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I. Background  
Milliman, Inc. (Milliman) has been retained by the Ohio Department of Medicaid (ODM) to provide actuarial and 
consulting services related to the development of a fee schedule for the state’s Ohio Resilience through Integrated 
Systems and Excellence (OhioRISE) behavioral health program. This report outlines the develop of minimum fee 
schedule rates for the new and enhanced service package for the OhioRISE program that are reflective of the 
average cost associated with performing these services. The primary goal of this project is to develop a minimum fee 
schedule based on the reasonable and necessary costs associated with the delivery of the OhioRISE new and 
enhanced services covered under the OhioRISE Rules, consistent with the access and quality of care provisions 
specified in U.S.C. §1396a(a)(30)(A).  

Upon project completion, ODM is planning to publish the minimum fee schedule rates for potential provider and PIHP 
use. These rates will represent the minimum reimbursement amounts that the PIHP will be required to pay. To the 
extent that individual providers have unique circumstances that may require additional consideration, they can work 
with the PIHP to address those unique circumstances. The minimum fee schedule rates will be used as another point 
of information as part of the actuarial rate-setting process, along with anticipated utilization of these new and 
enhanced services by projected members of the OhioRISE population.  

A. NOTABLE WORK CONTRIBUTING TO FEE SCHEDULE 

The development of the minimum fee schedule rates reflects intensive work with potential providers, ODM, and the 
PIHP, to better understand the resources required to provide the OhioRISE new and enhanced service delivery. The 
information from this work can be found under Advisory Council and Workgroup Meetings at 
https://managedcare.medicaid.ohio.gov/wps/portal/gov/manc/managed-care/ohiorise/ohiorise. This process has 
included the following efforts to better understand the resources required to provide these services: 

Advisory Council and Workgroup Meetings. The OhioRISE Advisory Council and Workgroup meetings 
commenced at the start of 2021. The purpose of these meetings is to engage with stakeholders to obtain critical 
feedback and expert advice for OhioRISE’s services and operations, as well as to understand the reasonable and 
necessary costs for each of the major covered services, which have been reflected in rate models illustrated in this 
report.  

Provider Stakeholder Engagement Meetings and Related Frequently Asked Questions (FAQs). In May 2021, 
ODM held three stakeholder engagement meetings open to all potential network providers and other stakeholders. 
The primary goal of the stakeholder meetings was to introduce the IRM approach and to gather feedback on key 
services. Separate sessions were held to discuss Intensive and Moderate Care Coordination (ICC/MCC) and the 
Initial In-Home Assessments and CANS Assessments as well as the Intensive Home Base Treatment (IHBT) and 
Mobile Response and Stabilization Services (MRSS). Feedback from these stakeholder meetings was robust, and to 
be fully responsive to comments and questions received during the meetings, ODM prepared a document with 
answers to frequently asked questions, which is included in this report as Reference 1. 

The assumptions used for the development of the OhioRISE new and enhanced service rates were developed in 
conjunction between ODM and its vendors, Milliman, and stakeholders. We are relying on these assumptions and 
believe them to be reasonable and appropriate for this use. To the extent that the data and information provided to 
develop these assumptions are not accurate, or are not complete, the values provided in this correspondence may 
likewise be inaccurate or incomplete. 
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II. Executive Summary 
The independent rate model (IRM) approach serves to capture and document the average expected costs a 
reasonably efficient Ohio provider would incur while delivering the service. One of the benefits of the IRM approach is 
to provide transparency as to the expected reasonable and necessary costs1 required to provide the service. Another 
benefit of this approach is that rates are developed independently from actual costs incurred, which facilitates an 
understanding of the resulting fee schedule rates under different assumptions. Rather than relying on actual costs 
incurred from a prior time period to determine what the rates should be, the IRM approach builds rates from the 
"ground up" and considers reasonable and necessary costs to provide service based on a set of assumptions. To the 
extent actual costs incurred by service providers are affected by external factors, such as legislatively-mandated 
funding levels made available for services that are not consistent with factors that drive the market, the IRM approach 
provides a means to communicate reasonable and necessary costs to provide the service, and the issues faced by 
providers, so decision makers can more equitably allocate resources based on this information. 

Figure 1 provides a list of the new services developed with the creation of the OhioRISE program and documented in 
this report.  

FIGURE 1: OHIORISE NEW SERVICES 

SERVICE GROUP SERVICE VARIATIONS 

Care Coordination Intensive Care Coordination (ICC) and Moderate Care Coordination (MCC) 

Intensive Home-Based Treatment (IHBT) Base IHBT, Multi-Systemic Therapy (MST), and Functional Family Therapy (FFT) 

Assessments  Initial In-Home Assessment and CANS Assessment 

Mobile Response and Stabilization Services Initial Mobile Response, Mobile Response Follow-up, and Crisis Stabilization 

 

To develop fee schedule rates for each of the services included in Figure 1, we developed several different rate 
models, which are described in more detail in Section III.C Rate Model Types. Each of these rate models can be 
adjusted by applying different assumptions specific to how each of the services is expected to be provided. Although 
the rate models may vary across services, they all include similar types of assumptions, cost components, and 
elements. 

Figure 2 provides the key high-level components included in the IRM approach. 

FIGURE 2: HIGH-LEVEL INDEPENDENT RATE MODEL COMPONENTS  

 
 
 

 
1 Determinations of allowable costs must be consistent with 2 CFR § 200, and in principal, the term “reasonable” relates to the 
prudent and cost-conscious buyer concept that purchasers of services will seek to economize and minimize costs whenever 
possible. The term “necessary” relates to the necessity of the service.  To be “necessary”, it must be a required element for 
providing care to individuals as specified by the approved federal waivers. 
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The first two components shown in Figure 2 above – Clinical Staff Supervisor Salaries and Wages, and Employee 
Related Expenses (EREs) – by far comprise the largest portion of the expected costs built into the rate models. The 
models have been designed to account for differences in the salaries and wages, and the EREs attributable to the 
different types of clinical service staff and supervisors authorized to provide the services. 

The new OhioRISE program services have several types of clinical staff, or qualifying provider types, authorized to 
perform the services. Rather than establish rate models that account for every possible qualifying position, we have 
utilized “provider groups”, which are comprised of groupings of similar provider types. We worked with ODM to 
examine the range of provider types authorized to provide services under the program, and assigned each to one of 
several mutually exclusive provider groups, comprising provider types with similar characteristics, such as 
educational degrees, professional credentials, and expected wage rates. Model assumptions that drive the Clinical 
Staff and Supervisor Salaries and Wages and ERE components shown above were determined at the provider group 
level. 

Appendix 1A provides a summary of the minimum fee schedule rates, including the amount attributable to each of the 
high-level rate components shown in Figure 2, for each service and provider group combination included in this 
project. Appendix 1B provides the details behind the blended minimum fee schedule rate for ICC and MCC, including 
the amount attributable to each of the high-level rate components for each of the practitioners considered within the 
blended rate. Appendix 2 provides a summary of the key rate model assumptions used for the rates shown in 
Appendix 1. The remainder of this report describes the IRM approach, methodology, and assumptions used to 
develop the minimum fee schedule rates illustrated in Appendices 1A and 1B.  
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III. Methodology 
We used an IRM approach to calculate the average costs that a reasonably efficient Ohio provider would be expected 
to incur while delivering these services. As denoted by its description, independent rate model, this approach builds 
rates from the ground up, by determining the costs related to the individual components shown below and summing 
the component amounts to derive a minimum fee schedule rate for each service.  

The IRM approach can be distinguished from other provider payment methodologies in that it estimates the average 
costs for each service given the resources (salaries and other expenses) reasonably expected to be necessary to 
deliver the services. This approach relies on multiple independent data sources as well as input from SMEs to 
develop rate model assumptions to construct the minimum fee schedule rates. By contrast, many cost-based 
methods rely primarily on the actual reported historical costs incurred while delivering services, which can be affected 
by operating or service delivery decisions made by providers. These operating or service delivery decisions may be 
inconsistent with program service delivery standards or by potential program funding limitations that do not 
necessarily consider the average resource requirements associated with providing these services. Figure 3 provides 
an overview of the key components and elements of the IRM approach.  

FIGURE 3: INDEPENDENT RATE MODEL COMPONENTS 

COMPONENT ELEMENTS SUB-ELEMENTS CLARIFYING NOTES 

Clinical Staff 
and Supervisor 
Salaries and 
Wages 

Service-related 
Time 

Direct Time 

Corresponding time unit, or staffing requirement assumptions where not 
defined 
Adjusted for staffing ratios for some services (i.e., more than one person 
served concurrently, e.g., in group counseling sessions or for residential 
services). 

Indirect Time Service-necessary planning, note taking and preparation time 

Transportation Time Travel time related to providing service 

PTO/Training/ Conference 
Time 

Paid vacation, holiday, sick, training and conference time. 
Also considers additional training time attributable to employee turnover 

Supervisor Time Accounted for using a span of control variable 

Wage Rates 
Can Vary for Overtime and 
Weekend Shift Differentials 

Wage rates vary depending on types of direct service employees, which 
have been assigned to provider groups 

Stipends Payments for on-call capacity Used for selected services 

Employee 
Related 
Expenses 

Payroll-related 
Taxes and Fees 

Federal Insurance 
Contributions Act (FICA), 
Federal Unemployment Tax 
Act (FUTA), State 
Unemployment Insurance 
(SUI), Workers Compensation 

Applicable to all employees, and varies by wage level assumption 

Employee 
Benefits 

Health, Dental, Vision, Life 
and Disability Insurance, and 
Retirement Benefits 

Amounts may vary by provider group 

Transportation 
– Fleet Vehicle 
Expense 

Vehicle 
Operating 
Expenses 

Includes all Ownership and 
Maintenance-Related 
Expenses 

Varies by service. Some services assume employee owned vehicle at 
federal rate. Other services assume fleet vehicle expenses or vans. 

Administration, 
Program 
Support, 
Overhead 

All other 
business-related 
costs 

Includes program operating 
expenses, including 
management, accounting, 
legal, information technology, 
etc. 

Excludes expenses related to managed care administration 
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Generally, the IRM approach constructs a fee schedule rate for each service as the sum of the costs associated with 
each of the components shown above. The cost and other assumptions associated with each component are 
adjusted to reflect the expected use of resources separately for each service.  

In Section III.A. Provider Groups and B. Rate Model Components, below, we provide more detail regarding each of 
these components along with their elements and sub-elements. 

A. PROVIDER GROUPS 

As described above, the OhioRISE program services include is a range of provider types that are authorized to 
perform the services as clinical staff. We worked with ODM to assign each provider type or clinical staff position into 
one of a discrete set of provider groups, based on similar characteristics, such as educational degrees, professional 
credentials, and expected wage rates. This recommendation provided a way to balance the need for the rates to 
reflect appropriate variation in labor costs by type of clinical staff and clinical supervisors, and at the same time 
reasonably limit the number of rates needed for each service. Types of clinical staff can vary, from behavioral health 
technicians and/or counselors, to physicians and/or psychiatrists. Expected education levels can range from clinical 
staff with high school degrees to fully accredited Physicians. Positions can also vary depending on experience and 
earned professional credentials and certifications.  

Model assumptions that drive the clinical staff salaries and wages, PTO assumptions, and ERE components, which 
are further described in the next section, Section III.B. Rate Model Components, were determined at the provider 
group level. For each of the provider groups, where appropriate, the resulting fee schedule rate varies depending on 
the input assumptions (e.g. provider group wage rates). 

Appendix 3 provides the provider groups and job titles along with the individual provider wages and weights.  

Where appropriate, separate rate models were developed for services with multiple qualifying provider group 
modifiers – each rate model incorporates wage rates, PTO, and ERE assumptions that were specifically attributable 
to the provider group(s) included in that rate model. Special attention was paid to developing the provider groups 
taking into consideration the need for ease of understanding, sufficient granularity to accurately reflect the market 
experience, and alignment to the appropriate modifiers.  

B. RATE MODEL COMPONENTS 

This subsection provides a description of the key rate components listed in Figure 3, which are: 

 Clinical staff and supervisor salaries and wages 

 Employee Related Expenses  

 Transportation – fleet vehicle expense 

 Administration, program support, overhead 

1. Clinical Staff and Supervisor Salaries and Wages 

The clinical staff salary and wage components are typically the largest components of the minimum fee schedule 
rates, comprising the labor-related cost, or the product of the time and expected wage rates for the clinical staff who 
deliver each of the services. This component incudes costs associated with the clinical staff expected to deliver the 
services and their immediate supervisors.  

Clinical Staff and Supervisor Time Assumptions 

In the IRM approach, clinical staff time is categorized as direct time, indirect time, transportation time, and 
supervisor time. Adjustments for PTO, holidays, and in some cases overtime, are also incorporated. Figure 4 
provides a description of each of these sub-elements and related adjustments. 
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FIGURE 4: SUMMARY OF SUB-ELEMENTS RELATED TO CLINICAL STAFF AND SUPERVISOR TIME   
TIME  
SUB-ELEMENT DEFINITION ASSUMPTIONS 

Clinical Staff 
Direct Time 

 Amount of time incurred by clinical staff that can be 
billed for services provided to individuals.  

 For example, a service billed as a 15-minute unit 
assumes that the clinical staff direct time is also at 
least 15 minutes, an assumption that is consistent 
with service billing guidelines. Examples of the most 
common unit types, which vary by service, are a set 
number of minutes per service unit (e.g., 15-minute, 
30-minute, 60-minute), per encounter, per day, or per 
month. 

For service units that are not defined by a time unit 
(e.g., per encounter or per diem), Milliman 
developed rate model direct time assumptions 
based on input from ODM and ODM-led 
workgroups as well as feedback from stakeholder 
meetings. 

Clinical Staff 
Indirect Time 

 Time that must be spent by non-supervisory clinical 
staff to provide the service, but is not spent “person 
facing”, and does not result in a billable unit of 
service. 

