers of Behavioral Health Services.
The CME is responsible for assisting the OhioRISE youth or child in accessing medically necessary covered
services. As part of this role, behavioral health service providers are key partners in developing the local system
of care. Additionally behavioral health practitioners shall be considered CFT members and regularly invited to
attend CFT meetings.
Collaboration with County Departments of Developmental Disabilities.
CMEs must establish relationships with all Boards of Developmental Disabilities in their catchment area to
ensure both parties are informed of programming and services available, eligibility standards and processes for
enrollment.
For OhioRISE Program youth with intellectual disabilities and developmental disabilities and receiving care
coordination through ODM Waiver services, including participating in home and community-based services
waivers, CME care coordinators will collaborate closely with the local Boards of Developmental Disabilities
through inclusion of Board staff in CFT meetings and sharing of the Child and Family Centered Care Plan.
Collaboration with Local Justice/Court Systems.
The CME will outreach and engage local Courts and criminal justice agencies to ensure such entities are
informed of the OhioRISE Program, the services available, eligibility standards and processes for enrollment.
The care coordination planning process shall include an assessment of and planning regarding a youth’s
involvement in the juvenile or adult justice systems, if any. Whether there is specific involvement from court
staff or probation or juvenile justice staff in the youth’s or child’s CFT will depend on the status of the legal
proceedings and advice of the youth’s or child’s and family/caregiver’s legal counsel.
The CME will work with the youth and family/caregiver and CFT to identify natural supports in effort to prevent
reentry into the juvenile justice system or entry into the adult criminal justice system.
Collaboration with Schools.
CMEs will begin to engage and work with local schools within their catchment areas. At a minimum, they should
make sure schools in their areas know how to make a referral to the CME for a CANS assessment to determine
OhioRISE eligibility.
Additionally, to ensure a youth’s needs are met in the educational setting, the CME Care Coordinator will engage
school systems in the Child and Family Centered Care Planning process.
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Collaboration with Family and Children First Councils.
CMEs must establish relationships with each FCFC in their catchment area. Service Provider shall collaborate
with local FCFCs in each county. At a minimum, CMEs will consult with local FCFCs to understand local resources
and collaboratively develop capacity for community and natural supports. CMEs will also consider engaging local
FCFCs in additional methods of collaboration.
When working with children and youth who are involved with local FCFC service coordination prior to
enrollment in OhioRISE, CMEs must collaborate with the FCFC and their service coordination if desired by the
child or youth and family/caregiver. Collaboration should include inclusion of the service coordinator in the CFT
and sharing of Child and Family-Centered Care Plans.
Collaboration with Primary Care.
CMEs will develop relationships with local primary care organizations, some of which may be interested in using
or developing expertise in serving children with complex behavioral health needs. Additionally, CMEs will
actively engage youths’ primary care providers as part of CFTs.

Local Governance Process

This CME supported work at the regional level will be further supported by the statewide governance structure.
After establishing and growing relationships with local partners, CMEs will work with these community partners
by convening a regularly scheduled (i.e., monthly, bi-monthly) local governance process to inform their local
system of care work.
Local system of care work includes, but is not limited to:
•

•

•
•
•
•
•

•

Identifying formal and informal resources in their catchment area, initially and on an ongoing basis,
paying particular attention to the availability of culturally responsive resources for youth and
family/caregivers of the various racial and ethnic communities in the area. These shall include, but are
not limited to, affiliations with informal or natural helping networks such as neighborhood and civic
associations, faith-based organizations, and recreational programs.
Referring identified service providers of potentially Medicaid-billable services who are not currently
contracted with the OhioRISE Plan to the Plan either for contracting or to develop a Single Case
Agreement (SCA).
Capturing information on resources in a useable format such as a database and make it accessible to
Care Coordinators, Child and Family team and youth and family/caregivers to use when coordinating
care for enrolled youth and their caregivers.
Collecting and using feedback on resources from youth, family/caregivers and child and family team.
Developing the capacity to support and use peer and/or parent supports in CME care coordination
activities. Identifying current peer and/or parent supports available to assist in this work, as well as work
to develop new peer and parent support options to assist with CME care coordination activities.
Assisting ODM and the OhioRISE Plan with identifying the need for additional service capacity and/or
new resources.
When making referrals for Medicaid-covered services, ensuring the youth and caregivers are given a
choice between at least two providers of a needed Medicaid covered service when Service Provider is
aware of at least two such providers. If the CME is not aware of at least two providers of a needed
Medicaid service, the CME may refer youth and caregivers to a single provider.
Working with the OhioRISE Plan, providers of services and supports, and community leaders to identify
any gaps in services, including when provider is aware of that fewer than two Medicaid service providers
exist for a particular service to which youth and caregivers care be referred. The CME must collaborate
with the OhioRISE Plan, ODM, and other state and local agencies to strategize methods for closing
service gaps.
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•

Preparing an annual resource development plan to be shared with the OhioRISE Plan and ODM. The
resource development plan should:
o Identify gaps in services and providers of Medicaid services and make recommendations about
how those gaps could be filled.
o Identify how the CME will work with community members and organizations to enhance the
availability of informal services to support youth and their caregivers.

Some CMEs may propose to use existing local committee structures for their local governance processes. Others
may choose to develop new local committee processes. If a CME proposes using an existing local committee
process, the CME will need to demonstrate that the scope and charter of the meeting, the attendees, frequency
of meeting are consistent with this CME function. While recognizing that some regions may have collaborative
cross-system meetings dedicated to this same purpose, adding this function as an agenda item into an existing
meeting not solely dedicated to this purpose would not be sufficient. The overall purpose of the meeting needs
to be directed to a shared population of youth, with multi-system needs, with a specific focus on using data and
ongoing dialogue with youth and families to build upon strengths, identify gaps and enhance local resources to
better meet the needs of youth and families.
CMEs will be working with Aetna CME Relationship Manager to identify the CME specific process that will be
used along with an initial plan and timeline for its activities. Aetna, in partnership with ODM, sister agencies, and
the OHR Governance Committees, will be working with CMEs to develop an ongoing annual calendar for these
activities and reports.
Future versions of this manual will include best practices learned from across the CMEs as CMEs focus on
enhancing local systems of care. Additionally, the wraparound implementation guide can provide additional
guidance related to community partnerships, access to needed supports and services and collaborative action.
Additional information can be found here.

Delivering Intensive and Moderate Care Coordination

The information in this section applies to both tiers of care coordination, intensive care coordination and
moderate care coordination, unless otherwise noted. Throughout this document the term Care Coordination is
used when content applies to both ICC and MCC.
Care coordination incorporates the principles and values of Systems of Care and of High-Fidelity Wraparound,
and will work with youth and family/caregivers, their friends, other family and formal and informal community
resources to support the youth’s optimal development and well-being. Building on individual, family, community
and service system strengths, ICC and MCC Child and Family Teams (CFTs) will develop sustainable plans to
support the youth’s functioning, motivation, and development as well as the family/caregiver’s well-being and
capacity to parent.
Wraparound is an intensive, individualized care planning and management process which brings together the
family, the professionals working with the family, and informal and community supports to develop and
implement a plan to meet the family’s needs. The Wraparound process aims to achieve positive outcomes by
providing a structured, creative, and individualized team planning process which, compared to traditional
treatment planning, results in plans that are more effective and more relevant to the youth and family, yielding
more sustainability of progress. Wraparound plans are holistic in that they are designed to meet the identified
needs of the youth, caregiver(s), and siblings in a range of life areas. Plans focus on skill building, integrating the
youth and family into the community, and building the family’s social network of supports.
The Wraparound approach begins from the principle of “family voice and choice,” which means that the
perspectives of the family members, including the youth, are heard during all phases and activities of the
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wraparound process to allow for the care coordinator and team to understand the youth and family given
primary importance during all phases and activities of Wraparound.
These principles, including methods of implementation, will be addressed through the CABHCOE’s training and
coaching with each CME, and are expected to be reinforced and supported through the CMEs own internal
supervision and oversight processes.
Wraparound places emphasis on how communication affects interactions, youth and family engagement, and
ultimately, youth and family outcomes. Feedback from youth and families has shown that being respectful of the
family voice and expertise includes using language that is natural for the youth and family and is reflective of the
Wraparound approach, and not reflective of a more “medical model” which includes technical terms, jargon,
etc. Using a common language to discuss youth and family needs respects both the expertise of the youth and
other family members, as well as the expertise of providers, both of which are imperative to the process.

Conflict-Free Care Coordination

The OhioRISE plan will ensure that all care coordination services are provided conflict-free, meaning that care
coordination functions are separated from any other service delivery functions.
If the CME has care coordination and other treatment lines of business, establish firewalls (structural, processes,
procedures) between its care coordination function and its service delivery function that will be monitored by
the OhioRISE Plan.
When making referrals for Medicaid-covered services, the CME must ensure the youth and caregivers are given
a choice between at least two providers of a needed Medicaid covered service when Service Provider is aware of
at least two such providers.
•
•

If CME is not aware of at least two providers of a needed Medicaid service, they may refer youth and
caregivers to a single provider.
Use information about gap in service (i.e. choice of providers is not available) for system of care
development work

CME Care Coordination Assignment, Engagement, and Initial Face-to-Face Meeting

Introduction and engagement between the ICC/MCC Coordinator, youth, and family begins at the time a referral
is received and communication efforts begin. OhioRISE members, to the extent that they are able, will be the
ones to define who constitutes family to them. For legal reasons (including but not limited to consents to treat
and releases of information) the member’s legal guardian (whether that be birth/adoptive parents, custodial
agent or other) will be an integral member of the CFT and also help inform the other persons to be included in
the family grouping. The member and their legal guardian will convey to the CC whom they consider to be
family. Potential candidates can include birth parents, relatives or kin, foster parents, adoptive parents, or other
important persons whom the member feels they would like included in their CFT.
•
•

Attention must be paid to the cultural and linguistic needs of the family. During this phase, the
groundwork for trust and shared vision among the youth, family, and care coordinator is being
developed, so people are prepared to come to meetings and collaborate.
The tone is set for teamwork and team interactions that are consistent with the OhioRISE principles,
particularly through the initial conversations about strengths, needs, and culture. In addition, this phase
begins to shift the youth and family’s orientation to one in which they understand they are an integral
part of the process, and their preferences are prioritized.

Engagement goes beyond inviting a youth and family to a meeting or to be a part of the process.
•

An engaged family and youth feel the person with whom they are communicating is listening to and
understands each of their circumstances and feelings from their perspectives in a non-judgmental,
accepting, or empathic way.
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•

Meeting the youth and family where they are is an important first step as it will build trust and allow the
Care Coordinator, CFT, youth, and family to discuss challenges openly knowing there is mutual respect.

Care coordination activities described in OAC rule 5160-59-03 should prioritize delivery of care coordination
activities in person but may be provided under certain via telehealth under certain circumstances in accordance
with rule 5160-1-18 of the Administrative Code.
•
•
•

Ongoing training, supervision, and consultation are important to developing the skills needed to drive
effective in-person engagement.
Care coordination should be delivered face-to-face in-person unless there is a substantive reason
supporting the need for telehealth delivery that results in greater benefit to the member / family.
Care coordinators must work diligently to build relationship and engagement with members / families to
increase their motivation to participate in face-to-face care coordination activities.

Aetna Referrals for ICC/MCC Care Coordination
•

•
•

Upon a youth’s referral from Aetna to the CME, the CME will assign a Care Coordinator to the member /
family to conduct an initial outreach contact by phone. The initial outreach contact must be made within
the following timelines which apply to ICC and MCC.
Referral marked routine: Within two business days of receiving the referral from Aetna.
Referral marked crisis: As soon as possible, but not later than one business day after receiving the
referral from Aetna.

During the initial outreach contact, the Care Coordinator must offer an initial face-to-face meeting with the
member and or family at their home or a community location of the family’s choice and at a time convenient for
the family, including outside of 9 a.m.- 5 p.m. business hours. The Care Coordinator must offer to meet the
member/family face to face within the following timelines.
•
•
•

For ICC referrals marked routine: Within two calendar days of conducting the initial outreach contact.
For MCC referrals marked routine: Within seven calendar days of conducting the initial outreach
contact.
For ICC and MCC referrals marked crisis: Within one calendar day of conducting the initial outreach
contact.

There will be circumstances in which reaching referred families requires persistence, including phone calls,
texting, and direct contact at the family home. It is expected that the CME will utilize various methods within
the required timeframes to reach the family. At a minimum, CMEs must work to engage children/youth and
their families/caregivers by attempting:
•
•
•

Three phone calls at different times of day.
One mailed letter that includes information about the CME
One in-person visit to the home.

The CME should attempt work on engagement until the earlier of the following:
•
•

After hearing an explanation of ICC or MCC and the wraparound model, the family declines further
involvement in ICC or MCC.
30 calendar days after the first engagement attempt.

The CME is asked to track and report the number of attempts made to reach the family, including methods used.
CME’s will be able to bill for engagement activities outlined in the billing section of this manual. Aetna, in
consultation with ODM, will consider additional steps that may be taken to engage the family, either by the CME
or Aetna.
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Initial face to face meeting (a Home-based Assessment)

The initial face-to-face meeting has several purposes: introducing care coordination, addressing any immediate
needs including safety, identification of CFT members, initiating a home-based assessment and CANS, and
obtaining any releases of information.
Introducing Care Coordination
The Care Coordinator, youth, and family are introduced to one another, and the Care Coordinator continues
youth and family engagement by beginning to hear the family’s story. Care Coordinators are expected to
support all family members including the youth in sharing relevant information from their perspective.
The Care Coordinator is responsible for introducing OhioRISE services and describing the System of Care and
Wraparound approach, and the Child Family Team process including roles and responsibilities of all involved.
The Care Coordinator should review with youth and families that the ICC or MCC service is voluntary and
requires certain elements of family participation to continue. The Care Coordinator should review Wraparound
Values and Principles, using family-friendly language, and explain how they drive the ICC/MCC service. The
family’s and youth’s understanding of their role and of their participation in the process is imperative for
positive outcomes.
This informed consent is important in framing the steps of the CFT process and the youth and family’s care; and
identification of family, friends, and formal services to include in the CFT. Although youth under age 18 are not
required to consent for treatment, the Care Coordinator should engage the youth and help them understand
that their voice is important to the process.
Release of information for collateral contact information, record access and other documents to be signed
by/given to the family may be required, with clear expectations to the family about their rights to understand
the information they are consenting to disclose. Per 42 CFR Part 2, youth will also need to sign the release of
information to disclose certain substance use treatment information. CMEs should consult with an attorney
about any questions pertaining to release of information.
Family Safety and Crisis Planning
The initial visit includes the Care Coordinator helping families develop an individual plan to manage safety or
crisis situations related to identified needs that might arise. This is the Individualized Crisis and Safety Plan. In
some instances, families may have been referred to Care Coordination from MRSS, and a current safety plan is in
place from MRSS for the Care Coordinator to discuss with the family. Otherwise, the Care Coordinator will begin
to identify any potential circumstances that may precipitate a crisis for the youth and/or family. The family’s
definition of a crisis, as well as risks and triggers that could lead to a crisis are discussed.
The Care Manager and family will together define elements of a supportive individual crisis and safety plan,
which includes, at a minimum:
•
•
•
•
•
•

What a crisis would be for the family, including the acknowledgement that members of the family may
view and experience “crisis” in a different way.
Risk Factors and triggers that precipitate crises.
Concrete, functional strategies that reduce the likelihood of or the severity of a crisis.
Resources that may help them in a crisis.
Functional strengths of the youth and family and how they can assist in a crisis situation.
Recommended de-escalation strategies that can be learned and used by the youth, parents, other
caregivers to support the youth and prevent the use of restrictive interventions.

Care Coordinators should help families identify multiple strategies to use in a crisis situation. The strategies
should be specific to the crisis situations identified by the family and include responses to triggers for both youth
Page 37

and the family. The goal of crisis planning is to assist the families with strategies and supports that can be used
to respond at the earliest sign of escalation, and to foster and practice skill building that enables the family to
move toward managing crises on their own.
Care Coordinators will emphasize that the family can reach out to the CME 24 hours a day, seven days a week
for guidance and help to follow the plan when necessary. When a family calls after hours, the CME is responsible
for helping them implement their crisis plan and resolve their crisis.
As MRSS services move to statewide availability, CMEs and MRSS providers may want to develop specific MOUS,
and clear policies for coordination. These activities will be supported by Aetna, ODM and OMHAS to ensure
statewide consistency in practice.
For regions where MRSS providers exist, it is expected that MRSS and CME will ensure seamless coordination
and communication for CME enrolled families that may access MRSS. The availability of MRSS in a region does
not alter the 24-hour availability of the CME to families enrolled in ICC or MCC. MRSS should not serve as the oncall system for the CME.
An individual crisis and safety plan must be completed within 14 calendar days of referral to ICC or MCC and is
ultimately incorporated into the child and family-centered care plan developed by the child and family team. For
youth with behaviors that pose safety concerns for the youth or others, a licensed clinician working within or for
the CME will consult on the individual crisis and safety plan, recommend de-escalation strategies that can be
learned and used by the youth, parents, and other caregivers to support the youth and prevent the use of
restrictive interventions. Additionally, they will support and approve the crisis and safety plan prior to its
submission to the OhioRISE plan.
Initiating Initial Comprehensive Assessment incorporating the CANS
While listening to the family’s story, the Care Coordinator will gather information about the youth and
caregiver/family that will be used to complete an initial comprehensive assessment within 14 calendar days. This
assessment is not a diagnostic assessment. Components of this assessment include:
•
•
•
•
•
•
•

Affirming the youth and family’s willingness to participate in the program.
Identifying the strengths of the youth and family that will be built upon.
Identifying the youth and family’s goals and their priorities.
Engaging in the Ohio Children’s Initiative CANS or reviewing a current Ohio Children’s Initiative CANS
assessment that was completed within the previous 90 days.
Identifying current services or supports, including natural supports.
Identifying what services have worked in the past and what have been a challenge for the family.
Other tools as determined necessary that inform and result in the development of the child and familycentered care plan.

