
tab of 	amyslitte 
DEPARTMENT OF HEALTH AND HUMAN SERVICES 

129 PLEASANT STREET, CONCORD, NH 03301-3857 

60.3-271-9200 Fax: 603-271 -4912 TDD ACCESS: RELAY NH 1-800-735-2964 

JEFFREY A. M EYERS 
COM1141$10NER 

1 6 07 3 

April 11, 2016 

The Honorable Neal M. Kurk, Chairman 
Fiscal Committee of the General court 
State House 
cOnc:ord, NH 03301 

Re: 	INFORMATIONAL ITEM: Health and Human Services Dashboard 

Information 

The DeNittinent of Health and Human Services (DIMS) hereby submits as an information item the department's 
gmtith1y dashboard in order to infoi 	in the legislature and the public on the current status of the utilization of the 
department's programs and services and the related implications for the department's budget. The monthly 
i;lashboard also includes a status report on significant initiatives being implemented to transform and improve the 
department's programs. Please note that financial and caseload information contained in this monthly dashboard 
is current,  through March 2016. 

Explanation 

Fun4ing Issues 

As of March 31, 2016 the Department has identified a potential budget deficit of $32.5 million, on a cash basis. 
This deficit results from unexpected costs not budgeted and budget assumptions that either have not been realized 
or that arc not now anticipated to be realized. The principal assumption not realized is the drop in Medicaid 
caseloads reflected in the budget. Current deficits in the (Non-NFIRPP) Medicaid program account for 80% of the 
identified shortfall. 

General Fund Only -Figures in SMillions 

Medicaid 
	

$26.2 
SYSC 
	

$1.7 
Other 
	

$4.6  
Total Potential Deficit 
	

$32.5 

At this point in time, there has been no reduction in programs or services to fund the potential deficit. As we move 
toward the conclusion of SFY 2016, the department will continue to examine the Medicaid caseload trends and 
areas of potential savings in its budget. In reviewing the department's lapse practice over the past 5 years, the 
department met or exceeded the legislative lapse in each of those years except 2012, when it met approximately 
one-half its lapse target. 
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Caseload Trends 

-F.  SFY 14 

6/30/2014 

SFY 15 

6/30/2015 12/31/2015 

SFY 16 

1/31/2016 	2/29/2016 3/31/2016 

Medicaid Standard 139,105 138,252 138,959 138,697 138,819 139,242 
% increase over prior -0.60% 0.50% -0.20% 0.10% 0.30 % 

NHHPP - 41,657 46,996 47,902 49,135 49,203 
% increase over prior 12.80% 1.90% 2.60% 0.10% 

Food Stamps (SNAP) 110,590 105,322 100,495 99,978 99,486 99,543 
% increase over prior -4.80% -4.50% -0.10% -0.10% 0.05% 

FANF Persons 7,116 6,138 5,425 5,435 5,307 5,183 
% increase over prior -13.70% -11.60% 0.00% -2.40% -2.30% 

AVID Persons 7, 745 7,526 7,116 7, 081 7,117 7,033 
% increase over prior -2.80% -5.50% 0.00% 0.00% 0,01% 

LTC - Persons 7,271 7,109 7,191 7,114 7,206 TBD 
% increase over prior -2.20% 1.20% -1.10% 1.30% TBD 

Medicaid Shortfall 

The current Medicaid shortfall is primarily the result of caseloads not trending as budgeted and increases in the 
PMPM. When the budget was passed, the caseload was expected to drop 2% beginning July 1, 2015. As seen 
from the table above, caseloads are trending slightly higher than last year. The aggregate PMPM paid to the 
MCO's as of June 30, 2015 was $331.01 and the current contract rate is $345.01 (effective 2/1/16). 

The General Fund Medicaid shortfall has increased $3.9 million as compared to last month's dashboard, $22.3 
million up to $26.2 million. Of the $3.9 million General Funds, $1.9 million General Funds is related to a 
payment made for Mental Health services on 4/7/16 that was for Dates of Service January 31, 2016 and prior. 
During the last month's projection, it was not anticipated that there was a delay from providers to DI-114S in 
receiving claims with dates of service dating that far back. The remaining increase is the result of FFS claims for 
Outpatient Hospital and Provider Payments still trending at the same FFS levels as prior to Feb 1st. 

Sununu Youth Services Center (SYSC) 

N.H. Laws of 2015, Chap. 276, (HB2), requires a reduction in appropriation to SYSC of $1.7 million general 
funds for SFY16 and $3.5 million for SFY17 and for the Department to develop a plan around the use of SYSC. 
At present, it appears that the department will lapse approximately $700,000 in certain SYSC vacancies and 
accounts for FY 2016. The department will therefore be seeking legislative action to reduce or otherwise allow 
the department to cover the balance of the FY 2016 reduction from other funds, as opposed to a reduction in the 
SYSC operating line. 
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NIIH Inpatient Stabilization Unit & Nurse Recruitment 

As a result of the approval to enhance nurse salaries by 15%, under the N130 pay scale, NITH has been able to fill 
some nursing positions. Five nurse vacancies have been filled with others in various stages of interviews, 
background checks and reference calls since the enhancement took effect. Despite the salary enhancement, the 
current hiring process has not identified the full complement of nurses needed for the new 10-bed unit. As a 
result, the department will contract with one or more staffing agencies in order to hire the additional nurses in 
May so that those nurses are fully trained and can staff the unit when it opens on or before July 1, 2016. 

Enhanced Child Protective Service Workers (CPSW's) 

DCYF Child Protection Workers (CPSWs) perform child protective investigations in response to child abuse or 
neglect reports. DCYF has made a concerted effort to examine the capacity of the agency to establish a reasonable 
and sustainable plan for expanded coverage for abuse and neglect inquiries and reports. The agency reviewed its 
current child protection business practices, staffing patterns, met with law enforcement and other stakeholders as 
well as discussed with other New England Child Welfare Commissioners and Directors what they currently have 
in place to provide continuous coverage. 

In late March, the Commission on Child Fatalities chaired by Senator Boutin endorsed the department's plan to 
use non-DCYF vacant positions to hire 18 new child protective workers and central intake staff to cover a new 
shift from 12:00 noon to 8:00 pm, together with some overtime money to cover overnight and weekend hours. 

Transformation Initiatives 

The department is currently engaged in a number of significant initiatives that will help transform the delivery of 
services and programs. This new section provides a summary of key initiatives. While the list is not all inclusive 
of the Department's projects, it does highlight several of the key projects of highest importance at this time. While 
the fiscal year progresses, this section will include updates to these projects and will include new initiatives. The 
initiatives included in this month's dashboard are: 

• 1115 Transformation Waiver 
• Therapeutic Cannabis 
• Community Mental Health Agreement Compliance 
• Substance Use Disorder (SUD) Benefit for Standard Medicaid 
• Telehealth 

Respectfully submitted, 

Commissioner 

Enclosure 
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cc: 	Her Excellency, Governor Margaret Wood Hassan 

The Honorable Neal M. Kurk, Chairman, House Finance Committee 
The Honorable Chuck W. Morse, President, NH State Senate 
The Honorable Shawn Jasper, Speaker, NH House of Representatives 
Michael W. Kane, Legislative Budget Assistant 

Executive Council 
The Honorable Colin Van Ostern 
The Honorable Christopher Pappas 
The Honorable Joseph D. Kenney 

The Honorable Christopher Sununu 
The Honorable David Wheeler 

House Finance Committee 
The Honorable Mary Allen 
The Honorable Frank Byron 
The Honorable Frank Edelblut 
The Honorable William Hatch 
The Honorable Betsy McKinney 
The Honorable Joseph Pitre 
The Honorable Marjorie Smith 
The Honorable Karen Um.berger 
The Honorable Kenneth Wyler 

Senate Finance Committee 
The Honorable Jeanie Forrester 
The Honorable Gerald Little 

The Honorable Richard Barry 
The Honorable David Danielson 
The Honorable J. Tracy Emerick 
The Honorable Peter Leishman 
The Honorable Sharon Nordgren 
The Honorable Katherine Rogers 
The Honorable Peter Spanos 
The Honorable Mary Jane Walliter 

The Honorable Thomas Buco 
The Honorable Daniel Eaton 
The Honorable Susan Ford 
The Honorable Dan McGuire 
The Honorable Lynne Ober 
The Honorable Cindy Rosenwald 
The Honorable Timothy Twombly 
The Honorable Robert Walsh 

The Honorable Lou D'Allesandro The Honorable Andrew Hosmer 
The Honorable John Reagan 

The Department of Health and Human Services' Mission is to join communities and families in providing 

opportunities for citizens to achieve health and independence. 
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TABLE A 

1. 	A 	 B 	 C 	 E 	F 	j 	G 
Department of Health and Human Services 

2 Financial Summary - CASH BASIS 
3 As of March 31 --- SFY16 
4 General Funds Rounded to $000 
5 

The budget for SFY16-17 provides insufficient general funds to address the legislative intents for services and obligations that are expected 
6 to be incurred. 

The items reported on the list include only those which a) are likely to be incurred and b) for which amounts can be reasonably estimated, 

8 
9 Legislative Lapse Target per Final Budget (3.3%) = 520.856 
10 

As of 	As of 	As of 
11 1/31/16 	2/29/16 	3131/16 
12 Shortfalls 
13 Programs 
14 Medicaid (step 1 sys) Medicaid services (excluding BDS waivers & Nursing/CFI) 	 $20,500 	$15,400 	$19,100 
15 Medicaid 	 MCO Health Reimbursement Fee 	 $3,250 	$3,250 	$3,250 
16 Medicaid 	 Part A&B 	 $994 	$994 	$994 
17 Medicaid 	 Part D: State Phasedown 	 $3,055 	$2,700 	$2,900 
18 Subtotal Medicaid 	$27,799 	$22,344 	$26,244 
19 Change over prior month $ 	(5,451) $ 	(5,455) $ 	3,900 

20 
21 SYSC 	 Footnote reduction HIM 	 $1,722 	$1,722 	$1,722 
22 DFA 	 APTD & Old Age Assistance cost per case 	 $507 	$300 	$295 
23 NHH 	 Nursing shortfall - salary enhancement 	 $465 	$465 	$465 
24 NHH 	 Nursing Temps Pending Contract 	 $375 
25 DCYF 	 Enhanced CPSW coverage 	 $252 	$252 
26 DCYF 	 Foster Care & Out of Home Placement Case increases 	 $600 
27 
28 Litigation 
29 Chase Home Settlement 	 TBD 	TBD 	TBD 
30 Harbor Homes Settlement (paid) 	 TBD 	$1,300 	$1,350 
31 
32 Operational Challenges 
33 Medicaid 	 Contracts: Actuarial 	 $609 	$0 	$0 
36 Medicaid 	 Non-Emergency Medical Transportation 	 $522 	$522 	$522 
38 Public Health 	Water Testing Pease 	 $225 	$225 	$225 
39 Medicaid 	 HIPP program 	 $50 	$50 	$50 
40 Glencliff 	 Revenue Shortfall - Census Down 	 $425 	$425 
41 Total Estimated Shortfalls 	$31,899 	$27,605 	$32,525 
42 Change over prior month $ 	(5,010) $ 	(4,294) $ 	4,920 
43 Funds that would otherwise Lapse 
44 
45 Medicaid 	 Drug Rebate Revenue 	 $10,000 	$10,000 	$10,000 
46 Medicaid 	 UCC payments reduction 	 TBD 	TBD 	TBD 
47 DHHS 	 Salary & Benefits - Department Wide 	 $7,000 	$7,000 	$6,906 
48 Non Salary & Benefit Accounts 
49 DHHS 	 Utilities, Rent, Fuel 	 $2,500 	$2,500 	$540 
50 CMS 	 IT 	 $500 	$500 	$456 
51 Client Services 	Misc Contracts (DDU, Transportation, Broker) 	 $500 	$475 	$244 
52 SYSC 	 Utilities, Prescriptions, misc operations 	 $400 	$400 	$700 
53 GH 	 Utilities 	 $100 	$250 	$425 
54 NHH 	 Maintenance, Utilities, Misc Contracts 	 $500 	$425 	$953 
55 Human Services 	Misc Operations 	 $750 	$500 	$502 
56 DFA 	 State Asst Non TANF Interim Disabled Parent (IDP) 	 $300 	$300 	$295 
57 BEAS 	 Projected spend under budget from Step 2 FFS 	 $1,250 	$2,750 	$2,239 

58 BEAS 	 Social Services Non-Medicaid Contracts 	 $1,045 	$1,045 	$1,038 
59 BBH 	 Transfer pending to OMBP to cover BBH FFS 	 $2,500 	$4,541 
60 PH 	 Rent, Lab Supplies, Contracts:Emerg Prep & Maternal Child Health 	 $585 	$483 
61 Other 	 Other misc lapses 	 TBD 	$550 	$550 
62 Total Estimated Funds that Would Otherwise Lapse 	$24,845 	$29,780 	$ 29,872 
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Table B 
Department of Health and Human Services 

Caseload vs Unemployment Rate 
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Affordable Care Act 
See note Table K 
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Table C-2 
Department of Health and Human Services 

FANF Caseloads (Individuals) 
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Table C-3 
Department of Health and Human Services 

APTD Caseloads (Individuals) 

Note: Scale does not begin at 0 
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3-Caseload-Mcald-FANF 

Table C-1 
Department of Health and Human Services 

Medicaid Caseloads (individuals) 

Note: Scale does not begin at -0- 
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5-Children Services 

D 
1 Table E 
2 Department of Health and Human Services 

Operating Statistics 3 .... 
4 Children In Services 	 

6 DCYF DCYF Family Foster 
Care 

Placement 
Actual 

Residential 
Placement 

Child Care 
Emplmnt 
Related 
Actual 

Child Care 
Wait List 

SYSC 
Secure 
Census  
Actual 

7 Referrals Assessments 
8 
9 Actual Actual Actual Actual 
59 Jul-13 1,124 772 571 315 5,568 0 61 
60 
61 

Aug-13  
Sep-13 
Oct-13 
Nov-13 

	

Dec-13 	 
Jan-14 
Feb-14 

	

Mar-14 		 
Apr-14  

 May-14 

1,045  
1,276 

1 	591 570 
560 

323 5,517  
5,345 
5,357 	 

0 60 
56 544 297 

305 
0 

62 	 1,276 603 567 058 
0 63 

64  
65 

1,083 
1,111 
1,260  
962  

1,307  
1,324 
1,370 

536 565 304 5,350  
5,322 

61 
649 559 299 0 61 

66 706 542 290 5,298 
5,238 

0 
0 66 688 

1,016 
972 

531 309 59 
67 537 311 5,459 0 62 
68 539 313 5,5120 62 
69 866 531 317 

324 
5,737 0 59 

70-  Jun-14 1,267 684 535 5,694 59 
71 Jul-14 1,049 890 510 319 5,742 0 r 	52 
72 Aug-14 1,273 827 510 254 5,626 0 52 
73 
74  
75 

Sep-14 1,485 921  
- 	790 

501 282 
301 
308 

5,543 0 48 
Oct-14 1,35_6.  519 5,341 47 
Nov-14 1,090 i  681 512 5,384 50 

47 	_ 
41  

76 Dec-14 1,312 768 544 313 5,438 0 
77 Jan-15 1,169 587 532 303 5,370 0 
78 Feb-15 1,079 467 550 3015,259 

319 	, 
0 36 	... 

40 
42 
43 
47 

79  
80 
81 

Mar-15 
Apr-15 

1,427 
1,281 
1,298 
1,314 

630 554 
564 

5,494 0 
0 874 5,474 

May-15 858 566 
578 

341  
348 

5,497 0 
82 Jun-15 869 5,581 0 
83 Jul-15 1,120 908 564 322 5,651 0 48 
84 Aug-15 1,074 743 571 319 5,588 0 51 
85 Sep-15 1,298 895 570 304 5,528 0 49 
86 Oct-15 1,336 863 591 308 5,192 0 54 
87 Nov-15 1,182 • 680 

1,280 
605  303 5,219 0 59 

88 Dec-15 825 647 316 5,267 0 
89 Jan-16 1,178 736 658 335 5,370 0 72  

73 90 Feb-16 1,143 
1,458 

2,569 666 336 5,201 0 
91 Mar-16 1,165 691 341 5,269 0 74 _..._.__ 
92 

May-16 
Apr-16  

93 
94 Jun-16 
95 YEAR-TO-DATE AVERAGE 
96 SFY11 

SFY12 
SFY13 

1,115 
1,167 
1,147 

734 630 4124,695 
314 
316 
306 

1,570 
0 	. 
	 57 	 

58 
58 
60 

97  
98 

747 592 
609 
556 

5,005 
727 
678 

5,120 
99 SFY14 1,160 5,384 

100 SFY15 1,249 729 526 300 5,466 4 46 
101 SFY16 1,230 1,043 618 320 5,365 0 60 
102  
103 Source of Data 
104 Column 
105 B DCYF SFY Management Database Report Bridges. 

DCYF Assessment Supervisory Report: Bridges. 106 C 
107 D 	Bridles placement authorizations during the month, unduplicated. 
108 E 	Bridges placement authorizations during the month, unduplicated. 

Heights 	1 
109 F Bridges Expenditure Report, NHB-OARS-128 

Child Care Wait List Screen: New 1 110 G 
111 H 	Bridges Service Day Query - Bed days divided by days in month 

en 
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6-Social Services 

A 	TB 	C 	D 	I 	E 	F 	G 	H 	I 
1 Table F 
2 Department of Health and Human Services 
3 Operating Statistics 
4 Social Services 
-5 L 

6 -' FANF APTD 
Persons 

Food Child Support eases 
7 Stamps 

Persons 
Current 
Cases 

 Former I 
Cases 	1  

Never 	[ 	Total  
Cases 	Cases 8 

9 Actual Actual Actual Actual Actual Actual Actual 
58 Jul-13 7,926 7,962 115,691 4,035 , 17,724 ; 13,193 34,952 
59  
60 
61 
62 
63 
64 
65 
66 
67 
68 

Aug-13 
Sep-13 
Oct-13 
Nov-13 
Dec-13 
Jan-14 

7,922 7,955 
7,889 
7,945 

117469 
114,725 

3,866_17,90_1 
3,7_72_17,913 

I 13,1 tiT,  
T---1-- ",183 3 

34,947 
34,868 - 7,709 

7,609 114,915 3,938 17,797 13,227 34,962 
7,449 7,882 113,514 3,793  17,908 .13,325 - 35,026 
7,334 7,820 112,908  3,803 17,774 13,331 34,908 
7,330 7,834 113,326 	k, 3,762 17,783 13,316 34,861 

Feb-14 
 Mar-14 

7,353 7,803 112,791 3.767 . 7 17 695  . 13, 329 I 34, 791 
7,242 7,704 

7,727 
7,751 

112,511 
112,144 
111,362 

3,723 1  
3,8631 
3,828 

17,734 
17,593 
17,592 I 

13,361 	1  
13,45  
13,518 ' 

34,818 
34,909 
34,938 

Apr-14 7,277 
May-14 7,119 

69 Jun-14 7,116 7,745 110,590 3,700 17,766 ' 13,683 35,149... 
70 Jul-14 7,085 7,741 109,239 3,672 17,849 13,748 35,269 
71, 
72 
73 

Aug-14 6,871 7,727 108,767 3,671 	I 17,803 13,741135,215 
Sep-14 6,767 7,679 

7,657 
7,607 

108,434 
108,343 
107,214 

3,598 
3,702 
3,711 

17,831 
18,674 1 
18,814 : 

13,736 
13,214 
13,347 

35,165 
35,590 
35,872 

0ct-14 6,705  
 6,705 

6,660 
74 
75 

Nov-14 
Dec-14 7,532 107,900 3,753 18,868I 13,529 36,150 

76 
77 
78 

Jan-15 6,622 7,530 
7,542 

107,934 3,917 1 	18,811 	1 13,735 36,463 
Feb-15 
Mar-15 

6,547 
6,339 

107,224 37956 1 	18,906 1 13,981-1  36,843-  
7,538 107,521 3,803 j 19,202 ' 	14,294 i 37,299 

79 
80 
81 

Apr-15 
May7,15 
Jun-15 

6,366 	 
6,179 
6,138 

7,596 
7,561  
7,526 

107,283 3,842 I 	19,249 14,538 37,629 
----37776--'0 j-- 

37,769 
106,042 3,914-1-  19,180  14,668 
106,322 3,820 19,207 14,742 

82 Jul-15 6,120 7,513 104,705 3,852 19,228 14,937 1  38,017 
83 
84 

Aug-15 
Sep-16 

5,934 
5,764 

7,438 
7,343 

103,544 
102,869 

3,866 
3,685 

I 	19,211 
19,344 

15,004 
15,133 

38,081 
38,162 

85 
86  
87 

Oct-15 5,688 
5,583 
5,425 

7,307 
7,227 
7,116 

101,917 3,808 19,263 15,257 38,328 
Nov-15 
Dec-15 

100,525 3,763 19.319 ' 	15,346-i 427 
100,495 3,614 19,366 15,373 38,353 

88 Jan-16 5,435 7,081 99,978 3,699 19,261 15,402 38,362 
89 
90 
91 

Feb-16 
Mar-16 

5,307 
5,183 

7,117 
7,033 

9-9,486 3,658 	19,258 15,506 38,422 
99,543 3,558 	19,390 15,694 38,642 

Apr-16  
92 
3 

_May716 
- Tun-16 

_ [ _______,__,, 	___ 
; 

94 YEAR-TO-DATE AVERAGE 
95 SFY11 13,795 8,713 111,565 - 	5,616 17,260 13,024 35,900 
96 
97 

SFY12 11,540 8,850 115,439 5,185 17,244 12,807 35,235 
SFY13 8,601 8,185 118,360 4,109 17,655 12,889 34,653 

98  
99 

5FY14 
SFY15 

7,542 
6,700 

7,866 
7,617 

113,987 
108,064 

3,829 
3,754 

17,803 
18,529 

13,272 
13,703 

34,904 
35,985 

100 SFY16 5,604 7,242 101,451 3,723 19,293 15,295 38,310 
101 
102 
103 
104 

Source of Data 	T 
__..... 

Column 	 . I 
B 	Office of Research & Analysis, Caseload Statistics 

105  
106 

C 	Budget Document  
D 	Budget Document 

107 
106 

E-H 	DCSS Caseload (Month End Actual fromN.pcsp) 
-1-  I 	 r 

109 Note * Effective 3/1/12, SSI or SSP is considered when determining FANF 

111 
110 	 eligibility. Those child support cases no longer eligible, are now "Former" 

assistance cases. 
112 
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7-Mental Health 

A 	1 	B C D 	E 
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Table G-1 
Department of Health and Human Services 

Operating Statistics 
Clients Served by Community 

I 	1 [ 
Mental Health Centers 

6 
7 

i 	Annual 
Adults 

Totals 
rohildren Total 

8 FY2012 	36,407! 
FY2013 	34,819 

13,122 
13,013 47,832 

49,529'- 	 
9 

FY2014 	35,657 14,2021 49,859; 10 
11 FY2015 	34,726 10,7361 45,461f 

I -I 12 
13 = Adults 	1Children 
14 

 !Total !_Total 
14  
15 Jul-14 	14,818, 5,179 19,9971  
16 Aug-14 	14,436' 5,132, 19,568 
17 Sep-14 	_ 14,981 5,382 20,363 
18  
19 

Oct-14 	15,172, _ 5,651 20,823 
Nov-14__ 	14,142 5,591 19,733 
Dec-14 	14,734' 5,775 20,509 20 

21 Jan-15 14,960 5,2571  20,217 
Feb-15 14,024 4,757 18,781 22 

23 Mar-15  
Apr-15 

---1 
15,083 
14,641 

5,044 
5,073 

20,127 
19,7141 24 

25 May-15 15,467 5,996' 21,463 
26 Jun-15 	j 15,935 6,044 21,97 
27 Jul-15 15,4671 5,7411 	21,208 
28 Aug-15 15,2135,8061 21,0191  
29 Sep-15 15,232;  5,769 21,001 

Oct-15  15,324 	6,027 21,351 30 
31 Nov-15 ' 	14,438 	5,957' 	20,395 
32 
33 

Dec-15 14,753 ''.__„_,6,0841_ 	20,8371_ 
Jan-16 15,150 5,6371  20,7871 

34 Feb-16 15,393T 	5,041 20,434 
Mar-16  35 

36 Apr-16 
37 
38 

May-16 	1  
Jun-16 	' 

39 
Notes:  40 

41 1. Monthly data is a duplicated count. 
2. Year-end data is unduplicated. 	I 42 



NI-I, DHHS 
	

8-Elderly LTC 

CI 	1 	E 	1 	F 	l 	GI 	H 	f 	I 

3 

5 

1 	 Table H 
Department of 

Elderly & 
Operating_Statistics 

Health and Human Services 

4 Adult Longierm Care 
1 

.7._.... 
1 

-r 

7 

Total Nursing 
Clients 

CFI Home. 	CA 
Health 	Midlevel 

Other 
Nursing 

Nursing Home 
Beds 

Pct In 
NF 

APS 	APS 
Clients 	ICases 

Assaults 	Ongoing 

SSPG 
AIHC 

Waltilet 
Total SSBG 

IHCS 

Note 3 

1 

Adtual 1 Budget Note 2 	I Note i 
3 mo. 
Avg Budget 

8 
56 
57 

Jul-13 
Aug-13 

7,153 
 7;284 

I 	7,356 
7,356 

2,452 
2,532 

421 72 

	

4,280 	4,380 

	

4,313 	4,380 
59.8% 276 1,230 

1,225 439 25 59.2% 263 1 
58 
59  
60 
61 
62 
63 
64  
65 

u-13 
Oct-13  
Nov-13 
Dec-13 
Jan-14  
Feb-147,041 
Mar-14 
Apr-14 

7,145 

7,264  
7,342 
7,265 

72907,356  
7,356 

7,356 
7,356 
7,356 
7,356 

2,480 i 
2,435 I 

449 20 
24 
36 
27 
27 
37 
27 

449 	 

4,216 1 
4,3911 

4,380 59.0% 
60.3% 

264 1,247  
1,255 
1,242  
1,267 
1,269 

1 474 ..._..,. YTD ..____ 
459 

L 488  
454  
481 

4,380 291 
224  
255  
319 

6 
3  
3 

2,422 
2417  ! 
2,428 1 
2,372 1 

4,354 4,380 
4,380 
4,3801  
4,380 
4,380 
4,380 

59.9% 
60.9%  
60.0% 
59.9% 
60.4% 
60.6% 

4,471 
4,356 
4,220 
4,300 

573 

652  

YTD 

7,121 
258 , 
283  
2981 

1,270 0 
0 
0 

7,356 2,366 ' 
2,317 

455 1,266 
1,238 

YTD 
7,125 7,356 493 24 4,315 

66 
67 

May-14  
Jun-14 

7,439  
7,271 

7,356 
7,356 

2,418  
2,356 I 

477 
475 

24 
32 

4,544 	4,380 
4,440 , 	4,380 

61.1% 3121 	1,265 0 
675 YTD 61.1% 282 1 	1,216 0 

68 
69 
70 

Jul-14 7,337 
7,094 

7,421 
7,421 

2,431 	I 
2,403 

444 
439 
431 
492 

44 
44  
37  
36 
36 

	

4,462 I 	4,380 

	

4,252 I 	4,380 
60.8% 
59.9% 
59.7% 

363 : 
276 ., 

801 
786  
794 
757 

0  	0 
1168 Aug:14 

Sep-14 
0 
0 
0  
0 

7,088 7,421 2,428 4,229 

4,278 
4,297.T-4,380 

1 	4,380 
270.- 301 

1438  
2177 71  

72 
Oct-14 
Nov-14 

7,242 
7,160 

7,421 
7,421 

2,453 59.3% 
2,422 460 r 4,380 69.7% 212 752 1276 

73  
74  
75 
76 
77 

Dec-14 
Jan-15 
Feb-15 
Mar-15  
Apr-15 

7,181  
6,996 

7,421 
7,421 

2,431  
2,404 

469 
469 
472 
448  
484 

35  
32 

	