 Time incurred for necessary activities such as 
planning, summarizing notes, updating medical 
records, and other non-billable but appropriate time 
not otherwise included in Clinical Staff Direct Time. 

 Indirect time assumptions vary depending on 
the service. 

 Assumptions were developed based on input 
from ODM and ODM-led workgroups as well 
as feedback from stakeholder meetings.  

 Indirect time assumptions were derived using 
a combination of caseloads, productivity, and 
defined direct and transportation time. 

Clinical Staff 
Transportation 
Time 

 A provision for transportation time is included for 
services where it is expected that clinical staff will be 
required to travel to provide the service.  

 

 Model transportation time, assumed to be 20 
minutes per one-way trip, is based on: 

o Estimates of average distance driven 
per service based on ODM geo-
mapping analysis 

o Stakeholder feedback  

PTO Adjustment 
Factor 

 Accounts for additional time that must be covered 
over the course of a year by other clinical staff, 
thereby representing additional clinical staff time per 
unit.   

o Annual time related paid vacation, holiday, and 
sick time.  

o Annual training and/or conference time 
expected to be incurred by clinical staff and 
supervisors.  

 Increased for an estimate that considers the amount 
of one-time training/onboarding and the frequency of 
this type of training time that can be attributable to 
employee turnover. 

 Varies by provider group, based on publicly 
available information collected for this project 
and feedback from the stakeholders.  

 For detailed assumptions related to the PTO 
adjustment by provider group, please see 
Appendix 4. 

Supervisor Time  For the services included in this analysis, clinical 
staff providing services to individuals require 
supervision.  

 Supervisors, commonly referred to as front line 
supervisors, are typically more experienced or 
higher credentialed provider types responsible for 
the direct oversight and supervision of those 
employees that are directly providing the services to 
individuals. 

 Supervision of clinical staff does not typically result 
in a separate billable unit of service. 

 Supervisor responsibilities may vary, but primarily 
are on-site providing direct supervising, hiring, 
training and discipline of the clinical staff, whose 
primary responsibilities are providing services. 
Supervisor responsibilities may also include program 
planning and evaluation, advocacy, working with 
families, and working with community members. 

Supervisor time is determined through application of a 
“span of control” assumption, which is a measure of how 
many clinical staff a supervisor can supervise 

 For most services, a supervisor span of 
control assumption of 10 was used, meaning 
that on average, every 10 hours of clinical 
staff time will require one hour of a 
supervisor’s time. This assumption is primarily 
based on an examination of rate development 
assumptions used in other states for similar 
services. This assumption was also confirmed 
to be reasonable for most services based on 
stakeholder feedback.  

 Supervisory assumptions are more intensive 
for evidence-based practices (EBPs) and 
reflect a span of control assumption of 8 
based on incremental EBP supervision 
requirements and stakeholder feedback.  
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Application of the transportation time in the IRM considers the average number of trips made per day 
relative to the number of billable units and unique individuals served during an average day. As the number 
of billable units per individual per day increases, the transportation time associated with each billable unit 
decreases because the transportation time is distributed among all the billable units on the claim.  Figure 5 
provides additional detail. 

FIGURE 5: IDENTIFICATION OF THE AVERAGE NUMBER OF TRIPS, BY DIRECT HOURS PER INDIVIDUAL PER DAY 

AVERAGE EXPECTED 
HOURS PER SERVICE 
LOCATION  ASSUMPTION 

Less than 2 hours 
1.25 one-way trips are spread across the average billable units per claim. This would indicate that 
a clinician may visit on average four individuals’ service locations and then travel back to their 
main office during an average day for a total of 5 one-way trips. 

2-4 hours 1.5 one-way trips are spread across the average billable units per claim 

Greater than 4 hours 
2 one-way trips are spread across the average billable units per claim (i.e., a clinician may only 
drive to one individuals’ home and back to their main office during an average day) 

 

Figure 6 provides an example of how the service time and transportation time per unit is calculated for the 
IHBT services. 

FIGURE 6 – IHBT SERVICE TIME CALCULATION 

IHBT SERVICE-RELATED TIME CALCULATION BASE MST FFT 

A Annual productive hours 1,699  1,699  1,699  

B Caseload 6 5 9 

C = A / 12 / B Total hours per month per caseload 23.6  28.3  15.7 

D Direct hours per week 2.8  3.0  2.0  

     
E Average minutes of direct time per unit 15 15 15 

F Total time per service unit 30 33 27 

G Travel time per unit (nearest minute) 5 5 5 

H = F - E - G 
Average minutes of indirect time per 
unit 10 13 7 

TRANSPORTATION CALCULATION BASE MST FFT 

A Minutes per one-way trip 20 20 20 

B Portion of visits in home/community 80%  80%  80%  

C = A * B One-way travel time per visit 16 16 16 

D Number of one-way trips per visit* 1.25 1.25 1.25 

E = C * D Travel time per visit (nearest minute) 20 20 20 

F Units per trip 4 4 4 

G = E / F Travel time per unit (nearest minute) 5 5 5 

*Start with 1 assumed trip per day. If < 2 hours, then add 0.25 trips; If 2-4 hours, then add 0.50 trips; If 4+ hours then add 1.00 trips 

 

Wage Rate Assumptions for Clinical Staff and Supervisors 

The clinical staff hourly wage for each provider group was developed using May 2020 wage data from the 
Bureau of Labor Statistics (BLS) for Ohio. We aligned the provider types from the wage data source with the 
provider groups based on our understanding of the position responsibilities and feedback from ODM. We then 
calculated weighted averages for each provider group. Appendix 3 shows the weighted averages by provider 
group and data source, and the final wage amounts used in the rate models. 
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For the development of the minimum fee schedule rates included in this report, we relied on BLS data as this is a 
national data source, with reliable estimates at the state level. Average wage amounts were inflated based on 
the medical consumer price index (CPI) trend rates from the midpoint of the BLS data to the midpoint of the fee 
schedule rate period (CY 2022), July 1, 2022. The trend rate utilized for this purpose was 2.26%. 2.26% is the 
annual trend from SFY 2017 to 2019 of medical care CPI in mid-west urban areas pulled from the BLS website. 

Some services require types of clinical staff to be available on an on-call basis. Examples include clinicians 
providing IHBT and Crisis Mobile Response services and are called upon to support families at any time. We 
included a per hour add-on cost for individuals who are assumed to be on call for IHBT, and a per episode add-
on for individuals assumed to be on call for Crisis Mobile Response. 

The average wage rate used in the rate models for each data source can be found in Appendix 3. These 
appendices show the average wage rate by provider group and include a listing of the related provider types and 
average wages.  

2. Employee Related Expenses 

This component captures the ERE expected to be incurred for clinical staff and supervisors for each service. ERE 
percentages were calculated based on the expected level of ERE as a percentage of clinical staff and supervisor 
salaries and wages. ERE expenses are calculated as the product of the calculated clinical staff and supervisor 
salaries and wage described above, and an ERE percentage, which varies by provider group. 

ERE expenses include: 

 Employer entity’s portion of payroll taxes, employee medical and other insurance benefits 

 Employer portion of retirement expenses incurred on behalf of clinical staff and supervisors 

 All other taxable fringe benefits consistent with IRS Publication 15-B rules, such as club memberships 

A significant portion of the ERE is driven by the cost of health insurance and retirement benefits the employer 
provides to its employees. Insurance and retirement costs were sourced from BLS data for the health care and social 
assistance2 civilian worker classification. 

For purposes of developing the ERE assumptions, the employer-related payroll taxes were based on the federal and 
state specific requirements. For example, IRS specifies amounts for items such as Federal Insurance Contributions 
Act (FICA), Federal Unemployment Tax Act (FUTA), where the State specifies amounts related to State 
Unemployment Insurance Act (SUI). Insurance amounts were based, at ODM’s direction, on the BLS-reported 
average employer cost of individual coverage for direct care workers, the BLS-reported average employer cost for 
individual and family coverage for all other workers. These assumptions are meant to reflect actual coverage rates for 
behavioral health providers and will be adjusted over time if provider-specific data becomes available. Workers 
compensation and retirement percentages were also based on data collected from BLS.3    

The detailed calculations related to the ERE percentage are shown by provider group in Appendix 5. 

3. Transportation Expenses 

The transportation expense component of the IRM approach is intended to capture the provider entities’ out-of-pocket 
transportation costs. This expense is captured when an employee may travel to an individual’s location to provide the 
service or between locations of individuals receiving services, the transportation expense is assumed to be the 
reimbursement paid to the employee for use of their own vehicle.  

Expenses Related to Employee Mileage Reimbursement 

For services assuming mileage reimbursement, the related transportation expenses are based on the assumed 
average number of miles required to provide a service on a per unit basis. The expenses are calculated by 

 
2 Bureau of Labor Statistics. (December 2020). Employer Costs for Employee Compensation – December 2020. Retrieved from 
https://www.bls.gov/news.release/pdf/ecec.pdf 
3 Bureau of Labor Statistics. (December 2020). Employer Costs for Employee Compensation – Historical Listing March 2004 - December 2020. 
Retrieved from https://www.bls.gov/web/ecec/ececqrtn.pdf 
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applying the estimated number of miles by the federal mileage reimbursement allowance of $0.58 per mile. This 
excludes the wages paid to clinical staff and supervisors for their transportation time – this wage expense is 
included in the clinical staff salaries and wages component described previously. The IRM approach also 
assumes that the federal mileage reimbursement would be sufficient to cover the cost of a provider owned 
vehicle if the provider opts to rely on the use of a provider vehicle instead of paying mileage reimbursement. 

As described previously, the rate models assume that average per trip transportation time is 20 minutes. The 
model also assumes that the average driving speed is 35 miles per hour (MPH). The assumed miles driven is 
calculated by multiplying the average land speed by the transportation time in terms of hours. These 
assumptions are not based on actual rigorous data analysis, but rather estimates that have been shared with 
stakeholders for feedback.  

Figure 7 shows the build-up of the transportation fleet costs per unit for the IHBT example. 

FIGURE 7 - TRANSPORTATION FLEET COSTS PER UNIT - IHBT 

A Estimated average MPH 35  

B Average minutes of transportation time per unit 5  

C = B * A / 60 Estimated miles driven per unit 2.92  

D Federal reimbursement rate $ 0.58  

E = C * D Transportation fleet costs per unit $ 1.69  

 

Transportation expenses are spread across all billable units of a claim in the same way that the transportation 
time is incorporated into the rate models.  

4. Administration / Program Support / Overhead 

An adjustment to account for the cost of administration, program support, and overhead of the provider is built into 
each of the rate models. Based on industry research and discussions with ODM and stakeholders, we have assumed 
a 22% load for this rate component for these services. For IHBT Base/MST/FFT, we have assumed a 25% load and 
for ICC/MCC services, we have assumed a 27% load due to the additional administrative and quality requirements of 
these services.  

This component is intended to account for the following types of costs: 

 Program support costs – Some services require program support costs such as supplies, materials, and 
equipment necessary to support service delivery. No unique costs were identified outside of provider 
administration for these services. 

 Administration and overhead expenses – Generally, administrative-related expenses would include all 
expenses incurred by the provider entity necessary to support the provision of services but not directly 
related to providing services to individuals, and may include, but not be limited to: 

‐ Salaries and wages, and related 
employee benefits for employees or 
contractors that are not direct 
service workers or front- line 
supervisors of direct service 
workers 

‐ Liability and other insurance 
‐ Licenses and taxes 
‐ Legal and audit fees 
‐ Accounting and payroll services 
‐ Billing and collection services 
‐ Bank service charges and fees 
‐ Information technology 
‐ Telephone and other 

communication expenses 

‐ Office and other supplies 
‐ Postage 
‐ Accreditation expenses, dues, 

memberships, and subscriptions 
‐ Meeting and administrative travel 

related expenses 
‐ Training and employee 

development expenses, including 
related travel 

‐ Human resources, including 
background checks 

‐ Community education 
‐ Marketing/advertising 
‐ Interest expense and financing fees 
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‐ Facility and equipment expense for 
space not used to directly provide 
services to individuals, and related 
utilities 

‐ Vehicle and other transportation 
expenses not related to transporting 

individuals receiving services or 
transporting employees to provide 
services to individuals 

‐ Board of director-related expenses 
‐ Interpreter services  

 

5. Other Service-Specific Adjustments 

For some services, the rate model(s) include assumptions for productivity to account for inefficiencies caused by “no 
shows”, or unpredictability of caseloads. No shows occur when individuals do not show up for scheduled 
appointments. To account for these situations in the IRM approach, the clinical indirect staff time has been increased 
to reflect the need for additional paid but otherwise unbillable time. We understand service providers do their best to 
maintain efficient staffing models and repurpose this clinical staff time to support service provision for other 
individuals whenever possible, but given the variability of the frequency and timing of no shows, we have not explicitly 
identified “no shows” outside of indirect time assumptions. 

Similarly, for some services we have incorporated a caseload efficiency factor, which adjusts for situations such as 
bed vacancies or instances where service caseloads can vary from those included in the IRM assumptions. When 
used, the caseload efficiency factor is applied after determining the sum of the service specific wages expense, ERE 
expense, and transportation expenses, to “gross up” the expenses to be spread across the expected number of 
service units to be ultimately provided.   

C.  RATE MODEL TYPES 

There are two main model types that reflect the rate model components described above: 

 Model 1: Per Unit Rate Model – Used when the clinical service time assumptions related to providing the 
service can be reasonably determined on a per unit basis.  

 Model 2: Case Load Rate Model – Used when the expected costs of services are more reasonably 
determined on a monthly basis, with resulting accumulated monthly expenses converted to a service unit 
value based on assumptions related to the average number of individuals served and/or units provided 
during the month.  

The intent of each model is to capture the average expenses that the provider is expected to experience delivering 
each service over a period of time.  

