OhioRISE Services CANS and Care Coordination
Workgroup Meeting
January 28, 2021
12:00-2:00 PM

Webinar Instructions
All participants can mute and unmute their own lines, so please be sure to mute
your line when you’re not talking.
Please introduce yourself by entering your name, title, and organization in the chat
feature.
We hope to have robust oral discussion among workgroup members. All other
attendees may enter comments or questions using the chat feature in Teams.
The slides from this meeting will be available following the meeting on the OhioRISE
Website.

2

Agenda
•
•
•
•

Welcome & Introductions
OhioRISE and Stakeholder Engagement Refresher
Introduction to OhioRISE Eligibility and the CANS Functional Assessment
Introduction to Care Coordination driven by High Fidelity Wraparound
Principles
• Introduction to Care Management Entities
• Next Steps
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OhioRISE Refresher
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Ohio’s Medicaid Managed Care Program
Today’s Ohio Medicaid Managed Care Program

“Next Generation” of Managed Care in Ohio

Members are impacted by business decisions that don’t always take their needs or
circumstances into consideration. Providers are not always treated as partners in patient
care. We want to do better for the people we serve.

The focus is on the individual with strong coordination and partnership among MCOs,
vendors & ODM to support specialization in addressing critical needs.
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Centralized
Credentialing

Managed Care
Procurement

OhioRISE Enrollment
✓
✓
✓
✓

Enrolled in Medicaid (managed care or fee for service)
Up to age 21
In need of significant behavioral health services
Meet functional needs criteria as assessed by the Child and
Adolescent Needs and Strengths (CANS)
✓ Estimate 55-60,000 children & youth by end of year 1

OhioRISE Services
✓ All existing behavioral health services – with a few limited
exceptions (ex: BH emergency dept.)
✓ Intensive Care Coordination
• Consistent with principles of High-Fidelity Wraparound
• Delivered by a regional “Care Management Entity”
• Two levels – intensive and moderate
✓ Intensive Home Based Treatment (IHBT)
✓ Psychiatric Residential Treatment Facility (PRTF)
✓ New 1915(c) waiver that runs through OhioRISE
• Unique waiver services & eligibility
✓ Mobile Response and Stabilization Service (MRSS)
• Also covered outside of OhioRISE (MCO and FFS)
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We Need to Build Significant Capacity to Shift the System
CURRENT STATE

FUTURE STATE
Out-ofHome
Services

Lower Intensity
Services

Intensive InCommunity
Services
• Intensive Care Coord.
• In-home therapies
• Crisis Intervention

Out-of-Home
Services

Lower Intensity
Services
•
•

Outpatient counseling
Medication
management
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OhioRISE Ecosystem
Family and Children First Cabinet Council:
Governor’s Office of Children's Initiatives, Office of Family & Children First MHAS, ODJFS, DODD, ODM, DYS, DRC, ODH, ODE,
Federal and State funds | Governance and Oversight

Medicaid Managed Care
Organizations (MCOs)
Physical health,
limited BH services

Service Providers
Contract with OhioRISE & MCOs to
provide services
OhioRISE Plan
Contract with CMEs, providers

Department of
Medicaid
Contract, provide
oversight of the
OhioRISE and MCOs

Network of Care Management Entities (CMEs)
Provide Intensive Care Coordination using High
Fidelity Wraparound
Center(s) of Excellence (COEs)
Support evidence-based practices, training,
fidelity reviews, workforce development
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Medicaid Managed Care Procurement Project Phases
Current Phase

RFI #1
Feedback from
Individuals &
Providers

RFI #2
Feedback from
Potential
Bidders

RFA and
Award

Implementation,
Readiness & Post
Implementation

Gather input and
feedback from
individuals and
providers first

Gather input on
capacity to address
potential changes,
based on feedback
from individuals and
providers

Communicate major
milestones related to
RFA release, response
evaluation & contract
award

Collaborate to ensure
a smooth
implementation
and understand
experience postimplementation

The current focus of the managed care procurement is on soliciting RFA responses and
evaluating them in preparation for award.