4,281 	1 	4,380 

	

4,123 I 	4,380 
59.6% 263 

246 
764 0 1990 

58.9% 
59.1% 
59.5% 
59.8% 

736 0 1845 

1802  
1958 

0 1589 7,026  
7,109 
7,230 

7,421 
7,421 
7,421 

2,400 I 	 
2,4321 
2,422 I 

32 4,154 4,380 
4,380 
4,380 

221 
278  
244 

739 
0 
0 

32 
30 

4,229 
4,324 

716 
723 

78 May-15 7,170 7,421 2,428 	464 29 4,278 	4,380 59.7% 210 716 0 1838 
79 Jun-15 7,109 7,421 2,404 	479 32 4,226 	4,380 59.4% 294 1 	726 0 1410 
80 Jul-15 7,045 7,232 2,409 	483 33 4,173 	4,325 59,2% 316 	738 0 1410  
81 
82 
83 

Aug-15  
Sep-15 

6,049 
7,042 

7,232 
7,232 

. 	7,232 

2,339 	453 
2,335 	481  
2302 	502 

35 4,157 	4,325 59.8% 
60.0% 
60,3% 

301 
320 

750 1702 
---1 645 

1320 
---.  40 4,226 	4,325 756 

Oct-15 7,056 35 4,252 	4,325 332 	756 
84 Nov-15 7,047 I 	7,232 2,317 444 40 4,286 4,325 60.8% 270 	763 0 1842 
85 Dec-15 7,191 	i 	7,232 

7,114 T7,232 
2,428  
2,434 

463 39 4,300 
4,245 

4,325 
4,325 

59.6% 
59.7% 

284 
289 

734 
732 

0 
0 

1743 
1712 86 Jan-16 435 35 

87 
88  
89 
00  
91 

Feb-16 7,225 7,232, 
7,232 2,671 

452 
345 

35  
34 

4,268  
4,215 

4,325 
4,325 

59.1%  
58.3% 	 

289 742 0  	1561 
1709 

	

Mar-16 		 
. 	Apr-16  

May-16 
Jun-16 

7,231 352  725 

92 YEAR-TO DATE AVERAGE 
93 SFY11 7,207 7,740 2,525 391 33 4,291 4,063 59.5% 208 1,075 3 560 
94 SFY12 7,195 7,515 

7,578 
2,403 
2,448 

441 
461 

33 4,351 4,400 60.5% 
59.8% 

224  
217 

1,086  
1,156 

4 646 
819 9S SFY13 7,232 36 4,323 4,422 3 

96 
97 

SFY14 7,212 7,356 
7,421 

2,434 
2,423 

455 
458 

33 4,323 4,380  
4,380 

59.9% 
59.6% 

270 
270 

1,252  
761 

2 
0 

566 
SFY15 7,137 36 4,256 1,476 

98 SFY16 7,100 7,232 2,416 449 36 	' 4,236 4,325 59.7% 307 744 0 1,634 
99 
100 
101 

Note 1: These clients are a  so captured under ONIBP Provider Payments 
Note 2: CFI Home Health t4 CFI Home Support and Home Health Care Waiver Services 

102, Note 3: In preparation for 2016, 

I 

Converted IHCS to monthly paid basis 
, 103 i 

Data 
1 

104 
105 

Source of 
Columnsi .4- 

106 
107 D-F 	[MOSS monthly client counts 
108 0 	3 month Avg of the number olpaid bed days in the month/days in prior month 
109 :by the number of days in the previous month. MOSS 
10 J 	Options MonthitProtective Reports 

Activity Report 	1 111 
112 

K 
T" 

!Options Monthly 1 	L 	1  
Protective Services Administrator 

Unit Manager  

, 
iSSBG Adult in-Home Care verbal  report from Adult 
Quarterly Options Paid Claims from Business Systems - 113 M7 

114 ! 	1 	-1 	I 	71 	1 

41 



NH, DHHS 
	

9-Developmental Services 

1 A B 	C D 	I 	E F G H I 

2Developmental Services Long Term Care 	 '1 
3 I 

----r 
I -1 

4 

1 

BDS 
Programs 

served FYTD" 

BIDS Programs . 
FYTO 

Unduplicated 
Count 

Early 
Supports & 

Services 

Special 
Medical 
Services 

Partners 
in Health 
Program 

Devi. Serv. 
Priority #1 
DD Waitlist 

Devi. Serv. 
ABD Waitlist 

5 
53 

(8-09 to 8-1 
Actual} 	, 

(8-09 to B-12 
Actual) Actual* Actual* 

Jul-13 8,995 6,364 1,865 1,646 985 i 	373 15 
54 Aug-13 10,041 7,291 2,074 1,755 995 186 5 
55 Sep-13 10,978 1 8,160 1 2,381 1,813: 1,005 103 

..., 56  
57 

Oct-13 11,573 1 8,648 2,618 1,903 1,022 108 10 
Nov-13 12,129 9,122 , 2,978 1,963 1,0441-  116 12 

58 Dec-13 7 	12,764 9,658 3,231 2,047 1,059 51 16 
59 Jan-14 13,265 10,043 1 3,404 2,142 j  1,080 40 14 
60 1  Feb-14 13,7121 10,409 3,640 2,208 1,095 59 16 
61 Mar-14 14,174 i 10,730 3,863 2,325 1,119  69 18 
62 Apr-14 14,702 11,093 4,112 L2,464 1,145 81 17 
63 May-14 j 	15,144 11,488 [ 	4,383 2,508 1,148 10 0 
64 Jun-14 15,525 11,742 4,577 2,614-1  1,169 79 19 
65 
66 

Jul-14 9,996 _ I 	7,049 1,810 1,979 968 86 . 0 
Aug-14  10,721 7,697 2,152 l 	2,040 984 95 0 
Sep-14 11,675 8,467 2,545 2,212 996 120 	I 3 67 

68 Oct-14 _1_ 12,567 9,127 2,785 2,421. 1,019 139 	I__ 2 
69 Nov-14 : 	13,078 9,567 3,010 2,476 , 	1,035 132 3 
70 Dec-14 13,538 9,880 I 	3,187 2,618 I 	1,040 152 3 

Jan-15 14,027-  10,286 1 	3,406 2,708 1,033 98 6 71 
72 Feb-15 1 	14,424 j 	10,600 1 	3,613 2,778 1 	1,046 115 
73 Mar-15 14,837 10,893 3,837 2,876 1,068 97 5 

Apr-15 15,389 11,313 , 	4,172 	2,995 1,081 	114 8 74 
May-15 15,787 11,604 4,384 	3,102 1,081 	138 8 75 

76 Jun-15 16,229 11,919 4,624 	3,21CF 1,100 101 8 
77 Jul-15 L 	9,683 6,663 2,099 	2,088 932 186 8 
78 Aug-15 1 	11,567 8,421 2,597 	2,199 947 j 	195 17 

Sep 15 12228 8,964 2,816 ' 	2,298 966 0 79 
80 Oct-15 r 	12,859 9,503 3,095 2,372 

1186 
984 	196 0 

Nov-15 13,340 9,919 3,317 2,432 989 ': 	149 0 81 
82 Dec-15 13,776 10,264 3,546 	2,515 997 	153 0 
83  
84 

Jan-16 	14,097 
Feb-16 	14,448 

10,521 3,720 	2,569 	1,007 150 0 
152 1 	0 10,794 	3,911 	2,632 	1,022 

85 
86 

Mar-16 	14,783 10,984 1 	4,002 2,760 	1,039 	127 
Apr-16 

_ 87  
88 

 May-16 
Jun-16 

' 89 YEAR-TO-DATE AVERAGE "* 
90 SFY11 12,071 9,251 2,060 t1,689 1,132 20 
91 SFY12 11,874 9,042 

9,054 
2,825 1,750 1,083 

1,057 
56 

180 0 2,804 1,941 92 SFY13 12,052 
93 
94 

SFY14 
SFY15 

11,959 
12,763 

8,936 
9,285 

2,895 1,978 1,045 
1,021 

123 12 
115 3 2,927 2,456 

3,234 2,429 987 166 3 9,559 95 SFY16  12,976 
96 

NHLeads 

***(114116 - formulas corrected) 

PIHdb 	Registry 	Registry NH eads SMSdb 97 Data Sources: 	NHLeads 

98 
99 *G & *H 3  Represent the number of individuals waiting at least 90-days for DD or ABD 

100 --F. i_Waiver funding, 	i 	L 
** BEDS count excludes MTS Students served 	 1 101 

E & F 	7 Represents year-to-date total number served 	1 102 



NH, DHHS 
	

10-Shelters & Institutions 

E 	I 
1 Table I 
2 Department of Health and Human Services 

Operating Statistics 
& Institutions Shelters 

3 
4 
5 1  I 
6 NH BHHS Glencliff 

7 

APS & 
APC 

Census 
APS & APC 
Admissions 

APS Waiting 
List 

APC Waiting 
List 

THS 
Census All Shelters 	% of 	i GH Census 

8 Actual Actual Actual Actual Actual Capacity 	Actual Capacity Actual 
9 Adult Adolescent 
58 
59 

Jul-13 
Aug-13 

155 
161 

187 	 
164 

n/a 

nia • 
n/a 114 

117 
n/a 
n/a 

116 
115 
116 

60  
61Oct-13 ,.. ....._ 

Sep-13 163 
161 

165 
184 
149 

n/a 
n/a 62 Nov-13 164 119 

118 
118 

63  
64 

Dec-13 ,  
Jan-14 

151 	144 
160 	190 

n/a 
n/a 
n/a 65 

66 
Feb-14  
Mar-14 

161 	I 	165 
160 	181 

116 
n/a _....„,.. 
nia 

118 
118 
116 

67 Apr-14 -r-  163 193 
184  
164 

68  
69 

a -14 
Jun-14 

164 
162 

70 Jul-14 141 153 	23 	1 	i 	n/a 13,826 	11,737 	j 	85% 116 
71 Aug:-.14 135 142 	30 	1 n/a 13,826 1 	12,121 	88%" 117 
72 
73 
74 

Sep-14  
Oct-14 

145 173  	33 	5 
181 	29 	4 	I 

n/a 13,380 	11,625 	, 87% 

90% T  

118 
146 n/a 

	

13,826 	12,78392%  

	

13,380 	12,064 
 116 

Nov-14 150 	166 	27 	 i_ 	6 n/a 
nta 
n/a 

117 
118  
118 

75 Dec-14 
Jan-15 

149 	180 15 
22 

15,004 	14,056 94% 
76 150 159 15,748 	15,016 95% 
77 Feb-15 152 169 18 4 n/a 

n/a 
14,224 13,940 	98% 116 

78 Mar-15156 171 16 	8 
8 

15,748  
13,380 

14,996 
11,990 

95% 
90% 

113 
115 79 Apr-15 153 	165 	10 n/a 

80 May-15 150 1 	170 14 	7 n/a 13,826 	11,598 84% 117 
81 Jun-15 150 	I 	180 14 5 la 13,380 10,830 81% 114 

82 Jul-15 13 1 	n/a 14,694 11,628 	79% 112 
83 Aug-15 

1481 	169 
150 	152 20 	 1 	n/a 14,694 12,229 	83% 115 

84 Sep-15 151 	! 	162 	17 	 5 	n/a 14,220 	f 	11,861 	83% 116 
85 Oct-15 

Nov-15 
146 	154 
144 	163 

 19 	6 n/a 14,694 	12,452 85% 
89% 

116 
113 86 18 	 5 n/a 14,220 	12,684 

87 
88 
89 

Dec-15 
Jan-16 

152 
153 

165  
133 
137 

24 7 
28 

n/a 
n/a 

14,694 12,758 87% 114 
112 14,694 12,351 

12,160 
84% 
88% Feb-16 153 31 	 7 	n/a 13,746 113 

90  
91 

Mar-16 
Apr-16 

156 191 22 	 5 14,694 11,224 76% 113 

----- 
92 Ma y-16 
93 Jun-15 
94 YEAR-TO-DATE AVERAGE 
95 SFY11 152 

146 
186 42 11,059 9,218 83% 

95% 
1 	111 

115 
,- 

96 SFY12 197 39 11,224 10,702 
97 SFY13 153 160 118 
98 SFY14 160 170 117 
99 SFY15 147 168 	 24 4 14,329 13,149 92% 117 
100 SFY16 150 158 21 5 14,483 12,150 84°/0 114 

101 .....,„„. 
102 

.,...,...,..1 
Source of Data 

103 Column 
104  
105 

B 	Daily in-house midnight census averagid 
C 	Daily census report of admissions totalled 

per month* _..... 
per month 

106 D 	Daily Average wait list for adults 
107 E 	Daily average wait list for adolescents 	 ! 	I, 
108 Daily Averaae census in Transitional Housing (privatized 12/2011) 
109 
110 
111 
112 
113 

G 	Total number of individual bednights available 
of individual bednights utilized 

of individual bednights utilized 
midnight census averaged 

! 

Total number  in  emergency 
during iinonth 

in emergency „shelters 
H 

Percentage 
Daily in-house 

shelters 

_ 

I 
J per month ! 

1 	 , 
114 July 2014 average Census no longer reflects Pts on Leave 



DHHS 
	

11-Medicaid Caseload 

E 	H 	I 	K 	1 	N 	1 	0 	S 	I 	u 	1 	V 	1 	w 	E 	X AA All AC 

Medical Medicaid 
Table .1 

, 2 Caseloads (Persons) 

4 
a, 

3/31/14 9/32(14 
j 

5131/20151 8/3 20151 7/31/20151 2/29/20161 Enrollment as of 	 -112130/13 6/30/14 12731114 I 3/31/2035] 8/31/2015 9/30/2015 10/31/2015 	11/30/2015i 12!31720151 	1f3172tl16 3/31/2016 

5] 
aa.7o7 

919 
2,045  

13,287 
2,843 

19,830 
,, 771  

194 i.  
138,297 
16617 	 

159,914 
(1) 

90 618 
1,622 

90j...014 
1,613 

	

1 	2,160 

	

1 	13869 
2 -In 

/9,629 

	

1 	6 641 
168  

138,617 
i 	42,579 
i 	181,196 
i 	0 
I 	18.11-,R,. 

8i1/2015 

]- 89534 
1,923  
2,139 

13,5811 
2,356 

.50.  296 
1584 1 

91,105 
1,571 
2,227 

6 
7 

	

1. 	Low•thcome  Childre ) 	 82,129  

	

2, 	ChAdren 44.1th Severe DisabilitiesAAge.  13.1131 	I 	1,604 
86064 

1,680  
2,003 

12955 
3051 

19991 
6779-  

58,951 
1,670 
2,004 

13,976  
3246 

20,222  
8622 

204 
] 139,105 

L:13V1).§_ 
0 

T 139 •I':5 

071011'.1  

]  90,249 1  
I 	1,63L 

89400 
1.629 
2,192 

13,556 
i 	2,4/2 

] 	6584 
19,0719780  1.  

	

1 	89 849 

	

1 	1,623 

	

1 	2166  

	

1 	13,677 
I 	2.432 

19,727 
I 	8,608 

	

. 	172-1-  
138,252 1 

	

] 	41,657  

	

. 	179,909  
0 

': ;16909 

I 
7/1/20151 

90,345  
1,613 
2,152 

14,272 

90,197 i 
1,602  
2163 ] 

	

91,0891 	91,CC5 

	

1,593 1 	1.558 
91,276 

1,570 
8 
9 

10 
15  
2 

13 
14 
15 
16 
17 
18 

3. Foster Care  & Adoption  SubsI4 (Age 0-25) 	I 	1 945  
4. Low-Income Parents )Age 19-64) 	 1 	10 324 

. 
5. Low-Income Pregnant Women (Age 19 	 2,275 

2,05.6.: 
13,212 
, 6." 

, .4 
159 

Z173  
1 	13,595 

2,532 

] 	8,545 

2,176  I 
13927 : 
2 220 E  

2,181  
13,8511 
2.244  

19J 11 
13,741 

i 	2,173 2215 
14.179 	 

2,290 
13,599 
2,208  

19,179 

13,571  
2,189 

8,788  
150  

138.019 
49135 

167,554 

13,566 
2,284 2,297 

6 	Adults \Mtn Disabilities  (Age 19-64) 	 19,997 
7. 	Elderiy & EldedyNith Disabilifies689 .. 	 8,828 

 19643 
8650 

__19,413. 1,  
8,652 

196 j 34 19206  1.  
8,756 

 mass  
8,795 

148 
139,242 

1 	6714 . 1 8,747 
8, 	BCCP (Age.,... 	 205  

Sub-Tota 	27,310 
200 

139,693 
] 	177 , 	4-- 

1 - 	177 
137,692  

! 	40,456 
' 
• 	

17e.14s 
 0 

1 (8.148 

MANAGEMEN  
611/2015 

. 	. 

! 	158,636  

18,067 
176,703  

1.- 
1,445 

167 
137.993 
43,126 

161.119 
0 

- 	1n1 

811/2015 i 

1641 
138,9081  
43107 
"015 

0 , 

154 1 
 136645 1 

43,577 

153  148 
136,657 
47,902  

186599  

1365.2 
1  

111/2015 
IN MEDICAID  

] 	138,529.j 
38,402 
76931  

CARL 
4/1/20151  

138,319 1 
44,565 

138,959 
46996....L 

185955 
_ 	NH Health Protection Pfd.warft.,(„Age 19434) 49,203 

188.445 

le3,145 . 	.. 

4/112019 

Total By Category 	 127,310 1 136.693 ] 	192.222 182,8871 
Reconciling Differences (Detail to Summa 	• 	!405". 
Reported Dn Sumrczgy 	 126,905 

122 
*3,6'5 

:A/01/14 

0 0 

if 
	ons 156013 

1::1 	L 	'1E1,T 
1i.40+:1-14 

133,716 

1 	L 
: 

... 	F.:a...1.11.n.1.7..as131. 
18Z 887 ] 

12/1/29.24 

.  9 

stiqule 
20 
21 Enrollment as 1 	 r 01/01/14 

163,779 

.01112015_1111120151  1/1/21118 

128345 3 

211/2018 

22 
23 
24 
25 

Enrolled in Cafe Management 	 , 	108,206 116,299  
in Care 

134007 

120,915 
Management 

15.549 1 
136464 i 

145,763 155,873  
T 

20,197  
 	176.070 

161,224 1 	162,128 
. 

1132,854 163 411 161,387 I 136,854 13603. 1 137,841 
39,557 Premium Assistance Program (NHHPP  formerly wfMCO, previously shown 

Enrolled in Fee-For-Service 
and not 
22,090 

155,806  

1 10 

new enrollees) 
22,067 

167,830 
17,098 

] 
17,191 

180,970 

1045 

19,887 
38,884 
19,1001 

184,333. 

ten 

38,063 
10,217  

185,134  

38,675 

17,594 
178,818 

I 	17,219 17.117 
180528  

 9,951 
186,659 

1,295 

9,4/4 

26 Total 	133,392.1 I 	179347 
t 

179752  

1,317 

1.274  186,812  

27 
28 

I- 	 1 . 	(60821, 	2,656 2.641 63 661 1,391 	1,543 8 1,613 1,465 1,633 

29 

Figures by c.ategory versus figures by coverage are taken from two points in time Medicaid Care Managementis first 
of the month and the some people drop off during the month and go into Fee-For-Service. FFS is end of the month 
and builds during the month to include the spend down clients excluded from MOM. The early data points are 
switched because the MOM data includes retroactive FFS enrollment for those earlier months. 
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12-Caseload Yr To Yr 

G 	I 	H 	1 	J 	J 	K 	T 	L 	 N 	0 	 R 
Table k 

2 Department of Health and Human Services 
3 Caseloads Versus Prior Year & Prior Month 
4 I -7 7 	.-1 	

-. 

5 Unduplicated Persons Medicaid Persons  Long Term Care Seniors FANF Persons j 	APTD Persons SNAP Persons 
6 Actual Vs PY I Vs Pmo Actual Vs PY 	I Vs Pmo Actuall Vs PY Vs Pmo Actual T Vs PY j Vs Pmo Actuair Vs PYI Vs Pmo Actual 1 Vs PYIVs Pmo 

66 Jui-13 153,075 -2.3%d -a 1 % 129,255 -0.2% 	I 	-0.1% 7,153 1 	-1.0% 1,6% 7,926 -8.8% j 	1 0% 7,962 -5.3%1 	0.1% 115,691 	1 -1.65A1 	-0.3°A 

69 Aug-13 163,065 -2.5% 1 	0.0% 129,063 -07% ...._1 	01% 7,284 L.-2.2%a 1.8°A 7,922 99% 1 -0.1% 7,955 -4.1%1 	-0.1% 115,499 	1  0.5%1 -0.2% 

70 Sep-13 152,338  -2.4% 4%0,5% 128,364 -0.9% -0.5% 7,145 ! 	-1.9% -1.9% 7,709 -11.0% 1  4.7% 7,889 -4.0%! -0.8% 14,725  -2,4% 1 	-0.7% 

71 ... Oct-13 152,132 
150,798 

-3.3%  
-4.1% 

-0.1% 
-0.9% 

128,276 
127359 

-1.6% -0.1% 
-0.7% 

7,290  I 
7,264 

0.0% 	I_ 2.0%  
-0.4% 

7,609 
7,449 

	

-12.6°/0 	-1.3% 
0 

	

-13.4A 1  	-2.1% 
7,945 
7,882 

-3.3%1 
-3.7% 

0,7% 114,915 1 -3.5%  
113,514 1 -4.6% 

1 	0.2% 
1 	-1.2% 72 Nov-13 -2.1% 0.1% -0.8% 

73 -13 _Dec 150,372 -4.0% -0,3% 126,905 -2.4% -0.4% 7,342 1,2% 1.1% 7,334 -13.6% -1.5% 7820 -4.2%1 -0.8% 112,908 L -5.0% 1----0.5% 

74 Jan-14 154,862 -1,6% 3.0% 132,034 1.4% 4.0°A 7,265 1.0% -1,0% 7,330 -14.4% i -0.1% 7,834 -3.5% 0.2% 113,326 1 -5.7% 1, 0.4% 

75 Feb-14 157,397 2.0% 1.6% 134,728 4,3% 2.0% 7,041_]%-0.7% -3.1% 7,353 -13.9% [ 	0.3% 7,803 -3.2%  -0.4% 112,791 	1 -4.1% 1 -0.5% 

76 Mar-14 159,213 3.0% 1.2% 136,815 5.7% 1.5% 7,121 1.0% 1,1% 7,242 -13.6%1 -1.5% 7,704 -3.8°A! -1.3% 112,511 	-4.2% 1 -0.2% 

77 Apr-14 160,682 4.2% 0.9% 138,157 6.8% 1,0% 7,125 nla 0.1% 7,277 -12.7% 0.5% 7,727 , -3.5%I 0.3% 112,144 	1 -4.3% 1 -0.3% 

78 May-14 161,647 5.2% 	0.6% 138,562 6.9% 0.3% 7,439 17% 4.4% 7,119 -12.9% -2.2% 7,711243.1% I 	0.3% 111,362 -6.7% 1  -0.76/; 

79 Jun-14 162,897 6.3% 0.8% 139,105 7.5% 1 	0.4% 7,271 3.3% -2.3% 7,116 -11.1% 0.0% 7,745 ! -2.6%1 -0.1% 710,590 -4.7% 	-0.7% 

80 Jul-14 163,903 7.1% 	0.6% 139,881 8.2% 	0.6% 7,337 2.6% 0.9% 7,085 	1 -10.6% -0.4% 7,741 	I -2.8%1 	-0.1% 109,239 1  -5.6% 1 	-1.2% 

81 Aug-14 171,328 11.9% j 4.5% 150,820 16.9% 	1 	7.8°A 7,094 -2.6% -3.3% 6,871 	€ -13.3% -3.0% 7,727 1 -2.9%1 	-0.2% 708,767 -5.8% 1 -0.4% 

82 Sep-14 176,192 15.7% i 	2,8% 156,913 22.2% 	1 	4.0% 7,088 -0.8% -0.1°A 6,767 	1 -12.2% -1.5% 7,679 7-2.7%1 -0.6% 108,434 -5.5% 1 -0.3% 

83 Oct-14 178,952 17.6%1 	1.6% 160,33425,0% 1 	2.2% 7,242 -0.7% 2,2% 6,705 	1  -11.9% -0.9% 7,657 , -3.6% I 	-0.3%  108,343  -5.7% 1 -0.1% 

84 Nov 14 180,798 19.9%1 1.0% 162,848 27.9°/a 1.6% 7,160 -1.4% -1 1% 6 705 	1 -10.0% 0.0% 7607 ! -3.5%11 	-0.7% 107,214 -5.5% I  -1.0% 

85 Dec-14 186,837 24.2% ! 	3.3% 169,294 33.4% 4.0% 7,181 L  -2.2% 0.3% 6660 	! -9.2% 	-0.7% 7,532-1 -3.7%1 	-1.0% 107,900 1  -4.4% 1 	0.6% 

86 Jan-15 188,750 21.9% 	1.0% 171,732 30.1% 1.4% 6,996 -3.7% -2,6% 6,622 	1 -9.7% -0.6% 7,530 1 -3.9% 1 	0,0% 107,934 i -4.8%_I 	0 0% 

87 Feb 15 192,008 22.0%1 	1.7% 175,266 30,1% 2.170 7,026. _ -0.2% 0,4% 6,547 	-11.0% -1,1% 7,542 [ -3.3%1 	0.2% 07224 1 -4.9% 1 -0.7% 

88 Mar-15 193,629 21.7%1 	0.9% 176933 29.3°A 1.0% 7,109-,j. 
	0 

1.2% 6,339 	1 -12.5% -3,2% 7,538 	-2.2%1 	-0.1%07,521 h-4.4% I 0.3°/a 

89 Apr-15 195,333 21.6% 1 0.8% 178,752 29.4% 1.0% 7,230 1.5% - 1.7% 6,366 	. -12.5% 	0.4% 7,596 1-1.7% 1 	0.8% 107,283 -413% 1   -0.2% 

90 May-15 194,555 20.4%1 -0.4% 178,143 28.6% 	-0.3% 7,170 I 	3.6% -0.8% 6,179 	1 -112% -2.9% 7,561 1-2.5%1 -0.5% 106042 7  -4.8% I -1.2% 

91 Jun-15 196,212 20g6.61 6.6% 179,910 29.3% 	1 	1.0% 7,109 I 	-2.21 -0.9% 6,138 	1 -117% -0.7% 7,526 1-2.8%, -0.5% 105,322 -4.8% T-0.7% 

92 Jul-15  197,379  20A%4 0.6% 181,19229.5% 0.7% 7,045 J  -4.0% -0.9% 6,120 	1 -13.6% -0.3% 7,513 	-2.9% 	-0.2% 104,705 j -4.2% 	-9.6% 

93 Aug 15 197,305 15:2% I 	0.0% 181,115 20,1% 	0.0% 6,949 -2.0% -1.4% 5,934 1  -13.6% J  -3.0% 7,438 -3.7% L -to% 103,544 	-4.8%_1 -1.1% 

94 Sep-15 198,157 12.5% 1 	0.4% 182,017 16,0% 	0.5% 7,042 -0.6% 1,3% 5,764 -14.8% -2.9% 7,343 -4.4% -1.3% 102,869 j -5.1% -0.7 k 
95 Oct 15 198,265 10.8%1 	0.1% 182,225 13.7% 0.1% 7,056 -2.6% 0.2% 5,6885,2% -1.3% 7,307 -4.6% -0.5% 101,917 	-5,9% -0.93' 
96 Nov 15 198 716 9.9% 1 	0.2% 182,889 12.3% 1 	0.4% 7,047 -1.6% -0.1% 5583 -16.7% -1.8% 7,227 -!5.0% ✓-1.1% 100,525 i  -6.2% -1.4% 

97 Dec-15 201,743 8.0% 1.5% 185,957 9.8% 	I 	1.7% 7,191 0.1% 2.0% 5,425 -18.5% 	-2.8% 7,116 -5.5% -1.5% 100495-1  -6.9% 0.0% 

98 Jan-16 202,248 7.2% 1 	0.3% 186,599 17% .f._.0.3% 7,114 1.7% -1.1% 5,435 	-17.9%1 0.2% 7,081 -6.0%T -0.5% 99,978 	-7.4% -0,5% 
99 Feb-16 203,485 6.0% 1 	0,6% 187,954 7.2% 0.7% 7,225 2.8% 1.6% 5,307 	L-18.9%1 -2.4% 7,117 -5.0%! 	0.5% 99,486 -7.2% 	-0.5% 

100 Mar-16 203.739 a 1% 0.1% 188,445 6,5% TTff)./0 7231 1 7% 0.1% 5183 	i L18.2% -2.3% 7033 -6.796 	- . . 0 99 543 -7.4% 	0.1% 

101 Apr 16 
102 May 16 
103 Jun-16 T 

104 ANNUAL YEAR-TO-DATE AVERAGES 
105 SFY10  143,977 115,947 7,298 13,945 8,150 i 

95,300 
106 SFY11 154,215  7.1% 119,527 3.1% 7,154 -2.0% 11 833 	! -15.2% - 	1 8 885 9.0%4 115,213 20.9%  

107 SFY12 152465 L71.1% 119,344 	-0.2% 7,197 0.6% 13,779 	1 	16.5"/a 8,725 -1.8%1 111,869 	-2.9% 
108 SFY13 156 560 2.7% 129,868 	nla 7,255 0.8% 8,629 -37.4% 8,207 -5.9% 118,103 5.6% I 

109 SFY14 153,005  2 3% 129,498 -0.3% 7,223 -0.4% 1 7579 1 -12.2% 7,886 -3.9% 1  114,171 -3.3% 4._ 

110 SFY15 179,846 	17.5%.1  160,886 24,2% 7,141 	-1.1%1_ 6,745 	, -11,0% 7,627 -33%1 108,132 	-5.3% 
111 SFY16 199,662 	11.0% I 183,744 14.2% 7,084 	-0.8% I 5,657 	I -16.1% 7,268 -4.7%1 101,690 1  -6.0% 1 

112 



1115 TRANSFORMATION WAIVER 

the section 1115k.a)Research and De iionstration 
"Transformation" Medicaid Waiver provides access to 
new federal funding to help transform the Medicaid 
behavioral health delivery system to: 

	

1. 	integrate physical and behavioral health care to 
better address the full range of individuals' needs 

7- build capacity to deliver behavioral health care 
services to address emerging and ongoing behavioral 
health needs in an appropriate setting 

	

3. 	reduce gaps in care during transitions across care 
settings by improving coordination across providers 
and linking patients with community supports.  