It is expected that Care Coordinators will need more than one discussion with the family to complete an initial
assessment. The Care Coordinators priority during these initial meetings with families is not assessment; it is
engagement, addressing immediate needs and safety/crisis planning.
As the Care Coordinator engages the family, it will be important to be sensitive to expecting youth and families
to retell their story. In some instances, a family has told their story multiple times to different providers in their
effort to obtain help for their child. It will be important for the Care Coordinator to openly share what
information they have been told about the youth and family. They will be able to review the CANS assessment
details before meeting the family for the first time. During the first meeting, the Care Coordinator will review
the CANS assessment information and get confirmation of accuracy from the youth and family’s perspective.
This approach also allows the family to raise any concerns about information, especially if the family feels it is
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not an accurate representation of their needs. The care coordinator will focus on and begin to understand the
relationship between the youth perspective and parent perspective of the family story.
Child and Adolescent Needs and Strengths (CANS)
During the initial home-based meeting, the Care Coordinator will have received a recent CANS that was used to
determine eligibility for OhioRISE. If the initial CANS assessment was the Brief CANS, the Care Coordinator will
need to complete the Comprehensive CANS assessment within the first 30 days of referral to ICC or MCC.
Additionally, the Care Coordinator will help the family to understand the importance of the CANS, and the
ongoing use of the CANS as part of the child and family team. The Care Coordinator is expected to review the
recent CANS information with the family to allow the family and youth an opportunity to provide revised,
updated or new information to make sure that it is accurate and that nothing has changed. This is also the
opportunity to make sure that the approach used by the Care Coordinator is sensitive to the family’s time,
avoiding the need for the family to retell their story. The Care Coordinator can openly share what is known
about the youth/family situation and engage members to add or amend information already available to the
Care Coordinator.
The Child and Adolescent Needs and Strengths Assessment (CANS) tool is a multi-purpose tool developed to
support decision making, including level of care and care planning, to facilitate quality improvement (QI)
initiatives, and to allow for the monitoring of outcomes of services. CANS is designed to be used as part of a
comprehensive assessment process for children and youth, support decision making related to intensity of need,
facilitation of quality outcomes, and monitoring efficacy of services. The tool is based on communications theory
and gauges strengths and needs in multiple domains, including behavioral/emotional needs, traumatic/adverse
childhood experiences, life functioning, and risk behaviors. CANS is designed to inform an individualized care
plan covering multiple domains, eliminating the need for duplicative assessments. The CANS supports
integration of information and communications across the multiple systems in which a child may be involved
and with the child and family.
CANS has been used throughout Ohio for several years; as part of Wraparound Ohio and a pilot project under
ODJFS. As part of the OhioRISE initiative, the state has worked with CANS developers to customize the Ohio
Children’s Initiative CANS tool, building on its original version (ages 5 through 17), for expanded use and
attention to the unique circumstances with early childhood ages 0 through 5 and transition age youth 14
through 20, and to expand its use statewide and its applicability across child serving agencies.
In the instance of enrollment being based on an inpatient psychiatric hospital stay or recent stay in a PRTF a
Brief or Comprehensive CANS assessment may not be completed. If this is the case, Aetna or the CME will
need to complete the CANS assessment for appropriate Tier assignment.
The Ohio Children’s Initiative CANS consists of two tools: Brief CANS and Comprehensive CANS which are used
for children and youth ages 0 through 5 or ages 6 through 24.
The Brief CANS and Comprehensive CANS will be used as follows:
•

•

Brief CANS:
o Used for OhioRISE eligibility determinations and as a decision support tool for care coordination
and treatment/service planning.
o Used by Mobile Response and Stabilization Services (MRSS) providers as part of an initial mobile
response intervention (completed within 48 hours).
Comprehensive CANS:
o Used for OhioRISE 1915(c) waiver level of care assessments.
o Used for ongoing assessment and care planning for children ages 0 through 20 and must be
updated at a minimum of every ninety calendar days or whenever there is a significant change
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in the youth’s needs or circumstances. The CANS is a multiple purpose information integration
tool that is designed to be the output of an assessment process. The purpose of the CANS is to
accurately represent the shared vision of the child/youth serving system—children, youth, and
families. As such, completion of the CANS is accomplished to allow for the effective
communication of this shared vision through consensus based multiple perspectives for use at
all levels of the system.
Interim Planning
While listening to the family’s story, the Care Coordinator may hear the family identify immediate needs that
should be addressed before the initial CFT. Care Coordinator will, with the family, make an interim plan for
addressing urgent needs prior to the initial CFT with the resources currently available to the family and CME. The
Care coordinator and family will identify needs and strategies to address those needs at least temporarily until
the CFT can be convened. The CME will follow through with service requests and coordination of supports and
services as discussed during the initial visit.
Wrapping Up the Initial Visit
At the conclusion of the initial visit, the Care Coordinator will review next steps with the family. This includes
engaging CFT members, convening a CFT, and gathering contact information from family supports and services
providers such as the youth’s school, primary physician, state or county agency worker, psychiatrist or other
mental health professional, clergy or other spiritual advisor, afterschool activity provider, friends of the youth
and caregiver(s), and extended family members.
There is an expectation that formal support contacts will include schools, other child-serving systems such as
child welfare, juvenile justice, behavioral health, service providers, informal supports, Department of
Developmental Disabilities, and medical providers at a minimum, as applicable.
Care Coordinators will engage with the family to obtain necessary consent to access relevant input from
collaterals. Care Coordinators are expected to maintain contact with collateral supports and providers
throughout the family’s involvement to ensure that care is coordinated across systems and all parties are aware
of progress and emerging needs of the family.
The outcome of the initial visit is documented in the youth’s electronic health record (EHR). This document
includes fields that can be used to document needs, strategies, and service requests related to interim planning,
in addition to the family crisis planning elements.

The Child and Family Team Process

The CFT is a group of people who are relevant to the life of the child/youth (e.g., family members, members of
the family’s social support network or natural supports, service providers, and state or local agency
representatives). A primary function of the CFT is to participate in building and monitoring a strengths-based
Child and Family-Centered Care Plan (CFCP), with facilitation by the assigned care coordinator. Although CFT are
recommended as a part of the Wraparound approach, they are not required for enrollment in OhioRISE and
members and/or families may choose not to have a CFT. The CME or OhioRISE Plan is responsible for
documenting member and/or family choice to not have a CFT.
The CFT participates in the development and implementation of a written, child and family-centered care plan
to assist each member with establishing access to covered and non-covered services and supports. The CFT
serves as a forum to address the member’s specific needs and may include the discussion of any health and
socio-cultural factors that may be having an impact on the member’s overall health or place the member at risk
for an adverse outcome. Input is provided by the CFT based on their expertise in physical and behavioral health,
or social and community services. The CFT includes the member and is responsible for coordination of care,
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services and supports that are transparent, individualized, accessible, and delivered with dignity in a linguistic
and culturally competent manner.
Initiating the CFT
Care Coordinators will reach out to identified collateral contacts and obtain relevant information as discussed in
the initial meeting with the youth and family. Collateral information is important in accessing necessary
information that will inform the assessment of needs, completion of the CANS, and planning process with the
family and CFT. The family may identify sources of collateral information as important members of the CFT, as
their perspective may add to the breadth of the process. The Care Coordinator and family begin to engage
potential team members and schedule a CFT. The CFT is the mechanism by which all assessment and planning
for a youth and their family are accomplished. It drives all care coordination activities. The general goal of the
CFT is to support youth and families in addressing their needs while assisting them in building strengths and a
natural support system, which will allow the youth and family to coordinate supports for themselves. The CFT
works toward developing a long-term sustainable plan for the youth and family that can support them without
reliance on a formal system to meet their needs. Through the CFT process, the team assesses youth and family
needs and designs, implements, and manages youth guided and family driven supports and services for youth.
The initial CFT must be convened within 30 calendar days of referral to ICC or MCC. It is important for the Child
and Family Team to be held in a timely manner so that an initial plan can be developed and approved by Aetna
within 30 days from referral to ICC or MCC.
All family members and CFT participants should be invited to attend the CFT meeting in person and have a voice
in the development of the youth and family’s care/treatment plan. CFTs are intended to be held and are
strongest when members attend in person. If there are circumstances when that is not possible, Care
Coordinators s can explore having members participate by other means, such as technology or through
information gathered ahead of time. A family may elect to convene the CFT outside of the timeframe due to
their availability or availability of key CFT members identified. In this instance, the Care Coordinator will
document.
While arranging the CFT, Care Coordinators will follow-up with identified action steps from the initial visit. Care
Coordinators continue to focus on relationship building with the youth and family during this time and ensure
ongoing communication about ongoing activities and next steps. Engagement and building rapport are
processes and may not be accomplished with all family members by the first CFT meeting. Care Coordinators
should see every interaction as an opportunity to increase engagement with caregivers, youth, and other team
members, as this ensures the best opportunity for success.
CFTs are convened as driven by the need of the youth and family to assess progress, review these elements, and
revise as needed. For youth enrolled in the ICC, CFTs must meet and review the CFCP every 30 calendar days,
and whenever there is a significant change in the youth’s needs or circumstances. For youth enrolled in MCC,
CFTs must meet and review the CFCP every 60 calendar days, and whenever there is a significant change in the
youth’s needs or circumstances.
The CFT can and should meet more frequently if there is a change in youth or family circumstances, an emerging
or emergent need, or any situation that warrants planning revisions, including but not limited to when a youth is
placed in an out of home setting including foster care, detention or a hospital, or when arrested. Any team
member can request a CFT meeting at any time. The Care Coordinator is the point person for setting up the CFT
meeting. The Care Coordinator will contact team members to schedule the meetings, which take place at a time
and location convenient for the family members. This allows for the most flexible and relevant planning.
All outcomes of the CFT will be documented in the Child and Family Centered Care Plan (CFCP).
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Composition of the CFT
A CFT has structured membership and consists of, at a minimum:
•
•
•
•
•
•
•
•

The youth and caregiver(s).
The Care Coordinator.
Informal supports identified by the family, such as family, friends, or any other informal supports.
Any clinical provider involved with the youth’s treatment, if desired by the family.
Representatives from other entities involved with the youth, such as current service providers,
probation/parole officers, teachers or other school personnel, if desired by the family.
Child welfare caseworker assigned to the youth if the youth is receiving protection or permanency
services from child welfare/PCSA.
Physical Health provider-pediatrician and/or specialist.
Representatives from out of home treatment programs, if relevant.

The goal for CFT membership is to have a CFT primarily composed of informal and community supports, so that
the family continues to have a network of support long after transitioning out of ICC/MCC services.
While the family’s initial CFT is likely to contain more formal than informal supports, the team should at all times
be looking to expand the team to include informal supports as they are identified or developed. Over time, the
team should expand as informal supports are identified and integrated and should remain the same even as
formal supports are phased out and informal supports continue to expand. The CFT may expand or change in
membership/composition based on family request, changing circumstances, or revised treatment goals.
The Care Coordinator should make every effort to assure participation of all persons requested by the family to
be on the CFT. If the Care Coordinator is unable to secure participation of a family-requested member despite
diligent efforts, this should be documented in the progress notes and CFT meeting documentation.
CFT Members Roles and Responsibilities
The Care Coordinator is responsible for convening and facilitating the CFT and process. The Care Coordinators
primary role is to facilitate, implement, and monitor the informed decisions of the CFT. They are responsible for
framing the CFT process and they set the tone and manage the pace of each CFT. At the initial convening and as
needed throughout the process, the Care Coordinator ensures team members are introduced to one another
and that the goals, values, and principles of OhioRISE, and the CFT process are fully described. The Care
Coordinator will review with the team the goal of the CFT, structure of the CFT, roles and responsibilities within
the CFT, activities of the CFT including assessment and planning processes, in an effort to frame the CFT work
going forward. As the family builds skills through the CFT process, the family should be encouraged to
coordinate and facilitate their CFT, with support and encouragement from the Care Coordinator, with the
ultimate goal of empowering the families to coordinate their own supports and services after transition from the
MCO.
Care Coordinator responsibilities include, but are not limited to:
•
•
•
•

Engaging the youth and their family in forming their unique CFT, preparing them to be full partners in
the assessment, planning, and implementation of their ISP.
Convening CFT meetings, ensuring that CFT meetings are convenient for the family.
Serving as the facilitator of the CFT, ensuring that the CFCCP development is a collaborative effort of all
the Team members.
Serving as the point person for the CFT, remaining in contact with all members to ensure
implementation and effectiveness of the CFCCP, monitoring the commitments of the team members
and assisting with implementation issues.
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•
•
•
•
•
•
•
•
•
•
•

Developing and implementing an individual crisis and safety plan as needed in conjunction with the
youth and family.
Coordinating care with all providers and agencies with whom the family is involved, including youth’s
physical health providers and school personnel.
Ensuring effective referrals and linkages with appropriate assessments, supports, and service.
Ensuring that all services, supports, and care management processes respect the youth and family’s
rights to define their specific goals and choose their providers and resources, and monitoring to ensure
that all supports and services are family friendly and culturally competent.
Communicating ongoing CFCCP implementation progress and updated strategies to all Team members,
obtaining their cooperation and approval.
Working with others to develop community resources to meet youth and families’ needs as identified.
Ensuring good information management and documentation, including attendance of team members
and their approval of the CFCCP are documented in the youth’s EHR.
Ensuring that the written CFCCP is signed by the youth (as age appropriate), family/caregiver(s), and the
Care Coordinator and placed in the youth’s record within 2 weeks of the CFT meeting.
Ensuring that the CFCCP is provided to Aetna for quality review and initiating the authorization process
for services as needed and within timeframe indicated by ODM.
Ensuring the 1915(c) waiver services included on the CFCP are reviewed and approved by Aetna prior to
those services starting.
Ensuring the 1915(c) waiver providers have signed the CFCP for the 1915(c) services they are providing
Forwarding the final approved CFCCP to the family within one week of the CFT, and to each team
member upon request.

Supported by the Care Coordinator, family and youth roles and responsibilities include:
•
•
•
•
•
•

Present strengths and needs to the team as they arise.
Identify and engage potential CFT members.
Maintain communication with Care Coordinator, service providers, other system partners.
Employ agreed upon planning strategies and provide feedback to the team on their feasibility and
effectiveness.
Be available for and participate in CFT meetings.
Be available for and participate in agreed upon supports and services.

Supported by the Care Coordinator, other team members’ roles and responsibilities
•
•
•
•

Maintain communication with the family, the CM, and other CFT members.
Employ agreed upon planning strategies and provide feedback to the team on their feasibility and
effectiveness.
Be available for and participate in CFT meetings.
Coordinate referrals for agreed upon supports and services as indicated.

Role of Care Coordinator Supervisors
CMEs will have supervisory personnel to provide coaching and support for ICC and MCC care coordinators, not
to exceed the supervisor ratio described in OAC rule. Supervisory staffing ratios will not exceed one supervisor
to eight care coordinators (1:8).
Supervisors are on-call 24/7 to their care coordination staff and are available for field-based coaching as needed.
Supervisors are fully versed in both ICC and MCC care coordination models and assist care coordination staff in
adherence to the respective model.
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The Care Coordinator supervisor will be responsible for supporting care coordinators in the following areas:
•
•
•
•

Review of care coordination documentation to ensure quality and fidelity measures are met.
Support care coordinators in system of care development across the catchment area.
Ensure care coordinators complete annual High Fidelity Wraparound training and other skill and
competency-based trainings within first 90 days of hire and annually, thereafter.
Develop care coordinators in the areas of:
o Family systems.
o Systems of Care philosophy.
o Care coordination activities that support the child and family team.
o Other CME specific activities.

Collaboration with Child-Serving State Agencies, Schools and Primary Care
When youth are involved with child protection, education, developmental disabilities, court, or justice systems,
planning is done collaboratively across the CME and caseworker. While the CFT and the other agencies review
and oversight processes differ, it is expected that the Care Coordinator and case workers or leads from the other
child-serving systems are working collaboratively.
The CME’s Care Coordinator is responsible to be in contact with case workers and other providers routinely to
discuss in the context of the CFT, the needs of the family and resources of each team member, and will
coordinate which Team members will be responsible for each strategy/resource depending on the needs of the
family and the care coordinator will act as the organizer to make sure the team is able to provide the needed
resources and support based on these roles. This is an opportunity to ensure that goals and resources are
coordinated and family-focused way, in support of the youth and family.
Prior to inviting case workers and other provider/support staff to join a child’s CFT, the Care Coordinator will ask
the parent or legal guardian, as appropriate, to sign a release to allow the care coordinator to contact relevant
partners, explain their role in the CFT, briefly outline the ICC or MCC process, ask for a copy of the most recent
case plan / service plan / treatment plan / Individualized Education Plan (IEP), and invite them to join the CFT.
Following participation in the CFT, Care Coordinators should ensure these members of the CFP have access to an
up-to-date Child and Family Centered Care Plan. Partnering with CFT members from other systems may need to
be creative and understanding of their time constraints. For example, engagement in the CFT may need to occur
through email, phone calls, or other communication methods including the use of telehealth or
teleconferencing. This flexibility will ensure the key members of the CFT can fully participate.
When the family hesitates to incorporate a representative from another system with which they are involved,
the Care Coordinator will engage the family/caregiver around their concerns. They will listen and understand the
concerns the family and/or youth have with having the representative participate as part of the team
discussions. Once the Care Coordinator understands the family’s/caregiver’s concerns, they will discuss possible
solutions to those concerns, and how overcoming them in the context of the CFT with the support of the entire
team can move the youth and family toward the best possible outcomes.
As indicated in the CFT membership, Care Coordinators are required to collaborate and include other child
serving system partners such as child welfare, juvenile justice, education system, developmental disabilities
support, the primary care physician (PCP) and any other practitioners/providers including the member’s
assigned MCO and other existing care coordination/care management agencies.
For youth enrolled in OhioRISE, there are some circumstances in which OhioRISE enrollment or services are
impacted by the child’s status with other child serving systems. For example:
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•
•

•

In instances when a child is taken into protective custody, the OhioRISE enrollment does not change,
and care coordination services can continue. As indicated, the Care Coordinator is expected to work
with the child welfare caseworker to coordinate services and supports.
If the County PCSA or IV-E court places a youth who is receiving ICC in a foster care setting, the CME will
work with the caregiver and PCSA to schedule a team meeting for care coordination and planning. If the
caregiver is located outside of the CME’s Catchment Area, the CME will work with the PCSA/IV-E court to
consider transferring care coordination services to the child’s closest care management service provider.
Any transition of care shall include the child and parent/caregiver, the PCSA caseworker(s) current and
new, and the existing CFT.
In instances when a child is placed in a juvenile justice correctional institution, the youth’s Medicaid
coverage will pause, and they will be disenrolled from OhioRISE. Upon planned exit from the juvenile
justice correctional institution, the OhioRISE plan will begin outreach to the youth and family in order to
support transition back into the community and enrollment back into OhioRISE. This will start with an
updated CANS assessment while still in the facility to assess the potential for re-enrollment into
OhioRISE and to determine appropriate tier of care coordination. Initiating contact with the youth and
family shall begin 30 days before exiting the facility to allow appropriate service planning.

Activities of the CFT
Family Vision
The CFT begins by understanding the youth and family’s vision and proceeds with identifying, strengths, current
needs, strategies to meet those needs, and desired outcomes. Assessment begins with the team offering the
family to share their story or journey with the team.
All Child Family Team members shall sign a confidentiality form at the CFT meeting agreeing to adhere to all the
rules and procedures regarding confidentiality for the family and of issues discussed at the CFT meeting.
The Family Vision describes where the family wants to be in six months to a year. It is not a list of needs or
services, but rather an expression of what the family envisions their life would be like if the current needs were
met, and/or what life was like for them before their current challenges. It includes not just vision of the
caregiver(s) or the vision of the youth, but the vision of the family as a whole. It provides the CFT with a focal
point towards which all activities will guide the family and provides a central theme by which all strategies are
considered and measured.
The Care Coordinator facilitates the discussion of the family vision within the CFT by soliciting input from each
member’s perspective. The Care Coordinator will search for common themes and provide feedback, direct the
family away from identifying needs or strategies, reframe as necessary, and negotiate differing views of team
members. The goal is to create a family vision with which everyone on the team can agree, and to which
everyone can commit. This may mean a very broad statement in the beginning of a family’s involvement, which
may change over time as the family begins to trust the process and become more hopeful about the future.
Identification of Strengths
Strengths are things that people do well, are interested in, and come naturally to them. Strengths are identified
so that they can be used to build strategies. Strengths are different than attributes. Attributes are characteristics
of a person, whereas strengths refer to skills or abilities that someone has and may include skills or abilities they
had in the past and ways they managed challenges in the past. Strengths identification is an intentional process
during which strengths inherent to the youth, family, and other team members are explored and identified.
Strengths identified should be functional, meaning that they can be used as a basis for strategies designed to
meet the family’s needs.
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The strengths discovery is part of the CFT process. The Care Coordinator will facilitate a discussion of the
strengths of each team member, guiding them toward functional strengths.
Identification of Needs
Once the family has articulated their vision, the next step of the team is to identify those things that are
preventing the family from reaching their vision. This helps the team identify the needs of the youth and family.
Needs are not equivalent to services; they point toward strategies that may include a service, but may also be
addressed through other methods, such as informal or community supports.
OhioRISE has identified key standard domain areas that should be considered and referenced when assessing
family needs. The planning process shall, at minimum, address areas of unmet need requiring action in all areas
of the following life domains, as indicated by the CANS:
•
•
•
•
•
•
•
•
•
•
•

Youth safety.
Youth risk.
Crisis management.
Emotional and/or clinical needs.
Non-clinical needs, if deemed therapeutic and approved by the CFT, such as housing, recreational,
financial, medical, legal, cultural, and spiritual needs.
Educational needs.
Permanency planning.
Community safety needs.
Family/Caregiver support needs.
Transition needs.
Talents/Interests of the youth and caregiver(s).