Stakeholder Input Through Program Phases
CURRENT PHASE

Provide Feedback
to inform the
OhioRISE Program

Provide Expertise
for Development of
New and Enhanced
OhioRISE Services

Collaborate on
Readiness,
Transition and
Implementation

Actively Participate
in Population
Health, Quality
Improvement
Activities

Communicate with individuals we serve and our shared community partners
Provide ongoing feedback to OhioRISE Governance
Network, collaborate, and learn across systems
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OhioRISE Advisory Committee & Workgroup Structure

OhioRISE
Advisory
Committee

Services
Workgroup
(IHBT, MRSS, PRTF)

Eligibility & Care
Coordination
Workgroup
(CANS, CME, ICC, MCC)

Implementation &
Operations
Workgroup
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OhioRISE Advisory Council & Workgroups – Membership and Purpose

Purposes of the
OhioRISE Advisory
Council &
Workgroups

» Offer specific advice, expert opinions and suggestions to Directors and
staff regarding the OhioRISE program
» Provide clinical and programmatic input on key components of new and
enhanced services
» Review rule development and changes
» Provide critical technical feedback regarding initial implementation
activities and OhioRISE operations

MEMBERS SELECTED FOR THE ADVISORY COMMITTEE WILL REPRESENT:
Diverse range of
expertise and
experience

Local system
partners

Associations and
providers of
services

Youth and
Families with
lived experience

Ohio’s
geography
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OhioRISE Eligibility and the CANS Functional
Assessment
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Draft 5160-59-02 OhioRISE: Eligibility And Enrollment
Eligibility Criteria
(A) Typical Eligibility

(B) Urgency Exception to #4

To be eligible for enrollment in Ohio resilience through
integrated systems and excellence (OhioRISE) an
individual must meet the criteria in paragraphs (A)(1)
through (A)(4) below:
1.Be age 20 or younger at the time of enrollment;

An individual who meets the criteria in paragraphs
(A)(1) through (A)(3) of this rule is eligible for OhioRISE
enrollment under any of the following conditions and
will remain in OhioRISE until he or she meets the criteria
for disenrollment in paragraph (D) of this rule.
1.Be an inpatient in a hospital with a primary
diagnosis of mental illness or substance use disorder
as listed in the appendix to this rule;

2.Be determined eligible for Ohio Medicaid in
accordance with Chapters 5160:1-1 to 5160:1-5 of the
Administrative Code;
3.Not be enrolled in a MyCare Ohio plan as described
in chapter 5160-58 of the Administrative Code; and
4.Meet a threshold score established
for OhioRISE eligibility on the Ohio "Child and
Adolescent Needs and Strengths” (CANS) assessment
administered in an accordance with Ohio Department
of Medicaid (ODM) guidelines.

2.Be an inpatient in a psychiatric residential
treatment facility (PRTF) as described in rule 5160-5903 in Administrative Code; or

3.Have an immediate need for OhioRISE services due
to a behavioral health crisis or out-of-home
placement.
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Draft 5160-59-02 OhioRISE: Eligibility And Enrollment
Timing of Enrollment, Disenrollment
(C) Timing of Enrollment
Enrollment is mandatory for eligible individuals and
begins the earlier of:
1.The first day of the month following the
determination that the individual meets the
requirements in paragraphs (A)(1) through (A)(4) of this
rule; or
2.The date of admission to an inpatient hospital with a
primary diagnosis of mental illness or substance use
disorder as described in paragraph (B)(1) of this rule; or
3.The date of admission to a PRTF as described in
paragraph (B)(2) of this rule; or
4.For individuals with an immediate need
for OhioRISE services as described in paragraph (B)(3)
of this rule, the date the behavioral health crisis
services are initiated or the out-of-home placement
began.