Figure 8 shows the rate model types chosen for each new OhioRISE service. Figure 9 provides an overview of the 
different model types. An example rate model for each service is provided in Appendix 6. 

FIGURE 8 – SERVICES BY MODEL TYPE 

MODEL TYPE SERVICES 

1.1 Initial In-Home Assessment, CANS Assessment, IHBT 

1.3 Crisis Mobile Response, Crisis Mobile Response Follow-up, Crisis Stabilization 

2.1 ICC/MCC 
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FIGURE 9: RATE MODEL TYPES 

MODEL OVERALL DESCRIPTION MODEL TYPES ADDITIONAL CONSIDERATIONS  
Type 1   
Per Unit 
Rate Model 
 
 

 Used when the clinical 
service time assumptions 
related to providing the 
service can be reasonably 
determined on a per unit 
basis  

 Assumes that all team 
members incur time when 
a unit of service is 
provided, with supervision 
as necessary. 

 The final rate per unit 
reflects the adjusted total 
minutes multiplied by the 
hourly labor-related cost 
components followed, and 
then adding all other 
applicable rate 
components.  

 Model 1.1: One clinical staff person is 
expected to provide the service with the 
presence of a clinical staff supervisor. 

 Model 1.3: Team staffing approach is needed 
for the service, typically representing a multi-
disciplinary team, when the clinical team 
members’ time is expected to be used and 
can be determined on a per unit basis. 

 On-call stipends 

 Non-payroll transportation expenses 

Note: The administration/program support/overhead 
component is included in the final rate per unit by 
taking the total cost of all prior components divided 
by one minus the administration/program 
support/overhead percentage amount 

Type 2 
Case Load 
Rate Model 

 Used when the expected 
costs of services are more 
reasonably determined on 
a monthly basis, with 
resulting accumulated 
monthly expenses 
converted to a service unit 
value based on 
assumptions related to the 
average number of 
individuals served and/or 
units provided during the 
month.  

 

 Reflects a team approach to services. While 
not all team members are expected to 
contribute to the delivery of every unit of 
service, the staffing resources assumed for 
this model are expected to represent the 
average per unit resources over the course of 
a month.  

 

 Does not separately distinguish direct time from 
indirect or transportation time.  

 Does not separately apply a PTO adjustment, 
assuming that the average monthly clinical staff 
time and expected number of units, which are 
based on caseload assumptions, already take into 
account the PTO-reduced capacity of the clinical 
staff. 

 Adjusted monthly service time components 

o Clinical staff time per month 

o Supervisor time per month 

 Caseload assumptions 

o Average units per individual per month 

o Add-on cost components per unit 

 Transportation expenses 

 Per unit conversion factor (if applicable) 
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IV. Limitations and Data Reliance 
The services provided for this project were performed under the signed contract between Milliman and ODM dated 
July 12, 2019. 
 
The information contained in this letter, including the appendices, has been prepared for the ODM and their 
consultants and advisors. To the extent that the information contained in this letter is provided to third parties, the 
letter should be distributed in its entirety. Any user of the data must possess a certain level of expertise in actuarial 
science and healthcare modeling so as not to misinterpret the data presented.  
 
Milliman makes no representations or warranties regarding the contents of this letter to third parties. Likewise, third 
parties are instructed that they are to place no reliance upon this letter prepared for ODM by Milliman that would 
result in the creation of any duty or liability under any theory of law by Milliman or its employees to third parties. 
In performing this analysis, we relied on data and other information provided by ODM and its vendors. We have not 
audited or verified this data and other information. If the underlying data or information is inaccurate or incomplete, 
the results of our analysis may likewise be inaccurate or incomplete. 
 
We performed a limited review of the data used directly in our analysis for reasonableness and consistency and have 
not found material defects in the data. If there are material defects in the data, it is possible that they would be 
uncovered by a detailed, systematic review and comparison of the data to search for data values that are 
questionable or for relationships that are materially inconsistent. Such a review was beyond the scope of our 
assignment. 
 
Milliman has developed certain models to estimate the values included in this report. The intent of the models was to 
develop a fee schedule using an independent rate model approach. We have reviewed the models, including their 
inputs, calculations, and outputs for consistency, reasonableness, and appropriateness to the intended purpose and 
in compliance with generally accepted actuarial practice and relevant actuarial standards of practice (ASOP). The 
models rely on data and information as input to the models. We have relied upon certain data and information 
described in detail in Reference 2 Data Sources for this purpose and accepted it without audit. We have reviewed the 
data and information and believe them to be reasonable for use in this analysis. To the extent that the data and 
information provided is not accurate, or is not complete, the values provided in this correspondence may likewise be 
inaccurate or incomplete. The models, including all input, calculations, and output may not be appropriate for any 
other purpose. 
 
Differences between our projections and actual amounts depend on the extent to which future experience conforms 
to the assumptions made for this analysis. It is certain that actual experience will not conform exactly to the 
assumptions used in this analysis. Actual amounts will differ from projected amounts to the extent that actual 
experience deviates from expected experience. 
 
Guidelines issued by the American Academy of Actuaries require actuaries to include their professional qualifications 
in all actuarial communications. The authors of this report include members of the American Academy of Actuaries, 
who meet the qualification standards for performing the analyses in this report.
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Ohio Department of Medicaid
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Appendix 1a - Summary of Rates
Description Independent Rate Model Development Unit Cost

Service Service Description Practitioner Reporting 
Units

Salaries & 
Wages

Employee 
Related 

Expenses

Transportation & 
Fleet Vehicle 

Expenses

Administration, 
Program Support 

& Overhead
Total Rate

ICC Intensive Care Coordination N/A1 Per Month $ 565.66 $ 146.70 $ 44.32 $ 279.87 $ 1,036.56
MCC Moderate Care Coordination N/A1 Per Month $ 226.27 $ 58.69 $ 17.59 $ 111.90 $ 414.44
Initial In-Home Assessment Initial In-Home Assessment for Care Coordination Assignment Paraprofessional Encounter $ 93.87 $ 25.52 $ 10.15 $ 36.54 $ 166.08
Initial In-Home Assessment Initial In-Home Assessment for Care Coordination Assignment Licensed Professional Encounter $ 107.37 $ 27.14 $ 10.15 $ 40.80 $ 185.46
Initial In-Home Assessment Initial In-Home Assessment for Care Coordination Assignment Independent Licensed Professional Encounter $ 111.57 $ 27.69 $ 10.15 $ 42.14 $ 191.54
Initial In-Home Assessment Initial In-Home Assessment for Care Coordination Assignment Advanced Practice Professional Encounter $ 231.92 $ 42.30 $ 10.15 $ 80.21 $ 364.58
Initial In-Home Assessment Initial In-Home Assessment for Care Coordination Assignment MD/DO Encounter $ 399.87 $ 51.62 $ 10.15 $ 130.20 $ 591.83
CANS Assessment CANS Assessment for OhioRISE Enrollment Paraprofessional Encounter $ 53.64 $ 14.58 $ 8.46 $ 21.63 $ 98.31
CANS Assessment CANS Assessment for OhioRISE Enrollment Licensed Professional Encounter $ 61.35 $ 15.51 $ 8.46 $ 24.06 $ 109.38
CANS Assessment CANS Assessment for OhioRISE Enrollment Independent Licensed Professional Encounter $ 63.75 $ 15.82 $ 8.46 $ 24.83 $ 112.86
CANS Assessment CANS Assessment for OhioRISE Enrollment Advanced Practice Professional Encounter $ 132.53 $ 24.17 $ 8.46 $ 46.58 $ 211.74
CANS Assessment CANS Assessment for OhioRISE Enrollment MD/DO Encounter $ 228.48 $ 29.50 $ 8.46 $ 75.15 $ 341.60
IHBT MST Intensive Home Based Treatment - MST w/ on-call Licensed Professional 15 Minutes $ 21.72 $ 5.49 $ 1.69 $ 12.20 $ 41.10
IHBT MST Intensive Home Based Treatment - MST w/ on-call Independent Licensed Professional 15 Minutes $ 22.48 $ 5.58 $ 1.69 $ 12.48 $ 42.24
IHBT FFT Intensive Home Based Treatment - FFT w/ on-call Licensed Professional 15 Minutes $ 17.77 $ 4.49 $ 1.69 $ 10.10 $ 34.05
IHBT FFT Intensive Home Based Treatment - FFT w/ on-call Independent Licensed Professional 15 Minutes $ 18.40 $ 4.57 $ 1.69 $ 10.33 $ 34.98
IHBT Base Intensive Home Based Treatment - Base w/ on-call Peer 15 Minutes $ 13.02 $ 4.18 $ 1.69 $ 8.63 $ 27.51
IHBT Base Intensive Home Based Treatment - Base w/ on-call Paraprofessional 15 Minutes $ 17.50 $ 4.72 $ 1.69 $ 10.30 $ 34.21
IHBT Base Intensive Home Based Treatment - Base w/ on-call Licensed Professional 15 Minutes $ 19.74 $ 4.99 $ 1.69 $ 11.14 $ 37.57
IHBT Base Intensive Home Based Treatment - Base w/ on-call Independent Licensed Professional 15 Minutes $ 20.44 $ 5.08 $ 1.69 $ 11.40 $ 38.60
MRSS Crisis Mobile Response w/ on-call Peer Episode $ 154.33 $ 45.84 $ 13.53 $ 151.85 $ 365.55
MRSS Crisis Mobile Response w/ on-call Paraprofessional Episode $ 201.03 $ 51.46 $ 13.53 $ 166.61 $ 432.63
MRSS Crisis Mobile Response w/ on-call Licensed Professional Episode $ 224.51 $ 54.27 $ 13.53 $ 174.02 $ 466.34
MRSS Crisis Mobile Response w/ on-call Independent Licensed Professional Episode $ 231.62 $ 55.20 $ 13.53 $ 176.29 $ 476.64
MRSS Crisis Mobile Follow Up Peer Hour $ 51.44 $ 15.28 $ 13.53 $ 22.64 $ 102.89
MRSS Crisis Mobile Follow Up Paraprofessional Hour $ 67.01 $ 17.15 $ 13.53 $ 27.56 $ 125.25
MRSS Crisis Mobile Follow Up Licensed Professional Hour $ 74.84 $ 18.09 $ 13.53 $ 30.03 $ 136.49
MRSS Crisis Mobile Follow Up Independent Licensed Professional Hour $ 77.20 $ 18.40 $ 13.53 $ 30.78 $ 139.92
MRSS Crisis Stabilization Peer 15 Minutes $ 12.05 $ 3.89 $ 3.38 $ 5.45 $ 24.77
MRSS Crisis Stabilization Paraprofessional 15 Minutes $ 16.32 $ 4.41 $ 3.38 $ 6.80 $ 30.92
MRSS Crisis Stabilization Licensed Professional 15 Minutes $ 18.48 $ 4.66 $ 3.38 $ 7.48 $ 34.01
MRSS Crisis Stabilization Independent Licensed Professional 15 Minutes $ 19.14 $ 4.75 $ 3.38 $ 7.69 $ 34.95
1. Blended rate detailed in Appendix 1b.
2. Values have been rounded.
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Appendix 1b - ICC Blended Rate

Description Paraprofessional
Licensed 

Professional

Independent 
Licensed 

Professional Total
Salaries & Wages $ 548.59 $ 623.28 $ 644.60 $ 565.66
Employee Related Expenses $ 144.61 $ 153.76 $ 156.38 $ 146.70
Transportation & Fleet Vehicle Expenses $ 44.32 $ 44.32 $ 44.32 $ 44.32
Administration, Program Support & Overhead $ 272.78 $ 303.79 $ 312.65 $ 279.87
Total Rate $ 1,010.31 $ 1,125.16 $ 1,157.95 $ 1,036.56

Blend 80% 10% 10% 100% 

Ohio Department of Medicaid
OhioRISE New Service Rate Development

Appendix 1b - MCC Blended Rate

Description Paraprofessional
Licensed 

Professional

Independent 
Licensed 

Professional Total
Salaries & Wages $ 219.44 $ 249.32 $ 257.84 $ 226.27
Employee Related Expenses $ 57.85 $ 61.51 $ 62.55 $ 58.69
Transportation & Fleet Vehicle Expenses $ 17.59 $ 17.59 $ 17.59 $ 17.59
Administration, Program Support & Overhead $ 109.06 $ 121.47 $ 125.01 $ 111.90
Total Rate $ 403.94 $ 449.88 $ 462.99 $ 414.44

Blend 80% 10% 10% 100% 

Appendix 1b Milliman Page 2
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Appendix 2 - Summary of Assumptions by Service for Model 1