Families may identify multiple needs. The CFT will assist the family with prioritizing needs based on the
immediacy and severity of the needs, as well as those which reflect the family vision. Any basic needs (food,
shelter, safety, etc.) identified shall receive initial priority as meeting those will allow the team to move forward
to address higher level needs.
When applicable, youth safety, youth risk, permanency planning, and community safety needs shall be
coordinated with PCSAs, the court system, and DYS as needed. Care Coordinators should seek supervision when
facilitating collaborative planning with these system partners for guidance on approach and concrete strategies.
CMEs can elect to use Dynamo (Aetna’s care management system) or their own care management system. All
documentation including assessments, other assessment documentation and other relevant information will be
entered into these systems. If CMEs use their own care management system, they will be required to send
Aetna a data extract to be uploaded to Dynamo by Aetna. This information will be viewable in Aetna’s
FamilyConnect portal.
Child and Adolescent Needs and Strengths (CANS)
The Care Coordinator will introduce the family and team members to the CANS, its elements, and the process by
which it is used to document the family needs and strengths. Care Coordinators will facilitate the discussion
within the CFT to determine which items require action. All action level items will be prioritized by the family
and addressed with strategies and supports in the planning process. It should be noted that assessment is an
ongoing process, and all needs may not be readily apparent at the beginning of the CFT process but may emerge
as relationships grow.
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In some situations, a youth may need an additional assessment done by someone with extra experience or
qualifications, such as in substance use or developmental disabilities. The CFT will discuss accessing already
existing evaluations (e.g., child study team) or pursuing further or specialty evaluations as needs present.
Planning/Strategies
Based on assessment information, the next step of the CFT is planning to address identified needs.
Comprehensive care planning incorporates areas of planning for crisis situations, ongoing treatment needs, as
well as transition needs. All areas should be reviewed by the CFT at each meeting. It is imperative that CFTs can
articulate why a particular plan is appropriate for the youth.
Strategies should be strengths based and reflect the steps the CFT will take to address the domains of need.
These strategies should have measurable goals and time frames, identify specific individuals responsible for each
strategy, and identify the roles and responsibilities of all CFT members. Strategies should be geared toward
developing skills and building strengths to support long term sustainability of the plan.
Safety and Crisis Planning
The Care Coordinator will facilitate the CFT review of the individual safety and crisis plan initially developed with
the youth and family. As needs and resources change, the crisis plan should be updated to account for new
information relevant to the family’s definition of a crisis and reflect newly developed strategies and helpful
concrete strategies and community resources that can assist in a crisis. The family crisis plan should also:
•
•
•

Describe a hierarchy of crisis response, based on the severity of the crisis, and who should be involved in
each strategy.
Direct families when to contact the CME for their assistance in coordination of crisis strategies, and how
the CME will be available in a crisis situation, whether that will be telephonically, in person, or in some
other way.
Be built on consensus with the family as they need to feel comfortable in employing the identified
strategies in a crisis situation. Youth and families have a spectrum of lived experience and perception
around crisis services. It is critical for care coordinators to identify, understand, and resolve any barriers
families may have to employing crisis strategies including the use of crisis services.

For youth with behaviors that pose safety concerns for the youth or others, a licensed clinician working with or
for the CME will consult on the individual crisis and safety plan, recommend de-escalation strategies that can be
learned and used by the youth, parents, other caregivers to support the youth and prevent the use of restrictive
interventions.
Ongoing Individualized Planning
Ongoing planning by the CFT begins at the initial CFT meeting. The comprehensive assessment information
gathered through the CFT process is used to drive the care planning process to address the youth and families
identified needs. The planning process is individualized for each family and grounded in their strengths, and shall
consist of the CFT developing outcome based, short term, interim, and long-term strategies to address each area
of need and life domain, according to the assessment. It is holistic in nature and addresses areas of everyday
living beyond the treatment of behavioral health symptoms. The planning process shall identify all supports and
services that will be used by the youth and family to implement the strategies. All supports and services should
be provided in the least restrictive manner possible. The Care Coordinator is responsible for being familiar with a
wide breadth of local and state level resources both formal and informal and be able to describe them to the
CFT to assist them in determining the most appropriate, least restrictive, and most sustainable resource to meet
a need.
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The CFT care planning is a fluid, ongoing process. The care plan strategies are reviewed regularly through
contact with youth and family and other CFT members both scheduled CFT meetings and in between meetings
in order to ensure that the plan and identified strategies are being implemented and assess progress being
made. The development and monitoring of the plan are collaborative efforts shared by all the team members.
At each CFT meeting, the Care Coordinator facilitates the discussion and identification care planning elements,
which include family vision, strengths, needs, strategies, desired outcomes, and the individual crisis and safety
plan. These plan elements are reviewed at each meeting to determine if the strategies are effective in utilizing
family members’ strengths to meet their needs, thereby moving the family closer to their vision. If the CFT
determines that the current care plan is not effective in helping the youth and family meet their goals, additional
strategies, supports, and services will be explored.
Care Coordinators are required to maintain contact with the youth and family minimally weekly and to maintain
face to face visits with the youth and family optimally once a week or twice per month depending on level of
care coordination.
•
•
•

The number of visits will vary depending on family needs and circumstances, as discussed in the CFT and
supervision.
The location of face-to-face visits should be flexible based on the youth and family’s needs and
preferences.
While face-to -face visits reflect best practice, care coordinators are encouraged to explore technical
means of support for face-to-face visits, such as video conferencing, when circumstances arise.
o Technical supports do not supplant face-to-face visits and may serve as an interim strategy to
facilitate communication among CFT members and to facilitate youth and family /caregiver
involvement in treatment team meetings.
o Use of technological means must be driven by need, discussed with the CFT, and described
thoroughly in documentation.
o Additionally, in some cases a hybrid approach may be considered if key participants are in
another part of the state or have barriers to attending face to face.
o If exceptions to the face-to-face visit requirement occur, care coordinators will seek supervision
and ensure that engagement attempts, and justification are clearly documented in the youth’s
EHR.

These contacts and visits ensure that the CM gathers new information, monitors the implementation of the plan
by reviewing strategies and their effectiveness, and coordinates with team members. When CCs have persistent
challenges in connecting with a family/caregiver, they will seek supervision to explore further options.
Additionally, after 30 days with no contact in either ICC or MCC, the member will be reassigned to Limited Care
Coordination and the OhioRISE plan care coordinator will continue to make attempts to engage the family in
services. After 180 days, with no contact and no updated CANS assessment, the member will be disenrolled
from the OhioRISE program.
Coordinated Services Program
Some youth and young adults enrolled in OhioRISE who have a pattern of taking medications incorrectly may be
required to use only one pharmacy to fill their medications or one provider to write prescriptions. This is called
the Coordinated Services Program (CSP).
Youth enrolled in the CSP can choose one pharmacy and one prescriber to provide their prescriptions; if they do
not pharmacy or provider, one will be selected them. Using a single pharmacy and/or prescriber can help reduce
incorrect prescription drug use. The Aetna Pharmacy and Medical Directors will regularly review medication
reports and may recommend that a member be signed up for the CSP.
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If recommended by Aetna’s Pharmacy and Medical Director, the care coordinator will work with Aetna to hold a
CFT meeting, including the member’s managed care plan (if applicable), to discuss and decide if the youth will be
recommended for and enrolled in the CSP. Youth will get a letter to inform them of their enrollment in the CSP,
and the youth and/or guardian has the right to a state hearing if they do not agree with the decision to enroll in
the CSP.
For youth enrolled in the CSP, care coordinators will need to provide youth enrolled in the CSP with information
about the program, including information about their ability to select a single pharmacy and prescriber, and the
option to switch to a different pharmacy or provider at a later date.

The Child and Family Centered Care Plan (CFCP)

The CFCP is the documentation of the work of the CFT. The planning process and CFCP document is more than a
collection of services. It integrates services with family strengths and natural support systems to achieve
common goals. Each CFCP document should include information in the following areas:
•
•
•

•
•
•
•
•
•

The participation of providers and local community partners, and the integration of available and
appropriate services and resources.
Documentation of the responsibilities, objectives, and requirements of child welfare, mental health,
juvenile justice, the courts, and other service systems, as applicable.
The specific supports and/or strategies identified and/or implemented to support the youth, including
planning for the purchase of items or services necessary to support the youth/family’s needs as
determined by the CFT.
Measurable goals and the criteria to be met to obtain those goals.
A plan for transitioning the youth from CME services to a community based, natural support network of
services and supports.
The signatures of the CME Care Coordinator/Care Coordinator Supervisor, the caregiver(s), and the
youth receiving services.
Documentation of the coordination of applicable services with the MCO for physical health services.
An individual crisis and safety plan.
The team can expect that the CFCP document will be written, provided to the family within one week of
the CFT, and provided to each team member upon request. It will also be available in Family Connect.
All changes to the CFCP are agreed upon by the CFT and, at a minimum, signed by youth, caregiver(s),
and Care Manager.

Additionally, a meeting attendance sheet is to be signed by all CFT members, and indicates attendance at the
CFT, agreement with the CFCP, and that a choice of providers was offered to the family.
The care coordinator must submit the CFCP to Aetna within one business day or completion.
The initial CCFCP must be completed, approved by the supervisor, and submitted to Aetna within 30 calendar
days of the youth’s referral to ICC and MCC.
For subsequent CFCPs, for youth enrolled in ICC, the CFT meets monthly, and updates the CFCP in conjunction
with the CFT. For youth enrolled in MCC, the CFT meets every 60 days, and updates the CFCP in conjunction with
the CFT.

Coordinating Care for OhioRISE 1915(c) waiver enrollees

In addition to the care coordination activities requirements above, for those individuals on the 1915(c) waiver
the following must also be implemented:
•

Complete the inpatient psychiatric Level of Care (LOC) Assessment annually.
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•
•
•
•

•

A back-up waiver service plan must be completed at the same time as the CFCP. The back-up plan can
include natural supports or other certified providers as the substitute of coverage. The child and family
team identifies possible back-up options and includes them in the child and family-centered care plan.
All 1915(c) waiver services must be reviewed and approved by Aetna prior to any services being started,
for both planned and emergency waiver services.
Waiver service providers must also sign off on the CFCP.
Assist with required activities related to the OhioRISE 1915(b)/(c) waivers, including:
o Gather and submit information to assist ODM in determining OhioRISE 1915(c) waiver eligibility.
o Assess the initial and ongoing settings where youth will receive 1915(c) home and communitybased services for settings requirements using the review tool designated by ODM.
o Help youth and caregivers in determining the need for OhioRISE 1915(b)/(c) waiver services.
Aetna will serve as a resource to the CFT and serve as the conduit for Aetna sponsored services and
supports and to support the youth’s application for the 1915(c) waiver.

Care Plan Review Process

Care Coordinators will ensure that child and family-centered care plans (CFCP) for members enrolled in ICC or
MCC (including initial plans, changes to plans, and transition plans) are completed and submitted to Aetna for
quality review and approval.
For individuals enrolled in the OhioRISE 1915(c) waiver, develop the backup waiver service plan, as described in
rule 5160-59-01 of the Administrative Code, to be included in the child and family-centered care plan. The
backup waiver service plan should be updated when the child and family-centered care plan is updated.
Facilitating transition planning and activities for youth exiting the OhioRISE program or the OhioRISE 1915 (c)
waiver. For youth receiving ICC or MCC who are enrolled in the OhioRISE 1915 (c) waiver, transition planning
must identify supports the youth will need for the ninety calendar days following disenrollment from the
OhioRISE 1915 (c) waiver.
At a minimum, the CMEs are to submit the CFCP every 30 days for ICC and every 60 days for MCC via the
FamilyConnect portal. The CMEs are also to submit the CFCP in between those regular intervals anytime it is
changed by the CFT.
•

The purpose of Aetna’s quality review is to ensure that all necessary CME and other provider services
and supports are incorporated into the child and family-centered plan of care at the needed intensity of
service; and ensure the plans adhere and support a child and family-centered care planning process
consistent with System of Care Principles, and High-Fidelity Wraparound practice.

Name of Process: OHR 101: Child and Family-Centered Care Plan Review Process (CFCP)
Date Created: 4/8/22
Date Revised: 6/13/22
Purpose of the
Process

•
•
•

To ensure quality oversight and development of the CFCP for members
To ensure timely submission and approval of CFCP
To ensure appropriate services are designed for members based on quality
review, coaching, child and family team involvement and that family voice and
choice are considered throughout the process
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Responsible
Entities

•
•
•
•

Child and Family Team
CME Care Coordinator /CME Supervisors/Leadership
Aetna Care Coordinators/Aetna OhioRISE Supervisors/Leadership
Care Plan Review/OhioRISE Program

Timeframe

•

5 Business Days

Best Practice/
Description of
Process

Initial Care Plan Development with Child and Family Team
•

•
•
•

Care Coordinator and Child and Family Team convene to develop the initial
CFCP. Care Coordinator will solicit feedback from all members of the child and
family team regarding appropriate services and approach to coordination of
services.
Care Coordinator will develop the Child and Family-Centered Care plan and
review with the Child and Family team.
The Child and Family Team will sign to include the member and guardian and all
waiver services providers (if applicable).
The Care Coordinator will submit the CFCP to the Care Plan Reviewer at the
OhioRISE Plan.

Care Plan Quality Review and Approval Process
The care plan review process should take no more than 5 business days.
If approved with no additional information requests:
•
•
•
•

Care Plan Reviewer reviews and approves the CFCP within two business days of
submission and notifies Care Coordinator/CME of plan approval through the
Family Connect portal.
Care Plan Reviewer will issue Notice of Concurrence.
Care Plan Reviewer will enter authorizations to assure IT system is prepared to
reimburse for goods and services included on approved CFCP that require prior
approval through the CFCP (primary flex funds, 1915c waiver services).
All waiver services requiring prior approval can begin upon the approval of the
care plan.

If additional information is needed for approval:
•

•
•

Care Plan Reviewer will send Request for Additional Information notification to
Care Coordinator/CME through the Family Connect Portal requesting additional
information to support the approach developed on the CFCP to meet member
and family goals. This request will occur within 2 business days of receiving the
care plan.
The Care Coordinator/CME will have 2-business days to update the plan with
needed information that supports the Child and Family team’s approach to
meeting the member and family goals.
During this process the Care Plan Reviewer will do the following to support the
care planning process as needed:
o Reach out to the Care Coordinator by phone or email and provide
coaching and collaboration related to specific feedback for the CFCP.
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o
o
o

Attend a Child and Family Team meeting to provide additional feedback
and support to the team, member and family to help reach alignment
in the CFCP to meet the goals of the plan.
Model best practices and support of High-Fidelity Wrap principles to be
implemented with the Child and Family Team.
Provide ongoing support to the Care Coordinator/CME and Child and
Family Team.

After the Care Coordinator resubmits the updated care plan for review.
•
•
•

Care Plan Reviewer will issue Notice of Concurrence.
Care Plan Reviewer will enter authorizations to assure IT system is prepared to
reimburse for goods and services included on approved CFCP that require prior
approval through the CFCP (primary flex funds, 1915c waiver services).
All waiver services requiring prior approval can begin upon the approval of the
care plan.

If Care Plan Reviewer and Child and Family Team are unable to reach consensus and the
Care Plan Reviewer is not able to approve the CFCP:
•
•
•
•

•
•
•
•

The OhioRISE plan will issue the Notice on Non-concurrence.
This will initiate the Care Plan Conflict Resolution Process.
For Notice of Non-Concurrence related to a request for services, the Care
Coordinator may follow up with the member to offer assistance with the appeal
process.
For Notice of Non-Concurrence related to the quality of the CFCP, the Care
Coordinator may initiate conflict resolution by submitting the Care Plan Conflict
Resolution Form to the Aetna Care Plan Review Team via designated email:
OhioRISECarePlanReview@aetna.com.
Aetna Care Plan Review Team Manager reviews request within 2 business days
of receipt of the Conflict Resolution Form.
Aetna Care Plan Review Team Manager provides
coaching/consultation/collaboration to Care Coordinator to reach resolution on
the Care Plan.
If resolution is reached, the Care Coordinator can update the care plan and
resubmit it for review.
If resolution is not reached, the Conflict Resolution is escalated to the Aetna
Behavioral Health Director and the Senior Director of Care Coordination for
discussion with Care Coordinator for mutual determination. The Aetna Medical
Director may be included in this discussion.

The conflict resolution process should take no more than 5 business days from the
receipt of the Conflict Resolution Form.
CFCP Quality Assurance:
Aetna’s Care Plan Review Team utilizes the ODM approved care plan review tool for
each review of the care plan.
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•
•
•
•
•

•

The Care Plan Reviewer outreaches the care coordinator to discuss needed
information and provide coaching prior to initiating a request for additional
information notice.
Aetna’s Care Plan Review Team participates in inter-rater reliability to evaluate
the objectivity and consistency with which care plan reviews are conducted.
Care plan reviewers will participate in regular one on one and group supervision
Care plan review team managers will complete regular audits of care plan
reviews
Care plan review team managers will monitor issued Requests for More
Information and identify opportunities for ongoing coaching with care plan
reviewers
Results from the Care Plan Review are reviewed for trends and patterns in the
QM/UM committee in aggregate and used in the evaluation and updating of
Quality Strategy.

Ongoing CFCP Approvals:
•
•
•

Tier 3: Every 30 days the Child and Family Team will submit an updated CFCP
for youth in Intensive Care Coordination.
Tier 2: Every 60 days the Child and Family Team will submit an updated CFCP
for youth in Moderate Care Coordination
Tier 1: Every 90 days the Child and Family Team will submit an updated CFCP
for youth in Limited Care Coordination

Repeat Care Plan Review and Approval Process for ongoing approval (see above)
Expedited / Urgent
CFCP Creation and
Review for 1915c
Waiver Enrollees

Process to Expedite Urgent Requests for Waiver Services
Aetna is committed to ensure that needed waiver services and supports are not
delayed as a result of the care plan review process.
•

•

Urgent Waiver Request Definition: A request for waiver services where
application of the time frame for making a routine or non-life-threatening care
determination:
o Could seriously jeopardize the life, health, or safety of the member or
others, due to the member’s psychological state, or
o In the opinion of the practitioner with knowledge of the member’s
medical or behavioral condition, would subject the member to adverse
health consequences without the care or treatment that is the subject
of the request.
The Care Coordinator will submit a Care Plan for expedited review of urgent
waiver service requests by completing the following section of the Care Plan:
o Waiver Services (TSS, Out of Home Respite)
 Service Code with associated modifiers
 Number of units requested/frequency
 Name of provider/NPI number who will be providing the
service
 Service dates – anticipated start and end dates
 Rationale for waiver service request
o Secondary/Emergency Flex Funds
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•
•
•
•
•
•

•

•

•

Monitoring and
notification for

 Service code with any associated modifiers
 Description of good or service
 Cost of service or good, including any shipping and tax
 Identify a specific vendor of the good/service, when identified
 Medical necessity rationale
 Unmet need and desired outcome from use of funds
Upon receipt of a Care Plan indicating an urgent request for waiver services, the
Care Plan Reviewer will immediately reach out to the Care Coordinator to
determine accuracy of the request meeting the definition of Urgent.
If the request does not meet the definition if Urgent, it will be processed within
the standard time frame of 5 days.
Upon confirmation that the request meets the definition of urgent, the Care
Plan Reviewer will complete the review within one business day.
The Care Coordinator will flag urgent request for waiver services by checking
the appropriate box on the Care Plan.
All care plans that include a check in the urgent request for waiver services box
will display in Aetna’s Care Plan Review submission que as requiring expedited
review.
When all needed information is present and meeting service threshold
requirements on the Care Plan, the Care Plan is approved, and the Care Plan
Reviewer completes the internal Aetna system processing for waiver service
approvals.
In the situation in which further information is needed in order to complete the
Care Plan Review, the Care Plan Reviewer will immediately outreach the Care
Coordinator in order to discuss the request for urgent waiver services and
obtain any remaining information in order to complete the Care Plan approval
within the designated timeframe of one business day.
If the care plan reviewer is unable to reach the Care Coordinator (or CC
Supervisor) via this immediate outreach, a letter indicating the additional
information needed will be generated to the Care Coordinator requesting
response within one business day of receipt of the letter. The letter is visible
for Care Coordinators in Family Connect for CME’s not using dynamo, and
visible in Dynamo for Care Coordinators using Dynamo.
If requested additional information is not received within the requested time
frame, or if the information provided with the care plan does not support the
service requested, the case will go to the Medical Director for staffing. If
Medical Director agrees that information provided does not meet threshold,
the request to fund service will be denied. These actions will result in both a
letter of Non-Concurrence AND Notice of Adverse Benefit Determination
(NOA). If the Medical Director determines that information provided does
support funding of requested waiver services, a letter of Concurrence will be
generated, and the Care Plan Reviewer will initiate internal process for
approvals.

Certain services should be documented and approved on the CFCP as a best practice. At
a minimum, these should include
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certain services
not on CFCP

•

•
•

Intensive in-home / community services
o IHBT, MST, FFT, ACT)
o Behavioral Health Respite
o TBS Day Treatment
Aetna will create processes for monitoring services that are reimbursed but are
not on the care plan prior to provision / payment,
Aetna will notify Care Coordinators if these services are provided and are not
documented on the CFCP to encourage CFCP updates.