(D) Disenrollment
Disenrollment from OhioRISE occurs upon any of the
following occurring:
1.The later of the last day of the month when the
individual:
a)Turns age 21 except for as described in paragraph
(D)(2) of this rule; or
b)No longer meets the eligibility criteria described in
paragraph (A)(2) through (A)(4) of this rule.
2.For an individual who resides in a PRTF, upon turning
age 21, will remain enrolled in OhioRISE until he or she
is discharged from the PRTF or upon turning age 22,
whichever occurs first.
3.An individual begins enrollment in a MyCare Ohio
plan, as described in chapter 5160-58 of the
Administrative Code.
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Draft 5160-59-02 OhioRISE: Eligibility And Enrollment
Hearing Rights

(E) Hearing Rights

If an individual is denied
enrollment in the program
pursuant to paragraph (A) of this
rule, or is disenrolled from the
program pursuant to paragraph
(D) of this rule, the individual will
be afforded notice and hearing
rights in accordance with division
5101:6 of the Administrative
Code.
16

Key things to know about the Child and Adolescent Needs and Strengths (CANS)
• The CANS is a functional assessment tool that:
» Assesses both child and family needs and strengths
» Provides decision support to help identify approaches that address youth and
family needs while building on their strengths
» Can be used to make eligibility determinations

• CANS gathers all dimensions of the youth and family’s story to
determine functioning, needs and strengths
» Integrates multiple story tellers (child, family, teacher, community, therapist,
etc.) that helps to achieve a collaborative, consensus-based assessment
» Provides support to the clinical decision-making process, including level of care
and service planning
» Integrates well with other clinical and diagnostic assessments that may be
needed

• CANS can be used to monitor outcomes. For example:
» Individuals: CANS is updated routinely over the course of treatment
» Population: data from all CANS can be aggregated, analyzed and tracked over
time

Strength: A characteristic of an
individual in an environment,
or an external factor, that
provides the individual
meaning and wellbeing.
Need: A characteristic of an
individual in an environment
that could benefit from
external support.

• CANS is open domain and free to use
• CANS is customizable -Ohio is developing a version of the CANS to use
across our systems
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CANS Domains
Standard Domains
• Strengths
• Life functioning
• Behavioral / emotional needs
• Risk behaviors
• Cultural factors
• Caregiver resources and needs

Sample Additional Domains, Extension Modules
• Developmental needs
• Potentially traumatic / adverse childhood experiences
• Substance use disorder
• Violence
• Early childhood
• Transition age youth

Domains, modules, and
assessment items within
each domain are being
identified based on:
1. Relevance to individual
planning: areas in which we
can support youth and
families, address needs and
build strengths

2. Relevance to Ohio’s
service and treatment
planning needs
18

19

Examples
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CANS + Clinical Decision-making
• CANS gives clinicians additional guidance to support clinical decision-making.
• CANS provides a comprehensive picture of the young person and their family. This
wholistic perspective supports clinicians to move away from level of care decisionmaking to considering the intensity of services needed, which may very well be
provided in the community.
»Example situation: a child may “qualify” for a higher level of care, such as residential treatment, but due to protective fa ctors and
strengths of the family, home and community resources, services could be equally successful in the community.
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CANS Reliability
• Ohio’s cross-system team is collaborating directly with the Praed Foundation and Dr. John
Lyons, creators of the CANS, to develop the assessment tool and eligibility decision support
model.
» The CANS creators will assist in testing reliability once the tool is finalized.

• The CANS is structured and designed to be valid at the item level. Each item has been
individually standardized.
» CANS has been found to be even more reliable in use/implementation than in the training/classroom
environment.
» Reliability has been established in 4 countries, including the United States.

• Accuracy of the CANS is achieved through instructional guidance, training, quality
monitoring, and the application of an inter-rater reliability (IRR) process.
• Providers completing the CANS for a particular child should be collaborating and
coordinating care, not competing.
» The aspiration is “One child, one CANS,” rather than multiple CANS completed within different systems.
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Ohio Use of CANS
JFS
FFPSA Implementation

In addition to being used
as a clinical decisionsupport tool, the Ohio
version of the CANS will be
used across multiple
systems

• Acceptable QRTP level of
care tool

ODM
OhioRISE
• OhioRISE managed care
plan eligibility
• Element of level of care
determination for
OhioRISE 1915(c)

DODD
ICF-IBS Rate AddOn
• Considered in assessing
youth need for the addon per 5123-7-28
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Ohio’s CANS Development Process

Preliminary selection of
domains, modules, items.
Preliminary development
of decision-support
algorithms.