Service Practitioner
Reporting 
Units

Avg Minutes of 
Direct Time Per 

Unit

Avg Minutes of 
Indirect Time 

Per Unit

Avg Minutes of 
Transportation 
Time Per Unit

Staffing 
Ratio

Supervisor 
Span of 
Control

On Call 
Expenses

Administration / 
Program Support / 

Overhead
Initial In-Home Assessment Paraprofessional Encounter 105                     40                     30                     1               10                  N/A 22% 
Initial In-Home Assessment Licensed Professional Encounter 105                     40                     30                     1               10                  N/A 22% 
Initial In-Home Assessment Independent Licensed Professional Encounter 105                     40                     30                     1               10                  N/A 22% 
Initial In-Home Assessment Advanced Practice Professional Encounter 105                     40                     30                     1               10                  N/A 22% 
Initial In-Home Assessment MD/DO Encounter 105                     40                     30                     1               10                  N/A 22% 
CANS Assessment Paraprofessional Encounter 60                       15                     25                     1               10                  N/A 22% 
CANS Assessment Licensed Professional Encounter 60                       15                     25                     1               10                  N/A 22% 
CANS Assessment Independent Licensed Professional Encounter 60                       15                     25                     1               10                  N/A 22% 
CANS Assessment Advanced Practice Professional Encounter 60                       15                     25                     1               10                  N/A 22% 
CANS Assessment MD/DO Encounter 60                       15                     25                     1               10                  N/A 22% 
IHBT MST w/ on-call Licensed Professional 15 Minutes 15                       13                     20                     1               8                    $ 1.92 25% 
IHBT MST w/ on-call Independent Licensed Professional 15 Minutes 15                       13                     20                     1               8                    $ 1.92 25% 
IHBT FFT w/ on-call Licensed Professional 15 Minutes 15                       7                       20                     1               8                    $ 1.58 25% 
IHBT FFT w/ on-call Independent Licensed Professional 15 Minutes 15                       7                       20                     1               8                    $ 1.58 25% 
IHBT Base w/ on-call Peer 15 Minutes 15                       10                     20                     1               8                    $ 1.75 25% 
IHBT Base w/ on-call Paraprofessional 15 Minutes 15                       10                     20                     1               8                    $ 1.75 25% 
IHBT Base w/ on-call Licensed Professional 15 Minutes 15                       10                     20                     1               8                    $ 1.75 25% 
IHBT Base w/ on-call Independent Licensed Professional 15 Minutes 15                       10                     20                     1               8                    $ 1.75 25% 
Crisis Mobile Response w/ on-call Peer Episode 180                     107                   40                     1               10                  $ 71.43 22% 
Crisis Mobile Response w/ on-call Paraprofessional Episode 180                     107                   40                     1               10                  $ 71.43 22% 
Crisis Mobile Response w/ on-call Licensed Professional Episode 180                     107                   40                     1               10                  $ 71.43 22% 
Crisis Mobile Response w/ on-call Independent Licensed Professional Episode 180                     107                   40                     1               10                  $ 71.43 22% 
Crisis Mobile Follow Up Peer Hour 60                       9                       40                     1               10                  N/A 22% 
Crisis Mobile Follow Up Paraprofessional Hour 60                       9                       40                     1               10                  N/A 22% 
Crisis Mobile Follow Up Licensed Professional Hour 60                       9                       40                     1               10                  N/A 22% 
Crisis Mobile Follow Up Independent Licensed Professional Hour 60                       9                       40                     1               10                  N/A 22% 
Crisis Stabilization Peer 15 Minutes 15                       5                       40                     1               10                  N/A 22% 
Crisis Stabilization Paraprofessional 15 Minutes 15                       5                       40                     1               10                  N/A 22% 
Crisis Stabilization Licensed Professional 15 Minutes 15                       5                       40                     1               10                  N/A 22% 
Crisis Stabilization Independent Licensed Professional 15 Minutes 15                       5                       40                     1               10                  N/A 22% 
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Appendix 2 - Summary of Assumptions by Service for Model 2

Service Practitioner
Reporting 
Units

Avg Minutes of 
Direct Time Per 

Month

Avg Minutes of 
Indirect Time 

Per Month

Avg Minutes of 
Transportation 
Time Per Month

Avg Number of 
Trips Per Month Staffing Ratio

Supervisor 
Span of 
Control

Administration / 
Program Support / 

Overhead
ICC Paraprofessional Per Month 550 232 131 5.2                     9.5                        8 27% 
ICC Licensed Professional Per Month 550 234 131 5.2                     9.5                        8 27% 
ICC Independent Licensed Professional Per Month 550 232 131 5.2                     9.5                        8 27% 
MCC Paraprofessional Per Month 212 101 52 2.1                     23.8                      8 27% 
MCC Licensed Professional Per Month 212 102 52 2.1                     23.8                      8 27% 
MCC Independent Licensed Professional Per Month 212 101 52 2.1                     23.8                      8 27% 

Appendix 2 - Model 2 Milliman Page 2
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Appendix 3 - Provider Groupings
Bureau of Labor Statistics

Category Job Title
Wage 

Percentile

Final 
Wage 

Selection1 Weight
Peer Healthcare Support Occupations 75th $ 17.24 100% 
Subtotal Peer 75th $ 17.24 100% 
Paraprofessional Community Health Workers 66.7th $ 22.00 30% 
Paraprofessional Healthcare Support Workers, All Other 66.7th $ 24.07 55% 
Paraprofessional Educational, Guidance, and Career Counselors and Advisors 66.7th $ 31.87 15% 
Subtotal Paraprofessional 66.7th $ 24.62 100% 
Licensed Professional Healthcare Social Workers 66.7th $ 30.94 40% 
Licensed Professional Marriage and Family Therapists 66.7th $ 25.65 5% 
Licensed Professional Mental Health and Substance Abuse Social Workers 66.7th $ 25.05 10% 
Licensed Professional Substance Abuse, Behavioral Disorder, and Mental Health Counselors 66.7th $ 27.12 45% 
Subtotal Licensed Professional 66.7th $ 28.37 100% 
Independent Licensed Professional Healthcare Social Workers 66.7th $ 30.94 40% 
Independent Licensed Professional Marriage and Family Therapists 66.7th $ 25.65 5% 
Independent Licensed Professional Mental Health and Substance Abuse Social Workers 66.7th $ 25.05 10% 
Independent Licensed Professional Substance Abuse, Behavioral Disorder, and Mental Health Counselors 66.7th $ 27.12 40% 
Independent Licensed Professional Clinical, Counseling, and School Psychologists 66.7th $ 42.50 3% 
Independent Licensed Professional Psychologists, All Other 66.7th $ 55.75 2% 
Subtotal Independent Licensed Professional 66.7th $ 29.40 100% 
Advanced Practice Professionals Nurse Practitioners 75th $ 62.13 90% 
Advanced Practice Professionals Physician Assistants 75th $ 63.37 10% 
Subtotal Advanced Practice Professionals 75th $ 62.25 100% 
MD/DO Family Medicine Physicians 75th $ 95.26 5% 
MD/DO General Internal Medicine Physicians 75th $ 103.79 5% 
MD/DO Psychiatrists 75th $ 109.71 90% 
Subtotal MD/DO 75th $ 108.69 100% 
1. Final Wage Selection reflects either the 66.7th or 75th percentile wage from BLS, with selections varying by provider group.
2. The 66.7th percentile reflects the average of the BLS 50th and 75th percentiles.
3. The BLS 75th percentile was not available for MD/DOs. These values reflect an estimated 75th percentile developed based on the 50th to 75th percentile 
relativity for MD/DOs from the Ohio Council Compensation Survey.

Appendix 3 Milliman Page 1
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Appendix 4 - PTO  Adjustment Development by Provider Group
A B C D E F G H I J

Description
Annual 

productive 
time

Paid Holidays 
and PTO per 

year

On-going 
training/conference 
time hours per year

Total

Training 
hours/inefficient 

time for each new 
hire

Turnover 
percentage

New hire 
training hours 

per year

Hours of 
replacement for 
non-productive 

time

Annual hours 
paid on

PTO/training/conference 
time adjustment factor

A = I - H D = B + C G = E * F H = D + G J = I / ( I - H ) - 1
Peer 1,766        224 40                              264 160 31% 50 314 2,080 17.8% 
Paraprofessional 1,774        224 40                              264 120 35% 42 306 2,080 17.2% 
Licensed Professional 1,779        224 40                              264 120 31% 37 301 2,080 16.9% 
Independent Licensed Professional 1,774        224 40                              264 120 35% 42 306 2,080 17.2% 
Advanced Practice Professionals 1,791        224 40                              264 80 31% 25 289 2,080 16.1% 
MD/DO 1,804        224 40                              264 40 31% 12 276 2,080 15.3% 

Ohio Department of Medicaid
OhioRISE New Service Rate Development

Appendix 4 - PTO  Adjustment Development by Provider Group - ICC/MCC
A B C D E F G H I J

Description
Annual 

productive 
time

Paid Holidays 
and PTO per 

year

On-going 
training/conference 
time hours per year

Total

Training 
hours/inefficient 

time for each new 
hire

Turnover 
percentage

New hire 
training hours 

per year

Hours of 
replacement for 
non-productive 

time

Annual hours 
paid on

PTO/training/conference 
time adjustment factor

A = I - H D = B + C G = E * F H = D + G J = I / ( I - H ) - 1
Peer 1,726        224 80                              304 160 31% 50 354 2,080 20.5% 
Paraprofessional 1,734        224 80                              304 120 35% 42 346 2,080 20.0% 
Licensed Professional 1,739        224 80                              304 120 31% 37 341 2,080 19.6% 
Independent Licensed Professional 1,734        224 80                              304 120 35% 42 346 2,080 20.0% 
Advanced Practice Professionals 1,751        224 80                              304 80 31% 25 329 2,080 18.8% 
MD/DO 1,764        224 80                              304 40 31% 12 316 2,080 17.9% 

Ohio Department of Medicaid
OhioRISE New Service Rate Development

Appendix 4 - PTO  Adjustment Development by Provider Group - IHBT
A B C D E F G H I J

Description
Annual 

productive 
time

Paid Holidays 
and PTO per 

year

On-going 
training/conference 
time hours per year

Total

Training 
hours/inefficient 

time for each new 
hire

Turnover 
percentage

New hire 
training hours 

per year

Hours of 
replacement for 
non-productive 

time

Annual hours 
paid on

PTO/training/conference 
time adjustment factor

A = I - H D = B + C G = E * F H = D + G J = I / ( I - H ) - 1
Peer 1,686        224 120                            344 160 31% 50 394 2,080 23.3% 
Paraprofessional 1,694        224 120                            344 120 35% 42 386 2,080 22.8% 
Licensed Professional 1,699        224 120                            344 120 31% 37 381 2,080 22.4% 
Independent Licensed Professional 1,694        224 120                            344 120 35% 42 386 2,080 22.8% 
Advanced Practice Professionals 1,711        224 120                            344 80 31% 25 369 2,080 21.6% 
MD/DO 1,724        224 120                            344 40 31% 12 356 2,080 20.7% 

Appendix 4 Milliman Page 1
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Appendix 5 - ERE Development by Provider Group
A B C D E F G H I J K

Description

Trended Wage 
(Final Wage 
Selection1)

Annual 
Employee 

Salary
FICA FUTA SUI2 Workers Comp Insurance3 Retirement4 ERE per 

Employee ERE Percentage Annual Salary 
and ERE

A*2,080
A*2,080*7.65% 
up to $142,800 

taxable limit

SUM(C through 
H) I / B B*(1+J)

Peer $ 17.24 $ 35,867 $ 2,744 420 243 395 7,091 1,255 $ 12,147 33.9% $ 48,015
Paraprofessional $ 24.62 $ 51,211 $ 3,918 420 243 563 7,091 1,792 $ 14,027 27.4% $ 65,238
Licensed Professional $ 28.37 $ 59,007 $ 4,514 420 243 649 7,091 2,065 $ 14,982 25.4% $ 73,989
Independent Licensed Professional $ 29.40 $ 61,158 $ 4,679 420 243 673 7,091 2,141 $ 15,246 24.9% $ 76,403
Advanced Practice Professionals $ 62.25 $ 129,480 $ 9,905 420 243 1,424 7,091 4,532 $ 23,615 18.2% $ 153,095
MD/DO $ 108.69 $ 226,083 $ 10,924 420 243 2,487 7,091 7,913 $ 29,078 12.9% $ 255,161
1. Final Wage Selection reflects either the 66.7th or 75th percentile wage from BLS, with selections varying by provider group.
2. SUI is based on New Employer contribution rates from Ohio Department of Jobs and Family Services website; 2.7% of $9,000 taxable wage base for 2021.
3. Health insurance estimated using hourly rate for private industry health care and social assistance industry group, inclusive of Dental, Life, Vision, and Disability for civilian workers; $3.26 per hour increased by CPI consistent with wages.
4. Retirement based on BLS employee benefits information; 3.5% of annual wage.
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Service: Intensive Care Coordination Care Coordinator Supervisor Consultation Consultation

Ref. Description Licensed 
Professional

Licensed 
Professional

Advanced 
Practice 

Professionals
MD/DO Total Notes

A Hourly wage $ 28.37 $ 31.13 $ 62.25 $ 108.69 Based on separate wage build by provider grouping
B Number of employees 1.00 0.13 0.01 0.01 Based on service activity assumptions
C Total wages expense per month $ 4,917 $ 675 $ 120 $ 209 $ 5,921 C = A * B
D Employee related expense (ERE) percentage 25.4% 24.2% 18.2% 12.9% Based on separate ERE build
E Total ERE expense per month $ 1,249 $ 163 $ 22 $ 27 $ 1,461 E = C * D
F Estimated average MPH 35 Urban 35 MPH
G Estimated miles driven 725.96 G = F / 60 * 131 minutes per person * M
H Federal reimbursement rate $ 0.58 
I Monthly Transportation fleet costs $ 421.06 I = G * H
J Administration / Program Support / Overhead 27.0% 13.5% Direct Admin, 13.5% Indirect Admin
K Monthly Administration Expenses $ 2,886.03 K = J * (C + E + I ) / ( 1 - J )
L Monthly Costs $ 10,688.99 L = C + E + I + K
M Number of clients per team 10 Based on proposed administrative code rule
N Average units per month per beneficiary 1 Based on proposed administrative code rule
O Total Rate $1,125.16 O = L / M / N

Ref. Summary of Rate Model Components Total Notes
P Direct Service Employee Salaries & Wages $ 374.36 Based on care coordinator service activity assumptions
Q Indirect Service Employee Salaries & Wages $ 159.70 Based on care coordinator service activity assumptions
R Transportation Service Employee Salaries & Wages $ 89.22 Based on care coordinator service activity assumptions
S Employee Related Expenses $ 153.76 
T Transportation & Fleet Vehicle Expenses $ 44.32 
U Administration, Program Support & Overhead $ 303.79 
V Total Rate $ 1,125.16 
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Service: Moderate Care Coordination Care Coordinator Supervisor Consultation Consultation