Care coordinators should also receive notification if certain additional services are
provided and are not on an approved care plan, such as Inpatient Behavioral Health
Hospitalization, as this may be required on an emergency basis and therefore not able
to be discussed in the CFT and captured on the CFCP.
The services listed below, should be listed on the CFCP, but the rendering provider will
have to submit a formal prior authorization request for them through the provider
portal:

Name of Tracking
Tool/Checklist

Method to ensure
implementation,
consistency, and
effectiveness of
process.

•
•
•

SUD Residential
SUD Partial Hospitalization
ECT

•
•
•
•
•

OhioRISE Care Plan Review Audit Tool
OhioRISE Request for Additional Documentation
OhioRISE Notice of Concurrence
OhioRISE Notice of Nonconcurrence
Care Plan Conflict Resolution

Aetna will monitor and provide oversight including but not limited to:
•
•
•
•
•
•
•

•
•

Timely provision of all care plans
Timely submission of care plans to Aetna
Timely review and response from the Care Plan Review Team
Use inter-rater reliability results to identify opportunities to improve inter-rater
reliability score
Regular one on one and group supervision with care plan reviewers
Case rounds with Medical Director and care plan reviewers
Monitor trends of requests for more information, conflict resolution requests,
and notices of non-concurrence to identify opportunities for training, further
coaching, and quality improvement initiatives with CME’s and care plan
reviewers
Elicit and review input received from the Youth and the Family Advisory
Councils on the care plan review process
Feedback from Youth and Family Advisory Councils is brought to the QI System
of Care Committee for review of patterns and trends and used in the evaluation
and updating of Quality Strategy
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Transition Planning

All youth will experience transitions during their participation in the OhioRISE Program. Transition points will
occur among providers of formal and informal services and supports identified in the Child and Family Plan.
Youth will be transitioned from the OhioRISE Program to MCO care management for various reasons. Some
youth will be transitioned from higher levels of care (e.g., inpatient behavioral health hospitals or PRTFs) or
across care coordinators (within a CME and across CMEs). Therefore, it is important to anticipate possible
transitions as best as possible and develop a plan to ensure that such transitions are seamless, and that care
coordination and other services are not interrupted.

Transition from CME

Transition planning for youth receiving CME services is intentionally considered within the context of the
ongoing CFT process and guides the team from the time of the family’s referral. The ultimate goal of the CFT
process is to empower the family to manage their own plan within the community. It is understandable that
families may have needs in the future, but the goal is for them to develop skills and resources to negotiate them
independent of CME care coordination. It will be important for the youth and family to understand this at the
beginning of services. The care coordinator will make this a part of their ongoing work together, so they are
regularly communicating plans for transitions to informal and natural supports.
Transition planning requires the CME Care Coordinator to balance the family’s current need for support with
preparing them to transition out of OhioRISE by teaching the family the process of the CFT. From the initial
meeting forward, the CME Care Coordinator will encourage the family to drive the CFT process by reinforcing
their strengths, highlighting their successes, and empowering them to apply the skills learned to problem solve
on their own. A transition plan is formally developed if one or more of the following criteria are met:
•
•
•
•
•
•

The goals of the CFCP have been substantially achieved.
The CFT determines that the youth no longer requires the intensive level of care management provided
by the CME, as evidenced by results of an updated CANS assessment.
The CFT determines that the youth is ready to be transitioned to adult services.
The family requests transition, or is unreachable for an extended period of time, despite documented
best efforts to contact family.
The family or youth moves out of Ohio.
The youth is sentenced to a term of incarceration.

Transitioning to Adulthood

Before a youth reaches the age of 21, the CFT should be considering what supports and services he or she may
need as he/she approaches adulthood. If a young adult needs further supports after the age of 21, the team
should be coordinating linkages to adult systems and planning with the young adult for his/her transition to
those services. This may include, but is not limited to, planning for and developing supports to address mental
health needs, medical needs, developmental needs, housing needs, career and/or employment needs, and
educational needs.
Those enrolled on the OhioRISE 1915(c) waiver may stay enrolled through their twenty-second birthday.

Transition of Care Coordination Tiers

If youth and family/caregiver changes care coordination tiers due to changing needs or a preference for a lower
care coordination tier, CMEs shall make the request to the OhioRISE Plan, which shall include a CANS assessment
updated within 90 days. The CME or OhioRISE plan may pursue transition of a youth to other care coordination
tiers when a CANS assessment of the child and family-centered care plan indicates that the youth’s needs are no
longer appropriate for the current tier.
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For youth transitioning between care coordination offered by the CME (tiers 2 and 3), to maintain Intensive Care
Coordination fidelity to National Wrapround Initiative standards, it is anticipated that the care coordinator
working with the family will change, and that the CME will facilitate continuity during the transition for the child
and family. At a minimum, this will include joint (old and new care coordinator) participating in CFT meeting(s)
until the transition is complete.
For children transitioning to or from CME care coordination (tier 2 or 3) to/from Aetna care coordination (tier 1),
CME, Aetna, child, and family will facilitate continuity during the transition for the child and family. At a
minimum, this “warm handoff” will include sharing of all relevant information, joint (old and new care
coordinator) participation in CFT meeting(s) until the transition is complete.

Transitions To/From Residential Intervention or Psychiatric Hospitalization

When a youth currently receiving care coordination from a CME is transitioning from a behavioral health facility,
PRTF or other facility (e.g., QRTP), the CMEs Care Coordinators will support the transition. The CME should work
with the youth, family and CFT to contact the facility to participate in the transition planning process. If this
contact does not result in some engagement between the CME and the facility, the CME shall contact their
Aetna liaison for their CME to facilitate the engagement. Once engaged, the CME Care Coordinator should
undertake the following:
•
•
•
•
•

Participate in discharge planning activity with the facility, including arrangements for safe discharge
placement and facilitating clinical hand-offs between the discharging facility and the CME.
Obtain a copy of the transition plan and share the plan with the youth’s CFT.
Arrange and confirm services and supports as well as rendering organization are available in accordance
with the transition plan.
Obtain copies of the member's medical records as appropriate and consistent with federal and state
law.
Conduct timely follow up with the member and the member's behavioral health providers to ensure
post discharge services have been provided, consistent with the CME Care Coordination role.

Documentation and Recordkeeping

CMEs shall maintain all information required by ODM for youth and families participating in OhioRISE and
receiving care coordination from their organization. Required documentation is designed to thoroughly and
accurately reflect the process and content of the CFT assessment and planning details. All information discussed
within the CFT process should be reflected in fact-based statements and in a timely fashion. Child and Family
Centered Plans, CANS and other assessments and progress note types should be available within the youth’s
EHR or other documentation protocol. Eventually, all assessment and planning processes will be documented in
the CME’s EHR or Dynamo.
The CME must ensure that all records, documents, data, or other information produced or used by the CME or
any subcontractor under this Agreement are treated in accordance with OAC rule 5160- 26-06 and must be
provided to ODM or its designee at no cost if requested. CMEs must exchange electronic, bidirectional data and
other information regarding the youth and family receiving ICC and MCC with the OhioRISE plan and the
independent validation entity recognized by ODM.
The CME must retain all records relating to performance under or pertaining to this Agreement in accordance to
the appropriate records retention schedule. Pursuant to 42 CFR 438.3(u) and 42 CFR 438.3(h), the appropriate
records retention schedule for this Agreement is for a total period of ten years as are the audit and inspection
rights for those records. For the initial three years of the retention period, the CME must store records in a
manner and place that provides readily available access. If any records are destroyed prior to the date as
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determined by the appropriate records retention schedule, the CME must pay to ODM, all damages, costs, and
expenses incurred by ODM associated with any cause, and Care Coordination documentation must meet the
requirements set forth in OAC rule 5160-59-03 including:
•

Care coordination activities set forth in paragraphs (C)(1) and (C)(2) of OAC 5160-59-03 will be identified
on claims submitted in accordance with rule 5160-26-05.1 of the Administrative Code.

CME Care Coordination Record Keeping Requirements

Also see Care Coordination Activities Reporting within section 11: Claims Submission
Progress notes must document the care coordination activities described OAC 5160-59-03, including:
•
•
•

All contacts with and on behalf of recipients
Face-to-face and telehealth meetings with the youth and the youth's family
Collateral contacts
− Name of recipients
− Name of provider agency and person providing the service
− Nature, extent, duration, or units of service
− Place of service delivery

The following items must be included as progress note documentation and shall be completed at a minimum on
a per provision basis, or on a daily or weekly basis:
•
•
•
•
•

•

The type, description, date, time of day, duration, location and, if documenting weekly services, the
frequency of treatment, with dates of service.
A description of the patient's current symptoms and changes in functional impairment.
Changes in medications taken by or prescribed for the patient when applicable and known.
The amount of time spent by the provider with the patient.
Progress notes shall include assessment of the patient's progress or lack of progress and a brief
description of the progress made, if any, significant changes in symptoms, functioning, or events in the
life of the patient and recommendation for modifications to the treatment plan, if applicable.
Evidence of clinical supervision, as required.

Additionally, care coordination documentation for each child receiving ICC/MCC includes:
•
•
•
•
•

The CFCP.
An individual crisis and safety plan.
A back-up plan for each youth receiving ICC or MCC who is enrolled in the OhioRISE 1915(c) waiver.
Assessments, including standard assessment and plan elements in CME's electronic health records.
Prior to and upon transition of a youth from ICC or MCC to a different care coordination tier and/or
transition into and out of OhioRISE, documentation of the circumstances of the transition and the
transition plan.

Child and Family Centered Care Plan Documentation
The CFCP is the documentation of the work of the CFT.

Timeframes
• The initial plan must be completed, approved by the CME Care Coordinator supervisor, and submitted to
Aetna within 30 days of the youth’s initial referral for ICC or MCC.
• On an ongoing basis CFCPs must be submitted to the OhioRISE Plan within 30 days of the subsequent
plan for ICC and within 60 days of the subsequent plan for MCC.
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•
•

Under normal circumstances, the CFCP should be submitted to the OhioRISE Plan within one day of the
CFT meeting in which the CFCP is developed.
Families will be provided access to the CFCP after it is approved by the OhioRISE Plan.

Documentation
The CME Care Coordinator should follow the process outlined in this section for submitting CFCP to Aetna. At a
minimum, the CFCP document should include information in the following areas:
•
•
•
•
•
•
•
•

•

Measurable care coordination goals and the criteria to be met to obtain those goals as established by
the child and family team.
The specific supports and/or strategies identified and/or implemented to support the youth, including
planning for the purchase of items or services necessary to support the youth/family’s needs as
determined by the CFT.
The participation of providers and local community partners, and the integration of available and
appropriate services and resources.
Documentation of the responsibilities, objectives, and requirements of child welfare, mental health,
juvenile justice, the courts, and other service systems, as applicable.
The signatures of the CME Care Coordinator and/or supervisor, the caregiver(s), and the youth receiving
services.
Verbal consent through virtual or telephonic communication is allowable and must be documented as
such.
A meeting attendance sheet signed by all CFT members, and indicates attendance at the CFT, agreement
with the CFCP, and that a choice of providers was offered to the family.
An individual crisis and safety plan, which includes emergency response capability to respond in person
to deliver in-home or off-site crisis support as warranted, and coordination of crisis response services, if
intervention is needed beyond CME response to crisis situations. For youth with behaviors that pose
safety concerns for self or others, a licensed clinician working within or for the CME will consult on the
individual crisis and safety plan, recommend de-escalation strategies that can be learned and used by
the youth, parents, other caregivers to support the youth and prevent the use of restrictive
interventions.
A back-up waiver service plan for those youth enrolled on the OhioRISE 1915(c) waiver.

Release of Information

When seeking collateral information and/or documentation, the CME Care Coordinator will obtain a signed
Release of Information from the family, legal guardian, or custodial agent prior to contacting any collaterals. As
part of this process, the CME Care Coordinator will review the purpose and the scope of the information being
obtained. Certain information, such as substance use treatment, have different requirements for releasing
information. The CME Care Coordinator should consult with their supervisors to ensure the parameters for
appropriate release of information are met.

Aetna’s Care Coordination Portal – FamilyConnect

Aetna Better Health provides a Care Coordination Portal, specific to the OhioRISE Program that collects, stores,
shares, and pushes out pertinent member information to the entities involved in coordinating the member's
care, including ODM, MCEs, CCEs (Care Coordination Entities), CMEs, and ODM’s SPBM as applicable. The Aetna
OhioRISE Care Coordination Portal also has the capability of sending electronic notifications of sentinel events to
entities involved in the member's care coordination. Each CME will have access to Aetna’s OhioRISE Care
Coordination Portal. The Aetna Care Coordination portal serves as a single point of reference for the case
manager/care coordinator, member, and the treating practitioners and providers to access and communicate
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about the member’s care plan and collaborate by sharing information about the results of assessments and
ongoing management of the member’s physical health, behavioral health, and psychosocial services.

Summary of Key Activities and Timelines

The table below summarizes key activities and timeframes discussed above for completion of care coordination
activities for ICC and MCC.
Overview of Key Steps and Timeframes for ICC and MCC
Activity

Referral, engagement, and
initial face to-face meeting
(obtain consent).

Tier 3–ICC
Contact within two business days for a
routine referral and one business day
for a crisis referral to arrange initial
face-to-face meeting and provide
notification of care coordination tier
assignment

Tier 2–MCC
Contact within two business days for a
routine referral and one business day for
a crisis referral to arrange initial face-toface meeting and provide notification of
care coordination tier assignment

Offer time for initial face-to-face
meeting within two business days of
routine referral, OR for crisis referral, as
soon as possible and within one
business day

Offer time for initial face-to-face meeting
within seven business days of routine
referral, OR for crisis referral, as soon as
possible and within one business day

Development of Crisis and
Safety Plan

Within 14 calendar days of referral

Same as ICC

Initial Home-based,
Comprehensive
Assessment

Within 14 calendar days of referral

Same as ICC

CANS Assessment
If a CANS assessment has
been completed within 90
days of enrollment into
OhioRISE, it will only need
to be updated using the
Comprehensive CANS
Assessment

Every 90 calendar days and whenever
there is a significant change in
member’s BH needs or circumstances

Same as ICC

Initial CFT and
Development of Care Plan

Within 30 calendar days of referral to
CME

Same as ICC

Review of Crisis and Safety
Plan

During CFT meetings, minimum every
30 calendar days

During CFT meetings, minimum every 60
calendar days

Minimum every 30 calendar days

Minimum every 60 calendar days and
upon discharge from out-of-home
placement

Ongoing CFT Meetings and
Care Plan Updates
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Overview of Key Steps and Timeframes for ICC and MCC
Activity

Tier 3–ICC

Tier 2–MCC

Face-to-Face Contact
(minimum)

1 per week

2 per month

Phone Contact (minimum
in addition to face-to-face)

1 per week

2 per month

Review of Crisis and Safety
Plan

During CFT meetings, minimum every
30 calendar days

During CFT meetings, minimum every 60
calendar days

Section 8: Coordinating OhioRISE Covered Services
OhioRISE Covered Services

The Ohio RISE program includes a broad array of services to support the needs of youth with behavioral health,
substance use, and intellectual/developmental challenges. All supports and services offered through the
OhioRISE program are grounded in System of Care approach and are driven by the values and principles of
Wraparound.
The CME is expected to be well versed in these services and additional community resources. The CME will be
expected to not only be knowledgeable about these resources, but they also are expected to develop the
necessary relationship with these service providers and other resources to ensure a good understanding of what
they provide, processes for referring youth and families to these services and as required in the previous
section, engage them as active participants in the CFT. Youth enrolled in OhioRISE receive the full complement
of other Medicaid behavioral health services including, but not limited to:
•
•
•
•
•
•

Evaluation and management.
Psychotherapy and counseling.
Substance use disorder services across ASAM levels of care.
Therapeutic behavior services and psychosocial rehabilitation.
Community psychiatric supportive treatment.
Psychiatric and neurodevelopmental testing.

In addition to the care coordination provided by the CME, the OhioRISE program includes the following formal
services and supports for youth participating in the program:
•
•
•
•
•
•
•
•

The Ohio Children’s Initiative CANS Assessment.
Mobile Response and Stabilization Services (also offered outside of OhioRISE).
Intensive Home-Based Treatment to include Multi-systemic Therapy (MST) and Functional Family
Therapy (FFT).
Assertive Community Treatment.
Respite Services.
Inpatient Behavioral Health Services.
Psychiatric Residential Treatment Facilities.
Primary Flex Funds.
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•

•

Other Services and Supports available to eligible youth through the 1915(c) Waiver program specific to
OhioRISE:
o Transitional Services and Supports.
o Secondary Flex Funds.
o Out-of-Home Respite.
The following activities are not reimbursable as ICC or MCC:
o Transportation for the youth or family, and
o Direct services to which the youth has been referred such as medical, behavioral, educational, or
social services.
o Reimbursement for substance use disorder targeted case management is not allowable when a
youth is enrolled in ICC or MCC.
o Reimbursement for MCC and ICC services as described in the rule is listed in Appendix A of this
rule.

A full list of behavioral health services available to OhioRISE enrolled youth and their families is provided OAC
5160-59-03.
It should be noted that all services within the OhioRISE program are voluntary and require parent/guardian
consent as required under state statute and regulation. For those individuals seeking enrollment on the
OhioRISE 1915(c) waiver, however, enrollment in managed care is mandatory for those who are eligible to
receive managed care services. Youth under 18 years of age are not required to provide written consent,
although engagement of youth in the services is necessary for a successful intervention.

Communicating Services and Supports

While the CME should be aware of services and supports (formal and informal) that are available to youth
enrolled in OhioRISE, this information will need to be made available to each Child and Family Team. This will
require the CME to have information for youth and their families and other CFT participants. The CFT is
responsible for identifying these supports and services to meet the immediate needs of the youth and families.
CMEs may want to consider a standard way of communicating this information to youth their families, and (e.g.,
handbook or brochure) to ensure consistency in messaging and discussing these services.
For youth and families that are participating in the OhioRISE 1915c Program, CMEs should provide the youth and
family with an additional handbook regarding the services, supports and other critical information about this
program. Aetna Better Health of Ohio will provide CMEs the OhioRISE 1915c Program Handbook. The CME will
need to verbally review the content of the handbook with the youth and family. The CME also will request and
ensure that the individual or authorized representative sign a form that documents receipt of this handbook and
transmit this form to Aetna Better Health of Ohio.

Service Definitions and Clinical Coverage Criteria

A Link to a website containing OhioRISE Clinical Coverage Policies will be provided to CMEs at a later date.

Initial and Ongoing Authorizations for OhioRISE Services

OhioRISE care coordinators working within the OhioRISE plan or Care Management Entities (CMEs) will work
with children/youth and their child and family teams (CFTs) to understand the individual needs of each
child/youth and to develop a plan of care that meets their needs. Most behavioral health benefits covered under
the OhioRISE plan do not require prior authorization or prior approval of services before they can be provided to
children and youth enrolled in the program.
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For a limited set of OhioRISE services, prior approval or prior authorization of care from the OhioRISE plan will
be required. The OhioRISE plan’s clinical coverage policies will outline medical necessity requirements for each
of the services that require prior approval or prior authorization. Care coordinators will work to understand
which services a child/youth may need that require prior approval or prior authorization.
•

•

A service that requires prior approval uses the child and family care plan (CFCP) process. Care
coordinators submit all CFCPs to the OhioRISE plan for review.
o Services requiring prior approval must be documented in detail on the child and family-centered
care plan (CFCP), and the CFCP must be approved by the OhioRISE plan prior to the child/youth
receiving the service and the provider billing for the service.
o Care coordinators will understand services requiring prior approval, work to ensure these
services are considered by the child and family team (CFT), and when appropriate work to
include providers of these services in the CFT.
o After developing the CFCP with the CFT, the care coordinator submits the CFCP to the OhioRISE
plan.
o For services that require prior approval before they can be provided/reimbursed, the OhioRISE
plan must concur with the CFCP – this concurrence serves as approval to provide and bill for the
services that must be approved using the CFCP process.
o The OhioRISE plan may concur with the CFCP, or they may request more information and/or
follow-up discussion(s) with the care coordinator to improve the quality of the CFCP prior to
issuing a concurrence.
o If CFCP questions remain, the OhioRISE plan may issue a notice of non-concurrence, and the
care coordinator will need to amend the CFCP and resubmit.
o Once a CFCP including these services is reviewed and concurrence (approval) is issued by the
OhioRISE plan, the services may be used by the member and billed by the provider.
A service that requires prior authorization uses the provider-initiated prior authorization request
process
o Providers of these services must request and receive authorization from the OhioRISE plan prior
to billing for the service.
o Process follows the traditional provider-initiated prior authorization request pathway.
o Care coordinators will understand services requiring prior authorization, work to ensure these
services are considered by the CFT, and when appropriate work to include providers of these
services in the CFT and include these services on the CFCP.