Transparent review of
preliminary items and
algorithms with
stakeholders.

Clinical piloting / testing of
items and algorithms with
real cases.
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Introduction to Care Coordination driven by
High Fidelity Wraparound Principles
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Wraparound
• Wraparound is a defined, team-based service planning and care coordination
process that uses specified procedures
• The Wraparound process ensures there is one coordinated plan of care and one
care coordinator
• Wraparound is not a service per se; it is a structured approach to service planning
and care coordination
» For Medicaid, the SERVICE will be intensive or moderate care coordination

• The ultimate goals are to improve outcomes, the experience of youth and families,
and per capita costs of care

Wraparound Characteristics
• High quality teamwork
» Collaborative activity
» Brainstorming options
» Goal setting and progress monitoring

•
•
•
•
•
•

The plan and the team process are driven by and “owned” by the family and youth
Takes a strengths-based approach
The plan focuses on the priority needs as identified by the youth and family
A whole youth and family focus
A focus on developing optimism and self-efficacy
A focus on developing enduring social supports
Bruns, E. National Wraparound Initiative

Life Domains
Social Determinants of Health
Psychological/Emotional
Safety
(protected from neglect and
abuse/free from crime and violence)

Cultural/Ethnic
(positive self-esteem and identity)

Family/Surrogate Family
(protective/capable)

Physical Health
(healthy/free of disease,
health insurance)

Income/Economics
Educational/Vocational
(competent/productive)

Legal
(protection of rights/custody
Living Arrangements
(a place to live; housing stability)

Spiritual
(basic beliefs/values about life)

Social/Recreational
(friends, contact with other people)

Adapted from Dennis, K., VanDenberg, J., & Burchard, J. (1990). Life domain areas. Chicago: Kaleidoscope

In Wraparound, a dedicated care coordinator coordinates the work of system partners and
other natural helpers so there is one coordinated plan
Care Coordinator

Behavioral
Health

Juvenile
Justice

Education

Child
welfare

Health
care

FAMILY
“Natural Supports”
•Extended family
•Neighbors
•Friends

YOUTH

“Community Supports”
•Neighborhood
•Civic
•Faith-based

ONE PLAN
Adapted from Laura Burger Lucas, ohana coaching, 2009

Wraparound is Associated with Improved Outcomes
•
•
•
•

Better functioning and mental health outcomes
Reduced recidivism and better juvenile justice outcomes
Increased permanency for child welfare involved youth
Reduction in Medicaid costs associated with residential placements and psychiatric
inpatient hospitalization

See Bruns & Suter, 2010; Coldiron, Bruns, & Quick, 2017

Return on Investment for Intensive Care Coordination Using Fidelity
Wraparound
Multi-State
Evaluation of Medicaid PRTF Waiver
Demonstration – 9 States

Individual State and Community
California: Los Angeles – Child
Welfare Population

Cost Savings
•
•
•
•
•
•

•
•
Massachusetts Mental Health Services
Program for Youth (MHSPY)

•
•
•

Waiver expenditures cost 32% of services provided in PRTFs (home‐ and community‐ based
services with wraparound process)
Average savings of 68%
Average per child savings of between $35,000 and $40,000
Improved clinical and functional outcomes
Improved family and youth experience Cost Savings
56% of youth graduating from system of care approach with Wraparound had subsequent
out‐of‐home placements vs. 91% of youth graduating from services in a residential treatment
setting
Average post‐graduation costs nearly 60% less for Wraparound group than comparison group
($10,737 versus $27,383)
Placement costs for residential treatment group were 2.5 times greater than the cost for
Wraparound group
Total per‐child per‐month Medicaid claims expense Wraparound group less than half of that of
comparison group (both physical and behavioral health)
Claims 31% lower for ER, 73% lower for inpatient
Clinical/functional improvement; high family/youth satisfaction