Under Lik..?. waiver, NOW 	 ire has access to up to $30 million in 
federitl funding each of five y _ ars (2016-2020) to create a transformation 
fund, which will make performance-based incentive payments to new 
regional networks of health care and community service providers called 
Integrated Delivery Networks or IDNs. The IDNS will select specific 
projects from a menu of projects that will strengthen the capacity of the 
state's behavioral health system, integrate mental health and substance 
use disorder care with primary care, and lower the long-term growth in 
health care costs for the state. By providing funding to support delivery 
system transformation—rather than to cover the costs of specific services 
rendered by providers—the waiver will encourage and enable health care 
providers and community partners within a region to form relationships 
focused on transforming car? 

• CMS approved the waiver application January 5, 2016. federal funding is valued at $150 million over a true year period 
10 scheduled stakeholder information sessions were completed in March of 2016, with an additional session for NH Senate 
members held on 4/6/16. 

• Draft application for Integrated Delivery Networks published for public comment on 3/31 /1 6 
• Project and Metric Specifications Guide to support the comprehensive Project Menu of statewide and community-based initiatives 

is in development and on track to be. posted for public comment by 4/29/16 
RFPs published for Independent Assessor and Evaluation Plan Design 

• Received confirmation from CMS that NHHPP population is attributable to DSRIP (will be included) 
• DIIHS website pages for DSRIP in use and being updated regularly: http://www.dhli.s.nh.gov/section-1115-waiver/index.htm  

Ukta Apnroves 1115 Transformun 6 
Draft.  Funding Mechanics & Project Menu Submitted to CMS 3/1/16 
9 Stakeholder Information Sessions Completed 3/28/16 
Draft IDN Application and Project and Metric Spec Guide posted for public comment 3/31/16 
15 Non-Binding Letters of Intent Received from Candidate Administrative Leads 4/1/16 
Deadline for all Non-Binding Letters of Intent 4/18/16 
State Releases Final IDN Application 4/29/16 
Deadline for IDNs to Submit Applications to State 5/3 1/16 
State Announces Names of Approved IDNs & Distributes Initial Capacity Building Funds 7/1/16 
Deadline for 1DNs to Submit Project Plans to State 9/1/16 
State Distributes Project Plan Awards 11/1/16 

(R) Risk that procuring independent 
assessor is not completed by 5/3 Ito 
score IDN Apps by 6/3 land develop 
project plan applications by 8/1 

(R) Risk that procuring for IT lead 
and Workforce lead won't happen in 
time to advise IDNS in the fall - 

(R) Risk that 	Fiscal doesn't give 
permission to accept and expend 
DSRIP funds 

4 	(R) Risk That the necessary 
contracts (assessor, evaluator, HIT 
technical assistance, learning 
collaborative) aren't approved by 
G&C 

1Ci 



THERAPEUTIC CANNABIS 

! The Department is responsible for tie.- administration ol . 1, e 
New Hampshire Therapeutic Cannabis Program (Program) 
by designing and implementing a comprehensive process 
for the distribution of therapeutic cannabis in the State of 
New Hampshire, paesnant to RSA 126-X. 

the Department's gcna I I the implementia on 	I. continued operation . 
of a self-sustaining (budget neutral) Program t`lat safely and efficiently 
provides therapeutic cannabis to qualified individuals and their 
caregivers. Success will be measured by: Program efficiency and 
security, Program accessibility; and Program financial q}.-tniaabilitv 

After a comprehensive and detailed review of applications in response to the RFA re leased 12/19/14, the Department selected three 
qualifying entities to begin the post-selection registration: Prime Alternative Treatment Centers of NH, Inc., Temescal Wellness, Inc., 
and Sanctuary ATC. 

On 11/25/15 the Department issued the first qualifying patient registry identification card. As of 04/08/16, 

• 679 applications for registration cards were received for qualifying patients 
• 36 applications for registration cards were received for caregivers 
• The Department issued 357 qualifying patient cards and 21 designated caregiver cards. 

On 10/23/15 changes to the ATC rules became effective allowing the Department to grant conditional registration certificates to 
cultivation centers in order to allow ATCs to begin growing therapeutic cannabis. On January 8, 2016, Sanctuary ATC (Geographic 
Area 4) was granted the first conditional registration certificate to operate its cultivation center. On February 26, 2016, this was 
updated to permit transportation of cannabis. On January 22, 2016, Temescal Wellness, Inc, (Geographic Areas 1 and 3) was granted 
a conditional registration certificate to operate its cultivation center. On March 9, 2016, this was updated to permit transportation of 
cannabis. Prime Alternative Treatment Centers (Geographic Area 2) will be ready for inspection at a later date, presumably late May. 
It is anticipated that Sanctuary ATC will be ready to begin dispensing cannabis late April/early May 2016 with Temescal Wellness 
Inc, to follow shortly thereafter. Additionally, on April 4, 2016, the Department certified the first New Hampshire lab, permitting it to 
test therapeutic cannabis. 

(R) Until ATC dispensaries are operational, 
qualifying patients have no legal access to 
therapeutic cannabis in NH 
(R) Litigation regarding ATC selection could 
delay implementation 

. 	Level of effort and expertise required to 
administer and oversee this new, fee-funded 
• program will continue to be a significant 
challenge for the Department 

Litegt-LE4les AdoEted_ 	 11/30/14 
lATCs Selected 
LInspection Program Established 	 I 04/10/15 i 
[ Begin Infection of ATC Cultivation Sites 	 I 09/27/15 .  

01/23/15 ! 

'issuance of Regi stry ID Cards Begins 	 ' 11/15/15 , 	 .-.1 

' Temescal ATC Conditionally Cell:U.16d to Cultivate 	
...11 	0011  // 2082/1166  _I  SanctitaLATC Conditionally Ce.rtified to Cultivate ,._.. 	... ..... .....    

I-- Sanctuary  & Temescal Certified & Operational to Dispense 	 ! 	05/31/16 	! 
Summer '16 ! 	i line A'D'C Certified & C22erational to Dispense Cannabis 	 J.... 

IS 



COMMUNITY MENTAL HEALTH AGREEMENT 

To meet the terms of the Community Mental Health Agreement 
(CMHA) to provide immediate and long-term support to individuals 
with SM1 to reduce the institutionalization and risk of 

For adults with Severe Mental Illness (SMI), establish and 
enhance community-based programs, including: mobile 
crisis services; supported employment; Assertive 
Community Treatment (ACT); supported housing; peer and institutionalization of adults with SMI. 
family support; transition planning; and quality assurance of 
programs. 

4A  

DHHS Behavioral Health Central team operational meetings held monthly to facilitate transitions from NH Hospital and the 
Glencliff Home to community-based settings. 
Continued progress made toward objectives of the CMHA including: (a) Implementation of the NH Hospital policy for referrals 
to ACT for conditional discharges, (b) Working with stakeholders on the draft rule for the Bridge Subsidy Housing Program; and 
(c) Improving standard data measures and reporting processes. 
First Mobile Crisis Team and crisis apartments fully implemented in Concord. 
Request for Proposals issued for Mobile Crisis Team and Crisis Apartments for Greater Manchester area. 
Two-day session with Expert Reviewer, Steve Day and TA consultant Lyne Rucker regarding Quality Service Review (QSR) 
process. 
Continue to work with the Community Mental Health Centers and community partners to address milestones that are not yet met, 
including (a) Supported employment penetration rate of individuals with SMI; (b) Capacity of ACT teams, and (c) Transitions of 
individuals from Glencliff Home. 

• 
	 T' 

	
m-tr4. 

(1) Redoubling efforts in areas of concerns 
outlined in the Expert Reviewer's January 
2016 Repoli 
(R) Capability of the Community.  Mental 
Health Centers (CMI-ICs) to meet ACT/SE 
requirements 

Mobile Mobile Crisis caRaciyin Concord area 	 6/30/15 
Increase 	supported housing units to 340 	 6/30/15 
ACT 	Teams w/ 	cLipacity 	to serve 1300 individuals by 6/30/15 	 TBD 	i 

Transition 4 individuals from Glencliff by 6/30/15 	 .... 	 TBD 
t6/30/16 

	

rt.
TBD 	4  

6/30/16 

Achieve 16.1% SMI penetration rate of SMI eligible by 6/30/15 
ACT Teams w/ capacity to serve 1500 individuals 
Achieve 18.1% Supported EmpoppeRtpenetrutiolifAte of SMl eligible 

i Mobile Crisis capacity in Manchester area 



41teale .1 ! 
To implement the already defined SUD Benefit array olThred to the NH 
Heath Protection Program population to the Standard Medicaid 
population. The benefits include a continuum of SUD services to meet the 
range of needs from misuse, addiction and withdrawal. 

' 

• 

Provide the standards and guidelines for a statewide Telehealth 
network to be delivered through the use of Dartmouth Hitchcock 
Center for Telehealth's infrastructure. 
Ensure telehealth services provided under Medicaid are to be "cost 
neutral." 

Systems changes identified 
Policy Decisions Communicated to MCOs 
SUD Rules approved by ..1LC/IR 
Stakeholder Engagement Completed 
State Plan Approved by CMS 
MCO Contract Approved by G&C 
SUD Benefits Available to Expanded Population 7/1/16 

1/19/16 
2/11/16 
5/20/16 

3/3/16 
9/30/16 
6/15/16 

TELEHEALTH 

SUBSTANCE USE DISORDER (SUD) BENEFIT FOR STANDARD MEDICAID 

HB2 Chapter 276:231 requires the commissioner of the 
department of health and human services to submit a 
state plan amendment (SPA) to the Centers of Medicare 
and Medicaid (CMS) to provide substance use disorder 
services to Title XIX and Title XXI beneficiaries. The 
commissioner shall design the benefit consistent with 
Substance Abuse and Mental Health Service 
Administration (SAMHSA) treatment guidelines. The 
commissioner shall also determine the process and 
timeline for implementing services and; if necessary, 
'base in the benefit. 

I t.'4n1cLtV*filk"-*-4 ttiV.t?' 

Project Charter signed by State Medicaid Director Katie Dunn 
Policy decisions made to include same benefit as NHHPP, same rates as NHHPP and implementation of the entire benefit on 
7/1/16. 

• Fiscal Impact Statement complete 
• Administrative Rules complete and to LJCAR May 20, 2016 
• MMIS systems requirements submitted and in development 
• Meeting with MCOs to coordinate communications 

Stakeholder meeting on 3/3/16 complete 
Peer Recovery provider •e created 

k- 	7 	t 1 V(r. tivI t isi CI -MY 
(I)Limited SUD provider Network 
(R) As a result of a limited provider network, 
recipients may not be able to access services in a 
timely manner. 

Chapter 206, Laws of 2015 requires the Department to 
develop a telehealth services program to commence on July 
1, 2016 which will include telehealth services provided by 
medical specialists and which will not result in increased 
costs to the Medicaid Pro 

Telehealth 101 hosted by DRED provided status of current statewide infrastructure to support telehealth implementation 
Received Fiscal Committee approval on January 22, 2016 to proceed with Pilot Project which is to begin on July 1, 2016 
Pilot Project will provide data for analysis of utilization of telehealth consultations for specialty services. 
Pilot Project Planning Meeting February 26, 2016 with DHMC staff. 
Pilot Project Plan sent to DHMC for review and comment Tuesday, A.1-i15, 2016. 

Top 	 ) rENT 	u 	f'omifq 	t F5 i'C1tY' 
(R) Fee for Service population may not 
provide sufficient client pool to support 
determination of "cost neutrality." 

Fiscal Commutes.  approval for  Pilot Project 
HousetiTiTzitie Financial Committees & HHS 
Oversight Committee Progress Report 

EPilot Project Planning Meeting 
Pilot  Project Plan Completed 
Pilot Project Implementation 
Data Collection & Analysis Starts 

1/22/2016 

3/1/2017 

	 2/26/2016 
; 4/29/2016 

7/1/2016 
8/1/2016 



FIS 16-057 

*afr of 	amps rr Additional Information 

DEPARTMENT OF HEALTH AND HUMAN SERVICES 

129 PLEASANT STREET, CONCORD, NH 03301-3857 
603-271-9200 FAX: 603-271-4912 TDD ACCESS: RELAY NH 1-800-735-2964 

JEFFREY A. MEYERS 
COMMISSIONER 

April 11, 2016 

Representative Neal Kurk 
Chairman, Fiscal Committee of the General. Court 
Legislative Office Building, Room 210 

Concord, N.H. 03301 

Re: DHHS Building Capacity for Transformation Waiver 

Dear Representative Kurk: 

You have submitted to the department a number of questions regarding the Section 1115 

Medicaid waiver granted to New Hampshire on January 5, 2016 by the Centers for Medicare and 

Medicaid Services (CMS). This waiver is known, alternatively, as a delivery system reform incentive 
payment (DSRIP) waiver because it allows access to federal funds for the transformation of New 

Hampshire's behavioral health system through incentive payments to networks of providers. 

Below, I have provided responses to the questions you submitted in your email to me of March 
31, 2016. As we discussed, this letter is also being sent to the LBA and all members of the Fiscal 
Committee. Prior to addressing your specific questions, I wish to emphasize certain facts about the 
waiver and its purpose. 

1. 	The legislature directed the department to apply for a Section 1115 waiver and the 
amended application of the waiver (which focuses on behavioral health) was presented to the Fiscal 
Committee prior to its submission to CMS in February 2015. 	Senate Bill 413, which enacted the 
provisions of the New Hampshire Health Protection program in 2014, directed the department to apply for 
a Section 1115 Medicaid waiver. The bill stated, in part, that " to the greatest degree possible programs 
funded under the demonstration waiver shall complement the mental health settlement and shall be 
designed to promote innovation, reform delivery systems, and reduce the number of uninsured patients 
who seek treatment from health care providers." 

The amended application submitted by the Governor and the department in February 2015 
focused on the transformation of the behavioral health delivery system in order that New Hampshire 
could develop the capacity and integrated services that would allow for improved access and treatment of 
behavioral health conditions in the Medicaid program. The amended application, which was presented to 
the legislative Fiscal Committee prior to submission to CMS, described the department's plan to 
establish new integrated delivery networks in order to increase capacity for substance use disorder and 
mental health services, promote integration of behavioral health services with medical care, improve care 
transitions for persons being discharged from New Hampshire Hospital and other types of inpatient 
facilities (e.g. county jails, nursing homes, residential treatment programs) that needed services in the 
community to continue their path toward health. 
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To our knowledge, the waiver granted to New Hampshire on January 5, 2016 is the first incentive 
payment waiver comprised solely around delivery system reform for behavioral health that is funded 
solely through designated state health program matching funds. 

In the foregoing answers, I refer periodically to the formal approval document for the waiver 
known at the Special Terms and Conditions (STCs) and the Project Planning Protocol, which lists the 
proposed projects and outcomes measures among other information. Both of these documents are 
attached. 

I. The Section 1115 waiver awarded to New Hampshire is not a grant. It is an incentive payment 
waiver that must be earned in years three throughfive by achieving outcome measures on a state and local 
network level. 	A total of over $ 9 million in federal funding is at risk in the three later years and 
conditioned upon both the state and the integrated networks demonstrating achievement of outcome 
measures. The specific outcomes the state and the delivery networks must achieve are addressed in the 
answer to your specific questions below, as well as in the Project Planning Protocol. 

2. New Hampshire is required under the waiver approval to seek public input on the projects to be 
funded and the outcome measures to be achieved, prior to finalization of those projects and measures. 
Under the waiver approval, the projects to be funded are to be selected in part by the state and in part by 
the local community in order to ensure that the waiver programs address local needs within the context 
of the statewide goals of the waiver. Each IDN will be required to undertake three mandatory projects 
focused on capacity and integration, as well as select from a menu of optional projects in three waiver 
categories (capacity, integration and care transitions). 	The final selection of a delivery networks' 
optional projects will not occur until the integrated delivery networks are selected later this year and the 
selected. IDNs obtain public input in their regions as to the optional projects that will best address local 
needs. The local communities are critical participants in this process. 

Similarly, the final outcome measures must reflect stakeholder input. The state has now held 12 
public information sessions around the state in order to provide public input by all those interested in this 
waiver program. The department is required to evaluate the public input. Proposed outcome measures 
will be finalized and submitted to CMS for approval so that the delivery networks understand what is 
expected when they apply for funding beginning in early May. 

3. This Section 1115 waiver is a demonstration waiver. Health outcomes under the waiver will be 
tracked, reported and evaluated during the course of the waiver and in the final waiver evaluation report. 
The purpose of the waiver is to utilize evidence based methods to influence the transformation of the 
delivery and payment for services that will improve the behavioral health system in New Hampshire. The 
federal approval requires the department and the integrated delivery networks to collect, evaluate, and 
report the data and information developed on the waiver programs in order that the state gains valuable 
information that will assist in the transformation and strengthening of the behavioral health system over 
the five year period. The waiver represents an investment by the federal government in the capacity and 
integration of the delivery system, which it believes will strengthen New Hampshire's ability to provide 
behavioral health services. 
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The rationale of the waiver and its objectives were spelled out n the amended application, as follows: 

"The demonstration is intended to address the following critical issues: 

• Severe capacity issues. Even as the heroin epidemic continues to wreak havoc in New 
Hampshire, the state has far too few substance abuse providers—four out of the 13 public health 
regions in the State do not have any residential substance abuse providers; many have only two 
to three providers that can provide medication-assisted treatment; and one has no such providers. 
Last year, foundations in the state had to provide emergency funding to some substance abuse 
clinics so that they could keep their doors open. And many community mental health centers are 
also struggling financially. The closure of any substance abuse clinics or community mental 
health centers would further exacerbate the capacity issues. New Hampshire Hospital, the State's 
facility for people with severe mental illness, operates at 100 percent capacity, and 2 out of 3 
people admitted must spend more than a day waiting in the ER before a bed is available. in the 
community, new adult patients must wait 26 days for an appointment with a mental health 
counselor and 49 days if they need to see someone with prescribing authority. 

• "Siloed" care for people with physical and behavioral health issues. Stakeholders repeatedly 
raised concerns about the "siloed" way in which care is delivered to Medicaid beneficiaries in 
New Hampshire. Despite promising pilot projects and discrete initiatives, the reality is that most 
Medicaid beneficiaries essentially must navigate two different health care systems in New 
Hampshire if they want to address both their physical and behavioral health needs. With the 
research showing that people with severe mental illness die on average 25 to 30 years earlier than 
the general population, often because of serious physical conditions such as diabetes, heart 
disease, obesity, and smoking-induced illnesses, the siloed nature of care in New Hampshire 
must change. 

• High risk of people with behavioral health issues falling through the cracks during care 
transitions. Over the past half-decade, New Hampshire has lost ground in providing follow up 
after a behavioral health discharge — between 2007 and 2012, the percent of patients hospitalized 
for a mental health disorder who receive follow up care in the 30 days after discharge has 
deteriorated from 78.8 to 72.8 percent. With more people than ever relying on Medicaid, this 
trend must be reversed. New Hampshire also views release from jail or prison as a care 
transition, and one that has taken on increased importance now that it is responsible for providing 
care to most incarcerated people when they return to the community. Currently, 48 percent of 
New Hampshire residents who leave a state correctional facility have their parole revoked due to 
a substance use-related issue, a clear indication that more must be done to provide greater 
continuity of substance abuse treatment during and after a departure from prison." 

Responses to Questions Posed: 

Question 1. Describe in detail and, if possible, enumerate the populations to be affected or 
served by the waiver program. If possible, provide a five-year history and a ten-year projection (five 
waiver years and five post-waiver years) of these populations. 

Response: tinder the STCs, the waiver programs must serve those persons who are eligible for 
Medicaid in New Hampshire. That population includes the standard Medicaid population, as well as the 
NHHHP population. 	The NHHPP population is approximately 48,500 persons, and the standard 
population is currently approximately 139,000 persons. The standard Medicaid population was 129,000 
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in SFY 2009. The change from that period to the current time is approximately a 9.3°A increase. Of the 
standard Medicaid population today, approximately 66% (91,000) are children under the age of 18. 

The history of the Medicaid population is contained in the department's Dashboard submitted to 
the Fiscal Committee. The most recent Dashboard identifies the population back to 2013. Any projection 
of the Medicaid population during the five years of the waiver and for the five years post waiver would 
have to be performed by an actuary and would depend on whether and to what extent the NHHPP 
program were extended beyond December 2018, among other potential eligibility changes made by the 
state and federal government. 

Question 2. What are the outcome measures by which a determination of the success or failure of 
the waiver program can be made? (Outcome measures focus on the additional number of individuals 
starting in 2021 and each year thereafter who, for example, will be healthier, will have abstained from 
drug/alcohol abuse for x years, will leave the program earlier, etc. as a direct result of waiver 
programs. Outcome measures are not concerned with, for example, the improved nature of provider 
networks.) 

Response: Under the proposals that the State has submitted to CMS, the specific outcomes that 
New Hampshire, as a state, would be required to meet are as follows: 

I. At least 65,000 New Hampshire residents will receive core standardized assessments to 
diagnose and treat substance use disorders and mental health conditions. In 2014, 92 percent 
of NH adults with alcohol dependence or abuse did not receive treatment, and 84 percent of NH 
adults with illicit drug dependence or abuse did not receive treatment. The core standardized 
assessment will allow providers to identify Medicaid beneficiaries with undiagnosed and 
untreated substance use disorders and connect them to care. For those with diagnosed behavioral 
health issues, the core standardized assessments will ensure they are connected to care for 
physical health needs, such as diabetes and heart disease that are a major driver of poor outcomes. 
It is estimated that Americans with major mental illness die on average 25 years earlier than the 
general population, and much of this disparity is due to these untreated co-occurring physical 
health risk factors. 

2. A sharp drop in the approximately 1,800 readmissions to the hospital within 30 days of 
hospital discharge for patients with behavioral health conditions. Currently, approximately 
26 percent of people with behavioral health conditions admitted to a hospital in New Hampshire 
(for any reason) are re-admitted within 30 days of discharge, representing close to 1,800 annual 
readmissions. The majority of these are preventable with better community-based care and 
stronger care transitions. New Hampshire will reduce the 30-day readmission rate to the level 
reflecting the highest-performing systems, as measured by the IDN performing at the 75th  
percentile. 

3. A sharp drop in the approximately 19,000 emergency room (ER) visits in New Hampshire 
for ambulatory sensitive conditions. Among the beneficiaries with mental health and substance 
use conditions, there are approximately 144.5 emergency department visits a year per 1,000 
members with a behavioral health conditions for ambulatory sensitive conditions. Many are due 
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to people overdosing, experiencing a mental health crisis or other health problem that could have 
been prevented with better community-based care, or facing complications from physical health 
issues linked with substance use disorders and mental illness (e.g., diabetes attributable to use of 
behavioral health medications). By the end of the demonstration, the State will reduce the rate of 
preventable ER visits for ambulatory sensitive conditions to a level that reflects the highest-
performing systems. 

4. Reductions in the number of people in psychiatric crisis — now averaging 19 per day —
sitting in emergency rooms awaiting admission. Currently, New Hampshire residents in 
psychiatric crisis, including children, must wait lengthy periods of time in emergency 
departments to secure an inpatient bed. On a typical day, we have 19 people sitting in ERs 
awaiting placement. By the end of the demonstration, the State will reduce this average daily rate 
to the level achieved by the highest-performing systems, adjusted for population size. 

For Statewide measures two through four, the State will set the specific targets based on the 
performance of the IDN at the 75th percentile of performance (i.e., "highest-performing systems") in the 
spring/summer of 201.6 after the IDNs have formed and the State has data on current IDN performance. 
Note that these outcome goals are based on technical protocols that the State submitted to the Centers for 
Medicaid and Medicaid Services (CMS) on March I, 2016, and it is possible that CMS will require 
modifications. 

In addition, the IDNs will also be required to meet specific outcomes. 

The goals of the transformation waiver are to build greater behavioral health capacity; improve 
integration of physical and behavioral health; and improve care transitions for Medicaid beneficiaries 
with behavioral health conditions. IDNs will further these objectives by participating in Statewide 
projects on the behavioral health workforce and the HIT infrastructure required to support the improved 
collaboration among behavioral health and primary care providers through a larger well-trained work 
force and access to the information providers need at the point of care to properly diagnose, treat and 
manage patients. In addition, each IDN must ensure its providers conduct standardized core assessments 
of the behavioral and physical health needs of beneficiaries, as well as social factors that directly affect 
their health. Finally, based on a community needs assessment, each IDN will pick three specific projects 
rooted in local priorities, allowing it to address pressing mental health or substance use challenges 
consistent with waiver objectives. Appendix A lists the projects. 

Each IDN must meet performance targets and demonstrate outcomes to earn incentive payments. 
Since it is expected that it will take two years or more to achieve quantifiable results, the transformation 
waiver initially distributes incentive payments to IDNs for achievement of process-based outcomes that 
measure whether they have implemented projects as expected. By 2017, ten percent of IDN funding will 
be distributed based on outcomes rather than these process metrics. Over time, the share of funds 
distributed based on outcomes increases and by 2019, IDNs are reimbursed entirely on outcome metrics. 

Question 3. Will the waiver program result in the department seeking an increase in federal or 
general funds for the state's Medicaid or any other program starting in 2021 for any reason, including an 
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increase in the number of participants, the nature of their treatment, the rate of provider reimbursement, 
etc., compared to what would be sought had there been no waiver program? 

