
2016 Health Home Sharing Meeting Summary 
 

Locations 
 

Thursday, September 8, 2016 - Pierre – Governor’s Inn – Kneip Room 
Tuesday, September 13, 2016 - Sioux Falls – Holiday Inn – Skyline Room 

Wednesday, September 21, 2016 – Rapid City – Hilton Garden Inn- Garden 
Pavilion C 

Monday, September 26, 2016 - Watertown – Ramkota – Tanglewood Rm 
 

Four Health Home Sharing Meeting were held in the Fall of 2016 at the dates and 
location listed above.  The average attendance at each session was around 25 
individuals.  This is a combined summary of all of the sessions.   
 
Kathi Mueller did a short presentation on Health Home Basics.  The entire presentation 
is available as an artifact of these sessions; here are some of the highlights.   
 
Quality Assurance Review  
The results of the reviews are summarized below: 
 Care Plans 

 Over the 4 reviews, the percentage of recipients with care plans improved. 
The last review found that 96% of recipients had care plans. 

 Integration of Core Services into the Care Plan 
 We found the integration of the core services into the Care Plan improved 

as well. 
 Mental Health and Substance Abuse Screening 

 We found that the percentage of recipients who received a Mental Health 
and Substance Abuse Screening decreased for both types of Health 
Homes between the 2nd and the 4th review. 

 Emergency Room Notifications and Follow-up 
 Notifications and follow-up for those seen in the ER and hospitalizations 

continue to be a challenge for all Health Homes.   
 
Challenges for the reviews are identified as follows: 
 Multiple reviewers while provided the same guidance can interpret situations 

differently, 
 Different focuses, 
 Lack of access to the entire chart 

Recommendations for future reviews are summarized below: 
 Quality Assurance Reviews will continue as they are part of the state plan.   
 The plan is to continue to review similar themes and use similar methodologies. 
 Items may be added or removed based on the results of outcomes measures 

and other items noticed. 
 The next review is not scheduled at this time, but will be done as DSS staffing 

allows.   



 Reviews will need to encompass a quarter, but a look back period for 
documentation of the screenings of mental health and substance use is needed. 

 
 
Also discussed was the implementation of the HIE (Health Information Exchange) Event 
Notification.   
 Transitions of care continue to be a challenge for Health Homes.  As a result 

DSS worked with DOH to make event notification available through the HIE. 
 This allows Health Homes to be notified when their recipient has been admitted 

or discharged from an ER or hospital. 
 The event notification is free to facilities who are POC (Point of Care) members. 
 It can be purchased as a separate service for $25 per member per year.  

Members can be interchanged.   
 If you are interested in receiving event notifications, call 605.256.5867. 

 
Kathi also provided information about the substance use treatment for adults.  Specific 
questions in this area included: 
 Are there standardized evaluations for substance use?  Suggested Screenings 

can be found at the following 
websites.  http://www.samhsa.gov/  or https://www.drugabuse.gov/nidamed-medical-
health-professionals/tool-resources-your-practice/screening-assessment-drug-testing-
resources/chart-evidence-based-screening-tools-adults. 

 Why are adults being denied for treatment when there is block grant fund 
available?  When this situation arises, please contact the DSS Division of 
Behavioral Health with the specific detail. (605.773.3123) 

 
Staff with the Better Choices, Better Health Program also did a brief presentation 
about their program.  This program is a layperson facilitated Chronic Disease 
Management program designed by Stanford University. It is available in many parts of 
the state and recipients or other patients may be referred to this program to help them 
manage their chronic disease conditions.  Referral to this program would count as a 
core service.  Documents including an order form for prescription pads for the program 
are included in the training website.   
 
Outcome Measures 
Kathi asked for feedback on the reports sent out to individual facilities by the vendor 
showing the results of the most recently reported data.  Generally, the feedback was 
positive. Both Horizon and Sanford representatives indicated they did not receive their 
individual reports. Kathi indicated that the clinics should speak to their management 
about receiving that information.   
 
Kathi summarized the recommended changes for the upcoming reporting period and 
indicated that the updated template will be provided as soon as the most recent 
guidance from CMS has been incorporated into the BMI measure.  Kathi then opened 
the floor to the group to ask specific questions about outcome measures.   
 

http://www.samhsa.gov/
https://www.drugabuse.gov/nidamed-medical-health-professionals/tool-resources-your-practice/screening-assessment-drug-testing-resources/chart-evidence-based-screening-tools-adults
https://www.drugabuse.gov/nidamed-medical-health-professionals/tool-resources-your-practice/screening-assessment-drug-testing-resources/chart-evidence-based-screening-tools-adults
https://www.drugabuse.gov/nidamed-medical-health-professionals/tool-resources-your-practice/screening-assessment-drug-testing-resources/chart-evidence-based-screening-tools-adults


Specific Questions on Outcome Measures 
 There was a question about outcome measures which contained a specific 

question about diagnosis with a face to face visit within the past year. It was 
clarified that the past year timeline was related to the visit not the diagnosis.  
Examples of this include Items 17, 19, 27, and 29. 