For services subject to the prior approval and prior authorization processes, if the OhioRISE plan denies, reduces,
terminates, or suspends an approval or authorization for the service, this constitutes an adverse benefit
determination that can be appealed in accordance with rule 5160-26-08.4 of the Ohio Administrative Code.
More information about the specific services that require prior approval and prior authorization can be found in
the OhioRISE Provider Enrollment and Billing Guidance document.
Behavioral health treatment and support services should always be listed on the CFCP, even if those services do
not require prior approval or authorization. Aetna Better Health of Ohio will also develop outlier management
policy to monitor over and underutilization of treatment/support services.

Accessing OhioRISE Primary and Secondary Flex Funds

For Flex Funds/Customized Goods offered under the OhioRISE 1915(c) waiver, CMEs will need to be aware of
processes and other parameters specific to these services. Secondary Flex Funds may be utilized for services,
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equipment, or supplies including improving and maintaining the youth’s opportunities for full membership in
the community. Secondary Flex Funds include and must meet the following requirements:
•
•
•
•

Not available through Medicaid.
The purchased item/service decreases the need for other Medicaid services, and/or
Promotes the individual’s inclusion in the community, and/or
Increases the individual’s safety in the home environment.

In order to access Secondary Flex Funds, the youth and family must not have the ability to purchase the service
or item through other available funds or via another source.
The CME should ensure the CFT understands the purpose, process, and parameters for using Flex
Funds/Customized Goods and Services. If the CFT recommends Flex Funds/Customized Goods and Services, the
CME should ensure these are documented in the child and family-centered care plan. The authorization and
approval of these services will occur as part of the Care Plan Review process discussed in Section 6.
During the Child and Family Care Plan development process, the CME care coordinator discuss the ability to
exercise “budget authority” for the Secondary Flex Funds. Secondary Flex Funds are purchased through a
process where the youth and family develop a budget for these items. The budget and process for managing the
budget will include:
•

•
•

The maximum budget limitations. These budget limitations will include:
o Primary Flex Funds are available to all youth enrolled on the OhioRISE Program will have $1,500
per twelve-month period for services, equipment, or supplies. Primary Flex Funds is not a
1915(c) Waiver service and must be used before Secondary Flex Funds are available.
o Secondary Flex Funds are available only to youth enrolled on the OhioRISE 1915 (c) Waiver
Program will have $3,000 per twelve-month period, and an additional $2,000 per twelvemonth period for emergency funding limitations.
A description of how those funds may be spent to help support the individual meet their stated goals
and outcomes identified in the Child and Family-Centered Care Plan, and
A description of how a youth and family can self-direct these services.

Aetna will review requests for budget authority for primary and secondary flex funds while reviewing the entire
CFCP.

Accessing Psychiatric Residential Treatment Facilities

A core value of the Wraparound approach is that youth have more sustainable success when they can remain in
their homes and their communities, with supports and service that meet their needs in their natural
environments, where family and community connections can be maintained and strengthened. The goal of the
CME is to provide necessary supports and services in the community whenever possible. Some youth experience
needs during the course of their treatment that may prompt the CFT to consider a higher intensity of service
than can be provided in the youth’s community, such as PRTFs. Removing a youth from his/her home for
treatment has a significant impact on a youth and his/her family and must be done thoughtfully to maximize the
treatment benefit potential, reduce the youth’s length of stay, maintain family relationships, and increase the
sustainability of the youth’s progress.
Interventions offered by PRTFs are time limited and aimed at stabilizing a youth’s identified behaviors and needs
and addressing the underlying etiology of these behaviors and needs so that he/she may safely return home
with as little disruption to his/her life as possible. The goal of PRTFs is to facilitate the youth’s reintegration into
his/her family and community or into an alternative permanency plan preparing for independent living.
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PRTFs is one of OhioRISE Program’s highest level of intervention and thus should only be accessed when all
other therapeutic interventions have been considered and treatment in a PRTF is determined by the CFT, based
on the youth’s assessed clinical treatment needs, to be the most appropriate level of intensity of service, given
the needs of the youth.
The CME strives to reduce PRTFs lengths of stay and successfully provide this treatment in one episode per
youth. PRTFs are distinct from other placement settings (e.g., QRTPs) which are designated for youth who are
unable to remain in their own homes due to issues of abuse, neglect, and/or permanency. These placements
offer different levels of supervision and structure and focus on supporting youth in achieving permanency.
More information related to PRTF services will be outlined in the PRTF service manual in development.

Additional Care Coordination Resources
Non-Emergency Medical Transportation (NEMT)

The OhioRISE Plan must collaborate with ODM, the MCOs, and the counties within the regions served to
improve member experience and access to transportation services.

Medicaid Managed Care Organization Transportation Benefit for members enrolled with an MCO:

The MCO must arrange and provide transportation for members who are enrolled with the OhioRISE Plan in a
manner that ensures that children, youth, and their families served by the OhioRISE Plan do not face
transportation barriers. Below is a list of resources:
•
•
•
•
•
•
•
•
•
•
•
•
•

MCO covers transportation benefits when over 30 miles or more from their home.
Transportation benefits are applicable to behavioral health appointments.
Cover transportation required in the member’s Child and Family-Centered Care Plan.
Meals and lodging are also included in transportation benefit when traveling 30 miles or more.
Arranging transportation in cases where transportation of families, caregivers, and sibling (other minor
residents of the home) when needed to facilitate the treatment needs of the member and their family.
Additional transportation benefits for members under the age of 21 are also available through the MCO.
Also ensures specialized transportation for members who have cognitive or behavioral challenges that
require different transportation providers or supports than available from counties or traditional
Medicaid provider network.
Check the member’s MCO’s website for additional transportation benefits, such as free rides to food
pantries.
The general contact listing for each MCO can be found here: https://oahp.org/wpcontent/uploads/2021/11/MCP-Transportation-Grid-2021.pdf.
Accessing Transportation Benefit for members enrolled with fee for service Medicaid, and for all
Medicaid enrollees when traveling less than 30 miles.
The County Department of Job and Family Services (CDJFS) will provide transportation through the NonEmergency Transportation (NET) program. Call your CDJFS for more information and to schedule a
ride. See: https://jfs.ohio.gov/County/County_Directory.stm
Additional information is also available on the ODM web page: https://medicaid.ohio.gov/families-andindividuals/srvcs/transportation.
For transportation by wheelchair van, providers will be contacted directly. A searchable directory of
Medicaid providers is available at https://medicaid.ohio.gov.

Aetna staff can also assist with accessing MCO transportation benefits. Please contact your CME Relationship
Manager for assistance.
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Aetna Care Coordination Resources

In addition to services and supports available under the OhioRISE and OhioRISE 1915c Waiver Program, CMEs
will have that ability to access additional care coordination benefits for OhioRISE members offered by Aetna.
The CME will request these resources for eligible members through Aetna Better Health of Ohio. The table
below provides the benefit and brief description of these additional care coordination resources.
Additional Aetna Care Coordination Resources*
Benefit name

Who is eligible

Benefit reward

Members ages 6-20 with an
obesity diagnosis or prescribed
certain behavioral health
medications that cause weight
gain

$50 gift card for participating in this program. You
will have access to funds you can use on supplies
that will increase physical activity. The supplies
include – home exercise or sports supplies, gym
memberships and more.

Parents of members ages 6-20
with an obesity diagnosis or
prescribed certain behavioral
health medications that cause
weight gain

$20 for completing each nutritional counseling
session up to two – qualify for $100 for child’s sports
and fitness program fees. *You will have access to
funds you can use on supplies that will increase
physical activity. The supplies include – home
exercise or sports supplies, gym memberships and
more.

Pregnant members

$25 gift card you can use for diapers, wipes, and
formula when we’re told of your pregnancy. Also, a
member from our team will reach out to you to see
how we can support you and coordinate care.

High-risk pregnant and
postpartum members

Up to $150/quarter for childcare expenses so mom
can go to behavioral health appointments.

Age 13+

Online/mobile app platform with tools to help
emotional health including stress, depression,
anxiety, substance misuse and chronic pain

Age 6+ who have a behavioral
health follow-up visit with a
mental health provider within
seven days post-discharge

$20 gift card. Just follow up with your mental health
provider. You will receive funds you can use towards
health-related items, including health foods.

Calming Comfort
Collection

Members who have CANS score
of two or higher in the Anxiety
or the Adjustment to Trauma
under the behavioral/ Emotional
Needs Domain, or an ACEs score
or an anxiety diagnosis

$50 worth of calming supplies per year- examples:
a sound machine, weighted blankets and more*

Connections for
Life™

Members ages 13-20 in Public
Children's Service Agencies

Healthy Living for
Children

My Maternity
Matters™

Behavioral Health

Ages 13-17 receive a tablet
Ages 18-20 receive a laptop
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Additional Aetna Care Coordination Resources*
Benefit name
Career and Life
Skills Training and
GED Support

Who is eligible

Benefit reward
Online jobs and life skills training platform*- Costs
for your GED if you pass the GED online class also
are covered

Ages 16+

*For a full description of these extra benefits, call Member Services at 1-833-711-0773.

Section 9: Training and Coaching
CMES will be required to participate in training and coaching activities operated by the CABHCOE.
Care Coordinators, supervisors, and other CME personnel will be required to participate in ongoing training and
coaching, in fidelity monitoring, and quality improvement activities. Specific training requirements will be
provided to CMEs. The CABHCOE will provide training in:
•
•
•
•
•
•

Child and Adolescent Strengths and Needs (CANS).
ICC utilizing High Fidelity Wraparound.
MCC utilizing Wraparound Informed Practices.
ICC and MCC Supervision.
Care Coordination Special Topics.
System of Care Principles and Practice.

The CABCOE also provides training to community providers on:
•
•
•
•

Mobile Response Stabilization Services.
Intensive Home-Based Treatment.
Multisystemic Therapy.
Functional Family Therapy (conducted by FFT, LLC).

Aetna will be contacting each CME to discuss the training and coaching requirements, and plan for initiating
training with CME personnel as hiring occurs. Each CME will be expected to reach out to the CABHCOE for
training schedule coordination and planning for necessary training.
Care Management Entities will work with ODM and the OhioRISE Plan to ensure their internal staff have access
to and complete all contractually required trainings. The CMEs will have access to attend Aetna and ODM-led
trainings and will also access pre-recorded training sessions via the Ohio Provider Registry Learning
Management System (OPRLMS). CMEs staff will be required to register on the OPRLMS in order for Aetna to
ensure contract compliance in training requirements. CME Leadership can provide input into gaps and needs to
Aetna to develop further training content as needed.
Role difference related to Care Coordination Training:
•
•
•

CABHCOE will lead training related to principal philosophy and best practice as described above.
Aetna will lead trainings around operationalizing care coordination, how to document services and
submission processes.
CMEs will lead their own internal trainings related to how they as a CME will operationalize things within
the context of their agency and culture of their agency.
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OhioRISE Training Outline for Aetna Staff, CMEs, Providers, Local Systems
Training Topic

Target Audience
•
•

Alignment /coordination with FFPSA.

•

Providers/Practitioners.
Local Systems and Family
Engagement (Law Enforcements,
DJFS).
PCSAs.

•

Local Systems and Family
Engagement.

•
•
•

Aetna staff.
Providers/Practitioners.
Local Systems and Family
Engagement (Families of
OhioRISE members).

CME and system of care development.

•

CMEs.

CME care coordinator and supervisor training.

•

CMEs.

CME readiness review.

•

CMEs.

•

All staff involved in the care or
OhioRISE membership.

•

All staff involved in the care or
OhioRISE membership.

•
•

Aetna staff.
CMEs.

•
•
•
•

Aetna staff.
CMEs.
Provider/Practitioners.
Local System and Family
Engagement (DJFS).
PCSAs.

Being part of the system of care, OhioRISE.

Care coordination and service planning, incl. documentation /
information sharing.

CMEs and catchment areas.
Coordination and intersection among services (care coordination,
IHBT, MRSS, other BH services, use of flex funds, waiver services).
Cultural and trauma-informed care competency.

FamilyConnect.

•
Medications.
Transitions of care / member journeys (transition from one level
of care or placement to another, transitions into and out of
OhioRISE, etc.).
Working with your CME.
DYS and the Department of Rehabilitation and Corrections
overview and juvenile justice assessments used for OhioRISE.
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•

All staff involved in the care or
OhioRISE membership.

•

Providers/Practitioners.

•

Local Systems and Family
Engagement (families of
OhioRISE members).

•
•

Aetna.
CMEs.

OhioRISE Training Outline for Aetna Staff, CMEs, Providers, Local Systems
Training Topic

Target Audience

Autism Spectrum Disorder.

•

Aetna.

Training about DJFS and PCSA on child welfare system including
programs that support permanency and prevent placement
disruption.

•
•

Aetna.
CMEs.

•
•
•
•
•

Aetna.
CMEs.
Local System and Family
Engagement (Law Enforcement,
DODD, BDD).
DJFS.
PCSAs.

I/DD eligibility and program requirements, resources, and
expected outcomes.

•
•

Aetna.
CMEs.

Information about the local juvenile justice system and programs
that support diversion or transition from detention.

•
•

Aetna.
CMEs.

•
•
•

Aetna.
CMEs.
Local System and Family
Engagement (Law Enforcement).

•
•

Aetna.
CMEs.

•

Local System and Family
Engagement (Families of
OhioRISE members).

Aetna’s Healing Connections Suite (Family Finding and Charting
the LifeCourse).

OhioRISE transition-aged youth requirements, regional programs,
and Aetna OhioRISE value-added services that support TAY
successful transitions, e.g., career and life skills training and
General Educational Development (GED) support, and
Independent Living Funding.
School district programs and individual education plans.
Training to prepare foster parents and families to care for children
with complex needs.

Section 10: Data and Quality
The OhioRISE Quality Improvement program is designed to continuously improve and monitor the medical care,
member safety, behavioral health services, and the delivery of services to members, including ongoing
assessment of program standards to determine the quality, accessibility and appropriateness of care, case
management and coordination.
A key focus of our quality program is improving the member’s biological, psychological, and social well-being
with an emphasis on quality of care and the non-clinical aspects of all services. Where the member’s condition is
not amenable to improvement, our goal is to implement measures to assist the member to live safely in the
least restrictive setting. Incorporating the continuous quality improvement (CQI) concept, our quality program is
comprehensive and integrated throughout OhioRISE and the provider network. We promote the integration of
our quality management activities with other systems such as CMEs and programs throughout Ohio.
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Data collection, monitoring, analysis, and shared learning is essential to the successful implementation of the
OhioRISE Program. CMEs will collaborate with Aetna and the CABHCOE to support quality improvement capacity
building and shared learning through the implementation process. The OhioRISE Program shall be an
environment for CMEs and other entities to learn from each other to improve their care coordination processes
and health outcomes.
As part of the Quality Oversight and Improvement, CME’s will partner with Aetna, the CABHCOE, ODM or ODM’s
designee to establish a OhioRISE Quality Framework to measure performance, identify best practices and
develop, implement, and measure quality improvement activities.
The scope of the OhioRISE Quality Framework shall include, at a minimum:
•
•
•
•
•
•
•
•
•

Analyzing membership characteristics to ensure the OhioRISE Program is enrolling and retaining children
or youth and families/caregivers from all communities across Ohio.
Monitoring engagement activities and time frames with children or youth and families/caregivers.
Measuring child or youth and their family/caregiver’s satisfaction.
Monitoring adherence to the OhioRISE Program.
Ongoing measurement of fidelity to the National Wraparound Initiative Standards of Care.
Ongoing measurement of outcomes for children, youth, and families.
Reporting and analysis of sentinel events and critical incidents.
Participating in quality improvement projects.
Measurement of Service Provider's performance on ODM’s Health Children Quality measures.

OhioRISE CME Reporting

Aetna is responsible for overseeing the initial and ongoing implementation of the OhioRISE Program. A major
focus for these oversight efforts will be a review of care coordination efforts performed by the CMEs. Aetna, in
partnership with the CMEs, will collect and review important information to determine if CME care coordination
is provided consistently with the vision and standards created by ODM for the CMEs. During the initial
implementation of the OhioRISE Program, CMEs will be required to collect and report important information to
Aetna regarding care coordination efforts. This information is intended to provide information regarding:
•
•
•
•
•

Overall CME care coordination efforts including number of care coordinators, care coordination
positions (hired and vacant) and caseload ratios for tier 2 and tier 3.
CME enrollment including the number of members referred and engaged in care coordination (within
expected timeframes), number of youths in tier 2 and tier 3 and number of youths and families who
received a face-to-face contact.
Assessment efforts including the number of youths who have started and completed the assessment
process.
Child and Family Centered Plans initiated and completed and youth with CFT meetings.
The number of youths with critical or sentinel events.

For those CMEs using Dynamo, this care management system will collect and generate data for the CME
oversight report. For those that are not using Dynamo, CMEs will be required to submit this information monthly
to Aetna Better Health of Ohio.
Aetna Better Health of Ohio will provide each CMEs with aggregated data by the 15 of each month. The Aetna
CME liaison for the CME will be responsible for providing this information to leadership at the CME and will
review this information with the CME within two business days after providing the CME with the Oversight
Report. This will provide the CME with critical information regarding the previous month’s performance on key
structural measures and assess improvement trends over time.
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Population Health Measures

CMEs will implement quality improvement activities related to the CME’s performance consistent with ODM’s
population health management strategy. In alignment with the Population Health approach outlined by ODM,
Aetna’s population health strategy is rooted in understanding and addressing the factors that influence the
health of a population at the socio-cultural, economic, and individual level. Through data analysis and sharing,
community engagement, and strategy alignment, Aetna Better Health of Ohio will work in collaboration with all
the OhioRISE key partners, including the CMEs to evaluate the population health needs of those enrolled in
OhioRISE. The goals of Population Health will be achieved through the use of data analysis, stakeholder
feedback, and best practice implementation.
Each CME will be supported by Aetna’s Population Health Specialists and a Health Equity Specialists. The Aetna
Population Health Specialist will share data and information with the CMEs through the established bidirectional data sharing methods, committees, and ad-hoc meetings/interactions regarding health and
diagnostic trends, service utilization, social determinates of health, and health disparities. Aetna and the CME
will engage in collaborative efforts to develop and implement initiatives to improve health outcomes, reduce
disparities and improve service delivery for OhioRISE enrolled members, the system of care, and the catchment
area(s) they serve.
Many of the youth enrolled in the OhioRISE Program will also be enrolled in one of ODM’s Managed Care
Organizations. MCOs have a major responsibility to track and improve the Population Health of all children
enrolled in Medicaid, including youth in the OhioRISE Program. MCOs are responsible for tracking and reporting
critical measures to ODM. This includes, but is not limited to:
•
•
•
•

Well child visits for young children (under the age of 7).
Adolescent well-care visits.
Dental visits.
Weight assessment and counseling.

In addition, MCOs with support from ODM track other important population measures for children including:
•
•
•
•

Kindergarten readiness.
Achieving 3rd grade reading levels.
Graduation rates.
Curbing chronic absenteeism from schools.