Response: The terms of the waiver do not require an increase in federal or general funds 
following its termination in 2020 and any such increase would be subject to legislative and executive 
branch approval at that time. 

Question 4. What impact will the waiver program have on the ability of MCOs to negotiate 
networks and provider rates in each of the seven IDN areas both during the waiver program and after it 
ends? What will be the impact on per member/per month rates paid by the state to MCOs? 

Response: The waiver program should have no negative impact on the ability of the MCOs to 
negotiate provider networks and provider rates in the IDN regions — related to the behavioral health 
services in managed care. Firstly, the waiver is focused on behavioral health and not on general medical 
services. Second, the waiver is not anticipated to duplicate existing services but to deliver and pay for 
services that are not now necessarily being provided by the MCOs. Capitation rates are set by actuaries 
based upon a number of factors, including the populations covered, the services provided, the medical 
loss ratios established and other factors. No aspect of the waiver program would require increased 
payments to the MCOs over the course of the five year waiver or following its completion. 

Question 5. Please provide the 'projected levels" ("Building Capacity for Transformation," 
updated 3/18/16, p. 21) and explain how they were calculated. Specifically, would they be different, and 
if so to what extent, were there no waiver program? 

Response. 	The statement on page 21 of the department's waiver presentation, to which this 
question refers, is "[the] State must keep per capita spending on Medicaid beneficiaries below projected 
levels over the five-year course of the waiver." The per capita levels during the five year waiver period 
are documented in the state's budget neutrality submission to CMS on Table A. A copy of the 
submission is attached. 

CMS approved this waiver -- and approves all 1115 waiver -- based upon a budget neutrality 
demonstration that establishes that costs to the federal government with the waiver do not exceed 
projected costs without the waiver. The department's actuary, Milliman, has established that the cost of 
Medicaid services for the behavioral health population in New Hampshire with the waiver will not exceed 
the costs for that population without the waiver. 

Question 6. Will the waiver program (a) treat more patients or (b) provide more or (c) other 
services than would be the case in its absence? Please enumerate. 

Response: The waiver will treat the Medicaid population. To the extent that the Medicaid 
population decreases or increases over the five year period, those persons eligible for Medicaid will be the 
beneficiaries of the waiver programs. 

More importantly, this waiver is unique because it will allow for the provision of services by the 
integrated delivery networks that are not traditionally eligible for payment by Medicaid. For example, 
persons being released from a county jail that have either or both a mental health condition and a 
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substance use disorder condition may need community supports on release such as transportation, 
supported housing, or peer supports that will enable them to address their health conditions successfully 
in the community. Medicaid does not traditionally pay for these social services. In short, the waiver will 
not only provide medical services but will provide a new form of integrated health care that will address 
the socials determinants of health as well as medical care. 

Question 7. Are all services provided to patients under the waiver program covered by Medicaid 
both during the waiver program and after it terminates? Are any of these services not now provided to 
patients? if so, please describe the services, the number of additional patients to be served and the 
estimated post-2020 cost in both general and federal funds. 

Response: The response to Question 6 addresses this question as well. Under the waiver, the 
integrated delivery networks will provide an array of medical and social services to promote an integrated 
model of health care for behavioral health in New Hampshire. The proposed projects and services are 
described in detail in the Project Protocol, which is attached to this letter. As explained in the answer to 
Question 6, some of the services to be offered under the waiver are not traditional Medicaid services such 
as family peer support, supported housing for recovering addicts, or wellness programs. 

Question 8. Does acceptance of the waiver program bring with it any "strings" that affect the 
state after its termination? 

Response: The terms and conditions of the waiver approval, a copy of which is attached, 
requires the state to place 50% of its managed care delivery system payments into alternative payment 
models by the end of year five of the waiver. Alternative payment models have not been fully defined by 
CMS, but will include a variety of payment models other than fee for service. Capitation rates, global 
budgets, bundled payments or payments for episodes for care are all alternative payment models that the 
state may ultimately employ in satisfying this requirement. 

Paragraph 33 of the Special Terms and Conditions describes in detail how the state will amend its 
contracts with its managed care delivery partners to achieve the alternative payment models and sustain 
the investment in IDNs being made by the federal government. 

Question 9. Will approval of the waiver program cost the state more general funds during its 
term or after it concludes than would be the case were it not approved? 

Response: Under the terms off the waiver approval, the state is required to maintain the level of 
general fund spending for those designated state health programs for which it is claiming new federal 
match. These programs are listed in Paragraph 58 of the Special Terms and Conditions. Were the state 
to reduce general fund spending for these programs, then the state would have to make available other 
funds in order to sustain the same level of IDN funding, or, alternatively, seek to amend the waiver to 
reduce the amount of IDN funding. 

There is no requirement under the waiver to maintain or increase general funds for either the 
designated state health programs being matched under the waiver or any program established by an IDN 
after the termination of the waiver. 
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Question 10. May the state end the program during its term, and if so would it incur any 
repayment or other obligations? 

Response: The State may terminate its participation in the demonstration upon 6 months prior 
notice to CMS and compliance with a phase out plan approved by CMS. There are no repayment 
obligations, but there are obligations in the forms of certain grievance and appeals rights requested prior 
to the termination and administrative renewals for affected beneficiaries to determine if they qualify for 
other eligibility categories. The termination provisions are addressed in STC 10. 

Question 11. 	If the various outcome measures are not being met satisfactorily, may the 
legislature at some time during the term of the waiver program re-direct some of the federal waiver funds 
to (a) provide additional Medicaid services to the current population or (b) serve additional Medicaid-
eligible populations or (c) or provide the same Medicaid services to an increased Medicaid population --

in each case increasing, not supplanting, spending? 

Response: The allocation of the delivery system incentive payment funds are governed by the 
Special Terms and Conditions issued by CMS. The department does not believe that the legislature may 
unilaterally re-direct funding under the waiver. The waiver does contain provisions for amendment 
during the term of the waiver. The department intends to communicate fully with the legislature and the 
governor over the terms of the waiver and will work with them and all stakeholders to ensure its success. 

Question 12. Have any other states implemented this type of program, and what benefits have 
they recognized in terms of improved care and lower costs? 

To the extent this question is asking if other states have entered into DSRIP waivers that, like 
New Hampshire, are focused on behavioral health, the only such recent waiver the department is aware of 
is a 2014 amendment to the larger California Bridge to Reform DSRIP waiver that focused on substance 
use disorder treatment programs at the county government level. I will provide a copy of that waiver 
amendment to the LBA. I am unaware of any evaluation of that program. 

The 1115 waiver program at CMS has been in place for over 20 years. The complete list of 1115 
waivers, including applications and approvals can be found at the following CM.S webpage: 
https://www.medicaid.gov/medicaid-ch  ip-program-information/by-topies/waivers/1115/section- I 115-
demonstrations.html. 

The New Hampshire DSRIP waiver is also modeled in structure (as opposed to substance) on 
New York's 2015 MRT Medicaid waiver, which established similar delivery networks with a focus on 
expanding managed care services and reducing hospital re-admission rates. CM.S used the MRT waiver 
structure to inform its approval of New Hampshire's waiver. The MRT waiver may be found here: 
https://www.health.ny.gov/health  care/medicaid/redesign/medicaid waiver 1115.htm. 

The department has not undertaken research into other state evaluations of DSRIP waivers for the 
principal reason that New Hampshire's waiver is built around unique New Hampshire behavioral health 
system needs that have been brought to light by prior New Hampshire based evaluations such as those 
cited in New Hampshire's Amended DSRIP application dated February 25, 2015, on pages 8-10. 
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The department has not undertaken research into other state evaluations of DSRIP waivers for the 
principal reason that New Hampshire's waiver is built around unique New Hampshire behavioral health 
system needs that have been brought to light by prior New Hampshire based evaluations such as those 

cited in New Hampshire's Amended DSRTP application dated February 25, 2015, on pages 8-10. 

I hope that this information is helpful to you and to the other members of the Fiscal Committee. 

Sincerely, 

Enclosures 
cc: Fiscal Committee members 

LBA 

The Department of Health and Human Services' Mission is to join communities and families in providing 

opportunities for citizens to achieve health and independence. 



CENTERS FOR MEDICARE AND MEDICAID SERVICES 
SPECIAL TERMS AND CONDITIONS 

NUMBER: 11-W-00301/1 

TITLE: 	New Hampshire Building Capacity for Transformation 

AWARDEE: New Hampshire Department of Health and Human Services 

L PREFACE 

The following are the Special Terms and Conditions (STC) for New Hampshire Building 
Capacity for Transformation section 1115(a) Medicaid demonstration (hereinafter 
"demonstration") to enable the State of New Hampshire (hereinafter "state") to operate this 
demonstration. The Centers for Medicare & Medicaid Services (CMS) has granted expenditure 
authorities authorizing federal matching of demonstration costs not otherwise matchable, which 
are separately enumerated. These STCs further set forth in detail the nature, character, and 
extent of federal involvement in the demonstration, the state's implementation of the expenditure 
authorities, and the state's obligations to CMS during the demonstration period. The STCs are 
effective on the date of the signed approval letter through December 31, 2020. 

The STCs have been arranged into the following subject areas: 

I. 	Preface 
IL 	Program Description And Objectives 
III. General Program Requirements 
IV. Populations Affected by the Demonstration 
V. Delivery System Reform Program 
VI. General Reporting Requirements 
VII. General Financial Requirements 
VIII. Designated State Health Programs (DSHP) 
IX. Monitoring Budget Neutrality 
X. Evaluation of the Demonstration 
XI. Schedule of State Deliverables for the Demonstration Period 
Attachment A: Quarterly Report Template 
Attachment B: DSHP Claiming Protocol 
Attachment C: DSRIP Planning Protocol 
Attachment D: DSRIP Program Funding & Mechanics Protocol 
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II. 	PROGRAM DESCRIPTION AND OBJECTIVES 

In New Hampshire the demand for mental health and substance abuse services is increasing; 
current provider capacity is not well positioned to deliver the comprehensive and integrated care 
that can most effectively address the needs of New Hampshire residents with severe behavioral 
health or comorbid physical and behavioral health problems. A number of factors make 
behavioral health transfoi 	illation a priority of the state including the enactment of the New 
Hampshire Health Protection Program (NHHPP) to cover the new adult group, an estimated one 
in six of whom have extensive mental health or substance use needs. New Hampshire now 
covers substance use disorder (SUD) services to the NHHPP population and the state is 
proposing to extend the SUD benefit to the entire Medicaid population in state fiscal year 2017. 
Finally, the expansion of coverage for new populations and new services coincides with an 
epidemic of opioid abuse in the state and across New England. 

New Hampshire seeks to transform its behavioral health delivery system through: 

• Integrating physical and behavioral health to better address the full range of beneficiaries' 
needs; 

• Expanding provider capacity to address behavioral health needs in appropriate settings; 
and 

• Reducing gaps in care during transitions through improved care coordination for 
individuals with behavioral health issues. 

Delivery System Reform Incentive Payment (DSRIP) funding will enable the state to make 
performance based funding to regionally-based Integrated Delivery Networks (IDNs) that furnish 
Medicaid services. The state will use the IDNs as a vehicle to foster relationships between 
behavioral health providers and other health care and community service providers that are 
necessary to achieve the state's vision for Medicaid system transformation including the 
establishment of financial and governance relationships and investing in IT systems that enable 
data exchanges. The IDNs will be comprised of individual providers that will fowl coalitions 
and be evaluated by DSRIP project performance metrics 	collectively as a single IDN. The lead 
applicant for each coalition, as described in STC 22, is responsible for coordinating between 
providers within the IDN to achieve metrics associated with the chosen projects. 

The state also seeks to support IDNs through technical assistance and learning collaboratives—
and by reforming its managed care organization (MCO) and Medicaid delivery contracts to 
include performance-based IDN funding and ensure sustainability of IDNs post-demonstration. 
During the demonstration period, the state will develop and implement DSRIP projects with the 
aim of moving to alternative payment model(s) in the MCO and Medicaid delivery contracts by 
the end of the demonstration period. 
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III. GENERAL PROGRAM REQUIREMENTS 

Compliance with Federal Non-Discrimination Statutes. The state must comply with all 
applicable federal statutes relating to non-discrimination. These include, but are not limited 
to, the Americans with Disabilities Act of 1990, title VI of the Civil Rights Act of 1964, 
section 504 of the Rehabilitation Act of 1973, and the Age Discrimination Act of 1975. 

2. Compliance with Medicaid and CHIP Law, Regulation, and Policy. All requirements of 
the Medicaid program and Children's Health Insurance Program (CHIP) for the separate 
CHIP population, expressed in law, regulation, and policy statement, that are not expressly 
waived or identified as not applicable in the waiver and expenditure authority documents 
apply to the demonstration. 

3. Changes in Medicaid and CHIP Law, Regulation, and Policy. The state must, within the 
timeframes specified in law, regulation, or policy statement, come into compliance with any 
changes in federal law, regulation, or policy affecting the Medicaid or CHIP programs that 
occur during this demonstration approval period, unless the provision being changed is 
expressly waived or identified as not applicable. In addition, CMS reserves the right to 
amend the STCs to reflect such changes and/or changes as needed without requiring the state 
to submit an amendment to the demonstration under STC 7. CMS will notify the state 30 
days in advance of the expected approval date of the amended STCs to allow the state to 
provide comment. Changes will be considered in force upon issuance of the approval letter 
by CMS. The state must accept the changes in writing within 30 calendar days of receipt. 

4. Impact on Demonstration of Changes in Federal Law, Regulation, and Policy 
Statements. 

a. To the extent that a change in federal law, regulation, or policy requires either 
a reduction or an increase in federal financial participation (FFP) for 
expenditures made under this demonstration, the state must adopt, subject to 
CMS approval, a modified budget neutrality agreement as well as a modified 
allotment neutrality worksheet for the demonstration as necessary to comply 
with such a change. The modified agreement will be effective upon the 
implementation of the change. The trend rates for the budget neutrality 
agreement are not subject to change under this subparagraph. 

b. If mandated changes in the federal law require state legislation, the changes 
must take effect on the earlier of the day, such state legislation becomes 
effective, or on the last day, such legislation was required to be in effect 
under the law. 

5. State Plan Amendments. The state will not be required to submit title XIX or title XXI 
state plan amendments (SPA) for changes affecting any populations made eligible solely 
through the demonstration. If a population eligible through the Medicaid or CHIP state Plan 
is affected by a change to the demonstration, a conforming amendment to the appropriate 
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state plan may be required except as otherwise noted in these STCs. In all such cases, the 
Medicaid state plan governs. 

6. Changes Subject to the Amendment Process. Changes related to eligibility, enrollment, 
benefits, delivery systems, cost sharing, evaluation design, sources of non-federal share of 
funding, budget neutrality, and other comparable program elements specified in these STCs 
must be submitted to CMS as amendments to the demonstration. All amendment requests 
are subject to approval at the discretion of the secretary in accordance with section 1115 of 
the Act. The state must not implement or begin operational changes to these elements 
without prior approval by CMS of the amendment to the demonstration. Amendments to the 
demonstration are not retroactive and FFP will not be available for changes to the 
demonstration that have not been approved through the amendment process set forth in STC 
7 below. 

7. Amendment Process. Requests to amend the demonstration must be submitted to CMS for 
approval no later than 120 days prior to the planned date of implementation of the change 
and may not be implemented until approved. CMS reserves the right to deny or delay 
approval of a demonstration amendment based on non-compliance with these STCs, 
including, but not limited to, failure by the state to submit required reports and other 
deliverables in a timely fashion according to the deadlines specified therein. Amendment 
requests must include, but are not limited to, the following: 

a. An explanation of the public process used by the State consistent with the 
requirements of STC 15 to reach a decision regarding the requested 
amendment; 

b. A data analysis which identifies the specific "with waiver" impact of the 
proposed amendment on the current budget neutrality agreement. Such 
analysis must include current total computable "with waiver" and "without 
waiver" status on both a summary and detailed level through the current 
extension approval period using the most recent actual expenditures, as well 
as summary and detailed projections of the change in the "with waiver" 
expenditure total as a result of the proposed amendment which isolates (by 
Eligibility Group (EG)) the impact of the amendment; 

c. An up-to-date CHIP allotment neutrality worksheet, if necessary; 

d. A detailed description of the amendment, including impact on beneficiaries, 
with sufficient supporting documentation including a conforming title XIX 
and/or title XXI state plan amendment, if necessary; and 

e. If applicable, a description of how the evaluation design will be modified to 
incorporate the amendment provisions. 

8. Extension of the Demonstration. States that intend to request demonstration extensions 
under sections 1115(a), 1115(e) or 1115(1) must submit an extension request no later than 12 
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months prior to the expiration date of the demonstration. The chief executive officer of the 
state must submit to CMS either a demonstration extension request or a phase-out plan 
consistent with the requirements of STC 10. 

a. As part of the demonstration extension requests the state must provide 
documentation of compliance with the transparency requirements 42 CFR 
§431.412 and the public notice and tribal consultation requirements outlined 
in STC 15. 

b. Upon application from the state, CMS reserves the right to temporarily 
extend the demonstration including making any amendments deemed 
necessary to effectuate the demonstration extension including but not limited 
to bringing the demonstration into compliance with changes to federal law, 
regulation and policy, 

9. Compliance with Transparency Requirements 42 C.F.R. §§ 431.412: As part of any 
demonstration extension requests the state must provide documentation of compliance with 
the transparency requirements 42 C.F.R. §§ 431, 412 and the public notice and tribal 
consultation requirements outlined in STC 15 as well as include the following supporting 
documentation: 

a. Demonstration Summary and Objectives. The state must provide a summary 
of the demonstration project, reiterate the objectives set forth at the time the 
demonstration was proposed and provide evidence of how these objectives 
have been met. 

b. Special Terms and Conditions. The state must provide documentation of its 
compliance with each of the STCs. Where appropriate, a brief explanation 
may be accompanied by an attachment containing more detailed infotination. 
Where the STCs address any of the following areas, they need not be 
documented a second time. 

c. Quality. The state must provide summaries of External Quality Review 
Organization (EQRO) reports, managed care organization (MCO) and state 
quality assurance monitoring and any other documentation of the quality of 
care provided under the demonstration. 

d. Compliance with the Budget Neutrality Cap. The state must provide 
financial data (as set forth in the current STCs) demonstrating that the state 
has maintained and will maintain budget neutrality for the requested period of 
extension. CMS will work with the state to ensure that federal expenditures 
under the extension of this project do not exceed the federal expenditures that 
would otherwise have been made. In doing so, CMS will take into account 
the best estimate of current trend rates at the time of the extension. 
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e. Interim Evaluation Report. The state must provide an evaluation report 
reflecting the hypotheses being tested and any results available. 

JO. Demonstration Phase-Out. The state may only suspend or terminate this demonstration in 
whole, or in part, consistent with the following requirements. 

a. Notification of Suspension or Termination: The state must promptly notify 
CMS in writing of the reason(s) for the suspension or termination, together 
with the effective date and a phase-out plan. The state must submit its 
notification letter and a draft phase-out plan to CMS no less than six (6) 
months before the effective date of the demonstration's suspension or 
tennination. Prior to submitting the draft phase-out plan to CMS, the state 
must publish on its website the draft phase-out plan for a 30-day public 
comment period. In addition, the state must conduct tribal consultation in 
accordance with its approved tribal consultation State Plan Amendment. 
Once the 30-day public comment period has ended, the state must provide a 
summary of each public comment received, the state's response to the 
comment and how the state incorporated the received comment into the 
revised phase-out plan. 

The state must obtain CMS approval of the phase-out plan prior to the 
implementation of the phase-out activities. Implementation of phase-out 
activities must be no sooner than 14 days after CMS approval of the phase-
out plan. 

b. Phase-out Plan Requirements: The state must include, at a minimum, in its 
phase-out plan the process by which it will notify affected beneficiaries, the 
content of said notices (including information on the beneficiary's appeal 
rights), the process by which the state will conduct administrative reviews of 
Medicaid eligibility for the affected beneficiaries, and ensure ongoing 
coverage for eligible individuals, as well as any community outreach 
activities. 

c. Phase-out Procedures: The state must comply with all notice requirements 
found in 42 C.F.R. section 431.206, section 431.210, and § 431.213. In 
addition, the state must assure all appeal and hearing rights afforded to 
demonstration participants as outlined in 42 C.F.R. section 431.220 and 
section 431.221. If a demonstration participant requests a hearing before the 
date of action, the state must maintain benefits as required in 42 C.F.R. 
section 431.230. In addition, the state must conduct administrative renewals 
for all affected beneficiaries in order to deteunine if they qualify for 
Medicaid eligibility under a different eligibility category as discussed in the 
October 1, 2010, State Health Official Letter #10-008. 

d. Federal Financial Participation (FFP): If the project is terminated or any 
relevant waivers suspended by the state, FFP will be limited to, normal 
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closeout costs associated with terminating the demonstration including 
services and administrative costs of disenrolling participants. 

e. 	Post Award Forum: Within six months of the demonstration's 
implementation, and annually thereafter, the state will afford the public with 
an opportunity to provide meaningful comment on the progress of the 
demonstration. At least 30 days prior to the date of the planned public forum, 
the state must publish the date, time and location of the forum in a prominent 
location on its website. The state can either use its Medical Care Advisory 
Committee, or another meeting that is open to the public and where an 
interested party can learn about the progress of the demonstration to meet the 
requirements of this STC. The state must include a summary of the 
comments in the quarterly report as specified in STC 41 associated with the 
quarter in which the forum was held. The state must also include the 
summary in its annual report as required in STC 43. 

11. CMS Right to Terminate or Suspend. CMS may suspend or terminate the demonstration, 
in whole or in part, at any time before the date of expiration, whenever it determines 
following a hearing that the state has materially failed to comply with the terms of the 
project. CMS must promptly notify the state in writing of the determination and the reasons 
for the suspension or tei 	inination, together with the effective date. 

12. Finding of Non-Compliance. The state does not relinquish its rights to administratively 
and/or judicially challenge CMS' finding that the state materially failed to comply. 

13. Withdrawal of Waiver Authority. CMS reserves the right to withdraw waivers or 
expenditure authorities at any time it determines that continuing the waivers or expenditure 
authorities would no longer be in the public interest or promote the objectives of title XIX. 
The CMS will promptly notify the state in writing of the determination and the reasons for 
the withdrawal, together with the effective date, and afford the state an opportunity to request 
a hearing to challenge CMS' determination prior to the effective date. If a waiver or 
expenditure authority is withdrawn, FFP is limited to normal closeout costs associated with 
terminating the waiver or expenditure authority, including services and administrative costs 
of disenrolling participants. 

14. Adequacy of Infrastructure. The state will ensure the availability of adequate resources for 
implementation and monitoring of the demonstration, including education, outreach, and 
enrollment; maintaining eligibility systems; compliance with cost sharing requirements; and 
reporting on financial and other demonstration components. 

15. Public Notice, Tribal Consultation, and Consultation with Interested Parties. The state 
must comply with the State Notice Procedures set forth in 59 Fed. Reg. 49249 (September 
27, 1994) and the tribal consultation requirements pursuant to section 1902(a)(73) of the Act 
as amended by section 5006(e) of the American Recovery and Reinvestment Act of 2009 and 
the tribal consultation requirements at outlined in the state's approved state plan, when any 
program changes to the demonstration including (but not limited to) those referenced in STC 
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6, are proposed by the state. In states with federally recognized. Indian tribes, Indian health 
programs, and/or Urban Indian organizations, the state must to submit evidence to CMS 
regarding the solicitation of advice from these entities prior to submission of any amendment 
or extension of this demonstration. The state must also comply with the Public Notice 
Procedures set forth in 42 C.F.R. section 447.205 for changes in statewide methods and 
standards for setting payment rates. 

16. FFP. No federal matching funds for expenditures for this demonstration will take effect 
until the effective date identified in the demonstration approval letter, or later date if so 
identified elsewhere in these STCs or in the lists of waiver or expenditure authorities. 

17. Transformed Medicaid Statistical information Systems Requirements (T-MSIS). The 
state shall comply with all data reporting requirements under Section 1903(r) of the Act, 
including but not limited to Transformed Medicaid Statistical Information Systems 
Requirements. More information regarding T-MSIS is available in the August 23, 2013 
State Medicaid Director Letter. 

IV. 	POPULATIONS AFFECTED BY THE DEMONSTRATION 

Under the demonstration, there is no change to Medicaid eligibility. Standards for eligibility 
remain set forth under the state plan. 

18. Eligibility Groups Affected By the Demonstration. The demonstration will provide new 
incentives for the providers participating in IDNs, which serve all Medicaid beneficiaries 
through the fee-for-service system or Medicaid Care Management program . All affected 
groups derive their eligibility through the Medicaid state plan, and are subject to all 
applicable Medicaid laws and regulations in accordance with the Medicaid state plan. All 
Medicaid eligibility standards and methodologies for these eligibility groups remain 
applicable. 

19. Eligibility Groups Excluded from the Demonstration. Individuals served under the New 
Hampshire Health Protection Program (NHHPP) Premium Assistance section 1115 
demonstration (II-W-00298/1) are excluded from this demonstration and will continue to 
receive Medicaid benefits through qualified health plans (QHP). 

V. 	DELIVERY SYSTEM REFORM PROGRAM 

This demonstration is part of a multi-pronged approach to address barriers to providing behavioral 
health services in the appropriate setting and to address behavioral health capacity issues in the state. 
Specifically, the goals of the behavioral health delivery system transformation are to: 

1. Deliver integrated physical 'and behavioral health care that better addresses the full range of a 
beneficiaries' needs; 

2. Expand provider capacity to address emerging and ongoing behavioral health needs in an 
appropriate setting; and 
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3. 	Reduce gaps in care during transition across care settings 

The state will make performance-based incentive payments available to providers to form regionally-
based integrated delivery networks (IDNs). The IDNs will serve as the vehicle to foster relationships 
between behavioral health providers and other health care providers that are necessary to achieve the 
state's vision for system transformation; including the financial relationships, data exchanges and 
business relationships. Specifically, IDNs will receive incentive payments for its performance on 
projects to increase integration across providers and community social service agencies, expand 
provider capacity, develop new expertise and improve care transitions 

20. Integrated Delivery Network Transformation Fund. The terms and conditions contained 
herein apply to the state's exercise of expenditure authority two (2): Expenditures Related to 
the IDN Fund. These requirements are further elaborated by the DSRIP Planning Protocol 
(Attachment C) and the DSRIP Program Funding and Mechanics Protocol (Attachment D). 

As described further below, system transformation funding is available to networks that 
consist of providers whose project plans are approved and funded through the process 
described in these STCs and who meet particular milestones described in their approved 
IDN Project Plans. IDN Project Plans are based on projects specified in the DSRIP 
Planning Protocol (Attachment C) and DSRIP Funding and Mechanics Protocol 
(Attachment D) and are further developed by to be directly responsive to the needs and 
characteristics of the low-income communities that they serve and to achieve the 
transformation objectives furthered by this demonstration. 

21. IDNs. The provider networks that are funded to participate in projects are called IDNs. 
Participating providers must form regional coalitions that apply collectively for pool funds 
as a single IDN. IDNs must complete project milestones and measures as specified in the 
DSRIP Planning Protocol (Attachment C) and are the only entities that are eligible to 
receive IDN incentive payments. 