Ref. Description Licensed 
Professional

Licensed 
Professional

Advanced 
Practice 

Professionals
MD/DO Total Notes

A Hourly wage $ 28.37 $ 31.13 $ 62.25 $ 108.69 Based on separate wage build by provider grouping
B Number of employees 1.00 0.13 0.01 0.01 Based on service activity assumptions
C Total wages expense per month $ 4,917 $ 675 $ 120 $ 209 $ 5,921 C = A * B
D Employee related expense (ERE) percentage 25.4% 24.2% 18.2% 12.9% Based on separate ERE build
E Total ERE expense per month $ 1,249 $ 163 $ 22 $ 27 $ 1,461 E = C * D
F Estimated average MPH 35 Urban 35 MPH
G Estimated miles driven 720.42 G = F / 60 * 52 minutes per person * M
H Federal reimbursement rate $ 0.58 
I Monthly Transportation fleet costs $ 417.84 I = G * H
J Administration / Program Support / Overhead 27.0% 13.5% Direct Admin, 13.5% Indirect Admin
K Monthly Administration Expenses $ 2,884.84 K = J * (C + E + I ) / ( 1 - J )
L Monthly Costs $ 10,684.59 L = C + E + I + K
M Number of clients per team 24 Based on proposed administrative code rule
N Average units per month per beneficiary 1 Based on proposed administrative code rule
O Total Rate $449.88 O = L / M / N

Ref. Summary of Rate Model Components Total Notes
P Direct Service Employee Salaries & Wages $ 144.66 Based on care coordinator service activity assumptions
Q Indirect Service Employee Salaries & Wages $ 69.24 Based on care coordinator service activity assumptions
R Transportation Service Employee Salaries & Wages $ 35.42 Based on care coordinator service activity assumptions
S Employee Related Expenses $ 61.51 
T Transportation & Fleet Vehicle Expenses $ 17.59 
U Administration, Program Support & Overhead $ 121.47 
V Total Rate $ 449.88 
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11/8/2021

Service: Initial In-Home Assessment for Care Coordination Assignment Clinician Supervisor

Ref. Description Licensed 
Professional

Licensed 
Professional Total Notes

A Average minutes of direct time per unit 105 4 hours and 48 minutes of direct time per 8 hours
B Average minutes of indirect time per unit 40 1 hours and 50 indirect minutes per 8 hours

C Average minutes of transportation time per unit 30 1 hours and 22 transportation minutes per 8 hours || 1.5 trips per assessment

D Total minutes per unit 175 D = A + B + C
E Staffing Ratio 1
F Supervisor span of control 10 10 employees assumed to be managed by 1 supervisor
G Supervisor time per unit 17.5 G = D / E / F
H PTO/training/conference time adjustment factor 16.9% 16.9% Based on separate PTO build
I Adjusted Total minutes per unit            204.63                20.46 I = D / E * ( 1 + H ) || I = G * ( 1 + H )
J Hourly wage $ 28.37 $ 31.13 Based on separate wage build
K Total wages expense per unit $ 96.75 $ 10.62 $ 107.37 K = J * I / 60
L Employee related expense (ERE) percentage 25.4% 24.2% Based on separate ERE build
M Total ERE expense per unit $ 24.57 $ 2.57 $ 27.14 M = K * L
N Estimated average MPH 35 Urban 35 MPH
O Estimated miles driven per unit 17.50 O = C * N / 60
P Federal reimbursement rate $0.58 
Q Transportation fleet costs per unit $10.15 Q = O * P
R On-Call Expenses $ 0.00 No on-call expenses
S Drug Cost $ 0.00 No drug expenses
T Drug Administration $ 0.00 No drug administration expenses
U Administration / program support / overhead 22.0% Portion of total rate
V Administration Expenses $ 40.80 V = ( K + M + Q + R + S + T ) / ( 1 - U )
W Rate per Encounter $185.46 W = ( K + M + Q + R + S + T + V )

Ref. Summary of Rate Model Components Total Notes
X Direct Service Employee Salaries & Wages $ 64.42 
Y Indirect Service Employee Salaries & Wages $ 24.54 
Z Transportation Service Employee Salaries & Wages $ 18.41 

AA Employee Related Expenses $ 27.14 
AB Transportation & Fleet Vehicle Expenses $ 10.15 
AC Administration, Program Support & Overhead $ 40.80 
AD Total Rate $185.46 
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11/8/2021

Service: CANS Assessment for OhioRISE Enrollment Clinician Supervisor

Ref. Description Licensed 
Professional

Licensed 
Professional Total Notes

A Average minutes of direct time per unit                     60 4 hours and 48 minutes of direct time per 8 hours
B Average minutes of indirect time per unit                     15 1 hours and 12 indirect minutes per 8 hours
C Average minutes of transportation time per unit                     25 2 hours and 0 transportation minutes per 8 hours || 1.25 trips per assessment
D Total minutes per unit                   100 D = A + B + C
E Staffing Ratio                       1 
F Supervisor span of control                     10 10 employees assumed to be managed by 1 supervisor
G Supervisor time per unit                     10 G = D / E / F
H PTO/training/conference time adjustment factor 16.9% 16.9% Based on separate PTO build
I Adjusted Total minutes per unit              116.93                11.69 I = D / E * ( 1 + H ) || I = G * ( 1 + H )
J Hourly wage $ 28.37 $ 31.13 Based on separate wage build
K Total wages expense per unit $ 55.29 $ 6.07 $ 61.35 K = J * I / 60
L Employee related expense (ERE) percentage 25.4% 24.2% Based on separate ERE build
M Total ERE expense per unit $ 14.04 $ 1.47 $ 15.51 M = K * L
N Estimated average MPH 35 Urban 35 MPH
O Estimated miles driven per unit 14.58 O = C * N / 60
P Federal reimbursement rate $0.58 
Q Transportation fleet costs per unit $8.46 Q = O * P
R On-Call Expenses $ 0.00 No on-call expenses
S Drug Cost $ 0.00 No drug expenses
T Drug Administration $ 0.00 No drug administration expenses
U Administration / program support / overhead 22.0% Portion of total rate
V Administration Expenses $ 24.06 V = ( K + M + Q + R + S + T ) / ( 1 - U )
W Rate per Encounter $109.38 W = ( K + M + Q + R + S + T + V )

Ref. Summary of Rate Model Components Total Notes
X Direct Service Employee Salaries & Wages $ 36.81 
Y Indirect Service Employee Salaries & Wages $ 9.20 
Z Transportation Service Employee Salaries & Wages $ 15.34 

AA Employee Related Expenses $ 15.51 
AB Transportation & Fleet Vehicle Expenses $ 8.46 
AC Administration, Program Support & Overhead $ 24.06 
AD Total Rate $109.38 
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11/8/2021

Service: Intensive Home Based Treatment - MST w/ on-call Practitioner Supervisor

Ref. Description Licensed 
Professional

Licensed 
Professional Total Notes

A Average minutes of direct time per unit               15.00 3 hours and 38 minutes of direct time per 8 hours
B Average minutes of indirect time per unit               13.00 3 hours and 9 indirect minutes per 8 hours
C Average minutes of transportation time per unit                 5.00 1 hours and 13 transportation minutes per 8 hours || 1.25 trips per assessment
D Total minutes per unit               33.00 D = A + B + C
E Staffing Ratio                 1.00 
F Supervisor span of control                  8.00 8 employees assumed to be managed by 1 supervisor
G Supervisor time per unit                  4.13 G = D / E / F
H PTO/training/conference time adjustment factor 22.4% 22.4% Based on separate PTO build
I Adjusted Total minutes per unit               40.40                  5.05 I = D / E * ( 1 + H ) || I = G * ( 1 + H )
J Hourly wage $ 28.37 $ 31.13 Based on separate wage build
K Total wages expense per unit $ 19.10 $ 2.62 $ 21.72 K = J * I / 60
L Employee related expense (ERE) percentage 25.4% 24.2% Based on separate ERE build
M Total ERE expense per unit $ 4.85 $ 0.63 $ 5.49 M = K * L
N Estimated average MPH 35.00 Urban 35 MPH
O Estimated miles driven per unit 2.92 O = C * N / 60
P Federal reimbursement rate $0.58 
Q Transportation fleet costs per unit $1.69 Q = O * P
R On-Call Expenses $ 1.92 $500 per week
S Drug Cost $ 0.00 No drug expenses
T Drug Administration $ 0.00 No drug administration expenses
U Administration / program support / overhead 25.0% Portion of total rate
V Administration Expenses $ 10.27 V = ( K + M + Q + R + S + T ) / ( 1 - U )
W Rate per 15 Minutes $41.10 W = ( K + M + Q + R + S + T + V )

Ref. Summary of Rate Model Components Total Notes
X Direct Service Employee Salaries & Wages $ 9.87 
Y Indirect Service Employee Salaries & Wages $ 8.56 
Z Transportation Service Employee Salaries & Wages $ 3.29 

AA Employee Related Expenses $ 5.49 
AB Transportation & Fleet Vehicle Expenses $ 1.69 
AC Administration, Program Support & Overhead $ 12.20 
AD Total Rate $41.10 
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11/8/2021

Service: Intensive Home Based Treatment - FFT w/ on-call Practitioner Supervisor

Ref. Description Licensed 
Professional

Licensed 
Professional Total Notes

A Average minutes of direct time per unit              15.00 4 hours and 27 minutes of direct time per 8 hours
B Average minutes of indirect time per unit                7.00 2 hours and 4 indirect minutes per 8 hours
C Average minutes of transportation time per unit                5.00 1 hours and 29 transportation minutes per 8 hours || 1.25 trips per assessment
D Total minutes per unit              27.00 D = A + B + C
E Staffing Ratio                1.00 
F Supervisor span of control                  8.00 8 employees assumed to be managed by 1 supervisor
G Supervisor time per unit                  3.38 G = D / E / F
H PTO/training/conference time adjustment factor 22.4% 22.4% Based on separate PTO build
I Adjusted Total minutes per unit              33.06                  4.13 I = D / E * ( 1 + H ) || I = G * ( 1 + H )
J Hourly wage $ 28.37 $ 31.13 Based on separate wage build
K Total wages expense per unit $ 15.63 $ 2.14 $ 17.77 K = J * I / 60
L Employee related expense (ERE) percentage 25.4% 24.2% Based on separate ERE build
M Total ERE expense per unit $ 3.97 $ 0.52 $ 4.49 M = K * L
N Estimated average MPH 35.00 Urban 35 MPH
O Estimated miles driven per unit 2.92 O = C * N / 60
P Federal reimbursement rate $0.58 
Q Transportation fleet costs per unit $1.69 Q = O * P
R On-Call Expenses $ 1.58 $500 per week
S Drug Cost $ 0.00 No drug expenses
T Drug Administration $ 0.00 No drug administration expenses
U Administration / program support / overhead 25.0% Portion of total rate
V Administration Expenses $ 8.51 V = ( K + M + Q + R + S + T ) / ( 1 - U )
W Rate per 15 Minutes $34.05 W = ( K + M + Q + R + S + T + V )

Ref. Summary of Rate Model Components Total Notes
X Direct Service Employee Salaries & Wages $ 9.87 
Y Indirect Service Employee Salaries & Wages $ 4.61 
Z Transportation Service Employee Salaries & Wages $ 3.29 

AA Employee Related Expenses $ 4.49 
AB Transportation & Fleet Vehicle Expenses $ 1.69 
AC Administration, Program Support & Overhead $ 10.10 
AD Total Rate $34.05 
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11/8/2021

Service: Intensive Home Based Treatment - Base w/ on-call Practitioner Supervisor

Ref. Description Licensed 
Professional

Licensed 
Professional Total Notes

A Average minutes of direct time per unit               15.00 4 hours and 0 minutes of direct time per 8 hours
B Average minutes of indirect time per unit               10.00 2 hours and 40 indirect minutes per 8 hours
C Average minutes of transportation time per unit                 5.00 1 hours and 20 transportation minutes per 8 hours || 1.25 trips per assessment
D Total minutes per unit               30.00 D = A + B + C
E Staffing Ratio                 1.00 
F Supervisor span of control                   8.00 8 employees assumed to be managed by 1 supervisor
G Supervisor time per unit                   3.75 G = D / E / F
H PTO/training/conference time adjustment factor 22.4% 22.4% Based on separate PTO build
I Adjusted Total minutes per unit               36.73                   4.59 I = D / E * ( 1 + H ) || I = G * ( 1 + H )
J Hourly wage $ 28.37 $ 31.13 Based on separate wage build
K Total wages expense per unit $ 17.37 $ 2.38 $ 19.75 K = J * I / 60
L Employee related expense (ERE) percentage 25.4% 24.2% Based on separate ERE build
M Total ERE expense per unit $ 4.41 $ 0.58 $ 4.99 M = K * L
N Estimated average MPH 35.00 Urban 35 MPH
O Estimated miles driven per unit 2.92 O = C * N / 60
P Federal reimbursement rate $0.58 
Q Transportation fleet costs per unit $1.69 Q = O * P
R On-Call Expenses $ 1.75 $500 per week
S Drug Cost $ 0.00 No drug expenses
T Drug Administration $ 0.00 No drug administration expenses
U Administration / program support / overhead 25.0% Portion of total rate
V Administration Expenses $ 9.39 V = ( K + M + Q + R + S + T ) / ( 1 - U )
W Rate per 15 Minutes $37.57 W = ( K + M + Q + R + S + T + V )

Ref. Summary of Rate Model Components Total Notes
X Direct Service Employee Salaries & Wages $ 9.87 
Y Indirect Service Employee Salaries & Wages $ 6.58 
Z Transportation Service Employee Salaries & Wages $ 3.29 

AA Employee Related Expenses $ 4.99 
AB Transportation & Fleet Vehicle Expenses $ 1.69 
AC Administration, Program Support & Overhead $ 11.14 
AD Total Rate $37.57 
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11/8/2021

Service: Crisis Mobile Response w/ on-call Practitioner Supervisor Consultation Consultation