CMEs will primarily be focusing on coordinating the necessary behavioral health services and supports for youth
and families who are receiving tier 2 or tier 3 care coordination. As such, CMEs will play a critical role in the lives
of these children and families through have frequent contact in their care coordination role. CMEs can provide
an additional value-added function for youth and families by tracking and reminding caregivers of these
important health visits. In addition, CME care coordination efforts have been designed to facilitate the necessary
services and supports to provide a positive impact on a youth’s readiness and participation in school. Therefore,
it will be important for each CME to have critical information on key measures tracked by the MCO for youth
participating in care coordination offered by the CME.
The OhioRISE Plan will meet with the CMEs within 10 business days of receiving this information on an annual
basis from the MCOs, to review progress and strategize around improvement measures, if necessary.
Additionally, the MCEs and CMEs will explore alignment efforts at the system and individual engagement level.
This information will also be used by the CME to support the development of the child and family centered care
plans.
In addition, CME care coordination efforts have been designed to facilitate the necessary services and supports
to provide a positive impact on a youth’s ability to have meaningful academic engagement and performance.
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Through access to the key non-healthcare related population health measures tracked by the MCEs and shared
with the CMEs, the data can be leveraged to provide child centered interventions and support. A full list of these
measures is available in the OhioRISE Plan Provider Agreement in Appendix N.
Aetna will also work with the CMEs and other OhioRISE key stakeholders to identify, understand, and develop
targeted initiatives to meet the needs of the sub-populations with the Children with Behavioral Health
Conditions Population Stream identified by ODM.
While CMEs will primarily be focusing on coordinating the necessary behavioral health services and supports for
youth and families who are receiving tier 2 or tier 3 care coordination, CMEs will play a critical role in helping
inform and drive meaningful population health and equity improvement strategies at the individual level.

Fidelity Monitoring Draft and more to come with CABHCOE updates

As indicated in Section 6, the National Wraparound Initiative provides a foundational role in the model and
standards created for CMEs. Therefore, all CMEs are expected to adhere to the National Wraparound Initiative
model and standards. The CABH COE and Aetna Better Health of Ohio will work with CMEs to measure
adherence to the wraparound-informed model for members with moderate behavioral health needs (tier 2) and
a high-fidelity wraparound approach for members that have the greatest behavioral needs (tier 3). The focus of
these efforts will be to ensure the CMEs provide care coordination consistent with National Wraparound
standards. Aetna, in cooperation with the CABHCOE, will utilize the Wraparound Fidelity Index (WFI-EZ) that will
review the CMEs fidelity to these national standards. The tool will be focused on several key CME functions:
•
•
•
•
•

Coordination of child and family team.
Care planning approach.
Presence and quality of crisis plans.
Understanding, use, and development of informal / natural supports and community-based supports.
How family voice and choice were incorporated into the CME care coordination process.

The CABHCOE will also conduct additional practice quality reviews utilizing the Wraparound Integrity Tool (WIT)
and the Moderate Care Coordination Integrity Tool (MIT).
CMEs will be expected to support and participate in the annual fidelity review process. It is anticipated these
reviews will occur on an annual basis or more frequently if requested by the CME or recommended by Aetna or
CABHCOE.
Upon completion of these reviews, the CABHCOE and the Aetna liaison will provide each CME with a summary
of the findings from the fidelity review. The CABHCOE and the Aetna liaison will meet with the CME leadership
within 10 business days after providing the report to the CME to discuss the findings from review and discuss
any strategies (if needed) to improve performance. As requested by the CME and/or recommended by Aetna, a
referral will be made to the CABHCOE for additional technical assistance to improve performance.

Reporting of Sentinel Events

A major quality indicator for the OhioRISE program is the frequency and intensity of sentinel events. Aetna has
defined sentinel events to include:
•
•
•
•

Behavioral health inpatient hospitalizations/rehospitalizations.
Emergency department visits for behavioral purposes.
Identified gaps in care (service).
Admissions to out-of-home placement, including psychiatric residential treatment facilities (PRTFs),
residential treatment centers, American Society of Addiction Medicine (ASAM) Level III residential
programs, therapeutic group homes.
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•
•

Discharges from all out-of-home placement.
Members initiating MRSS.

CMEs are required to report sentinel events the OhioRISE plan/ Aetna Better Health of Ohio care through the
OhioRISE Care Coordination Portal. The timeframes for reporting sentinel events into the Care Coordination
Portal is provided will be updated in next version of CME manual.
CMEs should also ensure that the CFT is provided information regarding these sentinel events as needed to
determine if and when a CFT meeting should occur to address the sentinel event. In many instances, these
sentinel events will be a major change in condition and should precipitate a new plan of care developed and
approved by the CFT.

Reporting of Critical Incidents

The state has an established system for reporting, reviewing, analyzing, and conducting remediation for all
critical incidents. Most children served by the OhioRISE Program are served not just by the Ohio Department of
Medicaid (ODM). They receive and benefit from services provided by other state agencies and local county
partners. Ohio has robust reporting and investigation mechanisms for critical incidents, especially those
concerning abuse and neglect through Public Children Services Agencies (PCSAs). The objective of reporting and
managing critical incidents is to work in conjunction with various delivery systems to ensure the health and
welfare of the child. In addition, tracking critical incidents can:
•
•
•
•

Support other investigative entities open and ongoing critical incident cases.
Ensure immediate health and welfare of the OhioRISE youth.
Be used to analyze the root cause of a critical incident for each specific case for the purposes of
informing preventative practices.
To track and trend patterns for the purposes of developing meaningful oversight and best practices for
serving children with multi-system needs.

ODM has defined critical incidents as follows:
•

•
•
•
•
•

Abuse: the injury, confinement, control, intimidation, or punishment of an individual, that has resulted
in physical harm, pain, fear, or mental anguish. Abuse includes, but is not limited to physical, emotional,
verbal and/or sexual abuse, the use of unauthorized restraint, seclusion, or restrictive intervention; or
use of authorized restraint, seclusion, or restrictive intervention that results in, or could reasonably be
expected to result in, physical harm, pain, fear, or mental anguish to the individual.
Exploitation: the unlawful or improper act of using an individual or an individual's resources for
monetary or personal benefit, profit, or gain through the use of manipulation, intimidation, threats, or
coercion.
Misappropriation: misappropriation over $500 that effects the health and welfare of the individual.
Depriving, defrauding, or otherwise obtaining the money, real or personal property (including
prescribed medication) of an individual by any means prohibited by law (e.g., theft).
Neglect: when there is a duty to do so, failing to provide an individual with any treatment, care, goods,
or services necessary to maintain the health or welfare of the individual.
Self-Harm or Suicide Attempt: self-harm or suicide attempt that includes a physical attempt by an
individual to harm themselves that results in emergency room treatment, in-patient observation, or
hospital admission.
Self-Neglect: an adult’s inability, due to physical or mental impairment or diminished capacity, to
perform essential self-care tasks.
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•

Unnatural or Accidental Death: an unnatural or accidental death, that could not reasonably have been
expected, and the circumstances are suspicious, or the cause of death are not related to any known
medical condition of the individual. Includes medical errors, suicide, overdoses, accidents, or homicides.

CMEs must report incidents in accordance with rule 5160-44-05 of the OAC. All CME staff to report critical
incidents using the existing protocol developed by ODM. These critical incidents will be reported into Aetna’s
OhioRISE Care Coordination Portal similar to requirements for reporting sentinel events. The responsibilities of
CME Care Coordinators to report Critical Incidents are as follows:
•

•

•

Within one business day of notification of the incident, the Care Coordinator must complete the
following:
o Identify the incident.
o Assure the immediate health and safety of the Individual.
o Report the incident in ODM’s Incident Management System including the following:
 Documentation of efforts and actions undertaken for the immediate health and safety.
 Documentation of which agencies (police, CPS, APS, ODH) were notified and when of
the incident.
 Documentation of what happened and where, who was involved, what were the
consequences, and current location of the individual.
Within 45 days of notification of the incident, the Care Coordinator must complete the following:
o Document the incident investigation findings, root causes and contributing factors in the
Incident Management System including the following:
 Uploading of any documents that are pertinent to the case.
 Provide a summary of the investigation and a review of the findings.
 Determine if the incident is substantiated or not substantiated.
Within seven days of the investigation findings being documented in the Incident Management
System, the Care Coordinator must complete the following:
o Develop person centered prevention plan and document in the Incident Management System
making sure to complete the following:
 Check the appropriate category for the prevention plan.
 Mark “Prevention Plan Completed.”
 Close the case in the Incident Management System.

Similar to sentinel events, CMEs should also ensure that the CFT is provided information regarding these critical
incidents as needed to determine if and when a CFT meeting should occur to address the incident. In many
instances, these incidents may precipitate a major change in condition and should precipitate a new plan of care
developed and approved by the CFT.
Waiver Performance Measure

Who Collects the Data

ODM’s Administrative Authority over OhioRISE 1915(c) Waiver
Percent of sampled OhioRISE Waiver participants reviewed each year who are
verified to meet Level of Care eligibility requirements.

ODM

Number and percent of OhioRISE waiver participants reviewed who had their level
of care (LOC) determined or redetermined within the past 12 months.

ODM

Number and percent of required reports submitted by the OhioRISE plan in a
complete and timely manner.
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The OhioRISE Plan

Number and percent of findings of the OhioRISE plan’s non-compliance that were
remediated through an approved CAP or other method a required by the
ODM/OhioRISE provider agreement.

ODM

OhioRISE 1915(c) Waiver Level of Care
Number and percent of new OhioRISE waiver participants who had a level of care
(LOC) indicating a need for institutional LOC prior to receipt of waiver services.

The OhioRISE Plan

The number and percent of sampled OhioRISE waiver participants whose
reassessment of level of care (LOC) were completed with ODM-approved
processes and instruments.

The OhioRISE Plan

The number and percent of OhioRISE waiver participants whose level of care (LOC)
determinations were completed with ODM-approved processes and instruments.

The OhioRISE Plan

OhioRISE 1915(c) Waiver Participant Services
The number and percent of new independent OhioRISE waiver providers who
meet provider enrollment requirements prior to providing waiver services.

ODM

The number and percent of new OhioRISE waiver agency providers that meet
provider enrollment requirements prior to providing waiver services.

ODM

The number and percent of providers that have an active Medicaid provider
agreement with ODM prior to the OhioRISE Plan authorizing the provider to
provide waiver services.

The OhioRISE Plan

Number and percent of independent OhioRISE waiver providers who were
certified because they met training requirements.

ODM

Number and percent of agency OhioRISE waiver providers who were certified
because they met training requirements.

ODM

OhioRISE 1915(c) Waiver Participant-Centered Planning and Service Delivery
The number and percent of OhioRISE waiver participants reviewed whose waiver
service plans adequately address their assessed needs.

EQRO

The number and percent of OhioRISE waiver participants reviewed whose waiver
service plans have strategies to address and mitigate their identified health and
welfare risk factors.

EQRO

The number and percent of waiver service plans reviewed that address individuals’
personal goals.

EQRO

The number and percent of service plans that were developed according to
policies and procedures as described in the approved waiver.

EQRO

The number and percent of sampled OhioRISE waiver participants whose service
plans were revised, as needed, to address changing needs.

EQRO

The number and percent of OhioRISE waiver participants reviewed whose waiver
service plans were updated at least once in the past 12 months.

The OhioRISE Plan
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The number and percent of OhioRISE waiver participants reviewed who received
services in the type, scope, amount, and frequency specified in their service plan.

EQRO

The number and percent of OhioRISE waiver participants reviewed whose records
contained a document signed by the individual to indicate their choice to receive
waiver services instead of institutional care.

EQRO

OhioRISE 1915(c) Waiver Participant Safeguards
The number and percent of Abuse (physical, verbal, emotional, sexual), Neglect,
Exploitation, and Misappropriation Incidents (over $500) reported into the ODM
approved incident management system(s) within the required timeframe.

ODM

The number and percent of deaths with a required need for review for which an
investigation was completed according to established requirements.

ODM

The number and percent of Abuse (physical, verbal, emotional, sexual), Neglect,
Exploitation, and Misappropriation Incidents (over $500), incident reviews that
were completed according to established requirements.

ODM

The number and percent of substantiated Abuse (physical, verbal, emotional,
sexual), Neglect, Exploitation, and Misappropriation Incidents (over $500) with a
prevention plan developed as a result of the incident.

ODM

The number and percent of substantiated unauthorized (or unapproved) restraint,
seclusion or other restrictive intervention incidents with a prevention plan
developed as a result of the incident.

ODM

The number and percent of incidents reviewed for Abuse (physical, verbal,
emotional, sexual), Neglect, Exploitation, and all Misappropriation (over $500) that
involved paid caregivers.

ODM

OhioRISE 1915(c) Waiver Financial Accountability
The number and percent of claims verified through a review of provider
documentation to have been paid in accordance with individuals waiver service
plans.

The OhioRISE Plan

The number and percent of claims sampled in the above measure that were found
to be unsupported claims for waiver services for which payment was recouped.

The OhioRISE Plan

Section 11: Claims Submission
General claims submission guidance
•

•
•

CMEs may only submit claims for three types of services under their ORE provider type specialty:
o Care coordination (ICC and MCC).
o Initial comprehensive assessments.
o CANS assessments.
CMEs are expected to bill using typical Medicaid provider claims submission processes. Details of the
billing process are available in the provider manual at:
https://www.aetnabetterhealth.com/ohiorise/index.html.
All claims must be submitted within 365 days of rendering the service to be considered timely.
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Beginning 7/1/22, CMEs are required to submit claims through an EDI trading partner or directly
to Aetna Better Health of Ohio. At a later date, information will be released using ODM’s
provider network management module (PNM) for claims submissions.
Aetna will have staff available to assist CMEs with initial set-up of Claims and Billing.
o For ongoing support, we encourage you to contact your CME Relationship Manager.
For additional information on claims and billing please refer to the Aetna provider manual available at
AetnaBetterHealth.com/OhioRISE or by calling 1-833-711-0773 (TTY: 711).
o

•
•

Billing and Coding Information
Practitioner Abbreviations

Practitioner abbreviations are used in the service charts provided in the remaining sections of this document.
The chart below may be used as a reference to these abbreviations:

Practitioner Abbreviations Key
MD/DO

Physician

LSW

CNS

Clinical nurse specialist

LMFT

CNP

Certified nurse practitioner

LPC

PA

Physician assistant

LCDC II or LCDC III

PSY
LISW

Psychologist
Licensed independent social worker
Licensed independent marriage and
family therapist
Licensed professional clinical
counselor
Licensed independent chemical
dependency counselor

SW-A
SW-T

LIMFT
LPCC
LICDC
Licensed
school PSY
PSY
assistant

MFT-T
C-T
CDC-A

Board licensed school psychologist

CMS

Psychology assistant

QMHS

Page 77

Licensed social worker
Licensed marriage and
family therapist
Licensed professional
counselor
Licensed chemical
dependency counselor II
or III
Social worker assistant
Social worker trainee
Marriage and family
therapist trainee
Counselor trainee
Chemical dependency
counselor assistant
Care management
specialist
Qualified mental health
specialist

ICC/MCC Coding Information
OhioRISE Care Coordination Coding
Billing Provider is Required to have the “ORE” Specialty
Service

Practitioner
Rendering Provider Type Modifier –
DO NOT USE
MD/DO
CNS
CNP
PA
PSY
LISW
LIMFT
LPCC
LICDC
Lic school PSY
LSW
LMFT
LPC
LCDC II, III
Psy assistant
SW-T
SW-A
MFT-T
C-T
CDC-A

Moderate Care
Coordination
(MCC) – Full
Month
Moderate Care
Coordination
(MCC) – Partial
Month

Intensive Care
Coordination
(ICC) – Full
Month

Intensive Care
Coordination
(ICC) – Partial
Month

Code

Procedure
Modifier REQUIRED

DO NOT USE T2022

DO NOT USE T2022

DO NOT USE T2023

QMHS/Education
High School/Associate’s
Bachelor’s
Master’s
DO NOT USE T2023
3 years’ experience

Unit
Value

Date of service

Fee
Schedule
Rate

Entire calendar
month, ex: $414.44
7/1/2022 7/31/2022

U1

1 month

U2

Number of
Prorated
1 service service days in
from
calendar
day
$414.44
month.

Entire calendar
month, ex: $1,036.56
7/1/2022 7/31/2022

U1

1 month

U2

Number of
Prorated
1 service service days in
from
day
calendar
$1,036.56
month.

CMS/Education
High School/Associate’s
Bachelor’s
Master’s
Permitted POS Any valid place of service code, except POS 02 or 10, may be used

Billing Notes

•

First date of service for first month of billing should be the date of initial engagement

•

GT modifier is required when service rendered via telehealth

•

Any valid ICD-10 diagnosis code may be used.

•

Procedure modifier is REQUIRED; do NOT use a practitioner modifier on ICC/MCC claims.
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In the event a CME serves a member for a time period less than the full calendar month, the monthly case rate
will be pro-rated. For ease of administration, OhioRISE will calculate the pro-rated case rate based on the
number of days in a year (365) divided by number of months (12) in a year to determine an appropriate per day
rate.
Do not use a practitioner modifier on ICC/MCC claims. CMEs are required to bill with procedure modifier U1 to
indicate full month or procedure modifier U2 to indicate partial billing for a given month. A full month is defined
in terms of a calendar month and is paid at the ODM case rate. As the case rate accounts for the full calendar
month the quantity billed will be one unit. A partial month is defined as either (1) number of service days less
than the calendar month in which the services were provided or (2) level of care coordination consists of a mix
of moderate care coordination (T2022) and intensive care coordination (T2023) during the same calendar
month. As a partial month payment rate is pro-rated at a per day rate, the quantity billed will be the number of
service days. Please refer to below four scenarios for further clarification.

ICC/MCC Sample Scenarios

Scenario 1 – Full calendar month with same care coordination level
•
•

A member received moderate care coordination beginning on January 1 thru January 31.
Claim should be billed on one line using HCPCS code T2022 (moderate care coordination) with modifier
U1 (full month) using quantity 1 (one) for one month. The claim will pay at the monthly case rate for
moderate care coordination.

Scenario 2 – Partial calendar month with same care coordination level
•
•

A member receives intensive care coordination beginning January 15 thru January 31.
Claim should be billed on one line using HCPCS code T2023 (intensive care coordination) with modifier
U2 (partial month) using quantity 17 (seventeen) for seventeen days of service. The claim will pay at the
per diem rate for intensive care coordination.

Scenario 3 – Full calendar month with different care coordination levels
•
•

A member receives moderate care coordination beginning January 1 thru January 15 and then receives
intensive care coordination beginning January 16 thru January 31.
Claim should be billed on two lines. The first line should be billed using HCPCS code T2022 (moderate
care coordination) with modifier U2 (partial month) using 15 (fifteen) for fifteen days of service. The
second line should be billed using HCPCS code T2023 (intensive care coordination) with modifier U2
(partial month) using 16 for sixteen days of service. Line one will pay at the per day rate for moderate
care coordination and line two will pay at the per day for intensive care coordination.

Scenario 4 – Partial calendar month with different care coordination levels
•
•

A member receives moderate care coordination beginning January 15 thru January 22 and then receives
intensive care coordination beginning January 23 thru January 31.
Claim should be billed on two lines. The first line should be billed using HCPCS code T2022 (moderate
care coordination) with modifier U2 (partial month) using 8 for eight days of service. The second line
should be billed using HCPCS code T2023 (intensive care coordination) with modifier U2 (partial month)
using 9 for nine days of service. Line one will pay at the per day rate for moderate care coordination and
line two will pay at the per day rate for intensive care coordination.

Per 5160-59-03, additional informational coding must be included on claims for ICC and MCC to report care
coordination activities performed throughout the month.
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ICC/MCC Activity Reporting
Care Coordination Activities Submitted with ICC/MCC Claims
Service
Component

Initial
Engagement

Face-to-face
contact

Child and
Family
Teaming

Care
Planning
Consultation
Billing
Notes

Activity

Code

Procedure Unit Value
Modifier

Date of service

Telephonic engagement

U1

Encounter

Date of encounter

Text message engagement

U2

Encounter

Date of encounter

U3

Encounter

Date of encounter

Mailed letter engagement

U4

Encounter

Date of encounter

Visit to the home

U5

Encounter

Date of encounter

Initial contact

U1

Encounter

Date of encounter

Encounter

Date of encounter

Email engagement

Additional contact

G9002

G9006

Crisis response contact

UC

Encounter

Date of encounter

Discharge planning contact

UD

Encounter

Date of encounter

Initial convening and
facilitation

U1

Encounter

Date of encounter

Encounter

Date of encounter

Additional convening and
facilitation

G9007

Crisis convening and
facilitation

UC

Encounter

Date of encounter

Discharge planning
convening and facilitation

UD

Encounter

Date of encounter

Develop the initial CFCP

G9005

U1

Encounter

Date completed

Review and update the CFCP

G9009

U1

Encounter

Date of encounter

Psychiatric care coordination
consultation

G9008

Encounter

Date of encounter

•

GT modifier is required when service rendered via telehealth. Modifier GT may not
be used with G9002.