22. Attributed Population. After consultation with community members, providers, and other 
stakeholders, the state will approve a defined population for each IDN based on geographic 
and member service loyalty factors, as described in the DSRIP Program Funding and 
Mechanics Protocol (Attachment D). Coalitions will be evaluated on performance of IDN 
milestones collectively as a single entity. Coalitions are subject to the following conditions 
in addition to the requirements specified in the DSRIP Program Funding and Mechanics 
Protocol (Attachment D): 

a. IDNs will be composed of a lead applicant and several partners. Networks 
must designate a lead provider who will be held responsible under the IDN 
for ensuring that the coalition meets all requirements of IDNs, including 
reporting to the state and CMS. 

b. IDNs must establish a clear business relationship between the component 
providers, including a joint budget and funding distribution plan that specifies 
in advance the methodology for distributing funding to participating 
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providers. The funding distribution plan must comply with all applicable 
laws and regulations, including, but not limited to, the following federal fraud 
and abuse authorities: the anti-kickback statute (sections 112813(b)(1) and (2) 
of the Act); the physician self-referral prohibition (section 1903(s) of the 
Act); the gainsharing civil monetary penalty (CMP) provisions (sections 
1128A(b)(1) and (2) of the Act); and the beneficiary inducement CMP 
(section 1128A(a)(5) of the Act). State approval of an IDN plan does not 
alter the responsibility of Integrated Delivery Networks to comply with all 
federal fraud and abuse requirements of the Medicaid program. 

c. Each IDN must, in the aggregate, identify a proposed geographic catchment 
area for the IDN. The proposed geography will support the population 
attribution methodology specified in the DSRIP Program Funding and 
Mechanics Protocol (Attachment D). 

d. Each IDN must have a data agreement in place to share and manage data on 
system-wide performance. 

23. Project Objectives. IDNs will design and implement projects that further each of the 
objectives, which are elaborated further in the DSRIP Planning Protocol (Attachment C). 
Each IDN is responsible for project activity that addresses each of the four objectives. 

a. Creating appropriate behavioral health capacity in order to expand effective 
community based-treatment models; reduce unnecessary use of emergency rooms 
and hospitals as the site of care for individuals with behavioral health issues; and 
support prevention through screening, early intervention, and population health 
management initiatives. Projects will bolster behavioral health capacity by 
supporting workforce development programs; medication adherence trainings; 
cross training of mental health, physical health and substance use providers; 
development of new treatment and intervention capacity (e.g., behavioral health 
community crisis stabilization and ambulatory detoxification initiatives); and 
expansion of community-based health navigation services with community based 
social service agencies. 

b. Promoting integration of physical and behavioral health providers through 
physical or virtual integration. Projects may include: co-location of behavioral 
health providers with primary care providers as a first step at sites that currently 
have little to no integration, but, more often will be used to foster fuller 
integration thorough bi-directional embedding of providers; adoption of evidence-
base standards of integrated care including medication management for 
individuals with serious mental illness, medication-assisted treatment for 
individuals with substance use disorders; and use of team-based approaches to 
care delivery that address physical, behavioral and social barriers to improved 
outcomes. Along with directly promoting integration, the projects will promote 
ancillary changes by supporting the IT capacity and protocols needed for 
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integration, offering training to providers on how to adopt the required changes; 
and creating integrated care delivery protocols and models. 

c. Promoting smooth transitions across the continuum of care for beneficiaries and 
incentivizing coordination of providers. Projects will be used to promote 
evidence-based practices such as behavioral health specific discharge and care 
coordination plans, coordinated referrals to socials service agencies, medication 
adherence and management plans, medication assisted treatment and continuity of 
care for individuals transitioning between the community and institutions, 
including hospitals, prisons, and jails. 

d. Ensuring IDNs participate in Alternative Payment Models that are adopted by the 
State with Medicaid Service delivery and Medicaid managed care plans. 

24. Project Milestones. Progress towards achieving the goals specified above will be assessed 
by specific milestones, which will be measured by particular metrics that are further defined 
in the DSRIP Planning Protocol (Attachment C). These milestones are to be developed by 
the state in consultation with stakeholders and members of the public and approved by 
CMS. They are organized into the following Stages: 

a. Project planning and progress milestones (Stage 1). Creation of plans for investments in 
technology, tools, stakeholder engagement, and human resources that will allow IDNs to 
build capacity to serve target populations and pursue IDN project goals in accordance 
with community-based priorities. Performance in this stage is measured by a common 
set of project progress milestones that will include evaluation of the appropriateness and 
viability of proposed project development plans, consistency with statewide goals and 
metrics, and implementation of project plans. 

b. Project utilization milestones (Stage 2).  that assess process-based improvements, as 
established by the state, in the delivery of care and gains in clinical outcomes consistent 
with the demonstration's objectives of building capacity; promoting greater integration 
of behavioral and physical care; and fostering smoother transitions of care. Performance 
in this domain will be evaluated by state developed measures consistent with the 
objectives of the demonstration outlined in STC 23, such as initiation of treatment 
following a substance abuse-related hospitalization or incarceration; reductions in 
waiting times for behavioral health treatment; use of behavioral health screening in 
primary care settings; and integration of care for adults with severe mental illness. 

c. System transformation utilization milestones (Stage 3).  These state-established outcomes 
measure the overall systemic impact of IDNs and progress toward the statewide 
objectives of the waiver, such as material increase in system-wide workforce capacity 
for the delivery of substance use disorder services; greater use of community-based care; 
fewer hospitalizations and institutionalizations by individuals with behavioral health 
issues; reductions in the inappropriate use of emergency departments across the state, 
and reductions in undiagnosed and untreated physical and behavioral health conditions 
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among Medicaid beneficiaries. 

d. 	Alternative Payment Model milestones (Sta,ge 4).  These measures will 
evaluate IDNs ability to respond to system wide transformation to alternative 
payment models and to accept alternative payments to promote sustainability. 
In the early years of the demonstration, these measures will be used to assess 
whether IDNs are making adequate preparations, such as whether they have 
the data infrastructure, financial infrastructure, and other changes that may be 
required. In later years, IDNs will be evaluated on their engagement with the 
state and managed care plans in support of the APM goals outlined in STC 
33. 

25. IDN Performance Indicators & Outcome Measures. The state will choose performance 
indicators and outcome measures that are connected to the achievement of the goals 
identified above and in the DSRIP Planning Protocol, Attachment C. The DSRIP 
performance indicators and outcome measures will comprise the list of reporting measures 
that IDNs will be required to report under each of the DSRIP Stages. 

26. DSRIP Planning Protocol. The state must develop and submit to CMS for approval a 
DSRIP Planning Protocol no later than March 1, 2016. Once approved by CMS, this 
document will be incorporated as Attachment C of these STCs, and once incorporated may 
be altered only with CMS approval, and only to the extent consistent with the approved 
expenditure authorities and STCs. Changes to the protocol will apply prospectively unless 
otherwise indicated in the protocols. The DSRIP Planning Protocol must: 

a. Outline the global context, goals and outcomes that the state seeks to achieve 
through the combined implementation of individual projects by IDNs; 

b. Specify the Stage, as required in STC 24, and for each Stage specify a menu of 
activities, along with their associated population-focused objectives and 
evaluation metrics, from which each eligible IDN will select to create its own 
projects; 

c. Detail the requirements of the IDN Project Plans, consistent with STC 28, which 
must include timelines and deadlines for the meeting of metrics associated with 
the projects and activities undertaken to ensure timely performance; 

d. Specify a set of outcome measures that must be collected and reported by all 
IDNs, regardless of the specific projects that they choose to undertake; 

e. Include required baseline and ongoing data reporting, assessment protocols, and 
monitoring/evaluation criteria aligned with the evaluation design and the 
monitoring requirements in sections IV and X of the STCs. 

Include a process that allows for potential IDN Project Plan modification 
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(including possible reclamation, or redistribution, pending state and CMS 
approval) and an identification of circumstances under which a plan modification 
may be considered, which shall stipulate that the state or CMS may require that a 
plan be modified if it becomes evident that the previous targeting/estimation is no 
longer appropriate or that targets were greatly exceeded or underachieved. 

g. When developing the DSRIP Planning Protocol, the state should consider ways to 
structure the different projects that will facilitate the collection, dissemination, 
and comparison of valid quantitative data to support the Evaluation Design 
required in section X of the STCs. The state must select a preferred evaluation 
plan for the applicable evaluation question, and provide a rationale for its 
selection. To the extent possible, participating IDNs should use similar metrics 
for similar projects to enhance evaluation and learning experience between IDNs. 

27. DSRIP Program Funding and Mechanics Protocol. The state must develop a DSRIP 
Program Funding and Mechanics Protocol to be submitted to CMS for approval no later 
than March 1, 2016. Once approved by CMS, this document will he incorporated as 
Attachment D of these STCs, and once incorporated may.be altered only with CMS 
approval, and only to the extent consistent with the approved expenditure authorities and 
STCs. Changes to the protocol will apply prospectively, unless otherwise indicated in the 
protocols. DSRIP payments for each participating IDN are contingent on the participating 
providers fully meeting project metrics defined in the approved IDN Project Plan. In order 
to receive incentive funding relating to any metric, the IDN must submit all required 
reporting, as outlined in the DSRIP Program Funding and Mechanics Protocol (Attachment 
D). In addition, the DSRIP Program Funding and Mechanics Protocol must: 

a. Describe, and specify the role and function, of a standardized 1DN report to 
be submitted to the state on a semi-annual basis for the utilization of DSRIP 
funds that outlines a status update on the IDN Project Plan, as well as any 
data books or reports that IDNs may be required to submit to report baseline 
information or substantiate progress. IDNs must use a standardized 
reporting form to document their progress and qualify to receive DSRIP 
Payments if the specified performance levels were achieved; 

b. Specify a review process and timeline to evaluate IDN progress based on the 
IDN's quarterly reports on their IDN Project Plans. 

c. Specify an incentive payment formula to determine the total annual amount 
of DSRIP incentive payments each participating IDN may be eligible to 
receive during the implementation of the DSRIP project, consistent with 
these STCs and a formula for determining the incentive payment amounts 
associated with the specific activities and metrics selected by each IDN, such 
that the amount of incentive payment is commensurate with the value and 
level of effort required. 
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d. Specify that IDN's failure to fully meet a performance metric under its IDN 
DSRIP Plan within the time frame specified will result in a penalty, including 
but not limited to, forfeiture of the associated incentive payment. 

e. Describe a process by which a IDN that fails to meet a performance metric in 
a timely fashion may possibly reclaim the payment at a later point in time 
(not to exceed one year after the original performance deadline) by fully 
achieving the original metric in combination with timely performance on a 
subsequent related metric, or by which a payment missed by one IDN can be 
redistributed to other IDNs, including rules governing when missed payments 
can be reclaimed or must be redistributed; and 

f. Include a state process for developing an evaluation of DSRIP as a 
component of the draft evaluation design as required by STC 72. 

g. Payment of funds allocated in an IDN DSRIP Plan to outcome measures may 
be contingent on the IDN reporting DSRIP performance indicators to the 
state and CMS, on the IDN meeting a target level of improvement in the 
DSRIP performance indicator relative to base line, or both. At least some of 
the funds so allocated in DSRIP Year 2 and DSRIP Year 3, and all such 
funds allocated in DSRIP Year 4 and DSRIP Year 5, must be contingent on 
meeting a target level of improvement, IDNs may not receive credit for 
metrics achieved prior to approval of their IDN DSRIP Plans. 

28. IDN Project Plans. IDNs must develop and secure approval from the state of an IDN 
Project Plan that is designed to meet the transformation objectives of this demonstration. 
The plan must be based on the DSRIP Planning Protocol (Attachment C), and further 
developed by the IDN to be directly responsive to the needs and characteristics of the low-
income communities that it serves. In developing its IDN Project Plan, an IDN must solicit 
and incorporate community input to ensure it reflects the specific needs of its region. IDN 
Project Plans must be approved by the state and may be subject to additional review by 
CMS. The DSRIP Planning Protocol (Attachment C) will provide a structured format for 
IDNs to use in developing their IDN Project Plan submission for approval. At a minimum, 
it will include the elements listed below. 

a. Each IDN Project Plan must identify the target populations, projects, and specific 
milestones for the proposed project, which must be chosen from the options described 
in the approved IDN Project Planning Protocol (Attachment C). 

b. Goals of the IDN Project Plan should be aligned with each of the objectives as 
described in STC 23 of this section. 

c. Milestones should be organized as described above in STC 23 and STC 24 of this 
section reflecting the overall goals of the demonstration and subparts for each goal as 
necessary. 
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d. The IDN Project Plan must describe the need being addressed and the starting point 
of the IDN related to the project. The starting point of the IDN Project Plan must be 
after January 1, 2017. 

e. Based on the starting point, the IDN must describe its expected outcome for each of 
the stages described in STC 24 of this section. IDNs must also describe why the IDN 
selected the project drawing on evidence for the potential for the interventions to 
achieve these changes. 

The IDN Project Plan must include a description of the processes used by the IDN to 
engage and reach, out to stakeholders, including a plan for ongoing engagement with 
the public, based on the process described in the DSRIP Planning Protocol 
(Attachment C). 

g- IDNs must demonstrate how the project will transform the delivery system for the 
target population and do so in a manner that is aligned with the central goals of the 
IDN, the statewide objectives of the IDN Fund, and in a manner that will be 
sustainable after DSRIP Year 5. The projects must implement new, or significantly 
enhance existing health care initiatives; to this end, providers must identify existing, 
notable delivery system reform initiatives related to the objectives of this 
demonstration in which they currently participate or already plan to participate and 
explain how the proposed IDN activities are not duplicative of activities that are 
already or have recently been federally funded (e.g. SIM grants). 

h. For each stated goal or objective of a project, there must be an associated outcome 
metric that must be reported in all years. The initially submitted IDN DSRIP Plan 
must include baseline statewide data on all quality improvement and outcome 
measures. 

i. IDN DSRIP Plans shall include specific allocation of funding proposed within the 
IDN DSRIP Plan. 

Each individual IDN DSRIP Plan must report on progress to receive DSRIP funding. 
Eligibility for DSRIP payments will be based on successfully meeting metrics 
associated with approved activities as outlined in the IDN DSRIP Plans. IDNs may 
not receive credit for metrics achieved prior to approval of their IDN DSRIP Plans. 

29. Project Valuation. IDN payments are earned for meeting the performance milestones (as 
specified in each approved IDN Project Plan). The value of funding for each milestone and 
for IDN projects overall should be proportionate to its potential benefit to the health and 
health care of Medicaid beneficiaries, as further explained in the DSRIP Program Funding 
and Mechanics Protocol (Attachment D). 

a. 	Maximum project valuation.  As described further in the IDN Program Funding and 
Mechanics Protocol (Attachment D), a maximum valuation for each project on the 
project menu shall be calculated based on valuation components as specified in the IDN 
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Program Funding and Mechanics Protocol. 

b. Progress milestones and outcome milestones.  An IDN project's total valuation will be 
distributed across the milestones described in the IDN Project Plan, according to the 
specifications described in the DSRIP Program Funding and Mechanics Protocol 
(Attachment D). An increasing proportion of IDN funding will be allocated to 
performance on outcome milestones each year, as described in the DSRIP Program 
Funding and Mechanics Protocol. 

c. Performance based payments.  IDNs may not receive payments for metrics achieved prior 
to the baseline period set by CMS and the state in accordance with these STCs and the 
DSRIP Funding and Mechanics Protocol. Achievement of all milestones is subject to 
audit by CMS and the state. The state shall also monitor and report proper execution of 
project valuations and funds distribution as part of the implementation monitoring 
reporting required under STC 45 of this section. In addition to meeting perfoimance 
milestones, the state and IDN providers must comply with the financial and reporting 
requirements for IDN payments specified in STCs and any additional requirements 
specified in the DSRIP Program Funding and Mechanics Protocol. 

30. Data. The state shall make the necessary arrangements to assure that the data needed from 
the IDNs, and data needed from other sources, are available as required by the CMS 
approved DSRIP Planning Protocol (Attachment C). 

3L Pre-implementation Activities. In order to authorize IDN funding for DY I to DY 5, the 
state must meet the following implementation milestones according to the timeline outlined 
in these STCs. Failure to complete these requirements will result in a state penalty, as 
described below: 

a. 	During calendar year 2016, the state may provide allotted amounts to providers for IDN 
design and implementation from a designated IDN Project Design and Capacity Building 
Fund. This funding will enable providers to develop specific and comprehensive IDN 
Project Plans and to begin to develop the capacity and tools required to implement these 
plans. New Hampshire may expend up to 65 percent of demonstration Year 1 payments 
from the IDN Fund for this purpose. IDN Project Design and Capacity Building 
payments count against the total amounts allowed for IDN under the demonstration. 

i. Submitting an application for IDN Project Design and Capacity Building Funding.  
Providers and coalitions must submit an IDN Project Design and Capacity Building 
application that outlines the IDN's design proposal. 

ii. Use of IDN Project Design and Capacity Building Funds. The providers and 
coalitions that are approved to be IDNs will receive IDN Project Design and Capacity 
Building funds that must be used to prepare an IDN Project Plan and to begin 
developing capacity to implement projects. Providers and coalitions that receive IDN 
Project Design and Capacity Building funds must submit an IDN Project Plan. 
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b. Stakeholder engagement.  The state must engage the public and all affected stakeholders 
(including community stakeholders, Medicaid beneficiaries, physician groups, hospitals, 
and health plans) by soliciting feedback and comment on the draft DSRIP Planning 
Protocol (Attachment C) and DSRIP Program Funding and Mechanics Protocol 
(Attachment D) including all relevant background material. 

c. Allowable changes to IDN protocols.  The state must post any technical modifications the 
state makes to the DSRIP Planning Protocol (Attachment C) and the DSRIP Program 
Funding and Mechanics Protocol (D). The state will submit the final protocols and CMS 
will review and take action on the changes (e.g. approve, deny or request further 
information or modification) no later than 30 business days after the state's submission. 

d. Baseline data on IDN measures.  The state must use existing data accumulated prior to 
implementation to identify performance goals for IDN providers. The state must identify 
high performance levels for all anticipated measures in order to ensure that providers 
select projects that can have the most meaningful impact on the Medicaid population, and 
may not select projects for which they already are high perfoimers, with the exception of 
projects needed for the State to meet statewide objectives 

e. Procurement of entities to assist in the administration and evaluation of IDNs.  The state 
will identify independent entities with expertise in delivery system improvement, 
including an independent assessor and any other entity required for the state to 
implement, monitor and evaluate the performance of IDNs and the demonstration as a 
whole. At a minimum, the independent entities will work in cooperation with one 
another to do the following: 

i. Independent Assessor: Conduct a transparent review of all proposed IDN Project 
Plans and make project approval recommendations to the state. 

ii. Administrative Costs: The state may use a share of the IDN Fund for the 
administrative costs associated with the entities assisting it with the design, 
implementation, administration, and evaluation of the waiver. Any costs paid for 
with IDN Fund will be matched at the state's regular administrative matching rate. 

1. The state must describe the functions of each independent entity and their 
relationship with the state as part of its DSRIP Planning Protocol (Attachment 
C). 

2. Spending on the independent entities and other administrative cost associated 
within the IDN Transformation Fund is classified as a state administrative 
activity of operating the state plan as affected by this demonstration. The 
state must ensure that all administrative costs for the independent entities are 
proper and efficient for the administration of the IDN Transformation Fund. 
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f. 	Submit evaluation plan.  The state must submit an evaluation plan for the demonstration 
consistent with the requirements of STC 72 of this section no later than 120 days after 
award of the demonstration and must identify an independent evaluator. 

32. Post Approval Protocols. The state must submit for CMS approval a draft DSRIP 
Planning Protocol and DSRIP Funding & Mechanics Protocol for approving, overseeing, 
and evaluating IDN project implementation funding no later March 1, 2016 as identified in 
STC 26 and STC 27 above. The protocols are subject to CMS approval. The state shall 
provide the final protocols within 30 calendar days of receipt of CMS comments. If CMS 
finds that the final protocols adequately accommodates its comments, then CMS will 
approve the final protocols within 30 business days. These protocol will become 
Attachments C and D of these STCs 

33. MCO and Medicaid Service Delivery Contracting Plan. In recognition that the IDN 
investments represented in this demonstration must be recognized and supported by the 
state's MCO and Medicaid service delivery contracts as a core component of long term 
sustainability, and will over time improve the ability of plans to coordinate care and 
efficiently deliver high quality services to Medicaid beneficiaries with diagnosed or 
emerging behavioral health issues through comprehensive payment reform, strengthened 
provider networks and care coordination, the state must take steps to plan for and reflect the 
impact of IDN in Medicaid provider contracts and rate-setting approaches. Prior to the state 
submitting to CMS contracts and rates for approval for any contract period beginning July 1, 
2017, the state must submit a roadmap for how it will amend contract terms and reflect new 
provider capacities and efficiencies in Medicaid provider rate-setting. Recognizing the need 
to formulate this plan to align with the stages of IDN, this should be a multi-year plan 
developed in consultation with managed care plans and other stakeholders, and necessarily 
be flexible to properly reflect future IDN progress and accomplishments. This plan must be 
approved by CMS before the state may claim FFP for Medicaid provider contracts for the 
2018 state fiscal year. The state shall update and submit the MCO and Medicaid service 
delivery contracting plan annually on the same cycle and with the same terms, until the end 
of this demonstration period and its next renewal period. Progress on the MCO and 
Medicaid service delivery contracting plan will also be included in the quarterly 
demonstration report. The Medicaid service delivery plan should address the following: 

a. What approaches service delivery providers will use to reimburse providers to 
encourage practices consistent with IDN objectives and metrics, including how the 
state will plan and implement a goal of 50 percent of Medicaid provider payments to 
providers using Alternative Payment Methodologies. 

b. If and when plans' currents contracts will be amended to include the collection and 
reporting of IDN objectives and measures. 

c. How the IDN objectives and measures will impact the administrative load for 
Medicaid providers, particularly insofar as plans are providing additional technical 
assistance and support to providers in support of IDN goals, or themselves carrying 
out programs or activities to further the objectives of the waiver. The state should 
also discuss how these efforts, to the extent carried out by plans, avoid duplication 
with IDN funding or other state funding; and how they differ from any services or 
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administrative functions already accounted for in capitation rates. 
d. How alternative payment systems deployed by the state and MCO/Medicaid service 

delivery contracts will reward performance consistent with IDN objectives and 
measures. 

e. -How the state will assure that providers participating in and demonstrating successful 
performance through IDNs will be included in provider networks. 
How managed care rates will reflect changes in case mix, utilization, cost of care and 
enrollee health made possible by IDNs, including how up-to-date data on these 
matters will be incorporated into capitation rate development. 

g. How actuarially-sound rates will be developed, taking into account any specific 
expectations or tasks associated with IDNs that the plans will undertake. How plans 
will be measured based on utilization and quality in a manner consistent with IDN 
objectives and measures, including incorporating IDN objectives into their annual 
utilization and quality management plans submitted for state review and approval by 
January 31 of each calendar year. 

h. How the state will use IDN measures and objectives in their contracting strategy 
approach for MCO/Medicaid service delivery contract plans, including reform. 
How the state has solicited and integrated community and MCO/Medicaid service 
delivery contract provider organization input into the development of the plan. 

34. Federal Financial Participation (FFP) for DSRIP. The following terms govern the 
state's eligibility to claim FFP for DSRIP. 

a. IDN payments are not direct reimbursement for expenditures or payments for 
services. Payments from the IDN Funds are intended to support and reward IDNs 
and their participating providers for integrating physical and behavioral health, 
expanding provider capacity and reducing gaps in care during transitions. Payments 
from the IDN Transformation Fund are not considered patient care revenue, and shall 
not be offset against disproportionate share, IDN expenditures or other Medicaid 
expenditures that are related to the cost of patient care (including stepped down costs 
of administration of such care) or administrative expenses as defined under these 
Special Terms and Conditions, and/or under the State Plan. 

b. The state may not claim FFP for DSRIP until after CMS has approved the DSRIP 
Planning Protocol (Attachment C) and DSRIP Funding and Mechanics Protocol 
(Attachment D). 

c. The state may claim FFP for payments to IDNs out of the IDN Project Design and 
Capacity Building Fund application and for submission and approval of their IDN DSRIP 
Project Plans. The state may claim FFP for incentive payments to IDNs. 

d. The state may not claim FFP for DSRIP payments in DSRIP Year 1 through DSRIP Year 
5 until both the state and CMS have concluded that the IDNs have met the performance 
indicated for each payment. IDNs' reports must contain sufficient data and 
documentation to allow the state and CMS to deteimine if the IDN has fully met the 
specified metric, and 1DNs must have available for review by the state or CMS, upon 
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request, all supporting data and back-up documentation. FFP will be available only for 
payments related to activities listed in an approved IDN DSRIP Plan. 

e. The non-federal share of Fund payments to IDNs may be funded by state general 
revenue funds, certified public expenditures or any other allowable source of 
non-federal share consistent with federal law. The funding will flow to the 
participating providers according to the methodology specified in the DSRIP 
Funding and Mechanics Protocol. 

f. The state must inform CMS of the funding of all DSRIP payments to providers 
through quarterly reports submitted to CMS within 60 calendar days after the 
end of each quarter, as required in STC 41. This report must identify the funding 
sources associated with each type of payment received by each provider. 

35. IDN DSRIP Funding. The amount of demonstration funds available for the IDN DSRIP 
program is shown in Chart A below. 

a. 	Funding At Risk for Outcomes and Quality Improvement.  A share of total IDN 
funding will be at risk if the state fails to demonstrate progress toward meeting the 
demonstration's objectives. The percentage at risk will gradually increase from 0 
percent in DY 1-3 to 5 percent in DY 3 to 10 percent in DY 4 and 15 percent in DY 
5. The at-risk outcome measures will be developed by the state and included in the 
DSRIP Planning Protocol for approval by CMS. They must be statewide and 
measure progress toward the state's goal of building greater behavioral health 
capacity; better integrating physical and behavioral health; and improving care 
transitions. 

Chart A: IDN DSRIP Fund 

DV 1 	 DY 2 	 l) V' 3 

01 ,01/16- 	01'01'17- 	01 01/18 - 

1>, 3,1/141. 	,.12,3,1.1.2947..; 	: .1,(IS 

11%.4 
01'01 , 19 - 
12 ,31 ,10 

DI'S 
Of 	111 X20 - 
12,31120 

Maximum Allowable Funds $30,000,000 	1 	$30,000,000 	$30,000,000 $30,000,000 $30,000,000 
Percent At Risk for 
Performance 0% 0% 5% • 10% 15% 
Dollar Amount at Risk for 
Performance $ t 	$ $1,500,000 i 	$3,000,000 $4,500,000 

36. Life Cycle of Five-Year Demonstration. Synopsis of anticipated activities planned for this 
demonstration and the corresponding flow of funds. 

a. 	Demonstration Fear 1- Planning and Design: In the first year of the 
demonstration, New Hampshire will undertake implementation activities, 
including the following: 
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i. Submit the DSRIP Planning Protocol (Attachment C) and DSRIP Program 
Funding and Mechanics Protocol (Attachment D)  Working closely with 
stakeholders and CMS, the State will submit the two required protocols in 
accordance with STCs 26, 27 and 32 by March 1, 2016. 

Develop and oversee application rocess for IDNs.  The State will develop 
an application that IDNs must complete to be certified as an IDN and to 
receive IDN Project Design and Capacity Building funding.. The 
application will require, among other things, that the IDNs: (1) describe the 
qualifications of the lead applicant and participating providers; (2) describe 
the stakeholder process used to solicit community input; and (3) identify 
how IDN Project Design and Capacity Building funding will be used to 
build capacity and prepare a project plan by December 31, 2016. The State 
will review and approve or reject IDN applications and requests for IDN 
Project Design and Capacity Building funds by June 30, 2016. 

iii. Review and approve project plans submitted by IDNs.  Once the IDNs submit 
project plans and they are reviewed by the independent assessor, the state 
will approve applications and initial IDN Fund payments by December 31, 
2016 in accordance with the DSRIP Funding and Mechanics Protocol. 

iv. Establish Statewide Resources To Support IDNs.  The State will also support 
IDNs with statewide resources. Specifically, IDNs will be provided with 
technical assistance and the opportunity to participate in learning 
collaboratives that facilitate the sharing of best practices and lessons 
learned across IDNs. The statewide resources will be developed to 
coordinate with other ongoing and emerging delivery system reform 
efforts in New Hampshire. 

b. 	Demonstration Years 2-4- Implementation, Performance Measurement and 
Outcomes: 
i. In these years, New Hampshire will move the distribution of IDN Fund 

payments to more outcome-based measures, making them available over 
time only to those IDNs that meet performance metrics. 

ii. In Year 3, the state will prepare a report on using IDNs as the basis for 
alternative payment methodologies by MCO and MDC plans in the state, 
and, depending on the recommendations, may begin implementing 
changes as early as Year 4. 

c. 	Demonstration Year 5- Performance Measurement and Alternative 
Payment Model Integration: IDN Fund payments to IDNs that meet 
performance standards will continue, but, increasingly, IDNs may be 
expected to be working with MCO and MDC plans in the State and others to 
facilitate the use of alternative payment methods on behalf of Medicaid 
beneficiaries. 
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VI. GENERAL REPORTING REQUIREMENTS 

37. General Financial Reporting Requirements. The state must comply with all general 
financial requirements under title XIX of the Social Security Act in section VII of the STCs. 