Ref. Description Licensed 
Professional

Licensed 
Professional

Advanced 
Practice 

Professionals
MD/DO Total Notes

A Average minutes of direct time per unit           180.00                   3.96                 3.96   4 hours and 24 minutes of direct time per 8 hours
B Average minutes of indirect time per unit           107.27                   3.24                 3.24   2 hours and 37 indirect minutes per 8 hours
C Average minutes of transportation time per unit             40.00                      -                      -     59 transportation minutes per 8 hours || 2 trips spread over 1 units per day
D Total minutes per unit           327.27                   7.20                 7.20   D = A + B + C
E Staffing Ratio               1.00                   1.00                 1.00   
F Supervisor span of control               10.00       10 employees assumed to be managed by 1 supervisor
G Supervisor time per unit               32.73       G = D / E / F
H PTO/training/conference time adjustment factor 16.9% 16.9% 16.1% 15.3% Based on separate PTO build
I Adjusted Total minutes per unit           382.69               38.27                 8.36                 8.30   
J Hourly wage $ 28.37 $ 31.13 $ 62.25 $ 108.69 Based on separate wage build
K Total wages expense per unit $ 180.94 $ 19.86 $ 8.67 $ 15.04 $ 224.51 K = J * I / 60
L Employee related expense (ERE) percentage 25.4% 24.2% 18.2% 12.9% Based on separate ERE build
M Total ERE expense per unit $ 45.94 $ 4.81 $ 1.58 $ 1.93 $ 54.27 M = K * L
N Estimated average MPH 35.00 Urban 35 MPH
O Estimated miles driven per unit 23.33 O = C * N / 60
P Federal reimbursement rate $0.58 
Q Transportation fleet costs per unit $13.53 Q = O * P
R On-Call Expenses $ 71.43 $500 per week
S Administration / program support / overhead 22.0% Portion of total rate
T Rate per Episode $466.34 S = (K + M + Q) / (1 - R)

Ref. Summary of Rate Model Components Total Notes
U Direct Service Employee Salaries & Wages $ 123.48 
V Indirect Service Employee Salaries & Wages $ 73.59 
W Transportation Service Employee Salaries & Wages $ 27.44 
X Employee Related Expenses $ 54.27 
Y Transportation & Fleet Vehicle Expenses $ 13.53 
Z Administration, Program Support & Overhead $ 174.02 

AA Total Rate $466.34 
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11/8/2021

Service: Crisis Mobile Follow Up Practitioner Supervisor Consultation Consultation

Ref. Description Licensed 
Professional

Licensed 
Professional

Advanced 
Practice 

Professionals
MD/DO Total Notes

A Average minutes of direct time per unit             60.00                   1.32                 1.32   4 hours and 24 minutes of direct time per 8 hours
B Average minutes of indirect time per unit               9.09                   1.08                 1.08   40 indirect minutes per 8 hours
C Average minutes of transportation time per unit             40.00                       -                       -     2 hours and 56 transportation minutes per 8 hours || 2 trips spread over 1 units per day
D Total minutes per unit           109.09                   2.40                 2.40   D = A + B + C
E Staffing Ratio               1.00                   1.00                 1.00   
F Supervisor span of control               10.00       10 employees assumed to be managed by 1 supervisor
G Supervisor time per unit               10.91       G = D / E / F
H PTO/training/conference time adjustment factor 16.9% 16.9% 16.1% 15.3% Based on separate PTO build
I Adjusted Total minutes per unit           127.56               12.76                 2.79                 2.77   
J Hourly wage $ 28.37 $ 31.13 $ 62.25 $ 108.69 Based on separate wage build
K Total wages expense per unit $ 60.31 $ 6.62 $ 2.89 $ 5.01 $ 74.84 K = J * I / 60
L Employee related expense (ERE) percentage 25.4% 24.2% 18.2% 12.9% Based on separate ERE build
M Total ERE expense per unit $ 15.31 $ 1.60 $ 0.53 $ 0.64 $ 18.09 M = K * L
N Estimated average MPH 35.00 Urban 35 MPH
O Estimated miles driven per unit 23.33 O = C * N / 60
P Federal reimbursement rate $0.58 
Q Transportation fleet costs per unit $13.53 Q = O * P
R On-Call Expenses $ 0.00 No on-call expenses
S Administration / program support / overhead 22.0% Portion of total rate
T Rate per Hour $136.49 S = (K + M + Q) / (1 - R)

Ref. Summary of Rate Model Components Total Notes
U Direct Service Employee Salaries & Wages $ 41.16 
V Indirect Service Employee Salaries & Wages $ 6.24 
W Transportation Service Employee Salaries & Wages $ 27.44 
X Employee Related Expenses $ 18.09 
Y Transportation & Fleet Vehicle Expenses $ 13.53 
Z Administration, Program Support & Overhead $ 30.03 

AA Total Rate $136.49 
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11/8/2021

Service: Crisis Stabilization Practitioner Supervisor Consultation Consultation

Ref. Description Licensed 
Professional

Licensed 
Professional

Advanced 
Practice 

Professionals
MD/DO Total Notes

A Average minutes of direct time per unit             15.00                   0.01                 0.01   4 hours and 0 minutes of direct time per 8 hours
B Average minutes of indirect time per unit               5.00                   0.01                 0.01   1 hours and 20 indirect minutes per 8 hours
C Average minutes of transportation time per unit             10.00                       -                       -     2 hours and 40 transportation minutes per 8 hours || 2 trips spread over 4 units per day
D Total minutes per unit             30.00                   0.02                 0.02   D = A + B + C
E Staffing Ratio               1.00                   1.00                 1.00   
F Supervisor span of control               10.00       10 employees assumed to be managed by 1 supervisor
G Supervisor time per unit                 3.00       G = D / E / F
H PTO/training/conference time adjustment factor 16.9% 16.9% 16.1% 15.3% Based on separate PTO build
I Adjusted Total minutes per unit             35.08                 3.51                 0.03                 0.03   
J Hourly wage $ 28.37 $ 31.13 $ 62.25 $ 108.69 Based on separate wage build
K Total wages expense per unit $ 16.59 $ 1.82 $ 0.03 $ 0.05 $ 18.48 K = J * I / 60
L Employee related expense (ERE) percentage 25.4% 24.2% 18.2% 12.9% Based on separate ERE build
M Total ERE expense per unit $ 4.21 $ 0.44 $ 0.00 $ 0.01 $ 4.66 M = K * L
N Estimated average MPH 35.00 Urban 35 MPH
O Estimated miles driven per unit 5.83 O = C * N / 60
P Federal reimbursement rate $0.58 
Q Transportation fleet costs per unit $3.38 Q = O * P
R On-Call Expenses $ 0.00 No on-call expenses
S Administration / program support / overhead 22.0% Portion of total rate
T Rate per 15 Minutes $34.01 S = (K + M + Q) / (1 - R)

Ref. Summary of Rate Model Components Total Notes
U Direct Service Employee Salaries & Wages $ 9.24 
V Indirect Service Employee Salaries & Wages $ 3.08 
W Transportation Service Employee Salaries & Wages $ 6.16 
X Employee Related Expenses $ 4.66 
Y Transportation & Fleet Vehicle Expenses $ 3.38 
Z Administration, Program Support & Overhead $ 7.48 

AA Total Rate $34.01 
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OHIORISE NEW SERVICE RATE DEVELOPMENT 

ANSWERS TO FREQUENTLY ASKED QUESTIONS FROM STAKEHOLDER 
PRESENTATIONS 

As of November 8, 2021 

 

This document provides a compilation of responses to questions and comments provided by 
approximately 300 participants of the OhioRISE New Service Rate Stakeholder presentations 
conducted on the following dates: 

 May 17, 2021 (Orientation) 
 May 25, 2021 (ICC/MCC and Assessments) 
 May 27, 2021 (MRSS and IHBT) 
 August 5, 2021 (Rate Updates) 

During these presentations, participants submitted questions and comments, both verbally and 
through the “chat” function provided by the conferencing service. We have also received 
additional questions and comments sent to OhioRISE@medicaid.ohio.gov and  
OH.IRM.Feedback@Milliman.com. We captured and summarized the submitted questions and 
comments and have provided the answers and responses below. 

Note that many of the questions included in this document have been re-worded or summarized 
for the sake of clarity. Some have been combined with other questions because they were 
similar. It should also be noted that there were also some comments provided that have not 
been included in this document, either because they were not relevant to presentation topics, or 
were unclear. 

Regardless, we have made every effort to capture the essence of each comment and question 
provided from those presentation meetings.  

The questions and answers have been grouped into the following categories: 

 Purpose and Process 
 Model Assumptions for Wages and Staffing 
 Other Modeling Assumptions 
 ICC/MCC 
 Assessments 
 MRSS 
 IHBT 
 Other 



 

  

 

Purpose and Process 

1. Are projected utilization and quantity of services included in the rate model? 

Response: For purposes of developing fee schedule rates for this project, rates are being 
developed using an “Independent Rate Model” approach. Rather than relying on actual 
utilization and costs incurred from a prior time period to develop the rates, the Independent 
Rate Model approach builds rates from the "ground up" and considers reasonable and 
necessary costs to provide the service.  

For each service, the Independent Rate Model approach applies assumptions related to 
direct and indirect staffing time requirements and associated salaries, employee tax and 
fringe benefits, out-of-pocket transportation-related expenses, and costs associated with 
administration, program support and business operations.  

It should also be noted that the Independent Rate Model framework is customizable and can 
be modified to take into consideration alternative assumptions to reflect changing 
circumstances and conditions.  

 

2. The Rules are still in draft form and there is a still a long way to go with revisions. Will 
changes in the Rules be incorporated into the rate development and lead to an 
amendment? 

Response: To the extent that there are discrepancies between the Rule and the 
Independent Rate Models, the two sources will be reviewed, and one will be modified to 
ensure consistency between the two sources (e.g. maximum caseload differences). 

 

3. Will the providers have the opportunity to negotiate a different rate with the OhioRISE 
Plan than what is established? 

Response: The intent of the Independent Rate Models is to calculate fee schedule rates 
that are reflective of the average cost associated with providing OhioRISE new and 
enhanced services. The rates will represent the minimum reimbursement amounts that the 
OhioRISE plan will be required to pay while the OhioRISE program launches. To the extent 
that individual providers have unique circumstances that may require additional 
consideration, they can work with the OhioRISE plan to address those unique 
circumstances.  

 



 

  

4. When a youth is eligible for OhioRISE, they are eligible for all Medicaid services 
available. Does this open up the availability for the provider to negotiate the rate for 
any service, or just the OhioRISE New Service Rates?  

Response: Providers and Managed Care Entities can negotiate provider rates for all 
services on an ongoing basis. The intent of this process is to set minimum fee schedule 
rates for the OhioRISE new and enhanced services. 

 

Model Assumptions for Wages and Staffing 

5. How is the U.S. Bureau of Labor Statistics data used in the Independent Rate Models, 
and how are services aligned with providers?  

Response: U.S. Bureau of Labor Statistics (BLS) data has been used as the primary source 
for both wages and benefits underlying the Independent Rate Models. We have included in 
the stakeholder materials the information that documents both the wages and benefits by 
provider group. The provider groups used in this process generally align with the behavioral 
health coding workbooks from the State website (https://bh.medicaid.ohio.gov/manuals) and 
include Peers, Paraprofessionals, Licensed Professionals, Independent Licensed 
Professionals, and Advanced Practice Professionals.  

There is not a corresponding BLS job title for each type of provider delivering behavioral 
health services in Ohio. The BLS job titles were selected to reflect the types of providers 
delivering behavioral health services within each provider group. Different weights were 
given to BLS job titles underlying each provider group based on historical Medicaid 
behavioral health claims experience.  

The Independent Rate Models developed for each service document the professionals 
anticipated to be delivering services as well as whether the rate is a blended rate or rate 
specific to each provider group. 

 

6. What is the difference between licensed and independently licensed professionals 
and their wages? Do BLS wages appropriately account for differences in education 
and licensure within these categories? 

Response: Licensed professionals are dependently licensed. All BLS job titles within the 
licensed professional and independently licensed professional groupings are the same with 
the exception that Psychologists are additionally included as independently licensed 
professionals. The wages for the individual job titles within these groups are consistent, but 
higher in aggregate for independently licensed professionals due to the inclusion of 
Psychologists. We have reviewed wages produced by BLS to the Ohio Council 
Compensation Survey, which separately identifies licensed and independently licensed 



 

  

professionals. As a result, we have updated the wages to reflect an estimated 66.7th 
percentile of BLS for licensed and independently licensed professionals. We believe that 
these BLS wages selected are reasonable. 

 

7. Are the provider weights for Licensed Professionals and Independent Licensed 
Professionals appropriate? 

Response: The provider weights are based on historical behavioral health claims 
experience for provider types 84 and 95, feedback regarding enrolled CBHC providers in 
2019, and stakeholder feedback regarding the mix of licensed and independently licensed 
professionals who are part of the behavioral health workforce.  

 

8. How are workforce shortage issues and the ability to attract and retain staff 
incorporated into the wage assumptions? 

Response: We have reviewed the Ohio Council Compensation Survey relative to our 
original selection of the 50th percentile of BLS, and the BLS wages at the 50th percentile 
were approximately 10-30% higher for some provider groupings anticipated to deliver 
services. Our final wage assumptions included in the minimum fee schedule reflect either 
the estimated 66.7th or 75th percentiles of BLS data, varying based on provider group. The 
final selected BLS wages are in line with or above the 75th percentile from the Ohio Council 
Compensation Survey. 

 

9. How is on-call incorporated into the wage assumptions?  

Response: The cost of 24/7 on-call was assumed to not be embedded in wages in the 
stakeholder material. The material included a separate on-call component for the IHBT 
services at $500 per week. For MRSS, we have included an on-call stipend of $500 per 
week for the initial Mobile Response component in the final rate models. Since these 
services are reimbursed on a per episode rate, our assumption results in an average of 
seven crises per week. 