 There was a specific request on Item 29 to remove the portion of the measure 
that indicates the blood pressure was adequately controlled.  This has been 
cleaned up.   

 There was discussion on what other Health Homes were doing to create a follow-
up plan for recipients with a diagnosis of Chronic Pain.   

 There was a request to add a measure related to COPD.  This is currently in the 
works.   

 There was a request to add “and six months prior” in the documentation for the 
PCP patient experience questions 48-51. 

 Clarification was provided on Item 41 and 42 which are visits scheduled and 
missed.  Kathi clarified that as long as the same measurement period was used 
for both that providers could do either the 6 month or a 12 month period.  The 
end result is a percentage of scheduled visits that were missed.   

 
Core Services 

• Basic requirements 
o Must be done quarterly 
o Require patient Interaction 
o Require documentation.  Documentation should include the date and a 

short summary of the interaction in the EHR. 
 

Core Service Questions and Determinations  
• Questions were asked regarding whether letters attempting to engage recipients 

or remind recipients that they need an immunization or a screening qualify as a 
core service.  The letter on its own would not be a core service because there is 
not patient interaction and it is not guaranteed the letter was received.  A letter 
would require a follow-up discussion or the provision of the service to count as a 
core service. Documentation in the EHR would also be required.   

• The following items would be considered a Core Service: 
o Dressing changes if education is occurring while the dressing change is 

being done, especially if the dressing changes are due to diabetes.  
o Phone calls to verify medications and working with the pharmacist to 

ensure patients are getting their medications.  Follow-up phone calls can 
be done by any team member.   

o Pain contracts that require a drug analysis and regular visits. 
o Attending a doctor appointment with the recipient. 
o Completing the Care Plan. 
o Transportation to and from appointments. 
o Reminders in My Chart when the coordinator can see if the reminder was 

reviewed by the patient. 



o Arranging transportation and assisting with reimbursement from DSS Non-
Emergency Medical Transportation. Forms and instructions can be found 
online at http://dss.sd.gov/medicaid/recipients/title19transportation.aspx.  
NOTE: Payment can be made to the client’s EBT or a checking account.  
Work to get an account set up at the same time that request for 
reimbursement is made. DSS will also issue payment in the form of a US 
bank Relia Card. 

o Referrals to other community resources such as the following: 
 Better Choices, Better Health Program.   
 Travis Roy foundation grants for spinal cord patients for equipment 

and laptops, etc and money goes straight to 
vendor.  www.travisroyfoundation.org/. 

 Cancer society, which helps cancer patients get to their 
appointments; it takes a while to get it set up, but they offer this 
service. 

 Suggestions from the Sioux Falls Area 
• Health Coop in Sioux Falls through active generations helps 

with therapy and food for people with no insurance and can 
do home visits. 

 Suggestions from the Rapid City Area 
• Non-medical paramedic’s trip – they go to the house and 

check out the recipient who may be a frequent user or 
abuser of the ER and Paramedics and sometimes they 
transfer to doctor or clinic or even the hospital. You can get 
this through emergency or non-emergency numbers. 

• There was a substantial conversation about recipients who are on dialysis where 
the dialysis was being done off-site.  These recipients spend so much time at the 
doctor that they are often not interested in engaging in the Health Home 
program.  Suggested core services for these recipients include: 

o Make follow-up calls checking in on them regarding the dialysis they are 
receiving.  

o Work with them to get them in for appropriate immunizations.    
o Call the recipient and tell them it is time to come in for their regular visit to 

review progress towards the care plan. 
 

 
Other Core Service Discussion 

• Care plan and referrals, health promotion and care coordination are the core 
services most typically provided. 

• The biggest challenge to providing a core service is getting the patient to answer 
their phone and engaging them. 

• The most effective way to engage recipients is using their pain contract as 
leverage.   
 

Care plans  

http://dss.sd.gov/medicaid/recipients/title19transportation.aspx
http://www.travisroyfoundation.org/


• Each Health Home was asked to describe their care plan.  This allowed 
participants to ask other providers directly about their care plans.   
 

 
 
 
Health Home Challenges and Successes 

• Each Health Home was asked to provide their greatest success and their biggest 
challenge.  During this time there was a great deal of exchange of information 
and ideas between Health Homes. 