38. Compliance with Managed Care Reporting Requirements. The state must comply with 
all managed care reporting regulations at 42 C.F.R Section 438 et. seq. except as expressly 
waived or identified as not applicable in the expenditure authorities incorporated into these 
STCs. 

39. Reporting Requirements Relating to Budget Neutrality. The state must comply with all 
reporting requirements for monitoring budget neutrality as set forth in section IX of the 
STCs, including the submission of corrected budget neutrality data upon request. 

40. Monthly Monitoring Calls. The state must participate in monitoring calls with CMS. The 
purpose of these calls is to discuss any significant actual or anticipated developments 
affecting the demonstration. Areas to be addresses include, but are not limited to, IDN 
operations and implementation activities, care integration activities, mental health capacity 
and community supports, and gaps during transitions in care. The state and CMS shall 
discuss quarterly expenditure reports submitted by the state for purposes of monitoring 
budget neutrality. CMS shall update the state on any amendments or concept papers under 
review as well as federal policies and issues that may affect any aspect of the demonstration. 
The state and CMS shall jointly develop the agenda for the calls. 

41. Quarterly Operational Reports. The state must submit progress reports in the format 
specified by CMS, no later than 60 calendar days following the end of each quarter along 
with any other Protocol required deliverables described in these STCs. The intent of these 
reports is to present the state's analysis and the status of the various operational areas in 
reaching the goals of the DSRIP activities. These quarterly reports, using the quarterly 
report guideline outlined in Attachment A, must include, but are not limited to the following 
reporting elements: 

a. Summary of quarterly expenditures related to IDNs, DSRIP Project Plans, and the 
IDN Funds; 

b. Updated budget neutrality spreadsheets 
c. Summary of all public engagement activities, including, but not limited to the 

activities required by CMS; 
d. Summary of activities associated with the 1DNs, DSRIP Project Plans, and the IDN 

Fund. This shall include, but is not limited to, reporting requirements in STC 41 of 
this section and the DSRIP Planning Protocol (Attachment C): 

e. Provide updates on state activities, such as changes to state policy and procedures, to 
support the administration of the IDN Fund, 

f. Provide updates on provider progress towards the pre-defined set of activities and 
associated milestones that collectively aim towards addressing the state's goals; 

g. Provide summary of state's analysis of IDN Project Plans; 
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h. 	Provide summary of state analysis of barriers and obstacles in meeting milestones; 
Provide summary of activities that have been achieved through the IDN DSRIP Fund; 
and 

j. Provide summary of transformation and clinical improvement milestones and that 
have been achieved. 

k. Summary of activities and/or outcomes that the state and MCO and Medicaid service 
delivery plans have taken in the development of and subsequent approval of the 
MCO and Medicaid service delivery IDN Contracting plan; and 

1. 	Evaluation activities and interim findings. 

42. Rapid Cycle Assessments. The state shall specify for CMS approval a set of performance 
and outcome metrics and network characteristics, including their specifications, reporting 
cycles, level of reporting (e.g., the state, health plan and provider level, and segmentation 
by population) to support rapid cycle assessment of IDN projects, performance indicators 
and outcomes, and for monitoring and evaluation of the demonstration. 

43. Annual Report. The state must submit a draft annual report documenting 
accomplishments, project status, quantitative and case study findings, utilization data, and 
policy and administrative difficulties in the operation of the demonstration. This report 
must also contain a discussion of the items that must be included in the quarterly operational 
reports required under STC 41. The state must submit the draft annual report no later than 
October 1st of each year. Within 60 calendar days of receipt of comments from CMS, a 
final annual report must be submitted. 

44. Final Report. Within 120 calendar days following the end of the demonstration, the state 
must submit a draft final report to CMS for comments. The state must take into 
consideration CMS' comments for incorporation into the final report. The final report is 
due to CMS no later than 120 calendar days after receipt of CMS' comments. 

45. State Monitoring Requirements. The state will be actively involved in ongoing monitoring 
of IDN DSRIP Project Plans, including but not limited to the following activities. 

a. Review of milestone achievement.  IDNs seeking payment under the DSRIP program 
shall submit semi-annual reports to the state as required in STC 24 demonstrating 
progress on each of their projects as measured by project-specific milestones and metrics 
achieved during the reporting period. The reports shall be submitted using the 
standardized reporting form approved by the state and CMS. Based on the reports, the 
state will calculate the incentive payments for the progress achieved according to the 
approved DSRIP project plan. The IDNs shall have available for review by New 
Hampshire or CMS, upon request, all supporting data and back-up documentation. These 
reports will serve as the basis for authorizing incentive payments to IDNs for 
achievement of DSRIP milestones. 

b. Learning collaboratives.  With funding available through this demonstration, the state 
will support regular learning collaboratives regionally and at the state level, which will be 
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a required activity for all IDNs, and may be organized either geographically, by the goals 
of the DSRIP, or by the specific DSRIP projects as described in the DSRIP Planning 
Protocol (Attachment C). Learning collaboratives are forums for IDNs to share best 
practices and get assistance with implementing their DSRIP projects. Learning 
collaboratives should primarily be focused on learning (through exchange of ideas at the 
front lines) rather than teaching (i.e. large conferences), but the state should organize at 
least one face-to-face statewide collaborative meeting a year. Learning eollaboratives 
should be supported by a web site to help providers share ideas and simple data over 
time. In addition, the collaboratives should be supported by experts who can travel from 
site to site in the network to answer practical questions about implementation and harvest 
good ideas and practices that they systematically spread to others. 

e. 	Rapid cycle evaluation.  In addition to the comprehensive evaluation of DSRIP described 
in these STCs of this section, the state will be responsible for compiling data on DSRIP 
performance after each milestone reporting period and summarizing DSRIP performance 
to-date for CMS in its quarterly reports. Summaries of DSRIP performance must also be 
made available to the public on the state's website along with a mechanism for the public 
to provide comments. 

d. 	Additionalprogress milestones for at risk projects.  Based on the information contained 
in an IDN's semiannual report or other monitoring and evaluation information collected, 
the state or CMS may identify particular projects as being "at risk" of not successfully 
completing its DSRIP project in a manner that will result in meaningful delivery system 
transformation. The state or CMS may require these projects to meet additional progress 
milestones in order to receive DSRIP funding in a subsequent semi-annual reporting 
period. 

VII. GENERAL FINANCIAL REQUIREMENTS UNDER TITLE XIX 

46. Quarterly Expenditure Reports. The state must provide quarterly expenditure reports using Form 
CMS-64 to report total expenditures for services provided through this demonstration under section 
1115 authority that are subject to budget neutrality. This project is approved for expenditures applicable 
to services rendered during the demonstration period. CMS shall provide FFP for allowable 
demonstration expenditures only as long as they do not exceed the pre-defined limits on the 
expenditures as specified in section IX of the STCs. 

47. Reporting Expenditures Under the Demonstration. The following describes the reporting of 
expenditures subject to the budget neutrality agreement: 

a) Tracking Expenditures. In order to track expenditures under this demonstration, the state must report 
demonstration expenditures through the Medicaid and Children's Health Insurance Program Budget 
and Expenditure System (MBES/CBES), following routine CMS-64 reporting instructions outlined 
in section 2500 of the State Medicaid Manual. All demonstration expenditures claimed under the 
authority of title XIX of the Act and subject to the budget neutrality expenditure limit must be 
reported each quarter on separate Forms CMS-64.9 Waiver and/or 64.9P Waiver, identified by the 
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demonstration project number (11-W-00301/1) assigned by CMS, including the project number 
extension which indicates the Demonstration Year (DY) in which services were rendered. 

b) Cost Settlements. For monitoring purposes, cost settlements attributable to the demonstration must 
be recorded on the appropriate prior period adjustment schedules (Form CMS-64.9P Waiver) for the 
Summary Sheet Line 10B, in lieu of Lines 9 or 10C. For any cost settlement not attributable to this 
demonstration, the adjustments should be reported as otherwise instructed in the State Medicaid 
Manual. 

c) Pharmacy Rebates. When claiming these expenditures the State may refer to the July 24, 2014 
CMCS Infounational Bulletin which contains clarifying information for quarterly reporting of 
Medicaid Drug Rebates in the Medicaid Budget and Expenditures (MBES) 
(http://www.medicaid.gov/Federal-Policy-Guidance/downloads/CIB-07-24-2014.pdf). The State 
must adhere to the requirement at section 2500.1 of the State Medicaid Manual that all state 
collections, including drug rebates, must be reported on the CMS-64 at the applicable Federal 
Medical Assistance Percentage (FMAP) or other matching rate at which related expenditures were 
originally claimed. Additionally, we are specifying that states unable to tie drug rebate amounts 
directly to individual drug expenditures may utilize an allocation methodology for determining the 
appropriate Federal share of drug rebate amounts reported quarterly. This information identifies the 
parameters that states are required to adhere to when making such determinations. 

Additionally, this information addresses how states must report drug rebates associated with the new 
adult eligibility group described at 42 CFR 435.119. States that adopt the new adult group may be 
eligible to claim drug expenditures at increased matching rates. Drug rebate amounts associated with 
these increased matching rates must be reported at the same matching rate as the original associated 
prescription drug expenditures. 

d) Use of Waiver Forms.  For each demonstration year, separate Forms CMS-64.9 Waiver and/or 64.9P 
Waiver must be completed, using the waiver name noted below. Expenditures should be allocated to 
these forms based on the guidance found below. 

1) DSHP: Expenditures authorized under the demonstration for the Designated State 
Health Programs (DSHP) 

2) IDN: Expenditures authorized under the demonstration for delivery system 
transformation payment made to and by IDN. 

48. Expenditures Subject to the Budget Neutrality Agreement. For purposes of this section, them 	in 
"expenditures subject to the budget neutrality agreement" means expenditures for the EGs outlined in 
section IV of the STCs, except where specifically exempted. All expenditures that are subject to the 
budget neutrality agreement are considered demonstration expenditures and must be reported on Forms 
CMS-64.9 Waiver and /or 64.9P Waiver. 

49. Title XIX Administrative Costs. Administrative costs will not be included in the budget neutrality 
agreement, but the state must separately track and report additional administrative costs that are directly 
attributable to the demonstration. All administrative costs must be identified on the Forms CMS-64,10 
Waiver and/or 64.10P Waiver. 
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50. Claiming Period. All claims for expenditures subject to the budget neutrality agreement 
(including any cost settlements) must be made within two years after the calendar quarter in which the 
state made the expenditures. Furthermore, all claims for services during the demonstration period 
(including any cost settlements) must be made within two years after the conclusion or termination of the 
demonstration. During the latter two-year period, the state must continue to identify separately net 
expenditures related to dates of service during the operation of the demonstration on the CMS-64 waiver 
forms, in order to properly account for these expenditures in determining budget neutrality. 

51. Reporting Member Months. The following describes the reporting of member months for 
demonstration populations: 

a. For the purpose of calculating the budget neutrality agreement and for other purposes, the state must 
provide to CMS, as part of the quarterly report required under STC 41, the actual number of 
eligible member months for the populations affected by this demonstration as defined in STC 19. 
The state must submit a statement accompanying the quarterly report, which certifies the 
accuracy of this information. 

b. To permit full recognition of "in-process" eligibility, reported counts of member months may be 
subject to revisions after the end of each quarter. Member month counts may be revised 
retrospectively as needed. 

Thec. 	term "eligible member months" refers to the number of months in which persons are eligible to 
receive services. For example, a person who is eligible for three months contributes three eligible 
member months to the total. Two individuals who are eligible for two months each contribute 
two eligible member months to the total, for a total of four eligible member months. 

52. Standard Medicaid Funding Process. The standard Medicaid funding process must be used during 
the demonstration. New Hampshire must estimate matchable demonstration expenditures (total 
computable and federal share) subject to the budget neutrality expenditure limit and separately report 
these expenditures by quarter for each FFY on the Form CMS-37 (narrative section) for both the 
Medical Assistance Payments (MAP) and State and. Local Administrative Costs (ADM). CMS shall 
make federal funds available based upon the state's estimate, as approved by CMS. Within 30 calendar 
days after the end of each quarter, the state must submit the Form CMS-64 quarterly Medicaid 
expenditure report, showing Medicaid expenditures made in the quarter just ended. CMS shall 
reconcile expenditures reported on the Foi 	in CMS-64 with federal funding previously made available to 
the state, and include the reconciling adjustment in the finalization of the grant award to the state. 

53. Extent of Federal Financial Participation for the Demonstration. Subject to CMS approval of the 
source(s) of the non-federal share of funding, CMS shall provide FFP at the applicable federal matching 
rates for the demonstration as a whole for the following, subject to the limits described in Section IX of 
the STCs: 

a. Administrative costs, including those associated with the administration of the demonstration; 

b. Net expenditures and prior period adjustments of the Medicaid program that are paid in 
accordance with the approved Medicaid state plan; and 
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c. Net  medical assistance expenditures and prior period adjustments made under section 1115 
demonstration authority with dates of service during the demonstration extension period. 

54. Sources of Non-Federal Share. The state provides assurance that the matching non-federal share of 
funds for the demonstration is state/local monies. The state further assures that such funds shall not be 
used as the match for any other federal grant or contract, except as permitted by law. All sources of 
non-federal funding must be compliant with section 1903(w) of the Act and applicable regulations. In 
addition, all sources of the non-federal share of funding are subject to CMS approval. 

a. The CMS may review at any time the sources of the non-federal share of funding for the 
demonstration. The state agrees that all funding sources deemed unacceptable by CMS shall 
be addressed within the time frames set by CMS. 

b. Any amendments that impact the financial status of the program shall require the state to 
provide information to CMS regarding all sources of the non-federal share of funding. 

c. The state assures that all health care-related taxes comport with section 1903(w) of the Act 
and all other applicable federal statutory and regulatory provisions, as well as the approved 
Medicaid state plan. 

55. State Certification of Funding Conditions. The state must certify that the following conditions for 
non-federal share of demonstration expenditures are met: 

a. Units of government, including governmentally operated health care providers, may certify 
that state or local monies have been expended as the non-federal share of funds under the 
demonstration. 

b. To the extent, the state utilizes certified public expenditures (CPEs) as the funding 
mechanism for title XIX (or under section 1115 authority) payments, CMS must approve a 
cost reimbursement methodology. This methodology must include a detailed explanation of 
the process by which the state would identify those costs eligible under title XIX (or under 
section 1115 authority) for purposes of certifying public expenditures. 

c. To the extent the state utilizes CPEs as the funding mechanism to claim federal match for 
expenditures under the demonstration, governmental entities to which general revenue funds 
are appropriated must certify to the state the amount of such state or local monies as 
allowable under 42 C.F.R. § 433.51 used to satisfy demonstration expenditures. The entities 
that incurred the cost must also provide cost documentation to support the state's claim for 
federal match; 

The state may use intergovernmental transfers to the extent that such funds are derived from 
state or local monies and are transferred by units of government within the state.. Any 
transfers from governmentally operated health care providers must be made in an amount not 
to exceed the non-federal share of title XIX payments. 

d. Under all circumstances, health care providers must retain 100 percent of the claimed 
expenditure. Moreover, no pre-arranged agreements (contractual or otherwise) exist between 
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health care providers and state and/or local government to return and/or redirect to the State 
any portion of the Medicaid payments. This confirmation of Medicaid payment retention is 
made with the understanding that payments that are the normal operating expenses of 
conducting business, such as payments related to taxes, including health care provider-related 
taxes, fees, business relationships with governments that are unrelated to Medicaid and in 
which there is no connection to Medicaid payments, are not considered returning and/or 
redirecting a Medicaid payment. 

56. Monitoring the Demonstration. The state will provide CMS with information to effectively monitor 
the demonstration, upon request, in a reasonable time frame. 

57. Program Integrity. The state must have processes in place to ensure that there is no duplication of 
federal funding for any aspect of the demonstration. 

VIII. DESIGNATED STATE HEALTH PROGRAMS 

58. Designated State Health Programs (DSHP). The state may claim FFP for certain DSHP expenditures 
following procedures and subject to limits as described below. FFP may be claimed for expenditures 
made for the following DSHPs beginning January 1, 2016 through December 31, 2020 except as noted 
in Chart C below. 

Chart B: Approved DSHP through December 31, 2020. 

Agency Program 

DHHS Community Mental Health Center Emergency Services 
DHHS Adult Assertive Community Treatment (ACT) Teams 
DHHS Children Assertive Community Treatment (ACT) Teams 
DHHS Family Planning Program 
DHHS Tobacco Prevention 
DHHS Immunization Program 

DHHS Governor's Commission on Drug and Alcohol Abuse, 
Prevention and Treatment, and Recovery 

Chart C: Approved DSHP through July 1, 2017 

Agency Program 

Counties County Funding for Payment of Medical Services for Nursing 
Home Residents ("County NursinHome") 

59. Limit of FFP for DSHP. The amount of FFP that the state may receive for DSHP may not 
exceed the limits described below. If upon review, the amount of FFP received by the state is 
found to have exceeded the applicable limit, the excess must be returned to CMS as a negative 
adjusturent to claimed expenditures on the CMS-64. 
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a. The state may claim up to $30 million (total computable) annually for DSHP 
expenditures incurred through June 30, 2017. The total computable DSHP 
amount for DY2 will not exceed $19,419,390. Beginning in DY3, the total 
computable DSHP amount will be reduced by nine (9) percent, per year, as 
detailed in Table D below. 

b. The state may claim FFP via 1115 expenditure authority for county medical 
nursing home expenditures through June 30, 2017 (DY2a). As of July 1, 
2017 (DY2b), the state will no longer exercise 1115 expenditure authority to 
receive FFP for these expenditures will expire. 

c. The state may continue receiving FFP for DSR1P in DY 2 through DY 5 up to 
$30 million, as long as the state has an allowable source of non-federal share 
for the amounts between the total computable DSHP annual limit (see Table 
D) and $30 million. 

Table D. DSHP Annual Limits: Total Computable 

DY 1 DY 2a DY 2b DY 3 DY4 DY5 
01/01/16- 01/01/17- 07/01/17- 01/01118- 01/01/19- 01/01/20- 

12/31/2016 06/30/17 12/31/17 12/31/18 12/31/19 12/31/20 
General DSHP* $8,995,761 $8,995,761 $8,186,143 $7,376,524 $6,566,906 
DSHP: County 
Nursing $20,847,257 $10,423,629 - - 
Horne** 
Total DSHP $29,843,018 $19,419,390 $8,186,143 $7,376,524 $6,566,906 
* "General DSHP" represents the DSHPs in Chart B approved through December 31, 2020. 
** "DSHP: County Nursing Home" represents the county medical nursing home expenditures in Chart C. The state will be 
authorized to receive FFP for these expenditures via 1115 authority through June, 30 2017 (DY2a). 

60. DSHP Claiming Protocol. The state will develop a CMS-approved DSHP claiming 
protocol with which the state will be required to comply in order to draw down DSHP funds 
for the demonstration. State expenditures for the DSHP listed above must be documented in 
accordance with the protocols. The state is not eligible to receive FFP until an applicable 
protocol is approved by CMS. Once approved by CMS, the protocol becomes Attachment 
B of these STCs, and thereafter may be changed or updated with CMS approval. Changes 
and updates are to be applied prospectively. For each DSHP, the protocol must contain the 
following information: 

a. The sources of non-federal share revenue, full expenditures and rates. 

b. Program performance measures, baseline perforrrrance measure values, and 
improvement goals. (CMS may, at its option, approve the DSHP Claiming Protocol 
for a DSHP without this feature.) 

c. Procedures to ensure that FFP is not provided for any of the following types of 
expenditures: 

i. Grant funding to test new models of care 
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ii. Construction costs (bricks and mortar) 
iii. Room and board expenditures 
iv. Animal shelters and vaccines 
v. School based programs for children 

vi. Unspecified projects 
vii. Debt relief and restructuring 

viii. Costs to close facilities 
ix. HIT/HIE expenditures 
x. Services provided to undocumented individuals 
xi. Sheltered workshops 

xii. Research expenditures 
xiii. Rent and utility subsidies not 	malty funded by the United State 

Department of Housing and Urban Development 
xiv. Prisons, correctional facilities, services for incarcerated individuals and 

services provided to individuals who are civilly committed and unable to 
leave 

xv. Revolving capital fund 
xvi. Expenditures made to meet a maintenance of effort requirement for any 

federal grant program 
xvii. Administrative costs 

xviii. Cost of services for which payment was made by Medicaid or CHIP 
(including from managed care plans) 

xix. Cost of services for which payment was made by Medicare or Medicare 
Advantage 

xx. Funds from other federal grants 
xxi. Needle-exchange programs 

61. DSHP Claiming Process. Documentation of each designated state health program's 
expenditures, as specified in the DSHP Protocol, must be clearly outlined in the state's 
supporting work papers and be made available to CMS. In order to assure CMS that 
Medicaid funds are used for allowable expenditures, the state will be required to document 
through an Accounting and Voucher system its request for DSHP payments. The vouchers 
will be detailed in the services being requested for payment by the state and will be attached 
to DSHP support. 

Federal funds must be claimed within two years following the calendar quarter in which the 
state disburses expenditures for the DSHP. Federal funds are not available for expenditures 
disbursed before January 1, 2016 or after December 31, 2020. 

Sources of non-federal funding must be compliant with section 1903(w) of the Act and 
applicable regulations. To the extent that federal funds from any federal programs are 
received for the DSHP listed above, they shall not be used as a source of non-federal share. 
The administrative costs associated with the DSHP listed above, and any others 
subsequently added by amendment to the demonstration, shall not be included in any way as 
demonstration and/or other Medicaid expenditures. Any changes to the DSHP listed above 
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shall be considered an amendment to the demonstration and processed in accordance with 
STC 7 in Section III. 

62. Reporting DSHP Payments. The state will report all expenditures for DSHP payments to 
the programs listed above on the forms CMS-64.9 Waiver and/or 64.9P Waiver under the 
waiver name "DSHP" as well as on the appropriate forms. 

IX. 	MONITORING BUDGET NEUTRALITY FOR THE DEMONSTRATION 

63. Budget Neutrality Effective Date. Notwithstanding the effective date specified in section I 
of the STCs or in any other demonstration documentation, all STCs, waivers, and 
expenditure authorities relating to budget neutrality shall be effective beginning January 1, 
2016. 

64. Limit on Title XIX Funding. New Hampshire will be subject to a limit on the amount of 
federal title XIX funding that the state may receive on selected Medicaid expenditures 
during the period of approval of the demonstration. Budget neutrality expenditure targets 
are calculated on an annual basis with a cumulative budget neutrality expenditure limit for 
the length of the entire demonstration. Actual expenditures subject to the budget neutrality 
expenditure limit must be reported by the state using the procedures described in section 
VII, STC 47. The data supplied by the state to CMS to calculate the annual limits is subject 
to review and audit, and if found to be inaccurate, will result in a modified budget neutrality 
expenditure limit. CMS' assessment of the State's compliance with these annual limits will 
be done using the Schedule C report from the Form CMS-64. 

65. Risk. New Hampshire shall be at risk for the per capita cost for demonstration enrollees 
under this budget neutrality agreement, but not for the number of demonstration enrollees in 
each of the groups. By providing FFP for all demonstration enrollees, New Hampshire will 
not be at risk for changing economic conditions which impact enrollment levels. However, 
by placing New Hampshire at risk for the per capita costs for demonstration enrollees, CMS 
assures that the federal demonstration expenditures do not exceed the level of expenditures 
that would have occurred had there been no demonstration. 

66. Demonstration Populations Used to Calculate Budget Neutrality Expenditure Limit. 

All eligible populations as referenced in STC 18 must be used in the budget neutrality 
expenditure limit calculations. 

Demonstration Year (DY) Without Waiver
With Ceiling Waiver Savings 

DY1 (1/01/16 - 12/31/16) $1,030,048,714 $1,055,659,968 ($25,611,253) 
DY2 (1/01/17 - 12/31/17) $1,062,196,255 $1,077,912,322 ($15,716,067)_ 
DY3 (1/01/18 - 12/31/18) $1,095,355,227 $1,077,867,460 $17,487,767 
DY4 (1/01/19 - 12/31/19) $1,129,547,358 $1,089,688,768 $39,858,591 
DY5 (1/01/20 - 12/31/20) $1,164,794,760 $1,111,014,432 $53,780,328 

TOTALS: $5,481,942,314 $5,412,142,949 $69,799,365 
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67. Expenditures Excluded From Budget Neutrality Test. Regular FMAP will continue for 
costs not subject to budget neutrality limit tests. Those exclusions include: 

a) Expenditures made on behalf of enrollees who are institutionalized in a nursing 
facility, chronic disease or rehabilitation IDN, intermediate care facility for the 
mentally retarded, or a state psychiatric IDN for other than a short-term rehabilitative 
stay; 

b) Expenditures for covered services currently provided to Medicaid recipients by other 
state agencies or cities and towns, whether or not these services are currently claimed 
for federal reimbursement; 

c) All other non-MMIS payments, such as DSH, GME, Medicaid Quality Incentive 
Payments (MQIP), Proportionate Share Payments, gross adjustments, reconciliations, 
and other settlement payments. 

d) New Hampshire's Healthy Kids Silver program (CHIP) from January 1, 2009 — June 
30, 2012. CHIP members transitioned to Medicaid and are included in the historical 
base data as of July 1, 2012. 

e) Individual enrolled in the New Hampshire Health Protection Program (NHHPP), 

1) The Medically frail population; and 

g) Allowable administrative expenditures. 

68. Composite Federal Share Ratio. The federal share of the budget neutrality expenditure 
limit is calculated by multiplying the limit times the Composite Federal Share. The 
Composite Federal Share is the ratio calculated by dividing the sum total of FFP received by 
the State on actual demonstration expenditures during the approval period, as reported 
through MBES/CBES and summarized on Schedule C. with consideration of additional 
allowable demonstration offsets such as, but not limited to premium collections and 
phaimacy rebates, by total computable demonstration expenditures for the same period as 
reported on the same forms. FFP and expenditures for extended family planning program 
must be subtracted from numerator and denominator, respectively, prior to calculation of 
this ratio. For the purpose of interim monitoring of budget neutrality, a reasonable estimate 
of Composite Federal Share may be developed and used through the same process or 
through an alternative mutually agreed to method. 

69. Future Adjustments to the Budget Neutrality Expenditure Limit. CMS reserves the 
right to adjust the budget neutrality expenditure limit to be consistent with enforcement of 
impermissible provider payments, health care related taxes, new federal statutes, or policy 
interpretations implemented through letters, memoranda, or regulation with respond to the 
provisions of services covered under this demonstration. 

New Hampshire Building Capacity for Transformation 	 Page 32 of 42 
Approval. Period: Date of Approval Letter through December 31, 2020 



70. Enforcement of Budget Neutrality. CMS shall enforce the budget neutrality agreement 
over the life of the demonstration, rather than on an annual basis However, if the State 
exceeds the calculated cumulative budget neutrality expenditure limit by the percentage 
identified below for any of the demonstration years, the state must submit a corrective 
action plan to CMS for approval. 