 

10. What consideration was given to start up and additional costs? 

Response: The minimum fee schedule rates for the OhioRISE new services were 
developed to cover ongoing reasonable and necessary costs that providers are anticipated 
to incur on an ongoing basis. Start-up costs were not included in the Independent Rate 
Models.  

 



 

  

11. What consideration was given to turnover? Should the turnover be scaled down for 
licensed professionals?  

Response: We included a starting point for turnover in the stakeholder materials for both 
the frequency of new hires and the amount of time a new hire would be considered 
inefficient (above and beyond ongoing annual training required), such as training, 
shadowing, or getting up to speed. The final Independent Rate Models reflect the average 
annual turnover rate of 35% for paraprofessionals and licensed independent professionals, 
and 31% for all other provider groups, which was based on the results of the Ohio Council 
Compensation Survey. The inefficient time varied by provider grouping, with lower wage 
employees taking more hours to reach full efficiency.  

 

12. If someone has a bachelor’s degree, but no license, are they considered a 
Paraprofessional? 

Response: Yes. 

 

13. Should the PTO (for non-MD/DOs) be more than 15 days? 

Response: We included a starting point for PTO in the stakeholder materials. The results of 
the Ohio Council Compensation Survey indicate that the average PTO/Holidays is 30 days 
and average Paid Leave is 31 days total. Based on this feedback, the final Independent 
Rate Models reflect four weeks of PTO and eight paid holidays for all provider groups. 

 

14. The peer role is critical to the success of the OhioRISE program. Should the peer role 
be extrapolated from the paraprofessional role, or should their hourly rate be greater 
than or equal to paraprofessionals? Should there be more training time assumed for 
the peer role? 

Response: The stakeholder material separately identified the peer role from the 
paraprofessional, including different wage, employee related expenses (ERE), and paid time 
off (PTO) assumptions. We have included additional one-time training and onboarding for 
peers relative to other provider groupings. We have adjusted the peer provider grouping to 
use 75th percentile of BLS, and we believe these peer wages to be reasonable and 
appropriate. 

 

15. Does ERE include costs associated with equipment, connectivity, EHR licensing fees, 
telehealth platform and licensing fees, and online training programs? Does it account 
for the higher costs of family coverage? 



 

  

Response: The ERE costs assumed in the rate development process reflect FICA taxes, 
FUTA taxes, SUI, Workers’ compensation, insurance costs, and retirement benefits. The 
assumed insurance cost reflects a blend of individual and family coverage. All other costs 
(e.g. licensing, IT platforms, additional training programs) are assumed to be covered under 
the Administration, Program Support and Overhead component of the rate model. 

 

Other Modeling Assumptions 

16. Should the average transportation time be more than 15 minutes? Should there be 
additional consideration for rural counties? 

Response: The assumptions incorporated into Independent Rate Models reflect statewide 
average values. Based on feedback, we have increased transportation to 20 minutes per 
one-way trip for all services. Please also see response to Question 3. 

 

17. Should caseloads vary in rural versus urban areas? 

Response: The caseload assumptions are based on nationally recognized caseload sizes. 
It is not our intent to vary the caseloads by geographic area. Please also see response to 
Question 3.  

 

18. There will not be 60,000 members enrolled in OhioRISE on 1/1/2022. How will the 
ramp-up of members enrolling in OhioRISE be handled in the provider rate 
development? 

Response: The Independent Rate Model approach builds rates from the “ground up” and 
considers reasonable and necessary costs to provide the service. There have been no 
explicit assumption adjustments to account for the ramp-up of enrollment. Please also see 
response to Question 1. 

 

19. Are interpreter fees included in the rate development? 

Response: Interpreter fees are an expense that is covered by the Administration, Program 
Support and Overhead component of the Independent Rate Models. Please also see 
response to Question 3. 

 

20. Are the administrative-related costs, such as information technology, office supplies, 
etc., included in the Independent Rate Models, and if so, how? What about 
consideration for increased medical liability insurance costs? 



 

  

Response: Yes, these items are included in the Administration, Program Support and 
Overhead component of the Independent Rate Models, which include both administrative 
salaries and benefits and non-salary business operations expenses. 

 

21. By design, this patient population is higher risk. Should there be a population risk 
adjustment factor or wage increase? 

Response: The time and resource assumptions underlying the Independent Rate Models 
have been developed specifically for the anticipated OhioRISE population. Additionally, 
some services are reimbursed on a per unit basis where additional provider time required for 
higher risk children results in higher corresponding payments. 

 

22. How are national standards for provider accreditation considered in the rate 
structure? 

Response: Ongoing training time for clinical staff is accounted for in the Independent Rate 
Models by the paid time off and training adjustment factor. All other costs related to attaining 
accreditation for provider organizations are an expense that is covered by the 
Administration, Program Support and Overhead component of the Independent Rate 
Models.  

 

23. Are the training assumptions included in the stakeholder materials appropriate?  

Response: Baseline on-going training and conference time assumes one week per year for 
all provider groups. ICC/MCC services include two weeks of training per year based on 
additional state required wrap-around training. IHBT services include three weeks of training 
per year based on additional training requirements to deliver the services according to 
model fidelity. Based on stakeholder feedback, we have added additional training 
hours/inefficient time for paraprofessionals, licensed professionals, independent licensed 
professionals, and advanced practice professionals as shown in the table below. 

Provider Group Base Training Hours/Inefficient Time 

Peer 160 hours 

Paraprofessional 120 hours 

Licensed professional 120 hours 

Independent licensed professional 120 hours 

Advanced practice professional 80 hours 

MD/DO 40 hours 



 

  

 

24. What consideration was given to unreimbursed direct care, such as participation in 
Child and Family Team (CFT) wraparound meetings or attending court hearings? 

Response: Activities that are not included as part of a direct billable service are assumed to 
be included in transportation time related to services, indirect time related to services, or 
paid time off (includes training). 

 

25. Are the supervisor to employee ratio assumptions in the stakeholder materials 
appropriate? 

Response: We believe that all utilized supervisor to employee ratio assumptions are 
reasonable and appropriate. Where applicable, the ratios utilized in the rate models are 
consistent with the ODM and/or OhioMHAS rules regulating the services and went through a 
stakeholder feedback process 

 

ICC/MCC 

26. Are care coordinators required to transport youth/families in their care or is the travel 
rate based only on distance to/from providing services? 

Response: The transportation time is based only on the provider traveling the distance 
to/from providing services. The ICC/MCC rule states that reimbursement is not available for 
direct transportation of the family by the care coordinator.  

 

27. Will care coordinators be permitted to visit youth in residential treatment, including 
PRTFs and QRTPs? Is telehealth appropriate in these cases? 

Response: Youth should not lose access to their CME, and the CME should be involved in 
transition back to home/community. Care coordinators are permitted to visit youth in 
residential treatment. Telehealth could also be appropriate in these cases given that 
residential facilities can be further away. The expectation is that PRTFs and QRTPs are 
treated the same way as other residential settings.  

 

28. How were the visits-per-month assumptions in the transportation calculation 
developed? 

Response: Each of the activities were reviewed individually when developing these 
assumptions. We assumed that half of member contacts would be actual trips and family 
contacts would not require additional trips. All service activity and transportation 
assumptions are best estimate averages anticipated to occur during a month and do not 



 

  

reflect assumptions for any one individual service. Assumptions for transportation in the final 
rate models were updated based on stakeholder feedback provided in response to the 
preliminary rate models. 

 

29. Will the final ICC/MCC rate reflect a blend of the individual rates for each provider? 
What consideration is given to differences in complexity or acuity of the persons 
being served? 

Response: Yes, there will be a single rate regardless of the provider performing the service 
for both ICC and MCC. Based on stakeholder feedback, we believe the blended rate is 
appropriate and supported by stakeholders. We acknowledge that there will be varying 
levels of acuity and patient complexity in the OhioRISE population. Individuals with the 
highest complexity will receive ICC, which reflects a lower caseload for the care coordinator, 
while other individuals that have a lower acuity will receive MCC.  

 

30. Which services can be billed separately from ICC/MCC?  

Response: Per 5160-59-03.2 OhioRISE: Care Coordination, transportation for the youth or 
family and direct services to which the youth has been referred such as medical, behavioral, 
educational, or social services, are not reimbursable as ICC or MCC. Additionally, Payment 
for substance use disorder targeted case management is not allowable when a youth is 
enrolled in ICC or MCC. 

 

31. Can ICC/MCC only be billed when the member (child) is seen, or will direct contact 
with family/caregivers be allowed? 

Response: Contact with family/caregivers is included in the development of the monthly 
case rate for ICC/MCC. Billing details regarding these activities are forthcoming. 

 

32. The activity for this service is weighted in the beginning. Was any consideration 
given to varying the rate structure in the first month or first few months compared to 
the ongoing care coordination? 

Response: There was consideration given to this. This is one reason the Initial In-home 
Assessment and CANS assessment was developed as a separate rate. The remainder of 
the Independent Rate Model inputs were based on average service needs. We anticipate 
that activities would vary month to month and person to person. 

 



 

  

33. Will a CME be able to contract with a BH provider to provide the on-call psychiatry 
support for the care coordinators? 

Response: The rules have not indicated that it needs to be an employee, and therefore 
contracting may be acceptable. Through the Care Coordination services, the responsibility 
for who services the community is shared. The CME may employ, or may have contracted 
staff, that are part of their care coordination as well. 

 

34. The assumption in the rates for ICC and MCC of maintaining a full caseload isn’t 
realistic.  Will ODM consider adjusting to 90% to better reflect more realistic 
operations?   

Response: Based on feedback, we have revised the ICC/MCC caseloads to reflect 95% 
efficiency. The maximum caseloads for ICC and MCC respectively remain at 10 and 25. 

 

35. Should the monthly Clinical Consultation Hours per caseload be more than two?   

Response: Based on workgroup discussions, we believe that a monthly clinical consultation 
of two hours per month per caseload to be reasonable and appropriate. Only a portion of the 
individuals on the caseload are assumed to need clinical consultation each month. 

 

36. Should the CFT facilitation/plan/monitoring and child and family care plan 
development service hours be increased?   

Response: Based on workgroup discussions, we believe the assumed CFT 
facilitation/plan/monitoring and child and family care plan development service hours are 
reasonable and appropriate.  

 

37. Has there been any discussion about how many CMEs there will be in terms of the 
geographic spread of regions the CMEs will cover? 

Response: This is currently under discussion with the OhioRISE plan. More information will 
be provided once it becomes available. 

 

38. Does an entity need to have the ability to bill Medicaid if they want to contract with a 
CME to provide care coordination?  

Response: The entity responsible for performing the service (the CME) would need to bill 
Medicaid. It is be the responsibility of the CME to ensure that any entities they contract with 
comply with Medicaid requirements.   



 

  

 

Assessments 

39. Should there be a difference in the amount of time or volume of work assumptions for 
CANS assessments based on whether the youth is placed in ICC or MCC? 

Response: The current Independent Rate Models reflect the average time assumed to be 
required to perform a CANS assessment, accounting for all youth in ICC/MCC. Based on 
feedback from current providers, we do not believe there will be enough difference to 
warrant a difference in assumptions.  

 

40. Have the requirements of the Initial In-Home Assessments, such as administration of 
any psychometric tests, etc. been specified? 

Response: No. Additional guidance regarding Initial In-home Assessments is forthcoming. 

 

41. Is the Initial In-home assessment rate for the entire episode regardless of how many 
visits/contacts occur in the allowable time frame? 

Response: The Initial In-home Assessment rate is separate from the ICC and MCC rates. 
As such, the rate does not include the costs to perform the additional ICC / MCC services. 
The Initial In-home Assessment rate is on a per assessment basis and reflects the assumed 
average amount of time required to perform the assessment.  

 

42. Should the indirect time for CANS assessments be increased? 

Response: Based on review of the assumptions used to develop the indirect time for the 
CANS assessments (e.g. PTO, training days, travel time, etc.), we believe the assumed 
indirect time for the CANS assessment is reasonable and appropriate.  

43. Will both the Initial In-Home Assessment and CANS Assessment be allowed on the 
same date? 

Response: Yes, the In-Home Assessment and the CANS Assessment are allowed on the 
same date. 

44. If a CANS is done by a qualified individual (non-Medicaid provider) for QRTP 
purposes, will another CANS assessment be required to be completed by a Medicaid 
(network) provider or CME to determine OhioRISE eligibility? 

Response: A CANS assessment done be a qualified individual (non-Medicaid provider) for 
QRTP purposes is acceptable for purposes of determining OhioRISE eligibility. Another 
CANS assessment will not be required to determine OhioRISE eligibility. Upon OhioRISE 



 

  

enrollment, a Comprehensive CANS will be completed by the CME (for ICC and MCC) or a 
the OhioRISE plan (for limited care coordination) within 30 days of referral for care 
coordination. 

 

MRSS 

45. Which providers can respond to a crisis event?  

Response: Both licensed and independently licensed professionals can respond to crises 
events per the MRSS rule. Peers and paraprofessionals may also respond but are only 
permitted as part of a team led by a licensed professional.  

 

46. There are some families that only use MRSS for crisis intervention and do not want to 
use stabilization services. Is there a time limit between when an initial response is 
billed and when another initial response can be billed?  

Response: The time period of the initial crisis mobile response and follow up window is 72 
hours. After this initial 72 hours, another initial response can be billed. The expectation is 
that the individual requesting and receiving additional MRSS services would likely be 
enrolled in OhioRISE, and the assigned care coordinator/CME would help coordinate other 
services in lieu of stabilization. 

 

47. With the MRSS model it is important to pay to have enough providers available. What 
consideration has been given to a “standing army” or “firehouse model” approach? If 
Medicaid is not funding all of MRSS, is there flexibility in the rules about requiring 
24/7 services? 