Wraparound Fidelity is Critical
• Research shows
» Families that experience better outcomes work with providers who score higher on fidelity tools (Bruns,
Rast et al., 2006)
» Wraparound initiatives with positive fidelity assessments demonstrate more positive outcomes (Bruns,
Leverentz-Brady, & Suter, 2008)

• Barriers to fidelity Wraparound implementation
» Little investment in workforce development, such as training and coaching tied to certification or
accreditation
» Insufficient inclusion of and support for youth and families in the process
» Little adherence to the research-based practice model
» Failure to monitor fidelity and outcomes and use the data for Continuous Quality Improvement (CQI)
» Lack of necessary support conditions to succeed (e.g., fiscal supports, availability of comprehensive
service array)

Discussion
• Which parts of the wraparound process have you personally experienced? What
does it feel like to be part of the process?
• From what you know about wraparound / intensive care coordination, what
competencies for staff seem important for our consideration?

Introduction to Care Management Entities (CMEs)
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Care Coordination in OhioRISE
All OhioRISE Care Coordination will be based on a system of care approach and a
wraparound philosophy
• Tier 1: Limited Care Coordination – delivered by OhioRISE Plan
» Targeted to members who may refuse care coordination or may need lower intensity care
coordination than in the Wraparound models.

• Tier 2: Moderate Care Coordination – delivered by CMEs
» Uses a Wraparound-informed model for members with moderate behavioral health needs.

• Tier 3: Intensive Care Coordination – delivered by CMEs
» Uses a High-Fidelity Wraparound approach for members that have the greatest behavioral
health needs.

What’s a CME?
• Local community agency contracted with the OhioRISE plan that provides care coordination
to OhioRISE plan enrolled members.
• Serves as the “locus of accountability” for children with complex challenges and their
families who are involved in navigating multiple state systems.
• Primary responsibilities:
» Providing and/or coordinating the provision of:
• Intensive and moderate care coordination
• Community-based and in-home services
• Other services and supports to improve health outcomes.

» Working with the OhioRISE plan and other partners to improve individual and system outcomes:
• Develop network providers for Medicaid services, develop other natural and community services and supports
• Improve the timeliness and appropriateness of service delivery
• Achieve measurable improvements in health and life outcomes for individual children and families and
population health and life metrics
• Improve family and youth experience of care / interaction with systems
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General Functions of CMEs / Similar Providers in Other States:
• Provide Intensive Care Coordination with
High-fidelity Wraparound
• Conduct Screening, assessment, and clinical
oversight
• Manage information, including real-time data
• Ensure access to crisis supports
• Ensure access to family and youth supports
and advocacy
• Employ specialized staff and training;

• Develop/manage, or assist in
developing/managing of provider networks,
including natural supports
• Participate in utilization management, care
monitoring and review
• Internalize quality improvement practices
• Participate in outcomes management

– Competencies for care coordination staff
– Medical/pharmaceutical expertise

Care Management Entities: A Primer, a presentation by Sheila A. Pires, Human Service Collaborative, May 12, 2010, for the Car e Management Entity Quality Improvement Collaborative Technical Assistance Webinar Series
http://www.chcs.org/info-url3966/info-url_list.htm?cat_id=2335

Range of Flexibilities Dependent on State Environment & Needs
For example:
• Provider Network Development and Management
» CME performs itself
» The state performs, sometimes working with a statewide administrator

• Utilization Management
» CME performs itself
» Formal responsibility lies with statewide administrator or managed care entity; CME monitors utilization
at the child/family level and ensures care plans meet quality and cost goals

• Quality Improvement and Outcomes Management
» Responsibility is typically shared among purchasers, CMEs, and other statewide management entities
such as administrators or managed care, with the CME playing a critical role at the child/family level

• Training
» CME performs itself
» CME shares the function with the state and/or Center(s) of Excellence

Care Management Entities: A Primer, a presentation by Sheila A. Pires, Human Service Collaborative, May 12, 2010, for the Care Management Entity Quality Improvement Collaborative Technical Assistance Webinar Series
http://www.chcs.org/info-url3966/info-url_list.htm?cat_id=2335