Demonstration Year Cumulative Target Definition Percentage 
DY 1 Cumulative budget neutrality limit plus: 2.0percent 
DY 1 through DY 2 Cumulative budget neutrality limit plus: 1.5 percent 
DY 1 through DY 3 Cumulative budget neutrality limit plus: 1.0 percent 
DY 1 through DY 4 Cumulative budget neutrality limit plus: .5 percent 
DY 1 through DY 5 Cumulative budget neutrality limit plus: 	0 percent 

In addition, the state may be required to submit a corrective action plan if an analysis of the 
expenditure data in relationship to the budget neutrality expenditure cap indicates a 
possibility that the demonstration will exceed the cap during this extension. 

71. Exceeding Budget Neutrality. If the budget neutrality expenditure limit has been exceeded 
at the end of the demonstration period, the excess federal funds must be returned to CMS 
using the methodology outlined in STC 68, composite federal share ratio. If the 
demonstration is terminated prior to the end of the budget neutrality agreement, the budget 
neutrality test shall be based on the time elapsed through the termination date. 

X. EVALUATION OF THE DEMONSTRATION 

72. Submission of a Draft Evaluation Design Update. The state must submit to CMS for 
approval a draft evaluation design no later than 120 calendar days after CMS' approval date 
of the demonstration. At a minimum, the draft evaluation design must include a discussion 
of the goals, objectives, and evaluation questions specific to the entire delivery system 
reform demonstration. The draft design must discuss the outcome measures that will be used 
in evaluating the impact of the demonstration during the period of approval, particularly 
among the target population, specific testable hypothesis, including those that focus on target 
populations for the demonstration and more generally on beneficiaries, providers, plans, 
market areas and public expenditures. The draft design should be described in sufficient 
detail to deteiniine that it is scientifically rigorous. The data strategy must be thoroughly 
documented. It must discuss the data sources, including the use of Medicaid encounter data, 
and sampling methodology for assessing these outcomes. The draft evaluation design must 
include a detailed analysis plan that describes how the effects of the demonstration shall be 
isolated from other initiatives occurring within the state i.e. SIM grant. The draft design 
must identify whether the state will conduct the evaluation, or select an outside contractor for 
the evaluation. 

The design should describe how the evaluation and reporting will develop and be maintained 
to assure its scientific rigor and completion. In summary, the demonstration evaluation will 
meet all standards of leading academic institutions and academic journal peer review, as 
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appropriate for each aspect of the evaluation, including standards for the evaluation design, 
conduct, and interpretation and reporting of findings. Among the characteristics of rigor that 
will be met are the use of best available data; controls for and reporting of the limitations of 
data and their effects on results; and the generalizability of results. Infotination from the 
external quality review organization (EQRO) may be considered for the purposes of 
evaluation, as appropriate. 

The state must acquire an independent entity to conduct the evaluation. The evaluation 
design must describe the state's process to contract with an independent evaluator, including 
a description of the qualifications the entity must possess, how the state will ensure no 
conflict of interest, and budget for evaluation activities. 

73. Demonstration Hypothesis. The state will test the following hypotheses in its evaluation 
of the demonstration. 

a. Individuals with co-occurring physical and behavioral health issues will 
receive higher quality of care after IDNs are operating. 

b. The total cost of care will be lower for Medicaid beneficiaries with co-
occurring physical and behavioral health issues after IDNs are operating. 

c. The rate of avoidable re-hospitalizations for individuals with co-occurring 
physical and behavioral health issues will be lower at the end of the 
demonstration than prior to the demonstration. 

d. Percentage of Medicaid beneficiaries waiting for inpatient psychiatric care 
will be lower at the end of the demonstration than prior to the demonstration. 

e. Average wait times for outpatient appointments at community mental health 
centers will be lower at the end of the demonstration than prior to the 
demonstration. 

74. Domains of Focus. The Evaluation Design must, at a minimum, address the research 
questions listed below. For questions that cover broad subject areas, the state may propose a 
more narrow focus for the evaluation. 

a. Was the DSRIP program effective in achieving the goals of better care for 
individuals (including access to care, quality of care, health outcomes), better 
health for the population, or lower cost through improvement? To what degree 
can improvements be attributed to the activities undertaken under DSRIP? 

b. To what extent has the DSRIP enhanced the state's health IT ecosystem to 
support delivery system and payment reform? Has it specifically enhanced these 
four key areas through the IDNs: governance, financing, policy/legal issues and 
business operations? 

c. To what extent has the DSRIP improved integration and coordination between 
providers, including bi-directional integrated delivery of physical, behavioral 
health services, SUD services, transitional care, and alignment of care 
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coordination and to serve the whole person? 

75. Evaluation Design Process: Addressing the research questions listed above will require a 
mix of quantitative and qualitative research methodologies. When developing the DSRIP 
Planning Protocol, the state should consider ways to structure the different projects that will 
facilitate the collection, dissemination, and comparison of valid quantitative data to support 
the Evaluation Design. From these, the state must select a preferred research plan for the 
applicable research question, and provide a rationale for its selection. 

To the extent applicable, the following items must be specified for each design option that is 
proposed: 

i. Quantitative or qualitative outcome measures; 
ii. Baseline and/or control comparisons; 
iii. Process and improvement outcome measures and specifications; 
iv. Data sources and collection frequency; 
v. Robust sampling designs (e.g., controlled before-and-after studies, interrupted 

time series design, and comparison group analyses); 
vi. Cost estimates; 
vii. Timelines for deliverables. 

76. Levels of Analysis: The evaluation designs proposed for each question may include 
analysis at the beneficiary, provider, and aggregate program level, as appropriate, and 
include population stratifications to the extent feasible, for further depth and to glean 
potential non-equivalent effects on different sub-groups. In its review of the draft 
evaluation plan, CMS reserves the right to request additional levels of analysis. 

77. Final Evaluation Design and Implementation. CMS shall provide comments on the draft 
Evaluation Design within 60 business days of receipt, and the state shall submit a final 
Evaluation Design within 60 calendar days after receipt of CMS comments. The state shall 
implement the Evaluation Design and submit its progress in each of the quarterly and annual 
reports. 

78. Evaluation Reports. 

a. Interim Evaluation Report. The state must submit a Draft Interim Evaluation 
Report 90 calendar days following the completion of DY 4. The purpose of the 
Interim Evaluation Report is to present preliminary evaluation findings, and plans for 
completing the evaluation design and submitting a Final Evaluation Report according 
to the schedule outlined in (b). The state shall submit the final Interim Evaluation 
Report within 60 calendar days after receipt of CMS comments. 

b. Final Evaluation Report. The state must submit to CMS a draft of the Final 
Evaluation Report by January 30, 2021. The state shall submit the final evaluation 
report within 60 calendar days after receipt of CMS comments. 
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79. Cooperation with Federal Evaluators. Should CMS undertake an independent evaluation 
of any component of the demonstration, the state shall cooperate fully with CMS or the 
independent evaluator selected by CMS. The state must submit the required data to CMS or 
the contractor. 

XL SCHEDULE OF STATE DELIVERABLES FOR THE DEMONSTRATION PERIOD 

Date Deliverable STC 
Administrative 

30 days after approval date State acceptance of demonstration STCs 
and Expenditure Authorities 

Approval letter 

Post Approval Protocols 

March 1, 2016 Submit Draft DSRIP Planning Protocol STCS 27, 27, 32 
and DSRIP Program Funding & 
Mechanics Protocol 

60 days after approval date Submit Draft DSHP Protocol STC 60 

Evaluations 

120 calendar days after 
approval date 

Submit Draft Design for Evaluation 
Report 

STC 72 

90 days after the 
completion of DY 4 

Submit Draft Interim Evaluation Report STC 78 

60 business days after 
receipt of CMS comments 

Submit Final Interim Evaluation Report STC 77, 78 

January 31, 2021 Submit Draft Final Evaluation Report STC 78 44 

60 business days after 
receipt of CMS comments 

Submit Final Evaluation Report STC 78 

Quarterly/Annual/Final Reports 	' 
Quarterly Deliverables 
Due 60 calendar days after 
end of each quarter, except 
4th  quarter 

Quarterly Progress Reports STC 41  

Quarterly Expenditure Reports STC 46 

Annual Deliverables - 
Due 120 calendar days 
after end of each 4th  quarter 

Annual Reports STC 43 

Final Report 
Due 120 days after the end 
of the demonstration 

STC 44 
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ATTACHMENT A: 
QUARTERLY REPORT FORMAT 

Quarterly Report Template 

Pursuant to STC 41 (Quarterly Operational Reports), the state is required to submit quarterly progress reports to 
CMS. The purpose of the quarterly report is to inform CMS of significant demonstration activity from the time of 
approval through completion of the demonstration. The reports are due to CMS 60 days after the end of each 
quarter. 

The following report guidelines are intended as a framework and can be modified when agreed upon by CMS and 
the state. A complete quarterly progress report must include an updated budget neutrality monitoring workbook. 
An electronic copy of the report narrative, as well as the Microsoft Excel workbook must be provided. 

NARRATIVE REPORT FORMAT: 

Title Line One: 

Title Line Two: 

Demonstration/Quarter 
Reporting Period: 

Introduction 

New Hampshire Building Capacity for Transformation Section 1115 Waiver 
Demonstration 

Section 1115 Quarterly Report 

[Example: 	Demonstration Year: 1 (1/1/2016— 12/31/2016) 
Federal Fiscal Quarter: 
Footer: Date on the approval letter through end of demonstration period] 

Present information describing the goal of the demonstration, what it does, and the status of key dates of 
approval/operation. 

Integrated Delivery Network (IDN) Attribution and Delivery System Reform Information 

Discuss the following: 

1. Trends and any issues related to access to care, quality of care, care integration and health outcomes. 

2. Any changes, issues or anticipated changes in populations attributed to the IDNs, including changes to 
attribution methodologies. 

3. Information about each regional IDN, including the number and type of service providers, lead provider 
and cost-savings realized through IDN development and maturation. 

4. Information about the state's Health IT ecosystem, including improvements to governance, financing, 
policy/legal issues, business operations and bi-directional data sharing with IDNs. 

5. Information about integration and coordination between service providers, including bi-directional 
integrated delivery of physical, behavioral health services, SUD services, transitional care and alignment of 
care. 

6. Information about specific SUD-related health outcomes including opioid and other SUD-dependency 
rates, opioid and other SUD-related overdoses and deaths—and trend rates related to Hepatitis C and HIV 
acquisition. 
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Please complete the following table that outlines all attribution activity under the demonstration. The state should 
indicate "N/A" where appropriate. If there was no activity under a particular enrollment category, the state should 
indicate that by "0". 

Attribution Counts for Quarter and Year to Date 

Note: Enrollment counts should be unique enrollee counts by each regional IDN, not member months 

'IotaLNUitiber:OrlDN 
partiupants 
QiiOitt6t...i.E0di:Og:;;  

Crifekt(tif..14;tii'611.60.::(Vea 
IDN' Attributed 
Ppliti1Atfoiis 

[rrxrter ''.  

IV. Outreach/Innovative Activities to Assure Access 

Summarize marketing, outreach, or advocacy activities to potential eligibles and/or promising practices for the 
current quarter to assure access for demonstration participants or potential eligibles. 

VI. Operational/Policy/Systems/Fiscal Developments/Issues 

A status update that identifies all other significant program developments/issues/problems that have occurred in the 
current quarter or are anticipated to occur in the near future that affect health care delivery, including but not limited 
to program development, quality of care, approval and contracting with new plans, health plan contract compliance 
and financial performance relevant to the demonstration, fiscal issues, systems issues, and pertinent legislative or 
litigation activity. 

IX. Financial/Budget Neutrality Development/Issues 

Identify all significant developments/issues/problems with financial accounting, budget neutrality, and CMS 64 and 
budget neutrality reporting for the current quarter. Identify the state's actions to address these issues. 

XL Consumer Issues 

A summary of the types of complaints or problems consumers identified about the program or grievances in the 
current quarter. Include any trends discovered, the resolution of complaints or grievances, and any actions taken or 
to be taken to prevent other occurrences. 

XII. Quality Assurance/Monitoring Activity 

Identify any quality assurance/monitoring activity or any other quality of care findings and issues in current quarter. 

XIII. Managed Care and Medicaid Delivery Contracts Reporting Requirements 

Address network adequacy reporting from plans including GeoAccess mapping, customer service reporting 
including average speed of answer at the plans and call abandonment rates; summary of RCO appeals for the quarter 
including overturn rate and any trends identified; enrollee complaints and grievance reports to determine any trends; 
and summary analysis of RCO critical incident report which includes, but is not limited to, incidents of abuse, 
neglect and exploitation. The state must include additional reporting requirements within the annual report as 
outlined in STC 43. 
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XIV. Demonstration Evaluation 

Discuss progress of evaluation plan and planning, evaluation activities, and interim findings. 

XV. Enclosures/Attachments 

Identify by title the budget neutrality monitoring tables and any other attachments along with a brief description of 
what information the document contains. 

XVI. State Contact(s) 

Identify the individual(s) by name, title, phone, fax, and address that CMS may contact should any questions arise. 
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RESERVED FOR ATTACHMENT B 
DSIIP Claiming Protocol 
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RESERVED FOR ATTACHMENT C 
DSRIP Planning Protocol 

(Reserved) 
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RESERVED FOR ATTACHMENT D 
DSRIP Funding & Mechanics Protocol 

(Reserved) 
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New Hampshire Building Capacity for Transformation Section 1115(a) Medicaid 
Demonstration 

ATTACHMENT C: DSRIP PLANNING PROTOCOL 

I. Preface 

a. Delivery System Reform Incentive Payment Fund 

On January 5, 2016, the Centers for Medicare and Medicaid Services (CMS) approved New 
Hampshire's request for expenditure authority to operate its seetiO 1115(a) Medicaid 
demonstration (hereinafter "demonstration") entitled Building Capilc far Transformation, a 
Delivery System Reform Incentive Payment (DSRIP) program. Under the DSRIP demonstration 
program, the state will make performance-based funding available to regionally-based Integrated 
Delivery Networks (IDNs) that serve Medicaid beneficiaries, with the goal of transforming New 
Hampshire's behavioral health delivery system by strengthening community-based mental health 
and substance use services and combatting the opioid crisis I he demonstration is currently 
approved through December 31, 2020, 

The Special Terms and CPoditidps (STCs) Ofthe waier:sgt 1;)rtii in detail the nature, character, 
and extent of federal involvement iii the dem'bristati6ii, the st4c.:s implementation of the 
expenditure authoriticsand the state's obligations to CMS during the demonstration period. 

b. D.CRIP 	Protocol 

The requirements specitiain the STcs are supplemented by the Quarterly Report Format 
(Attachment A), the DSHP Claiming Protocol (Attachment B), the DSRIP Planning Protocol 
(Attachment C and the DSRIR Program Funding and Mechanics Protocol (Attachment D). 

In accordance with STS 26. the DSRIP Planning Protocol (this attachment, Attachment C) 
describes the context, goals and: objectives of the waiver in Section 11; identifies a menu of 
delivery system improvement projects in Section III; specifies a set of project stages, milestones 
and metrics to be reported by IDNs in Section IV; details the requirements of the IDN Project 
Plans in Section V; and specifies a process to allow for potential IDN project plan modification 
in Section VI. 

This version of the DSRIP Planning Protocol is approved as of ) 1 I I In accordance with STC 
26, the state may submit modifications to this protocol for CMS review and approval. Any 
changes approved by CMS will apply prospectively unless otherwise specified by CMS. 

New Hampshire Building Capacity for Transformation Section 1115(a) Medicaid Demonstration 
ATTACHMENT C: DSRIP PLANNING PROTOCOL 



c. 	Supporting Project and Metrics Specification Guide 

This attachment will be supplemented by a Project and Metrics Specification Guide developed 
by the state and approved by CMS. This Guide will assist IDNs in developing and implementing 
their projects and will be used in the state's review of the IDN Project Plans, described in Section 
V below. The Project and Metrics Specification Guide will also provide additional information 
on the stages, milestones and metrics described in Section IV below, including the data source 
for each measure, the measure steward for each metric (if applitdble), and the methodology used 
to establish outcome goals and improvement targets, as deseribed in the Program Funding and 
Mechanics Protocol (Attachment D). 

IL Context, Goals and Objectives 

a. New Hampshire Context 

New Hampshire's Building Capacity 	Transform,'" ion ,.,,eutiun 1115 Demonsii dtion Waiver 
aims to transform the way care is delivered to some of the most medically complex and costly 
Medicaid beneficiaries in the state as ‘,vel I as to individuals with undiagnosed or untreated 
behavioral health conditions. A number of factors make behavioral health transformation a 
priority of the state including the expansion of coverage through the NIew Hampshire Health 
Protection Program (NI n IPP) to eos er the new adult L, ioup, an estimated one in six of whom 
have extensive mental health 	ilf-)tince use need ti. In addition, New Hampshire now covers 
substance use disorder (StiD}_service fir the NIIIIPP population, and the state is targeting g 
extension of the SW) benern to the entice Medicaid population in state fiscal year 2017. Finally, 
the expaim,ion of coverage I n rice popill‘ltion,  and new services coincides with an epidemic of 
opioid abuse in the state and 	New England. 

The demand for mental health and substance abuse services is increasing, and the existing 
capacity is not well-positioned t, deliver the comprehensive and integrated care that can most 
effectively address the needs 3 t patients with behavioral health conditions or comorbid physical 
and behavioral health diagno,i,e,, this demonstration responds to this pressing need to transform 
New Hampshire's behavioral health delivery system. 

Under the demonstration, diverse sets of health and social service providers within regions across 
the state will create IDNs capable of implementing evidence-supported programs that address the 
needs of Medicaid beneficiaries with behavioral health conditions. The principle elements of 
these programs will include: 
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• Integrating physical and behavioral health to better address the full range of beneficiaries' 
needs; 

• Expanding mental health and substance use disorder treatment capacity to address 
behavioral health needs in appropriate settings; and 

• Reducing gaps in care during transitions across care settings through improved 
coordination for individuals with behavioral health conditions. 

The population to be addressed by the demonstration includes Medicaid beneficiaries of all ages 
with, or at risk for, behavioral health conditions ranging from Moderate depression and anxiety to 
substance use, to serious mental illness. While some of these conditions respond well to 
prevention strategies, early intervention and a short term course of treatment, others are serious 
chronic illnesses that require a long term recovery process often <resulting in ongoing treatment 
and management. 

b. Demonstration Goals and Objectives 

The demonstration is aimed at achiekihgrAhe l , llowing goals: 

• Improve the health and well-being of Medicaid benefielaries and other New Hampshire 
residents with behavioral health conditions through the implementation of evidence-

- supported prop ain,, coupled with access to appropriate community-based social support 
services to imps c physical ',Ind behavioral health outc.:otues. 

. 	. 
• Improve acct s to bchaviora - igaith care: throughout all of NH's regions by: 

. 	. 
unity-based behavioral health service capacity through the liicrci_tsmii L i..inini ... 	.... 

education; recruitment and training of a professional, allied-health, and peer 
workforce with kno‘NleiThe and skills to provide and coordinate the full 
continuum of sub Aance use and mental health services, 
Establishing robust technology solutions to support care planning and 
management and information sharing among providers and community based 
social suppol t sir\ ice agencies, and 

• Ineentivizinv the provision of high-need services, such as medication-assisted 
treatment foi substance use disorders, peer support and recovery services. 

• Foster the creation of IDNs that are built upon collaboration among partners including 
Federally Qualified Health Centers (FQHCs), Community Mental Health Centers 
(CMHCs), SUD clinics (including recovery providers), hospitals, independent primary 
care providers (PCPs), psychiatrists, psychologists and other behaviorists, medical 
specialists, county organizations such as nursing facilities and sheriffs), peer and family 
support counselors, and community-based social support agencies that serve the target 
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population in a region or regions. As described in detail in the Program Funding and 
Mechanics Protocol (Attachment D), IDNs must ensure they have a network of both 
medical and non-medical providers that together represent the full spectrum of care and 
related social services that might be needed by an individual with a mental health or 
substance use disorder in their geographic region (e.g., housing, food access, income 
support, transportation, employment services, and legal assistance). 

• Reduce the rate of growth in the total cost care for Medicaid beneficiaries with behavioral 
health conditions by reducing avoidable admissions and readmissions for psychiatric and 
physical diagnoses and avoidable use of the Emergency Department (ED) through more 
effective use of community-based options. 

To achieve these goals the IDNs will be charged with selectinz ad implementing specific 
evidence-supported projects and participating in statewide planning efforts. These projects 
are built around three enabling pathways: 	health and substance use disorder treatment 
capacity building, integration of physical and behavioral cam, and improving transitions of 
care across settings. In addition the IDNs will engage in a phased transition to Alternative 
Payment Models (APMs). These tbtir elements arc embedded in the following demonstration 
objectives: 

. Increase the state's capacity to impieinent eflectIve community based behavioral health 
prevention, treatment and recovery models that will reduce unnecessary use of inpatient 
and ED services, hospital readmissions the cycling ofjustice-involved individuals 
between jail and the community due to untreated behavioral health conditions, and wait 
times for ,,c•rvices. 

2. Promote integratii oi 	Lind behavioral health providers in a manner that breaks 
doNn  silos of care 	lump care, SUD and mental health providers. The level of 
integration to be achieved will be based on existing standards being developed through 
the State Innovation Model (SIM) planning process and the SAMHSA-defined standards 
for Levels of Integrated Healthcare. 

3. Enable coordinated care transitions for all members of the target population regardless of 
care setting (e.g. CMHC, primary care, inpatient hospital, corrections facility, SUD 
clinic, crisis stabilization unit). The objective is to ensure that the intensity level and 
duration of transition services are fully aligned with an individual's documented care 
plan, which will be based on an up-to-date, standard core comprehensive assessment. 

New Hampshire Building Capacity for Transformation Section 1115(a) Medicaid Demonstration 
ATTACHMENT C: DSRIP PLANNING PROTOCOL 

4 



4. Ensure IDNs participate in Alternative Payment Models (APMs) that move Medicaid 
payment from primarily volume-based to primarily value-based payment over the course 
of the demonstration period. 

To achieve these objectives, each IDN will be required to build a care continuum with the 
capacity to meet the needs of Medicaid beneficiaries with behavioral health conditions 
(diagnosed and undiagnosed) and to implement projects to further the objectives and goals of the 
demonstration. Additional details on the projects that IDNs are expected to implement and 
related metrics are provided in Sections III and IV. 

HL 	Project Protocols Menu 

a. 	Overview of Project Categories 

Each IDN will be required to implement six projects to address the needs of.  Medicaid 
beneficiaries with diagnosed and undiagnosed behavioral health conditions «ithin the population 
it serves. These six projects will be spiez.id across the f011o"Ving three categorie.,;: .41 

• Statewide Projects (2 mandatory projeCtfor alf 
• Core Competency Project (1 mandatory prHcc2t 	all IDNs); and 
• Community Driven PrOjects (IDNs select 3 pr+ ,juct;:.!among ETtions) 

For each project, the IDN will develop detailed plans and focused milestones as part of the 
IDN's Project Plan. As described in Section IV. project performance will be measured based on 
milestones and metries_that track: project planninejimplementation progress; clinical quality and 
utilizationindicators; and progress towards transition to Alternative Payment Models. 

b. 	Deseription of Proj& t ( 

I. Statewide Prole 	a 	ory for all IONs) 

Each IDN will be required to implement two Statewide Projects that are designed to address the 
following critical elements of New Hampshire's vision for transformation: (1) a workforce that is 
equipped to provide high-quality, integrated care throughout the state and, (2) an HIT 
infrastructure that allows for the exchange of information among providers and supports a robust 
care management approach for beneficiaries with behavioral health conditions. 
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IDNs will be required to implement the following two Statewide Projects: 

• Al. Behavioral Health Work Force Capacity Development 
• A2. Health Information Technology Planning and Development 

The effectiveness of these projects is dependent on active coordination across IDNs, and as such 
they will be supported by a state-wide planning effort that includes representatives from across 
New Hampshire. All IDNs will be required to participate in each of these projects through their 
respective collaborative statewide work groups with members-drawn from across the mental 
health and substance use provider communities in each IDN, as vvell as those with expertise in 
HIT and other members who can bring relevant experience and knowledge. These work groups 
will be charged with identifying the workforce capacity and technology requirements to meet 
demonstration goals and with assessing the current:gaps across the state and IDN regions. Using 
the work groups' findings, the IDNs will be required to develop regional approaches to closing 
the work force and technology gaps that impact the capacity for coordinated care management 
and information sharing; among medical, behavioral and social service provider,.The work 
groups will assess the current state aml develop a I'laure tLite vision that incorporates strategies 
to efficiently implement statewide or regiona-1 teLlin)Ity and workforce solutions. IDNs must 
participate in these projects and fulfill state-specified Icquircilii2ilts in order to be eligible for 
performance funding. 

2. 	Core Competency Project 1%.1andata ay far 	IDNs) 

Each IDN will be required to implement one (-()re Competency Project to ensure that behavioral 
health conditions ate routinelyand systematically addressed in the primary care setting and vice 
versa. Faun cLitional to ti 	efforts IDI\ls,  are required to integrate mental health and 
substance use disorder sere ices and primary care through the following Core Competency 
project: 

-974 

• BI. Integrated behavioral health and primary care 
Primary care pros 	behavioral health providers, and social services organizations will 
partner to implement an integrated care model that reflects the highest possible levels of 
collaboration/integration as defined within the SAMHSA Levels of Integrated Healthcare. 
The model will enable providers to collaborate to prevent and quickly detect, diagnose, treat 
and manage behavioral and medical conditions using standards of care that include: 

• Core standardized assessment framework that includes evidence based universal 
screening for depression and SBIRT 

• Health promotion and self-management support 
• Integrated electronic medical record 
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• Multi-disciplinary care teams that provide care management, care coordination 
and care transition support 

• An electronic assessment, care planning and management tool that enables 
information sharing among providers 

IDNs must participate in this project and fulfill state-specified requirements in order to be 
eligible for DSRIP incentive payments. Given the foundational nature of the project, IDNs are 
required to complete the process requirements for the project by no later than December 31, 
2018. 

3. Community Driven Projects (IDNs can select among options). 

Each IDN is required to select a total of three cominunity-driven pi',jc(-ts from a Project Menu 
established by the state. The IDN Project Mena is broken down into three categories, and IDNs 
will select one project within each of the following_ categories: (1) Care I! ansition Projects 
designed to support beneficiaries with transitions froth institutional settings into the community; 
(2) Capacity Building Projects designed to strengthen and expand workforce and program 
options; and (3) Integration Projects designed to integrate care for individuals with behavioral 
health conditions among primary care, heir Li oral lic,11111 care and social service providers. 

The IDN Community Drip en Menu oflm ,Jects gives IDNsIthe 11cxiHility to undertake work 
reflective of communit -Teeilic-priorities identified through a behavioral health needs 
assessment and community engagement. IDNs will be required to conduct a behavioral needs 
assessment as part of development of;the IDN Project Plans described further in Section V. The 

. 
menu of COMMtillit\ -driven projects gives IDNs the flexibility to target key sub-populations; to 
change the way that ere is provided in a variety of care delivery settings and at various stages of 
treatment and recovery tor sub-populations; and to use a variety of approaches to change the way 
care is delivered. The goal is to employ these services across the state to ensure a full spectrum 
of care is accessible for individuals with a,.3.ive diagnoses and those who are undiagnosed or at 
risk. 