Response: After reviewing feedback and research on the “firehouse model” approach, we 
understand the importance of supporting the presence of 24/7 staff to fulfill ODM 
requirements. As a result, we have built in a $500 per week (assuming one crisis call per 
day) on-call component into the initial mobile response rate to address this concern. The 
way non-Medicaid individuals are handled will vary by community based on other resources 
and payers. 

48. How will the $500 on-call stipend be billed or paid out (agency level, provider level)? 
How many weeks can be reimbursed at this rate? Is the goal to pay this rate out up to 
6 weeks during the “Stabilization Period” or is the $500 per week paid out weekly for 
any week when a provider is called out for MRSS services? 

Response: The $500 on-call stipend is not individually billed, but is a cost assumption built 
into the overall rate that can be billed for the Initial Mobile Response portion of the MRSS 
rate. As a result, the rate is inherently higher to reflect the assumed cost of having on-call 



 

  

availability. This $500 per week amount assumes one crisis call per day, and the amount will 
be the same regardless of whether a crisis actually occurs. The actual approach each 
agency takes in practice to account for costs associated with the on-call requirement for 
Initial Mobile Response may vary. The on-call stipend cost assumption is not built into the 
Mobile Response Follow-up or Stabilization components of the MRSS rate.  

 

49. If a team responds and one provider is working with the child and one with the family, 
can both services be billed? 

Response: Yes, as long as each provider is delivering an MRSS covered activity, both 
providers may bill for the services.  

 

50. Should the stabilization component of the MRSS rate be a blended rate? 

Response: We have considered whether the stabilization component of MRSS should be a 
blended rate and have decided for the rate to be provider group specific to reflect the 
providers delivering the stabilization services. 

 

51. If a MRSS staff completes a CANS, can they also bill the CANS rate? 

Response: Yes, the CANS assessment can be billed separately from MRSS as long as the 
individual has successfully completed training and is certified by the Ohio department of 
Medicaid (ODM) designated entity to administer the CANS assessment. 

 

52. Is there a limit on how many crisis follow-ups can be billed in the initial 72-hour 
window? 

Response: No, there is not a limit the number of crisis follow-ups. Crisis follow-up must be 
consistent with the mobile response activities described in 5122-29-14 and in accordance 
with the OhioMHAS “Practice Standards for Mobile Response and Stabilization Services”.   

 

IHBT 

53. How are caseloads tied into the rate setting methodology? Should the IHBT 
caseloads represent the average or the maximum, and are the current assumptions 
appropriate (6/6/9 for Base/MST/FFT)? 

Response: Caseloads are utilized in the Independent Rate Models as a way to define the 
direct and indirect service-related time required for each individual receiving services. Based 
on provider feedback, we have lowered the MST caseload to 5. Base IHBT will be remain at 



 

  

6 and FFT will remain at 9. Note, the current caseload assumptions are based on averages 
and do not represent maximum caseloads for IHBT services. 

 

54. Are the current assumptions regarding portion of visits in home/community 
appropriate (80/80/30% for Base/MST/FFT)? 

Response: Based on discussions with providers, we have updated the FFT assumption to 
reflect that 80% of services will occur in the home and we will retain the assumption that 
80% of Base IHBT and MST visits are in home. 

 

55. Through the YTI federal grant, Ohio has invested heavily in ICT (integrated co-
occurring treatment); an IHBT intervention for addiction.  Would this intervention fall 
into the base IHBT rate or will a separate one be developed? 

Response: The intention of the IHBT rates is to align with the OhioMHAS certification rule. 
MST and FFT services are explicitly called out in the rules, and as a result, separate rates 
have been developed for these services. All other IHBT services would fall under the Base 
IHBT service rates. 

 

56. How does productivity affect the rate and how are patient no-shows considered?  

Response: In some cases, a productivity assumption was used to determine the amount of 
indirect time required on a per unit basis. For purposes of the Independent Rate Models, 
productivity is defined as the percentage of available time (after removing paid time off and 
training) that results in a directly billable service. Patient no-shows are not explicitly 
considered as part of the rate development process but are implicitly considered as part of 
the indirect time included in the Independent Rate Models. 

 

57. How does the Independent Rate Model take into consideration staff that work more 
than 40 hours per week to get documentation done, or staff with non-traditional 
schedules such as weekends and evenings? 

Response: The Independent Rate Model approach develops costs on a per unit basis 
based on the estimated resources required to deliver the service. The wage component of 
the Independent Rate Model reflects the average hourly wage for providers and takes into 
account both direct (face-to-face client service delivery) and indirect (e.g., documentation) 
time regardless of when an employee delivers the service or how many hours a week they 
work. To the extent that individuals produce more units than assumed for a 40-hour work 
week, the independent rate models would support more employee compensation than the 
annual salary and benefits represented in the stakeholder materials. The rate models for 



 

  

these services do not include wage differentials related to overtime, but the final selected 
BLS wages are in line with or above the 75th percentile from the Ohio Council 
Compensation Survey.  

 

58. Will the fidelity requirements of IHBT and FFT/MST be merged or aligned when 
considering a hybrid service? 

Response: The hybrid service utilizing unlicensed staff is only available for IHBT. FFT/MST 
national requirements require licensed professionals to provide these services. 

59. In the stakeholder materials, why are the on-call expenses different for Base and 
MST? 

Response: The on-call expenses in the stakeholder materials are $500 per week. The 
difference between the on-call expense built into the 15-minute unit for Base IHBT and MST 
services reflect differences in the assumed direct service time per week. 

60. Will a different rate structure be considered or will it remain at the 15-minute unit? 

Response:  ODM has reviewed feedback regarding different rate structures for IHBT, but is 
not considering making changes to the 15-minute unit at this time.  

 

Other 

61. Will the rates be reviewed and updated over time? 

Response: Yes. The rates are anticipated to be finalized for the 1/1/2022 effective date. As 
the rollout of OhioRISE occurs, we will monitor emerging experience data, and assess 
whether the assumptions used in the rate development process for new OhioRISE services 
will need to be updated for future periods. 
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Ohio Department of Medicaid 
OhioRISE New Service Fee Schedule Development 
Reference 2: Data Sources  
 
This Reference provides a description of the data sources used in the development of the minimum fee 
schedule rates included in this report. 
 

DATA SOURCE DESCRIPTION 

BLS Beta Labs The BLS Beta Labs website1 provides an analysis of the Consumer Price Index (CPI) trend over time. This 
was used for projecting wage rates over different time periods. 

BLS Information  Data from the BLS website informed the ERE benefits information, and included data related to workers 
compensation, retirement, disability services, and health, dental, vision and life insurance rates.2  BLS lists 
information on hourly wages as well.3   

Information from other states’ 
fee schedule development 
processes 

Input from other states’ fee schedules informed the identification of proportion of the rate associated with 
administrative costs. 

Information from the Ohio 
Department of Job and 
Family Services 

Information from the Department was used to identify assumptions for State Unemployment Insurance (SUI) 
costs.4 

IRS Newsroom This IRS website provided the standard mileage rates used for the transportation costs in the rate models.5 
The 2021 federal reimbursement level is $0.56 per mile. 

IRS Tax Topics The Tax Topics section on the IRS website provided information on FICA percentages and limits as well as 
FUTA tax information.6 FICA taxes include social security taxes and Medicare taxes. FUTA tax is the federal 
unemployment tax. All these values are used in the ERE buildup. 

ODM behavioral health 
provider manuals and 
reimbursement rates 

Ohio-specific data, including provider manuals7 and reimbursement rates,8 provided descriptions of the 
services and programs included in the rate models. 

ODM Guidance The rate models use concepts communicated by the state during several conversations. These meetings 
highlighted the state’s understanding of how the services are provided which were then implemented into the 
rate models. 

Ohio Council of Behavioral 
Health & Family Services 
Providers 2020 
Compensation & Benefits 
Survey Report 

The responses from the Ohio Council Compensation Survey helped inform various assumptions underlying the 
rate models, including wage, PTO, and turnover information.  

Milliman used wage rates from this survey to support the calculation of average hourly wage rates and 
reviewed other data points for context when assessing other rate model assumptions. 

Ohio Medicaid Behavioral 
Health Data 

The Medicaid eligibility and claims experience provided by ODM provided information on a variety of statistical 
metrics including the distribution of providers within a provider grouping.  

OhioRISE Draft Rules The minimum fee schedule rate development described in this document rely on the detail within the draft 
rules listed below. 
 
Rule 5160-59-01, entitled “OhioRISE: definitions.” 

o Defines the terminology used specifically within the OhioRISE program and a managed care 
organization 
 

Rule 5160-59-01.1, entitled “OhioRISE: application of general managed care rules.” 
o References which of the managed care organization OAC rules apply to the OhioRISE plan  

 
Rule 5160-59-02, entitled “OhioRISE:  Eligibility and enrollment.” 

o Describes the criteria members need to meet to be enrolled in the OhioRISE plan and describes 
relevant OhioRISE plan enrollment and disenrollment dates 
 

Rule 5160-59-03, entitled “OhioRISE: covered services.” 
o Describes the services that will be available through the program and the standards the services 

must be available including emergency services and those provided through non-contracting 
providers 
 

Rule 5160-59-03.1, entitled “OhioRISE: Utilization Management.”  
o Describes the utilization management program the OhioRISE plan must implement and follow to 

maximize the effectiveness of the care provided to the member 
 

Rule 5160-59-03.2, entitled “OhioRISE: Care Coordination (ICC/ MCC).”  
o Describes the three tiers of OhioRISE care coordination and how the different tiers are determined 

for the members of OhioRISE.  This rule also defines the care management entities and their 
responsibilities over care coordination of an OhioRISE member  
 

Rule 5160-59-03.3, entitled “OhioRISE: Intensive Home Based Treatment (IHBT).”  
o Defines IHBT as the service described in OhioMHAS rule 5122-29-28, sets Medicaid policy for 

coverage, payment and limitations, and sets eligibility criteria for service providers. The current 
IHBT rule, 5160-27-05, will be rescinded. 
 

Rule 5160-59-03.4, entitled “OhioRISE: Behavioral Health Respite Services.”  
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o Restructures the current 1915(b)(3) respite service covered under OAC rule 5160-26-03 for the 

purposes of covering behavioral health respite under the OhioRISE program.  The behavioral 
health respite service remains available under the existing 1915(b)(3) authority but is only available 
to those enrolled on the OhioRISE program.  

o Rule 5160-59-03.4 significantly expands eligible providers of service, eligible members, as well as 
service location to ensure respite services are accessible to children enrolled on OhioRISE.   
 

Rule 5160-27-13, entitled “Mobile response and stabilization service” (MRSS)  
o Defines mobile response and stabilization services as the services described in OhioMHAS rule 

5122-29-14, sets Medicaid policy for coverage, payment and limitations, sets eligibility criteria for 
service providers, and describes the interaction of MRSS with other Medicaid services. 

Subject Matter Expert 
Workgroup Feedback 

Discussions with subject matter experts inform various inputs for the rate models (e.g. indirect time 
assumptions). In some instances, we also relied on provider feedback and data to capture information from 
network providers delivering behavioral health services9,10,11. 

 

 
1 U.S. Department of Labor. BLS Beta Labs, BLS Data Viewer. Retrieved from https://beta.bls.gov/dataViewer/view/timeseries/CUUR0200SAM  
2 U.S. Bureau of Labor Statistics. (March, 2021). Economic News Release, Table 2. Employer Costs for Employee Compensation for civilian workers 
by occupational and industry group. Retrieved from https://www.bls.gov/news.release/pdf/ecec.pdf 
3 U.S. Bureau of Labor Statistics. May 2020 State Occupational Employment and Wage Estimates Ohio. Retrieved from 
https://www.bls.gov/oes/current/oes_oh.htm#29-0000 
4 Ohio Department of Jobs and Family Services. (June 18, 2021). Office of Unemployment Insurance Operations, Contribution Rates. Retrieved from 
https://jfs.ohio.gov/ouio/uctax/rates.stm  
5 Internal Revenue Service. (January 5, 2021). IRS lowers standard mileage rates for 2021. Retrieved from https://www.shrm.org/resourcesandtools/hr-
topics/benefits/pages/irs-lowers-standard-mileage-rate-for-2021.aspx 
6 Internal Revenue Service. (June 17, 2021). Tax Topic. Retrieved from https://www.irs.gov/taxtopics  
7 Ohio Medicaid Behavioral Health. Behavioral Health Provider Manual, Final version 3/18/2021. Retrieved from: 
https://bh.medicaid.ohio.gov/Portals/0/Providers/Manual/3-18-2021%20BH%20Manual%20FV%201_18.pdf?ver=EmqgN9-ey80hc-TV8QY3iQ%3d%3d 
8 Ohio Medicaid Behavioral Health. BH Coding Workbook, final as of August 1, 2019. Retrieved from https://bh.medicaid.ohio.gov/manuals 
9 OhioRISE Website. OhioRISE Rate Discussion, May 17, 2021. Retrieved from 
https://managedcare.medicaid.ohio.gov/wps/wcm/connect/gov/57886229-52ba-407c-8a58-
907a60e4f698/OhioRISE_New+Service+Rate+Model+Methodology_2021.05.17.pdf?MOD=AJPERES&CVID=nBXAxXt 
10 OhioRISE Website. ICC/MCC Rate Discussion, May 25, 2021. Retrieved from 
https://managedcare.medicaid.ohio.gov/wps/wcm/connect/gov/f69d6b4d-7175-4ea8-afee-
54c8a8134787/OhioRISE_ICC+MCC+Rate+Discussion+Meeting_2021.05.25.pdf?MOD=AJPERES&CVID=nCB5KdG 
11 OhioRISE Website. MRSS/IHBT Rate Discussion, May 27, 2021. Retrieved from 
https://managedcare.medicaid.ohio.gov/wps/wcm/connect/gov/e08edf5b-d1c9-4b7b-a856-
2d3a6740c7b9/OhioRISE_IHBT+MRSS+Rates+Meeting_2021.05.27.pdf?MOD=AJPERES&CVID=nCK3fgZ 
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