•

Procedure modifiers are required, when applicable, based on the activity
descriptions in this table.

•

Do NOT use practitioner modifiers with care coordination activity codes.

•

If any of the care coordination activities occur on the same date of service (ex: the
initial engagement and the initial face-to-face contact occurred in the same visit)
report both G codes with the same date of service on the claim.
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Initial Comprehensive Assessment – Coding Information
Initial Comprehensive Assessment

Billing Provider is Required to have the “ORE” Provider Specialty

Service

Rendering Provider Type

Code

Procedure
Modifier

Fee Schedule Rate

Initial
Comprehensive
Assessment

MD/DO
PA
CNS
CNP
PSY
LISW
LIMFT
LPCC
LICDC
Lic school PSY

H2000

TG

$591.83

H2000

TG

$364.58

H2000

TG

$191.54

H2000

TG

$185.46

H2000

TG

$166.08

LSW
LMFT
LPC
LCDC II
LCDC III
Psy assistant
SW-T
SW-A
MFT-T
C-T
CDC-A

Unit Value

QMHS/Education
High School/Associate’s
Bachelor’s
Master’s
3 years’ experience
CMS/Education
High School/Associate’s
Bachelor’s
Master’s
Encounter

Permitted POS

Any valid place of service code, except POS 02 or 10, may be used

Billing Notes

•
•
•

Telehealth allowed with GT modifier. GT modifier is required when service
rendered via telehealth.
May only be billed once per OhioRISE enrollment span.
Any valid ICD-10 diagnosis code may be used.
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Child and Adolescent Needs and Strengths assessment (CANS) – Coding Information
CANS Assessment
Rendering Provider is Required to have the “ORC” Provider Specialty

Service

Rendering Provider Type

Code

Procedure
Modifier

Fee Schedule Rate

Child and
Adolescent
Needs and
Strength
(CANS)
Assessment

MD/DO

H2000

-

$341.60

H2000

-

$211.74

H2000

-

$112.86

H2000

-

$109.38

-

$98.31

PA
CNS
CNP
PSY
LISW
LIMFT
LPCC
LICDC
Lic school PSY
LSW
LMFT
LPC
LCDC II
LCDC III
PSY assistant
SW-T
SW-A
MFT-T
C-T
CDC-A

Unit Value

QMHS/Education
High School/Associate’s
H2000
Bachelor’s
Master’s
3 years’ experience
CMS/Education
High School/Associate’s
Bachelor’s
Master’s
Per Assessment (Brief or Comprehensive)

Permitted POS

Any valid place of service code, except POS 02 or 10, may be used

Billing Notes

•
•
•

If the CANS is completed over multiple dates of service, the claim date of service
is the date the CANS was completed.
Telehealth allowed. GT modifier is required when service rendered via telehealth.
Diagnosis code is required. Any valid ICD-10 diagnosis code may be used.

The CANS is completed at prescribed intervals or whenever there is a significant change in a member's condition
or circumstances. CANS assessors should aim to conduct minimally invasive practice and maintain the best
interest of youth/caregivers throughout the assessment process. Accordingly, assessors should not over-assess
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youth/caregivers or ask them to tell their stories multiple times. The Ohio Children’s Initiative CANS assessment
and the state CANS IT system supports the practice of building upon what we already know about the
youth/caregiver’s story and avoiding over-assessment. Prior to engaging the youth/caregiver in the CANS
assessment process, the CANS assessors should access the CANS IT System to determine if a recent CANS
assessment has been completed with the youth/caregiver. If a recent CANS assessment is available in the CANS
IT system, the assessor should use their professional judgement to determine if an update needs to occur or if
the most recent assessment can be used.
Requirements for Billing:
•
•
•

Rendering practitioner must be appropriately certified and trained in the administration of the Ohio
Children’s Initiative CANS assessment
The rendering practitioner must have an NPI, be enrolled in Medicaid, add the “ORC” specialty to the
Ohio Medicaid enrollment and be affiliated with the billing provider
CANS assessments must be entered in Ohio’s CANS IT system to establish and maintain OhioRISE
eligibility

Practitioner Modifiers on CME Claims submitted to Aetna OhioRISE

Aetna does not require practitioner modifiers on community behavioral health professional and outpatient
claims, unless the rendering practitioner has multiple licenses/certifications with differing scopes of practice.
Inclusion of a practitioner modifier on an ICC/MCC claim may result in an incorrect claim payment or claim
denial. Practitioner modifiers should not be used on claims for the following CME services:
•
•

Intensive Care Coordination and Moderate Care Coordination (T2022, T2023)
Care Coordination Activity Reporting codes (G9002, G9005, G9006, G9007, G9008, G9009)

The following CME services require practitioner modifiers only when the rendering practitioner has a dual
license/certification with differing scopes of practice:
•
•

Initial Comprehensive Assessment (H2000 TG)
CANS (H2000)

Aetna practitioner modifiers (to be used by CMEs on claims for CANS and Initial Comprehensive Assessments)
Practitioner
Modifier
Practitioner
Modifier
LPC
U2
MFT-T
UA
LCDC II or LCDC III
U3
CMS (High School/Associates)
HM
LSW
U4
CMS (Bachelors)
HN
LMFT
U5
CMS (Masters)
HO
PSY assistant
U1
QMHS (High School/Associates)
HM
CDC-A
U6
QMHS (Bachelors)
HN
C-T
U7
QMHS (Masters)
HO
SW-A
U8
QMHS (3 yrs experience)
UK
SW-T
U9
Manual Processing of Some Claims at Start-Up
As of June 21, 2022, Aetna is working to reconfigure its claims engine to incorporate the practitioner modifier
requirements outlined above to align with ODM fee-for-service. Until this reconfiguration is complete, Aetna will
need to process some claims manually. Providers will not be required to resubmit or adjust claims at a later date
if their claims are processed manually because of Aetna’s reconfiguration timeline.
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Diagnosis Codes on CME Claims

The CME that is submitting the claim is responsible for the accuracy of the claim. All CMEs have clinical
leadership and should be training care coordinators and individuals submitting claims on appropriate use of
diagnosis codes on claims. CMEs should develop internal processes for this and have that process documented.
Each CME may have different processes depending on how they are staffing, and some may choose to involve a
coder or clinical supervisor reviewing or signing off on diagnosis code assignment in cases where one is not
already on file.
For some OhioRISE youth there may not be an established diagnosis at the time of the service. In these
circumstances a “Z-code” ICD-10 diagnosis code may be acceptable for initial presentation. Once a relevant
diagnosis is established (typically within 30-60 days from initial presentation), the appropriate diagnosis code
should be used on the claim to support the service rendered. Please note the following when considering
appropriate diagnosis coding:
•
•

Z-codes are "reasons for encounters" and do not require a formal diagnosis to be rendered.
CMEs and their care coordinators may also use diagnoses that were established by other clinicians. In
these cases, the clinician that established the diagnosis did the diagnosing, but the agency is relying on
that available clinical information for claim reporting to support the care coordination service
rendered/billed.

Section 12: Resources
Links to key resources used in the development of the OhioRISE program.

Updating the System of Care Concept and Philosophy
Wraparound Ohio Website Wraparound Ohio Website:
Ten Principles of the Wraparound Process Ten Principles of the Wraparound Process:
(Regional Research Insititute, School of Social Work, Portland State University, 2021)
National Wraparound Initiative National Wraparound Initiative:
National Wraparound Implementation Center National Wraparound Implementation Center:
Child and Adolescent Needs and Strengths (CANS) Child and Adolescent Needs and Strengths (CANS)
Wraparound and Natural Supports Wraparound and Natural Supports
Link to guidance materials to be used for OhioRISE implementation.
Ohio Department of Medicaid Behavioral Health Provider Manual
Aetna OhioRISE Provider Manual Aetna OhioRISE Provider Manual
OhioRISE Plan Provider Agreement OhioRISE Plan Provider Agreement

OhioRISE Governance

OhioRISE is governed by ODM, the Governor’s Office of Children’s Initiatives, and Ohio’s Family and Children
First Cabinet Council. Information about each agency partner can be found at:
Ohio Department of Mental Health and Addiction Services (MHAS)
Ohio Department of Job and Family Services (ODJFS)
Department of Youth Services (DYS),
Ohio Department of Rehabilitation and Correction (DRC)
Ohio Department of Health (ODH)
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Ohio Department of Developmental Disabilities (DODD)
Ohio Department of Education (ODE),
The Office of Family & Children First

Ohio Administrative Code Regulations

ODM original-filed rules in April, and the final file will occur in June for a July 1, 2022 effective date. Until the
final filing, all OhioRISE-related rules can be viewed at the Register of Ohio website.
Rule

Subject

5160-27-02

BH Coverage Limitations

5160-27-13

ODM Mobile Response and Stabilization Service

5122-29-14

OhioMHAS Mobile Response and Stabilization Service

5160-59-01

OhioRISE: Definitions

5160-59-01.1

OhioRISE: Application of General Managed Care Rules

5160-59-02

OhioRISE: Eligibility and Enrollment

5160-59-02.1

OhioRISE: First Day Eligibility and Enrollment

5160-59-03

OhioRISE: Covered Services

5160-59-03.1

OhioRISE: Utilization Management

5160-59-03.2

OhioRISE: Care Coordination

5160-59-03.3

OhioRISE: Intensive Home-Based Treatment

5160-59-03.4

OhioRISE: Behavioral Health Respite Services

5160-59-03.5

OhioRISE: Primary Flex Funds (renamed from wraparound supports)

5160-59-04

OhioRISE waiver: Eligibility and Enrollment

5160-59-05

OhioRISE waiver: Covered Services

5160-59-05.1

OhioRISE waiver: Out of Home Respite

5160-59-05.2

OhioRISE waiver: Transitional Support Services

5160-59-05.3

OhioRISE waiver: Secondary Flex Funds (renamed from wraparound supports)
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Section 13: Definitions
Care Coordination – A strategy that will be deployed by OhioRISE Program to deliberately organize and support
children, youth, and their families by addressing needs to achieve better health outcomes.
Care Coordination Entity (CCE) – A local community agency (that is not a CME) that provides care coordination
to specific populations in the Medicaid program.
Care Coordinator-A licensed or non-licensed profession responsible for organizing and supporting children,
youth and families by organizing and supporting addressing their needs to achieve better health.
Care Management Entity (CME) – A local community agency contracted with the OhioRISE Plan that provides
behavioral health care coordination to OhioRISE Plan enrolled members.
Caseworker: PCSA caseworker means an individual employed by a public children services agency as
a caseworker.
Child and Adolescent Needs and Strengths (CANS) – A multiple purpose information integration tool developed
for children's services to support decision-making, including level of care and service planning, facilitate quality
improvement initiatives, and to allow for the monitoring of outcomes of services. CANS is designed to be the
output of a functional assessment process.
Claim – A bill from a provider for health care services assigned a unique identifier. A claim does not include an
encounter form. A claim can include any of the following: (1) a bill for services; (2) a line item of services; or (3)
all services for one member within a bill.
Cultural Humility – An approach that incorporates a lifelong commitment to self-evaluation and critique, to
redressing the power imbalances in the physician-patient dynamic, and to developing mutually beneficial and
non-paternalistic partnerships with communities on behalf of individuals and defined populations.
Family – A child's family or caregiver may include biological, adoptive, or foster parents, as well as extended
family or non-biological adults who have a role in the care for and support of a child or youth.
Health Disparity – A particular type of health difference closely linked with social or economic disadvantage.
Health disparities adversely affect groups of people who have systematically experienced greater social and/or
economic obstacles to health based on characteristics historically linked to discrimination or exclusion (e.g., race
or ethnic group; religion; socioeconomic status; gender; age; mental health; cognitive, sensory, or physical
challenges; sexual orientation; or geographic location).
Health Equity – Exists when everyone has a fair opportunity to attain their full health potential and that no one
is disadvantaged from achieving this potential.
Intensive care coordination (ICC) – As defined in 5160-59-03.2, ICC is a high fidelity wraparound model that is
utilized when a "child and adolescent needs and strengths" (CANS) assessment and other clinical documentation
indicates: Significant behavioral health challenges that require an action or immediate intensive action to ensure
that the identified behavioral health need(s), risk behavior(s), life functioning and caregiver(s) needs are
addressed; and the youth requires the majority of care coordination activities be delivered in the home setting;
and one of the following:
•
•

The youth demonstrates at-risk behaviors or other psychosocial factors which place the youth at high
likelihood for out-of-home treatment or psychiatric hospitalization.
The youth is being discharged or has recently been discharged from a psychiatric residential treatment
facility, as described in rule 5160-59-03.6 of the Administrative Code, or other inpatient psychiatric
hospitalization.
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Managed Care Organization (MCO) – An entity that meets the requirements of 42 CFR 438.2 and is a health
insuring corporation (HIC) licensed in the state of Ohio that enters into a managed care provider agreement with
ODM.
Managed Care Entities (MCEs) – Entities that include managed care organizations, single pharmacy benefits
manager, and the OhioRISE Plan.
Medically Necessary or Medical Necessity – Has the same meaning as OAC rule 5160-1-01:
Medical necessity for individuals covered by early and periodic screening, diagnosis, and treatment (EPSDT) is
defined as procedures, items, or services that prevent, diagnose, evaluate, correct, ameliorate, or treat an
adverse health condition such as an illness, injury, disease, or its symptoms, emotional or behavioral
dysfunction, intellectual deficit, cognitive impairment, or developmental disability.
Medical necessity for individuals not covered by EPSDT is defined as procedures, items, or services that prevent,
diagnose, evaluate, or treat an adverse health condition such as an illness, injury, disease or its symptoms,
emotional or behavioral dysfunction, intellectual deficit, cognitive impairment, or developmental disability, and
without which the person can be expected to suffer prolonged, increased, or new morbidity; impairment of
function; dysfunction of a body organ or part; or significant pain and discomfort.
•

Conditions of medical necessity are met if all the following apply:
o Meets generally accepted standards of medical practice.
o Clinically appropriate in its type, frequency, extent, duration, and delivery setting.
o Appropriate to the adverse health condition for which it is provided and is expected to produce
the desired outcome.
o Is the lowest cost alternative that effectively addresses and treats the medical problem.
o Provides unique, essential, and appropriate information if it is used for diagnostic purposes; and
not provided primarily for the economic benefit of the provider nor for the convenience of the
provider or anyone else other than the recipient.
o The fact that a physician, dentist, or other licensed practitioner render, prescribes, orders,
certifies, recommends, approves, or submits a claim for a procedure, item, or service does not,
in and of itself, make the procedure, item, or service medically necessary and does not
guarantee payment for it.
o The definition and conditions of medical necessity articulated in this rule apply throughout the
entire Medicaid program. More specific criteria regarding the conditions of medical necessity for
categories of service may be set forth within ODM coverage policies or rules.

Moderate care coordination (MCC) – As defined in 5160-59-03.2, MCC a wraparound informed model that is
utilized when a CANS assessment and other clinical documentation indicates moderate behavioral health
challenges that require an action or immediate intensive action to ensure that the identified behavioral health
need(s), risk behavior(s), and life functioning are addressed; and the youth demonstrates at risk behaviors or
other psychosocial factors which place him or her at high likelihood for out of home treatment or psychiatric
hospitalization.
Performance Improvement Project (PIP) – A type of quality improvement (QI) project in which the OhioRISE
Plan works collaboratively with the ODM-contracted clinical lead, QI lead, and recruited practices to improve an
outcome. The OhioRISE Plan will conduct one PIP per year in a topic chosen by ODM. PIPs are validated by
ODM's contracted EQRO in accordance with 42 CFR 438.330.
Performance Measure – An assessment tool that aggregates data to assess the structure, processes, and
outcomes of care within and between entities; typically, specifies a numerator (what/how/when), denominator
(who/where/when), and exclusions (not).
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Population Health – The health outcomes of a group of individuals, including the distribution of such outcomes
within the group. Within Ohio Medicaid, these groups may be defined by health care service utilization,
common diagnoses, physical or behavioral health need, demographic characteristics, geography, or social
determinants (e.g., homelessness).
Population Health Management – An approach to maintain and improve physical and psychosocial well-being
and address health disparities through cost-effective, person-centered health solutions that address members'
health needs in multiple settings at all points along the continuum of care.
Post-Stabilization Care Services – As defined in OAC rule 5160-26-01, covered services related to an emergency
medical condition that a treating provider views as medically necessary after an emergency medical condition
has been stabilized to maintain the stabilized condition, or under the circumstances described in 42 CFR 422.113
to improve or resolve the member's condition.
Protected Health Information (PHI) – Information received from or on behalf of ODM that meets the definition
of PHI as defined by 45 CFR. 160.103.
Provider – As defined in OAC rule 5160-26-01, a hospital, health care facility, physician, dentist, pharmacy, or
otherwise licensed or certified appropriate individual or entity that is authorized to or may be entitled to
reimbursement for health care services rendered to an OhioRISE Plan member.
Provider Agreement – As defined in OAC rule 5160-26-01, a formal agreement between ODM and the OhioRISE
Plan for the provision of medically necessary services to Medicaid members.
Provider Network or Network – Consistent with "Provider Panel" as defined in OAC rule 5160-26-01, the
OhioRISE Plan's contracted providers available to the OhioRISE Plan's members.
Quality Assessment and Performance Improvement (QAPI) Program – A requirement by 42.CFR 438.330 that
the OhioRISE Plan implement an ongoing quality assessment and performance improvement (QAPI) program for
all services it furnishes to its members, ensuring the delivery of quality health care.
Quality Improvement Culture – Shared beliefs, perceptions, norms, values, and expectations of individuals and
the organization regarding quality improvement (QI) and customer satisfaction. When a quality culture is
achieved, all employees, from senior leadership to frontline staff, have infused QI into the way they do business
daily. Employees continuously consider how processes can be improved, and QI is no longer seen as an
additional task but a frame of mind in which the application of QI is second nature. The components of a
sustainable QI culture include leadership commitment, a QI infrastructure, employee empowerment, a customer
(member, provider, stakeholder) focus, teamwork and collaboration, and a focus on continually learning and
improving.
Quality Improvement Project (QIP) – Collaborative undertaking that uses rapid-cycle continuous quality
improvement methods to identify and address root causes of poor outcomes which prioritize and test
interventions, monitor intervention results, and sustain and scale up interventions found through testing to
improve health outcomes, quality of life and satisfaction of providers and members. Typically, ODM initiated
improvement projects involve entities at multiple levels within the health system, including health care
providers, MCEs, the OhioRISE Plan, SPBM, and state and county entities.
Service Area – As defined in OAC 5160-26-01, the geographic area specified in the OhioRISE Plan's provider
agreement where the OhioRISE Plan agrees to provide Medicaid services to members residing in those areas.
Single Pharmacy Benefit Manager (SPBM) – The state Medicaid pharmacy benefit manager selected under ORC
section 5167.24 that is responsible for processing all pharmacy claims for OhioRISE Plan members.
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Social Determinants of Health (SDOH) – The complex, integrated, and overlapping social and economic risk
factors that impact health outcomes and health status.
Social Risk Factors – Economic and social conditions that may influence individual and group differences in
health and health outcomes. These factors may include age, gender, income, race, ethnicity, nativity, language,
sexual orientation, gender identity, disability, geographic location, and many others.
Subcontract – As defined in OAC rule 5160-26-01, a written contract between the OhioRISE Plan and a third
party, including the OhioRISE Plan's parent company or any subsidiary corporation owned by the OhioRISE Plan's
parent company, or between the third party and a fourth party, or between any subsequent parties, to perform
a specific part of the obligations specified under the OhioRISE Plan's provider agreement with ODM.
Subcontractor – As defined in OAC rule 5160-26-01, any party that has entered a subcontract to perform a
specific part of the obligations specified under the OhioRISE Plan's provider agreement with ODM. A network
provider is not a subcontractor by virtue of the network provider contract with the OhioRISE Plan.
System of Care – A spectrum of effective, community-based services and supports for children and youth with
or at risk for mental health or other challenges and their families that is organized into a coordinated network,
builds meaningful partnerships with families and youth, and addresses their cultural and linguistic needs, to help
them to function better at home, in school, in the community, and throughout life.
Telehealth – As defined in OAC rule 5160-1-18, is the direct delivery of health care services to a patient via
secure, synchronous, interactive, real-time electronic communication comprised of both audio and video
elements.
Wraparound supports- As defined in rule 5160-59-01, the services, equipment, or supplies not otherwise
provided through the Medicaid State Plan Benefit or the OhioRISE program that address a youth’s identified
need as documented in the child and family-centered care plan. Wraparound supports are intended to enhance
and supplement the array of services available to a youth enrolled on the OhioRISE program and are discussed,
recommended, and implemented through the care coordination process as described in rule 5160-59-03.2 of
the Ohio Administrative Code.
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Section 14: Acronyms
Acronym