Critical Competencies for Ohio CMEs
Ohio’s CMEs must have the ability to:
• Partner and drive community-wide development of new services and supports, including natural
supports, for OhioRISE enrollees
• Fully participate in holistic care coordination and meet key staffing and training requirements
» Behavioral, medical, and pharmacy health services, including psychiatry
» Partner with other (non-health) child-serving systems
» Oversee and supervise care coordination services

• Provide or arrange for crisis services, family and youth advocacy supports
• Create a learning organization based in quality improvement science
» Strong use of data and IT to drive improvements
• Robust use of EHRs and sharing of data within the OhioRISE ecosystem, with families, and eventual use of Ohio’s health
information exchange(s)
• Ability to use leverage data and analytics capabilities for quality improvement

» Internal development and use of continuous quality improvement processes
» Partner in implementing ODM’s quality improvement framework and activities

• Leverage clinical, operational, and technical expertise to manage 1915(c) home and community-based
waiver service coordination within federal requirements
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Draft OhioRISE CME Functions
• Provide Tier 2 and Tier 3 Care Coordination
• Conduct Screening, assessment, and clinical
oversight
• Manage information, including real-time data
– including eventual connection to Health
Information Exchanges
• Provide or arrange for access to family and
youth supports and advocacy
• Provide or arrange for access to crisis
supports
• Specialized staff and training;
– Dedicated full time care coordinators
– Partner with COE for training and fidelity reviews

• Assist in developing/managing of provider
networks, including natural supports
• Participate in utilization management, care
monitoring and review
• Use IHI quality improvement framework and
participate in ODM’s quality improvement
and population health improvement
strategies
• In partnership with the OhioRISE plan, deliver
improved health and life outcomes for
enrollees

Why a Network of CMEs?
A network approach is critical to achieve our intended outcomes for the system
• Children, families, and other system partners need a “locus of accountability” – a
“go-to” place to help families, providers, and other community partners navigate a
complex and often confusing multi-system environment.
• Developing a network allows us to concentrate our efforts:
» Alignment of resources and supports to develop a robust network that can meet the aims of
the model.
» Focus experience and processes for interactions with other system partners
» Align community resource development
» Provide high-quality services and supports to the limited number of children in the program.
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Other State Examples of CMEs
Note: this is not comprehensive information about each state’s system, just a sample of features

Louisiana

4 private nonprofit Wraparound Agencies (WA) contract with a statewide MCO to provide wraparound. Each WA
serves at least two different administrative regions of the state, only one WA serves each region.
WAs conduct service planning for 1915(c) home and community-based services waiver for Children’s System of Care
Serious and Emotional Disturbances (SED) waiver

Massachusetts

32 Community Service Agencies (CSAs) – 29 geographic and 3 culturally/linguistically specialized. CSAs contract with
managed care entities.
After referral, CSA completed comprehensive home-based assessment, including CANS, which feeds into ICC medical
necessity criteria / determination.

New Jersey

15 care management organizations - private non-profit organizations, responsible for providing care management and
community resource development. All 15 organizations are single source entities which provide no other services.
Eligibility for the system of care and authorization for enrollment in care management is provided by an Administrative
Services Organization (ASO) that does not assume financial risk

Discussion
• Which CME principles, functions, capabilities are most important for children and
families? Which resonate with you?
• What are your thoughts on building competencies for the network and their staff?

Next Steps
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OhioRISE Stakeholder Timeline
JANUARY 2021 - TBD 2022
OhioRISE Advisory Council
Meetings

JANUARY – MARCH 2021

SPRING 2021

APRIL 2021 & BEYOND

FALL 2021

Services & Care
Coordination / Eligibility
Workgroups

Initial Rule
Filings

Operations and
Implementation
Workgroup

Final Rule Filings
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OhioRISE Website
On the OhioRISE website we
are posting

1. Dates and times of future
meetings
2. Links to join meetings (preregistration is no longer
required)
3. Presentation materials from
all meetings
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