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Proposed Health Home Case Management Metrics 


Section 1: Process Elements

	Number
	Field Name
	Element Description
	Element Format

	1.
	ClientID
	Any unique Health Home Participant ID
	Text Field,

1111111

	2.
	CIN
	Medicaid Client

Identification Number
	Text Field,

AA11111A

	3.
	LastName
	Last Name of Participant
	Text Field

	4.
	FirstName
	First Name of Participant
	Text Field

	5.
	DOB
	Date of Birth of Participant
	Numeric Field,

MM/DD/YYYY

	6.
	Date Assigned to Health Home


	Date the program participant was assigned to    Health Home


	              Numeric Field

MM/DD/YYYY

	 7.
	Able to Contact
	Indicates whether participant was able to be contacted regarding possible Health Home enrollment


	Text Field

	 8.
	Contact Date
	Date of initial contact or interaction with participant
	Numeric Field,

MM/DD/YYYY

	9.
	Enroll Consent Date
	Date that participant consented to Health Home enrollment
	Numeric Field,

MM/DD/YYYY

	10.
	Refused HH 
	Indicates participant opt-out, 
refused to participate in Health Home

	Text Field 

	11.
	Assess Date
	Date when an initial assessment was completed
	Numeric Field

MM/DD/YYYY

	12.
	Comprehensive Care Plan Date
	Date Case Management agency completes Care Plan with participant and provider input
	Numeric Field
MM/DD/YYYY

	13.
	Count Mail
	Count of mail interactions

 with participant

	Numeric Field

Hundreds, whole

number (000)

	14.
	Count Phone
	Count of phone interactions
with participant

	Numeric Field,

Hundreds, whole

number (000)

	15.
	Count Person
	Count of in-person

interactions with participant

	Numeric Field,

Hundreds, whole

number (000)

	16.
	Closure Date
	Date that case is closed

	Numeric Field,

MM/DD/YYYY

	17.
	Reason Closure
	Indicates reason for closure:

MET PROGRAM GOALS

DISEN ROLLED FROM HEALTH HOME
REFUSED TO CONTINUE

LOST TO FOLLOW-UP


	Drop Down Field


Section 2: Outcome Elements

	Number
	Field Name
	Element Description
	Element Format

	1.
	  Health Home  Interventions
	Count of interventions conducted for or with the participant during case management. 

a. Coordinated /provided access to preventive and health promotion services – PCP or medical services

b. Coordinated /provided access to preventive and health promotion services, prevention of mental illness and substance use disorders.

c. Coordinated /provided access to mental health and substance abuse services.

d. Coordinated /provided access to transitional care, including appropriate follow-up from inpatient to other settings, such as participation in discharge planning.

e. Coordinated / provide access to chronic disease management, PCP or medical services

f. Coordinated / provide access to chronic disease management, self-management support to individuals and their families.

g. Coordinated / provided access to individual and family supports, including referral to community, social support, and recovery services.

h. Coordinated/ provided access to long-term care supports and services.

i. Link services, facilitate communication among team members and between the health team and individual and family caregivers, and provide feedback to practices. (HIT)

j. Collected clinical data related to member’s clinical outcomes, experience of care outcomes, and /or quality of care outcomes.
k. 
	Drop Down Field

	2.


	Outcome of Case Management 
	Indicator of the outcome of case management as one of the following:

a. Met goals 

i. Member engaged in patient-centered care 

ii. Alternative to avoidable hospitalization utilized

iii. Alternative to avoidable emergency room visits utilized

iv. Timely post discharge follow-up

b.  Goals not achieved  

I. Limited member participation in care plan         

II.  Refused to continue participation in Health Home
III. Disenrolled from Health Home  

IV.  Lost to follow up 


	Drop Down Field
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