Definition

ABD

Aged, Blind, and Disabled

AMA

American Medical Association

APM

Alternative Payment Model

APRN

Advanced Practice Registered Nurse

ASAM

American Society of Addiction Medicine

BDD

County Board of Developmental Disabilities

CAHP

Consumer Assessment of Healthcare Providers

CANS

Child and Adolescent Needs and Strengths

CCE

Care Coordination Entity

CDJFS

County Department of Job and Family Services

CEO

Chief Executive Officer

CFO

Chief Financial Officer

CFR

Code of Federal Regulations

CHIP

Children's Health Insurance Program

CHW

Community Health Worker

CICIP

Care Innovation and Community Improvement Program

CIO

Chief Information Officer

CMHC

Community Mental Health Center

CME

Care Management Entity

CMO

Chief Medical Officer

COA

Certificate of Authority

COE

Center of Excellence

CPC

Comprehensive Primary Care
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Acronym

Definition

CPSE

Claims Payment Systemic Error

CSP

Coordinated Services Program

CY

Calendar Year

DME

Durable Medical Equipment

DODD

Department of Developmental Disabilities

DYS

Ohio Department of Youth Services

EAPG

Enhanced Ambulatory Patient Grouping

eCQM

Electronic Clinical Quality Measure

EDI

Electronic Data Interchange

EHR

Electronic Health Record

EPSDT

Early and Periodic Screening, Diagnosis, and Treatment

EQRO

External Quality Review Organization

ESC

Educational Service Center

EVV

Electronic Visit Verification

FCFC

Family and Children First Council

FDR

First Tier, Downstream, and Related Entities

FFS

Fee for Service

FQHC

Federally Qualified Health Center

FWA

Fraud, Waste, and Abuse

HIE

Health Information Exchange

HIPAA

Health Insurance Portability and Accountability Act

HITECH

Health Information Technology for Economic and Clinical Health Act

IHBT

Intensive Home-Based Treatment

ICC

Intensive Care Coordination
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Acronym

Definition

IMD

Institution for Mental Disease

LISW

Licensed Independent Social Worker

LPCC

Licensed Professional Clinical Counselor

LSW

Licensed Social Worker

MAGI

Modified Adjusted Gross Income

MAT

Medication Assisted Treatment

MCC

Moderate Care Coordination

MCE

Managed Care Entity

MCO

Managed Care Organization

MFCU

Medicaid Fraud Control Unit

MHPAEA

Mental Health Parity and Addiction Equity Act

MISP

Maternal and Infant Support Program

MPS

Minimum Performance Standards

MRSS

Mobile Response and Stabilization Services

NAIC

National Association of Insurance Commissioners

NCQA

National Committee for Quality Assurance

NPI

National Provider Identifier

OAC

Ohio Administrative Code

ODE

Ohio Department of Education

ODH

Ohio Department of Health

ODJFS

Ohio Department of Job and Family Services

ODM

Ohio Department of Medicaid

ODRC

Ohio Department of Rehabilitation and Correction

OFCF

Ohio Family and Children First
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Acronym

Definition

OMHAS

Ohio Department of Mental Health and Addiction Services

OMES

Ohio Medicaid Enterprise System

ORC

Ohio Revised Code

ORP

Ordering, Referring, and Prescribing

PCP

Primary Care Provider

PCSA

Public Children Services Agency

PHI

Protected Health Information

PIP

Performance Improvement Project

PMPM

Per Member Per Month

QAPI

Quality Assessment and Performance Improvement

QI

Quality Improvement

RHC

Rural Health Clinic

SDOH

Social Determinants of Health

SFTP

Secure File Transfer Protocol

SFY

State Fiscal Year

SIU

Special Investigative Unit

SPA

State Plan Amendment

SPBM

Single Pharmacy Benefit Manager

SSA

Social Security Act

SUD

Substance Use Disorder

TPL

Third Party Liability

UM

Utilization Management

US

United States

USC

United States Code
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Section 15: Aetna Better Health of Ohio’s Non-Discrimination Notice
Aetna Better Health® of Ohio follows state and federal civil rights laws that protect you from
discrimination or unfair treatment. We do not treat people unfairly because of a person’s age, race,
color, national origin, religion, sex, gender identity, sexual orientation, religion, marital status, mental
or physical disability, medical history, health status, genetic information, evidence of insurability, or
geographic location.
If you would like to file a complaint, please contact Aetna Better Health by either:
Mail:
Aetna Better Health
7400 W Campus Rd, Suite 200
New Albany, OH 43054
Phone:
1-833-711-0773 (TTY: 711)
Email:
OhioRISEMemberServices@Aetna.com
If you would like to file a complaint with Health and Human Services Office for Civil Rights, please go to
https://ocrportal.hhs.gov/ocrsmartscreen/main.jsf or by mail or phone at:
Mail:
U.S. Department of Health and Human Services
200 Dependence Avenue, S.W.
Washington, D.C. 20201
Phone:
1-800-368-1019, TDD: 1-800-537-7697
Language Assistance, Interpretation Services, and Auxiliary Aids

ENGLISH: To help you understand this notice, language assistance,
interpretation services, and auxiliary aids and services are available
upon request at no cost to you. Services available include, but are
not limited to, oral translation, written translation, and auxiliary
aids. You can request these services and/or auxiliary aids by calling
Aetna Better Health Member Services
at 1-833-711-0773 (TTY: 711)
SPANISH: Para ayudarle a entender este aviso, disponemos de asistencia lingüística, servicios de interpretación y
ayudas y servicios auxiliares si los solicita, sin costo alguno para usted. Los servicios disponibles incluyen, entre
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otros, traducción oral, traducción escrita y ayudas auxiliares. Puede solicitar estos servicios o ayudas auxiliares
llamando al Departamento de Servicios para Miembros de Aetna Better Health al 1-833-711-0773 (TTY: 711).
NEPALI: यो सू चना तपाइ� लाइ� बु� सहायता गन� तपाइ� को िन�� िनः शु � �पमा आग्रह गनु�भएअनुसार भाषाको सहायता,
अनुवादका सेवाह� र थप सहायता र सेवाह� उपल� छन्। समावेश भएका सेवाह� उपल� छन् तर मौ�खक अनु वाद,
िल�खत अनुवाद र थप सहायतामा सीिमत छै नन्। तपाइ� ले 1-833-711-0773 (TTY: 711) मा Aetna Better Health सद�
सेवाह�मा फोन गरे र यी सेवाह� र/वा थप सहायता आग्रह गन� स�ु�न्छ।
 ﺗﺷﻣل اﻟﺧدﻣﺎت. ﺗﺗوﻓر اﻟﻣﺳﺎﻋدة اﻟﻠﻐوﯾﺔ وﺧدﻣﺎت اﻟﺗرﺟﻣﺔ اﻟﻔورﯾﺔ واﻟﻣﺳﺎﻋدات واﻟﺧدﻣﺎت اﻟﻣﻌﯾﻧﺔ ﻋﻧد اﻟطﻠب ﻣﺟﺎﻧًﺎ،ﻣﺳﺎﻋدﺗك ﻓﻲ ﻓﮭم ھذا اﻹﺧطﺎر
 أو اﻟﻣﺳﺎﻋدات/ ﯾﻣﻛﻧك طﻠب ھذه اﻟﺧدﻣﺎت و. اﻟﺗرﺟﻣﺔ اﻟﺷﻔوﯾﺔ واﻟﺗرﺟﻣﺔ اﻟﻛﺗﺎﺑﯾﺔ واﻟﻣﺳﺎﻋدات اﻟﻣﻌﯾﻧﺔ، ﻋﻠﻰ ﺳﺑﯾل اﻟﻣﺛﺎل ﻻ اﻟﺣﺻر،اﻟﻣﺗﺎﺣﺔ
 اﻹﺿﺎﻓﯾﺔ ﻋن طرﯾﻖ اﻻﺗﺻﺎل ﺑﺧدﻣﺎت أﻋﺿﺎءAetna Better Health 833-1—711-0773 ( ﻋﻠﻰ اﻟرﻗمTTY: 711)
SOMALI: Si lagaaga caawiyo fahanka ogaysiiskan, kaalmada luqadda, adeegyada turjumaada hadalka ah, iyo
qalabka kaalmada naafada iyo adeegyada waxaa la heli karaa marka la codsado iyagoon kharash kugu taagnayn
adiga. Adeegyada la heli karo waxaa ku jira, laakiin kuma xadidna, turjumaada hadalka, turjumaada qoran, iyo
qalabka kaalmada naafada. Waxaad codsan kartaa adeegyada iyo/ama qalabka kaalmada naafada addoo soo
wacaya Adeegyada Xubinta Aetna Better Health lambarka 1-833-711-0773 (TTY: 711)
RUSSIAN: Если вам нужна помощь в понимании данного уведомления, вы можете обратиться за
языковой поддержкой, услугами устного перевода, а также вспомогательными средствами и услугами,
которые по запросу оказываются бесплатно. Доступные услуги включают, помимо прочего, устный
перевод, письменный перевод и вспомогательные средства. Вы можете обратиться за данными услугами
и/или вспомогательными средствами в отдел обслуживания участников Aetna Better Health по телефону
1-833-711-0773 (TTY: 711)
FRENCH: Pour vous aider à bien comprendre cet avis, vous pouvez faire appel à des services gratuits
d'interprétation et d'aide auxiliaire. Par exemple, vous pouvez vous faire traduire un texte par oral ou par écrit,
ou encore bénéficier d'autres services auxiliaires. Pour solliciter ces services et/ou une aide auxiliaire, appelez le
service réservé aux membres Aetna Better Health au
1-833-711-0773 (TTY : 711)
VIETNAMESE: Để giúp quý vị hiểu thông báo này, hỗ trợ ngôn ngữ, dịch vụ thông dịch, và các dịch vụ và hỗ trợ
phụ trợ được cung cấp miễn phí theo yêu cầu cho quý vị. Các dịch vụ có sẵn bao gồm, nhưng không giới hạn,
dịch nói, dịch văn bản và các hỗ trợ phụ trợ. Quý vị có thể yêu cầu các dịch vụ này và/hoặc hỗ trợ phụ trợ bằng
cách gọi cho Dịch vụ Hội viên của Aetna Better Health theo số
1-833-711-0773 (TTY: 711)
SWAHILI: Ili kukusaidia kuelewa ilani hii, usaidizi wa lugha, huduma za ukalimani na vifaa vya kusikia na huduma
zinapatikana ukiomba bila malipo yoyote. Huduma hizi ni pamoja na, bila kuishia kwa hizi tu, tafsiri ya mdomo,
tafsiri ya maandishi na vifaa vya kusikia. Unaweza kuomba huduma hizi na/au vifaa vya kusikia kwa kupigia simu
Aetna Better Health Member Services kwa nambari 1-833-711-0773 (TTY: 711)
UKRANIAN: Щоб допомогти вам зрозуміти це повідомлення, за запитом вам безкоштовно може
надаватися мовна допомога, послуги перекладу, а також допоміжні засоби й послуги. Такі послуги
включають, крім іншого, усний переклад, письмовий переклад та допоміжні засоби. Ви можете замовити
ці послуги та/або допоміжні засоби, зателефонувавши в службу підтримки учасників Aetna Better Health за
номером 1-833-711-0773 (TTY: 711)
CHINESE (TRADITIONAL): 為幫助您理解本通知，我們可應您的要求免費提供語言協助、口譯服務以及輔助
設備和服務。提供的服務包括但不限於口譯、筆譯以及輔助設備。您可致電 Aetna Better Health 會員服務
部，要求獲得這些服務和/或輔助設備，電話號碼為：1-833-711-0773（TTY：711）
Page 95

KINYARWANDA: Kugira ngo ufashwe gusobanukirwa neza iri tangazo, ubufasha mu by'ururimi, serivisi
z'ubusemuzi n'ibikoresho bifasha abafite ubumuga bwo kutumva na serivisi bijyanye biboneka bisabwe kandi nta
mafaranga wishyuzwa. Serivisi ziboneka harimo, ariko ntabwo zigarukira gusa ku, busemuzi, ubusemuzi
bw'inyandiko n'ibikoresho bifasha abafite ubumuga bwo kutumva. Ushobora gusaba izo serivisi cyangwa
ibikoresho bifasha abafite ubumuga bwo kutumva uhamagaye Aetna Better Health Member Services kuri 1-833711-0773 (TTY: 711)
CHINESE (SIMPLIFIED): 为帮助您理解本通知，我们可应您的请求免费提供语言援助、口译服务以及辅助设
备和服务。提供的服务包括但不限于口译、笔译以及辅助设备。您可致电 Aetna Better Health 会员服务
部，请求获得这些服务和/或辅助设备，电话号码为：1-833-711-0773 (TTY: 711)
 او، د ژﺑﺎړې ﺧدﻣﺗوﻧﮫ، د ﻏوښﺗﻧﯥ ﭘﮫ ﺻورت ﮐﯥ د ژﺑﯥ اړوﻧد ﻣرﺳﺗﮫ،ﭘﮫ دې ﺧﺑرﺗﯾﺎ د ﭘوھﯾدو ﭘﮫ ﺑرﺧﮫ ﮐﯥ ﺳﺗﺎﺳو ﺳره د ﻣرﺳﺗﯥ ﻟﭘﺎره
 او ﻣرﺳﺗﻧدوﯾﮫ ﮐوﻣﮑوﻧﮫ، ﻟﯾﮑﻠﻲ ژﺑﺎړه، ﭘﮫ ﺷﺗﮫ ﺧدﻣﺗوﻧو ﮐﯥ ﺷﻔﺎھﻲ ژﺑﺎړه.ﻣرﺳﺗﻧدوﯾﮫ ﮐوﻣﮑوﻧﮫ او ﺧدﻣﺗوﻧﮫ ﭘرﺗﮫ ﻟﮫ ﮐوم ﻟګښت څﺧﮫ ﺷﺗون ﻟري
 ﺗﺎﺳو ﮐوﻟﯽ ﺷﺊ د. ﺧو ﺗر دې ﭘورې ﻣﺣدود ﻧدي، ﺷﺎﻣل ديAetna Better Health 1-833-711-0773 ( د ﻏړو ﺧدﻣﺎت ﺗﮫ ﭘﮫTTY: 711)
ﯾﺎ ﻓرﻋﻲ ﻣرﺳﺗو ﻏوښﺗﻧﮫ وﮐړئ/ﺗﻠﯾﻔون ﮐوﻟو ﺳره د دې ﺧدﻣﺎﺗو او
AMHARIC: ይህን ማሳሰቢያ እንዲረዱት ሊያግዝዎ የሚያስችሉ የቋንቋ እርዳታ፣ የትርጉም አገልግሎቶች፣ እና ተያያዥ ድጋፎች
እና አገልግሎቶች ሲጠይቁ እርስዎ ምንም ወጪ ሳያወጡ ማግኘት ይችላሉ። ያሉት አገልግሎቶች የቃል ትርጉም፣ የጽሁፍ
ትርጉም፣ እና ተያያዥ ድጋፎች እና ሌሎችን ይጨምራል። እነዚህን አገልግሎቶች እና/ወይም ተያያዥ ድጋፎችን ወደ Aetna
Better Health የአባል አገልግሎቶች በ 1-833-711-0773 (TTY: 711) በመደወል መጠየቅ ይችላሉ።
GUJARATI: આ સૂચનાને સમજવામાં તમારી મદદ કરવા માટે , ભાષા સહાય, દુભાિષયા સેવાઓ અને વધારાની સહાય અને
સેવાઓ િવનંતી કરવા પર તમારા માટે કોઈપણ ખચ� િવના ઉપલબ્ધ છે . ઉપલબ્ધ સેવાઓમાં મૌિખક અનુવાદ, લેિખત
અનુવાદ અને વધારાની સહાયનો સમાવેશ થાય છે , પરં તુ સેવાઓ એટલા સુધી મયા�િદત નથી. તમે Aetna Better Health
Member Servicesને 1-833-711-0773 (TTY: 711) પર કૉલ કરીને આ સેવાઓ અને/અથવા વધારાની સહાયની િવનંતી
કરી શકો છો.
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Appendix A
Ohio MRSS Service Providers by County
MRSS

County

Provider

Contact

Coleman Services

Allen, Auglaize, Hardin,
Putnam

Not applicable

Margaret Lawrence, CEO
margaret.lawrence@colemanservices.org

Child Focus

Clermont

Not applicable

Laura Stith, Chief Clinical Officer lstith@child-focus.org
Randy Allman, CEO rallman@bbhs.org

Butler Behavioral Health

Butler, Warren, Clinton

Not applicable

Victoria Taylor, Vice President of Clinical Services
vtaylor@bbhs.org

Family Resource Center

Hancock

Not applicable

Maria Cool, Crisis Manager maria.cool@frcohio.org

Zepf Center

Lucas

Not applicable

Children’s Resource Center

Wood

Not applicable

Deb Flores, CEO dflores@zepfcenter.org
Adam Nutt, CFO anutt@zepfcenter.org
Noelle Duvall, Clinical Director
noelled@crcwoodcounty.org
Danielle Kutan daniellek@crcwoodcounty.org

Columbiana County ADAMHS
Board

Columbiana

To be identified

Marcy Patton, CEO mpatton@ccmhrsb.org

Franklin County ADAMHS Board

Franklin

Nationwide Children’s
Hospital

Erika Clark Jones, CEO eclarkjones@adamhfranklin.org

Gallia, Jackson, Meigs ADAMHS
Board

Gallia, Jackson, Meigs and
Athens, Hocking, Vinton

Hopewell Health Centers,
Inc.

Robin Harris, CEO robin_harris@gjmboard.org

Lorain County MHARS Board

Lorain

Applewood Centers, Inc.
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Michael Doud, CEO mdoud@mharslc.org
Rebecca Jones rjones@MHARSLC.org

Muskingum Area MHARS Board

Coshocton, Guernsey,
Morgan, Muskingum,
Noble, Perry

Allwell Behavioral Health
Services

Misty Cromwell, CEO mistyc@mhrs.org

Portage County MHARS Board

Portage

Coleman Health Services

John Garrity, CEO johng@mental-health-recovery.org
April Caraway, CEO acaraway@trumbullmhrb.org

Trumbull County MHARS Board

Trumbull

Coleman Health Services

Laura Domitrovich, Youth Program Director
ldomitrovich@trumbullmhrb.org

Union County MHR Board

Union

Maryhaven

Phil Atkins, CEO drphil@mhrbuc.org

Preble County MHARS Board

Preble

Samaritan Behavioral
Health

Hamilton County MHARS Board

Hamilton

To be identified

Cuyahoga County ADAMHS
Board

Cuyahoga

To be identified

Scott Osiecki, CEO osiecki@adamhscc.org

Wayne Holmes MHR Board

Wayne, Holmes

The Counseling Center

Judy Wortham Wood, CEO jwood@whmhrb.org

Marion/Crawford

Marion, Crawford

TBD

Brad DeCamp, CEO Brad.DeCamp@mcadamh.com

Huron County MHARS Board

Huron

Family Life Counseling &
Psychiatric Services

Kristen Cardone, CEO director@huroncountymhas.org

Mercer, Van Wert, Paulding
ADAMHS Board/TRI COUNTY

Mercer, Van Wert,
Paulding

Foundations Behavioral
Health Services

Sandy Goodwin, CEO goodwins@nwbright.net

Jefferson County Prevention and
Recovery Board

Delaware, Morrow

Coleman Health Services

Deanna Brant, CEO dbrant@dmmhrsb.org

Licking/Knox MHARS

Licking, Knox

Behavioral Healthcare
Partners of Central Ohio

Tara Schultz, Clinical Director tschultz@mhrlk.org

Fairfield County ADAMH

Fairfield

To be determined

Marcy Fields, CEO mfields@ohiopps.org
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Patrick Tribbe, CEO patrickt@hcmhrsb.org
Linda Gallagher lindag@hcmhrsb.org

Updated as of 5.13.22
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IHBT Providers by Fidelity per County
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MST Providers by Fidelity per County
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FFT Providers by Fidelity per County
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