1. Care Transitions Projects: Support beneficiaries with transitions from institutional setting 
to community 

o Cl. Care Transition Teams 
• C2. Community Reentry Program for Justice-Involved Individuals 
o C3. Nursing Home Transitions of Care 
o C4. Supportive Housing 
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2. 	Capacity Building Projects: Expand availability and accessibility of evidence supported 
programs across the state and supplement existing workforce with additional staff and 
training 

o Dl. Medication Assisted Therapy (MAT) 
o D2. Mental Health First Aid for Medical Providers, Law Enforcement, and 

Social Services Providers 
o D3. Treatment Alternatives to Incarceration (CIT) 
o D4. Parachute Program for the Unserved 
o D5. Zero Suicide 
o D6. Community-Based Stabilization 
o D7. Coordinated Specialty Care for First Episode Psychosis 
o D8. Peer Support for Full Range of Behavioral Ilealth Services/Community 

Health Worker Program 

3. Integration Projects: Promote collaboration between primary care 	behavioral health 
care 

O El. InSHAPE Program 
0 E2. School-Based Screening and Intervention 
0 
	

E3. Treatment Alternatives to Incarceration (1 f iiiversal Screening) 
0 
	Et. Early Childhood Prevention and It ter. en ti on s 

0 E5. Collaborative Care/IMPAC_T NIndel 
0 E6. Integrate(] Dual Disorder Treatment 
0 E7 Enhanced Care Coordination for High Risk/High Utilization- Multiple 

Chronic Condition Populations 

Table 1. Project ProtocOls Menu 

fl PROJE:1 I OF SCRIP'l ION 

'.. 51 	t 11.-N1i1)1_ PROJEC I s I!) 	. 	; 	1 l.L;;Q; 	L 	r , 	J r),,,;;', 	rl,, 	I 	.1.i. 	,', 	.1,', 

Al 
BH Workforce Cap. city 
Development 

Cross-IDN, statewide, workforce capacity planning, including: (1) gap analysis 
of professionals, allied professionals and peers; (2) regional Workforce capacity 
targets; (3) training curricula; and (4) pipeline improvement plans. IDNs to use 
statewide planning work products to develop and implement IDN project. 

A2 
Health Information Technology 
Planning and Development 

IDNs to participate in statewide H1T/E planning to: (1) develop requirements for 
electronic coordinated care management system and information sharing; (2) 
assess current state of technology use in care planning, management and 
tracking; (3) consider strategies to efficiently implement statewide or regional 
technology solutions; and (4) develop milestones for IDNs to demonstrate steps 
towards having a technology platform to share care coordination data across all 
ION providers inclusive of social service providers.. 

i 	t: ORE '011.1P1; I 1.N( 1 PRWI;( l s /1) ', 	, 	,;i:111,[. L! k , 	111,' ,:, 	OIL 21' 	(,'?, 	p,",L ,_ 
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B1 

PRO.D.( 	i DI'S( 101'110N 

• 

Integrated Behavioral Health 
and Primary Care 

Pediatric and adult behavioral health and primary care providers, working in 
concert with social services organizations, will implement a collaborative, 
integrated care model that reflects the highest feasible levels of 
collaboration/integration as defined within the SAHMSA Levels of Integrated 
Healthcare (e.g., Level 5 or 6). 

Primary care providers, behavioral health providers, and social services 
organizations will partner to: 

• Provide prevention, detection, accurate diagnosis, treatment, and 
follow-up of both behavioral health and physical conditions, and 
referral to community ancESocial support services 

• Address health behaviets (including those contributing to chronic 
medical illnesses), likstiessors and crises, stress-related physical 
symptoms, and ineffecOe patterns of health care utilization 

Standards will inciu,u!, 	 : 
• Use of a co'i: standardized asse.ssmcnt framework, including universal 

evidOnce-supported screening for depression, substance use (e.g., 
P1402 & 9, SHIRT), and medical conclitimis , and a patient activation 
tool/measure (e.g., Patient Activation Metisiire. or PAM) 

• Integrated aectronic•mcdieal records 

• Health prod6tion raid self-management support 
: 	::t : it - I:, ipt i:1,L: y care teams that provide cue to the whole 

: , t a thi( , .] , t -i a ':[,) v, tong door' model of care management and care 
: ,, , I , I inatiou SI 1 '. it l 	:7 I diuding comprehensive transitional care from 

LI Er ,Ill c r.: I: iiilithcl ,' ILi]i. Ptifient monitoring and follow-up support 
ervi °es 

• Au el -;(::-0TliQ c;Ire pthriti iti 4/tracking tool that can be shared among a 
patient's pro id:; ton -n in clu -,'.,'.• of social support service providers 

C. COMN11 M 1 )1 -DIM f , PRO.II:( i S 
/DM' /0 -rs.,.ilect ow.-t prof c,.- _ r r 	L ,Irr or 3: 	c',0 Lr 	1,- I , ;' 	'' 	. 	( 	il: 	 '2) 

/nreg/.00(.tri("((tk • ,"' 'r • L S 
_, 	__ 
C. Care Transitions II ) 	,, ;row -elec .! ;ne prole, t it,.no this caA,gor,' - 	= 	 • 

CI Caxc. Transition Teams 

J I me linWe(1 Cone 0..rinsilion program with multi-disciplinary team that follows 
't riti eat Time htlertiention' approach to provide care at staged levels of intensity 
t , •sup port SMI patients with transitions from an institutional setting back to the 

flutionity. 

C2 
Community Reentry Programj 
for Justice-Involved Individual 

t= , )imittiiity reentry planning: a time-limited program for justice-involved 
populations transitioning back into the community including supports for 
substance use disorder, co-occurring disorders, and mental health service 
coordination with Department of Corrections Probation and Parole 

C3 
Nursing Home Transitinus-ut 
Care 

T'arly intervention by multi-disciplinary team identifies, assesses, treats and 
manages care for residents with behavioral health conditions using consulting 
psychiatrist to prevent unnecessary inpatient admissions, and provide smooth 
care transitions as necessary. 

C4 Supportive Housing 

IDNs will partner with community housing providers to develop transitional 
and/ or permanent supportive housing for high risk patients who, due to their 
physical or behavioral condition, have difficulty transitioning safely to the 
community or are in need of short term interventions to safely transition to the 
community. _ 

D capiteitYlIttilding WArs tp.:-seleetowtiyOfict,_Th211EthiS:eat(:go 
_..  

D I 
Medication Assisted Therapy 

(MAT) 
Implement evidence based program combining behavioral therapy and 
medications to treat SUD. 

New Hampshire Building Capacity for Transformation Section 1115(a) Medicaid Demonstration 
ATTACHMENT C: DSRIP PLANNING PROTOCOL 

9 



# 

D2 

PRO.11:( 	f DESCIZ I P 11( ).N, 

Mental Health First Aid for 
Medical Providers, Law 
Enforcement, and Social 
Services Providers 

Adult public education program to train adults to assist itidividuals with mental 
health and SUD who are in crises through ALGEE process: Assess, Listen, Give 
reassurance, Encourage professional help; Encourage self-help; 

D3 
Treatment Alternatives to 
Incarceration (Crisis 
Intervention Team) 

The Crisis Intervention Team (CIT) model provides police officers 40 hours of 
training provided by mental health clinicians, consumer and family advocates, 
and police trainers. Training includes: information on signs and symptoms of 
mental illnesses; mental health treatment; co-occurring disorders; legal issues; 
and de-escalation techniques. Information is presented in didactic, experiential 
and practical skills/scenario based trujuing formats. 

D4 "Parachute Program" 

A comprehensive crisis response. program centered around 24/7 Crisis Respite 
Centers that offer an alternative to'hospitalization for people experiencing 
emotional crises, and are lurgelpstaft.ed by trained peers who themselves have 
had their own experiences with dale MeMal health system. Mobile crisis teams 
are an important c..AWitment of the model. This program will be expanded to 
underserved regitt;itsiiiider the Demonstration to ensure accessibility to . 	. 
populations: not gurrently served. 

DS Zero Suicide 

Zero Suicide iS .a:systemic approach that aims to improve quality through use of 
evidence based practices directed at suicide preventibiu it aims'to close gaps in 
care, provide training tOTsysternatictilly identify and as,,,4:s suicide risk among 
poiipie receiving care. 

D6 Community-Based Stabilization 

Cdtifirritinitybased medic ;Ilion assisted treatment withdrawal management and 
harm./ ccluctiOitsen•ice piograntS 'paired with mental health services for 
individuals with-substance use disorders that are linked to treatment and care 
mamigeiia 	servie,s. 

D7 
Coordinated Sm:4th 	t "ar c for 
First Episode Psycho,is 

niiti- disciplinary earsa with silvan ctie-t-aJo-  staff ratio intervenes with 
iiidividuals:durirtOrstiortly tiller their first psychotic episode. The program is 
i :dense and tini-giritited (2-3 years) using multi-disciplinary team members 
i i ieluding peerstand provides family support services. 

08 

Peer Support for Full Range iii 
1 

Behavioral. Ifealth 
Se6tices/Corrminity I I cit It], 
Worker Prot ra m 

t. qunselor with lived experience with mental health or substance use conditions 
anci \,,, L6  -is trained iffthe provision of peer recovery support services assists 
clients v ii h recovery by recognizing and developing strengths, and setting goals. 

In egration 
---_- _ 	- 

. 
. •ITYvit to S(/Orrow ,.1 pro,(x.t 	, 	orei, ,01,,,, ,  r fit,  

El InSHAPI I 'rogram 
V, ellacss program that brings together community organizations concerned with 
health, exercise and nutrition to provide participants with health mentors, fitness 
activities, nutrition counseling, smoking cessation support, medical support, etc. 

E2 
School-based 
Screening/Intervention 

IDN-wide program planning for school based mental health and substance use 
screening and brief intervention. School based staff trained to identify at risk 
students and to handle low severity mental health and risky substance use. 
Development of referral to treatment protocols required. 

E3 
Treatment Alternatives to 
Incarceration (Universal 
Screening) 

Evidence based depression and substance use screening and treatment for 
Medicaid eligible individuals entering the justice system with post-discharge 
follow up services through community re-entry program. 

E4 
Early Childhood Prevention and 
Interventions 

Promote the wellness of young children ages birth to 8 by addressing the 
physical, social, emotional, cognitive, and behavioral aspects of their 
development. Prevention and intervention includes: improved screening 
activities; mental health consultation to early child care settings; promotion of 
family support; parent education; and evidence-based home visiting to support 
optimal social-emotional wellness. 
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i 

E5 

Pkti.11.( 	I lsi-S( 	RIP1 ltiti 

Collaborative Care/IMPACT 
Model 

Implement evidence-based depression care model based in primary care 
practices using depression care manager and consulting psychiatrist to support 
PCP in treatment of patients with mild to moderate depression and anxiety. 

Integrated Dual Disorder 
Treatment (IDDT) 

An evidence based multi-disciplinary program combining SLID treatment and 
mental health treatment using 'stages of change/treatment' approach along with 
pharmacological and psychosocial therapies and holistic program supports 

E7 

Enhanced Care Coordination 
for High Risk/High Utilizing 
Populations/Multiple Chronic 
Condition Populations 

Comprehensive care management services for high need populations including 
opioid addicted individuals, those with co-occurring intellectual disability and 
mental health conditions, arid other identified high utilizing individuals with 
multiple chronic conditions and/or cocial factors that are barriers to improved 
well-being. 

IV. 	Project Stages, Milestones, and Metrics 

a. Stage :1 Capacity Building Elements De:-Scription, Progress Mii,'102(,,s, and Metrics - 

During DSRIP Year 1, IDNs will be accountable for the development, submission, and approval 
of an IDN Project Plan. As part of this Project Plan, in accordance with STC 28c, IDNs must 
identify 'Stage 1' process milestones for each project that will demonstrate progress against 
meeting project objectives during Years 2 and 3. Additional parameters and guidance related to 
these milestones will be reflected in the Project and Metrics Specificition Guide and the IDN 
Project Plan template. 

b. Stages 2 and 3: Proicut Utilization 	oit's and System Transformation Utilization 
Milestone 

The follOwing project tailiia Lion ,ind system transformation metrics will be used to measure IDN 
progress against meeting pioect goals:and targeted levels of improvement against performance 
indicators. Section IV(c) of Attachment D..,goes into further detail on how these measures will be 
used to evaluate IDN performance. 

Table 2. Project Metric:, \ Icing 

Measure -Name 1,,sociatcd l'rrilects 
State Vs, icit‘ 

NIcasiirc? 

‘A orlift.TceCapac 

Wait list in ED for inpatient BH admission 
C1-4, D2 , D4, D7, 
E7 

Wait times for intake and treatment for mental health Al, D2, D4 

Wait times for intake and treatment for SUD AI 

Expansion of workforce AI 
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llea. arc 'ante ASSOciated Projects 
State- V,- ide 
measure? 

Vollowtip after    ED ‘isit or hospitalization 

Follow-up after Emergency Department visit for alcohol and other 
drug dependence - within 30 days 

Al, A2, Bl, C1-2, 

DI, D6-8, El-2, £7 

Follow-up after Emergency Department visit for mental illness - 
within 30 days 

Al, A2, B 1, CI, D1-
8, E2, E5, E7 

Follow-up after hospitalization for mental illness - within 30 days 
AI-2,BI, Cl, D1-8, 

 
E1-2, E7 

Follow-up after hospitalization for mental illness - within 7 days 
A1-2, BI, C1, D1-8, 

1-2, E7 

Timely transmission of transition record (discharges from an 

inpatient facility to horne/self-care or any other site of care) 
12, In 

EHR tracking of IOM social determinants 131 

SCre enilig:aii0.iscssnica 

Percent of total population served who were assessed v,ith 
appropriate standardized core assessment or screening it, i1(s) at 
appropriate intervals. 

B 1, D5, E-L I 7 x 

Screening for clinical depression using standardized tool (wholi: 

population as indicated by assessment) 

B4, D5, E3, ES, E6, 

E2 

Screening for substance use including alcohol 7 SI3IRT (whole 
population as indicated by assessment) 

1;1, D5 E3-4, £6, E7 

Progress toward meeting criteria of B1 project-{ca. adoption 

standardized assessment fratne 	ork. universal screenir LI. _,1% 

management services, Multl-diseiplinar) care teatns,,be..11,  ri 

promotion and self-manatement. full use of certified-El ii', 

electronic care planning tools with in fimination sharing e,,I „ability 

etc.) 

, 

Integration of Care - 

Progress-Alt-mg I';,',I\II ESA framework for I eve:s of Integrated Care B 1, E4 

Integration of services addresking scRlial determinants via selected _ 	. 	_., 
community Lased organizations 

A2, El, C1-4, D2-3, 

D6, D8, E1-3, E7 

Global score for selected general HEDIS rnedsUres for BH 
population (e,g.,:  Diabetes Care) 

131 El, E4, E7 

Smoking and 	o_cessation coon soling visit for tobacco users B I, EI-2, £4, E7 

Global score for USPSTF A & B recommendations for BH 

Population (e.g., cancer Sereerli ill! 	Lspirin, blood pressure, Hep 
B&C, intimate partner violet- eti) 

111, E1-4, E7 

Recommended well care visits for BH Population A2, B 1, E4 

Smoking and tobacco cessation counseling visit for tobacco users EI-2, E4 E7 

.:E1-) and lnpationt .1..itili2111i:On . 

Potentially preventable ED visits for BH population and total 
Population 

A1-2, 04,131, DI, 

D3-4, D5, 6,138, El- 
2, E6, £7 

x 

Readmission to hospital for BH population for any cause at 30 days B 1, CI-4, El, 4, 7 x 

Frequent BH ED visits for BH population B 1, D2, D4, D7,£6, 
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Measure Name 	 Associated Projects 
State-nlitle 

\leasurc'.' 

L7 

c. Stage 4 Alternative Payment Model Milestones 

Pursuant to STC 44, the state must ensure IDNs participate in Alternative Payment Models 

(APMs) that move Medicaid payment from primarily volume-based to primarily value-based 

payment over the course of the demonstration period. Table 3 identifies the APM milestones for 

meeting this demonstration objective. 

Table 3. APM Milestones Menu 

vir 
1Itei mai% e l'io. mem :Model i 1 	AllIestoilcs 

I I ,E Engage in periodic meetings with Managed Care Organizations to stippoit pi.iiil, illi transition icy 	\ i 1 ,, 

Conduct IDN baseline assessment of current use of APMs among partners 

Participate in development of statewide APM roadinap 

Develop MN-specific roadmap for transition towards APMs 

V. 	Requirements for ION Project Plans 

. 	..*. 	. 
Once IDN.s have beety:Selected thOUgh the prose described in the Program Funding and --..,. 
Mechanics Protocol (Attachment f?), IDNs will prepare and submit Project Plans. Generally, the 

	

Project Plan \vi N provide a- bliieprint cat 	that anIDN intends to undertake, explain how 

	

...................,.... 	,... 	....,. 

	

....::::::............... 	..._ 	. 	:... 	...:.,..,. 
its workj-esponds to corn trun ifY7•spccific needs and furthers the objectives of the demonstration, „:.._........:- 	 .........,_ 	•-,-,........-..:::.. . 	J.. 	, v.. 	 .,........ 
and provide details on its-eon-I pns Itio)). and goveitanee structure. In order to be eligible to receive ,,.....,..:. ..,:::...,.. 	..:....... 
IDN incentive payments, an .41)\ Inu:s'(have an approved IDN Project Plan. 

The state will develop and post d draft T ON Project Plan Template for public comment by 

	

(16j. and issue a final version by 	1 101.IDNs may use their capacity building and project 

design funds to prepare their Project Plans. As they develop their Project Plans, they must solicit 

and incorporate community input to ensure they reflect the specific needs of the regions they are 

serving. After the Project Plans are submitted to the state, they will be reviewed by an 

independent assessor, as described in the Attachment D, and may be subject to additional review 

by CMS. 

Each IDN Project Plan must include the following: 

1. IDN Mental Health and Substance Use (MHSU) Needs Assessment.-  Each IDN must 

conduct and report on a needs assessment that includes: 
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o A demographic profile of the Medicaid and general population living in the IDN 
Service Region, including by race, ethnicity, age, income, and education level 

o Prevalence rates of MHSU disorders among both the general and the Medicaid 
population including rates of serious mental illness, substance use (alcohol, 
tobacco, opioids), and, to the extent possible, undiagnosed conditions. 

o An assessment of the gaps in care for the target population and sub populations, 
(e.g., age groups, opiate users, those with co-occurring (MH/SU) disorders 
including the developmentally disabled) 

• Identification of the current community mental health and substance use resources 
available for beneficiaries living in an IDN's region across the care continuum, 
including during recovery 

o Identification of current community-based-social -services organizations and 
resources that could provide social supports to beneficiaries with behavioral 
health conditions, including housirw.'homeless services. legal services, financial 
help, nutritional assistance, and job training or other employinent services 

2. 	IDN Community Engageme lit • In developing its Project Plan, the IDN -must 
demonstrate that it has sulk itcd.and incorporated input from individual members of 
the target population, the broider community and organizations that serve the 
community, particularly those who serveAhe MeOicaidpopulation and those 
individuals and populations with mental health arid substance use disorders. The Plan 
must also describe the process illL• I DN a i r0 I OW to engage the public and how such 
engagement will continue throughout the demonstration period. 

omposition: The TM Proicct Plan will describe the membership composition 
of i i network.. IDNs must inL 	a range of organizations that can participate in 
required and optional projects. Together, these partners must represent the full 
spectrum of care and iclated social services that might be needed by an individual 
with a mental health or substance use condition. Partners will include CMHCs, 
primary-Care providers , substance use providers including recovery services, peer 
supports, hospitals, home care providers, nursing homes and community based social 
support service providers, Please refer to the Program Funding and Mechanics 
Protocol (Attachment D) for additional detail on specific IDN composition 
requirements. 

4. IDN Governance: The IDN Project Plan will describe how the IDN shall ensure that 
the governance processes established in the organizational structure of the IDN 
provide for full participation of IDN partners in decision-making processes and that 
the IDN partners, including the administrative lead, are accountable to each other, 
with clearly defined mechanisms to facilitate decision-making. Each IDN must have 
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an organizational structure that enables accountability for the following domains: 
financial governance and funds allocation, clinical governance, data/information 
technology, community engagement and workforce capacity. 

5, Financial governance and funds allocation: The IDN Project Plan must describe how 
decisions about the distribution of funds will be made, the roles and responsibilities of 
each partner in funds distribution, and how the IDN will develop an annual fund 
allocation plan. The plan should also include a proposed budget that includes 
allocations for central services support, IT, clinical projects, and workforce capacity. 

6. Clinical governance: The IDN Project Plan must describe how and by whom standard 
clinical pathways will be developed and a description of strategies for monitoring and 
managing patient outcomes, 

7. Data/Information Technology: The IDN Project Plan must provide a data governance 
plan and a plan to provide needed technology and data sharing capacity among 
partners and reporting and lnnnitoring processes in-alignment with slate guidance. 

8. Workforce capacity: The 11WI'roject Plan must deVelop a plan aligned with the 
Statewide Workforce project pals to mcrease the numbers and types of providers 
needed to providestapid access and integrated (i'eatment in mental health and 
substance usc prograiii; support seOiceS and prirnamcare. 

9. IDN Prrrfect Selection: The IDN Project Plan must describe its rationale for selecting 
from among the co nnluaits driven pro*ts. The plan must describe how these 
projects align s.ith tli it :in 4ormation waiver objectives and how they will transform 
care delivery \\' Ain the IDN. IDNs should select projects principally based on the 
findings from the I1SISIT Needs Assessment and should consider opportunities for 
rapid deployment among other factors. 

10. Implementation Timeline and Project Milestones: The IDN Project Plan must provide 
a timeline for implementation and completion of each project, in alignment with state 
parameters. In addition, in accordance with STC 28c, the IDN must identify 
milestones for each project that will demonstrate progress against meeting project 
objectives. Additional parameters and guidance related to these milestones will be 
included in the IDN Project Plan template. 

11. Project Outcomes: In accordance with STC 28e, the IDN Project Plan must describe 
outcomes it expects to achieve in each of the four project stages, in alignment with 
metrics and parameters provided by the state. 

New Hampshire Building Capacity for Transformation Section 1115(a) Medicaid Demonstration 
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12. IDN Assets and Barriers to Goal Achievement: Each IDN Project Plan must describe 
the assets that =the IDN brings to its delivery transformation program, and the 
challenges or barriers the IDN expects to confront in improving outcomes and 
lowering costs of care for the target population. The Plan must also address how the 
IDN will mitigate the impact of these challenges and what new capabilities will be 
required to be successful. 

Process for IDN Project Plan Modification 

No more than once a year, IDNs may submit proposed modiliwtions to an approved IDN Project 
Plan for state and CMS review. In certain extremely limited cases it may become evident that the 
methodology used to identifya performance goal andlor improvement target is no longer 
appropriate, or that unique circumstances/developments require the JDN.to modify its original 
plan. As part of the Plan modification process, <Lit 11)N may seek to "reclaith"_ incentive funding 
that is unearned because unique circumstances led to the 1DN's failure to achie-ve certain 
performance metrics for a given reporting period. As described in Section VII of Attachment D, 
funding amounts that are unearned will be available to the IDN for two immediate, subsequent 
reporting periods. Project Plan modifications ma:\ nut decrease the scope of a project unless they 
also propose to decrease the project group's valtvit lob. nor can th.c lower expectations for 
performance because itlias pro\ en more difficult than expecteJ t« inA.:et a milestone. 
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New Hampshire. Department of Health and Human Services 

Budding Capacity for Transformation Section 1115 Demonstration Waiver Application Amendment  

1) ProVide a summary of the proposed Demonstration program, and how it :01.1.4110er the 
objectives of title XIX and/or title XXI of the Social Security Act (the Act). 

In New Hampshire, the demand for mental health and substance abuse services is increasing; 
provider capacity is already strained and the capacity that exists is not well positioned to deliver 
the comprehensive and integrated care that can most effectively address the needs of patients 
with severe behavioral health problems or comorbid physical and behavioral health problems. 
This demonstration responds to this pressing need and proposes to transform the,delivery 

system for some of4he most medically complex and costly..Medicaid 

A number of factOrs have come together to make the tranSforniation of New Hampshire's 
behavioral health delivery system an urgent priority for the State. First, the State expanded 
Medicaid to,  cover the new adult group—an estimated one  in six of whom have extensive 
mental health or substance abuse needs—increasing the demands on the delivery systerh. 
Second, New Hampshire now covers substance use disorder (SUD) services for the Medicaid 
expansion population, and Governor Hassan has proposed extending:the SUD benefit to the. 

entire Medicaid population in SFY 2017. Dramatically expanding Medicaid coverage for SUD 
services increases demand on already-strained SUD providers. Finally, the expansion of 
coverage for new populations:And new services coincides with an epidemic of ()plaid abusein 
New ngland. 

Currently, the behaVioral health delivery system is not poised to meet the increasing demands. 
There are too few community-based behavioral health providers, and many of,  these providers 
are financially strained. Because of long waits for community-based behavioral health services, 
many patients' needs are not addressed;in the community in a timely fashion. The lack of 
community-based options creates an over-reliance on inpatient psychiatric care. And when 

patients reach a crisis, there are too few inpatient psychiatric beds, meaning that they must 

wait in the emergency room for a bed to become available. Additionally, mental health 
providers, SUD providers, and physical health providers each operate in silos, with little 
coordination across provider types or with community-based supports. 

New Hampshire seeks to transform its behavioral health delivery system to (1) deliver 

integrated physical and behavioral health care thatbetter addresses the full range of 
individuals' needs, (2) expand.capacity to address emerging and ongoing behavioral health 
needs in an appropriate setting, and (3) reduce gaps in care during transitions across care 
settings by improving coordination across providers and linking patients with community 

supports. 

Through this demonstration, New Hampshire Medicaid will have the resources to invest in 

transformation and the flexibility to adopt a regionally-based approach. The demonstration 
funds will enable the State to make performance-based funding available to providers to form 

3 



New Hampshire Department of Health and Human Services 

Building Capacity for Transformation Section 1115 Demonstration Waiver Application Amendment 

 

regionally-based integrated delivery networks (IDNs). The IDNs will receive funding to 
undertake projects to increase integration across providers and community social service 
agencies, expand capacity, develop new expertise and improve care transitions. By working 
with managed care plans to require value-based purchasing in the future, the State will also 
establish a means to sustain the IDNs' activities after the demonstration ends. 

To develop its transformation plan as is outlined in this amendment to the State's Building 
Capacity for Transformation Demonstration, New Hampshire worked intensively with 
stakeholders throughout the Fall of 2014. Through this process, the Department of Health and 
Human Services conducted nearly 20 interviews with community-based clinics and hospitals, 
foundation experts, community based social services agencies and leadership at other state 
agencies such as the Department of Corrections. It also held a public information session with 
over 75 attendees. There was striking consensus among the stakeholders—New Hampshire's 
behavioral health system is in crisis and a comprehensive response is required. And now is the 
time. 

Rationale for the Demonstration 

The demonstration is intended to address the following critical issues: 

a 	Severe capacity issues. Even as the heroin epidemic continues to wreak havoc in New 
Hampshire, the state has far too few substance abuse providers—four out of the 13 
public health regions in the State do not have any residential substance abuse 
providers; many have only two to three providers that can provide medication-assisted 
treatment; and one has no such providers. Last year, foundations in the state had to 
provide emergency funding to some substance abuse clinics so that they could keep 
their doors open. And many community mental health centers are also struggling 
financially. The closure of any substance abuse clinics or community mental health 
centers would further exacerbate the capacity issues. New Hampshire Hospital, the 
State's facility for people with severe mental illness, operates at 100 percent capacity, 
and 2 out of 3 people admitted must spend more than a day waiting in the ER before a 

bed is available. In the community, new adult patients must wait 26 days for an 
appointment with a mental health counselor and 49 days if they need to see someone 

with prescribing authority. 

o 	"Siloed" care for people with physical and behavioral health issues. Stakeholders 
repeatedly raised concerns about the "siloed" way in which care is delivered to 
Medicaid beneficiaries in New Hampshire. Despite promising pilot projects and discrete 

initiatives, the reality is that most Medicaid beneficiaries essentially must navigate two 
different health care systems in New Hampshire if they want to address both their 
physical and behavioral health needs. With the research showing that people with 
severe mental illness die on average 25 to 30 years earlier than the general population, 
often because of serious physical conditions such as diabetes, heart disease, obesity, 
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and smoking-induced illnesses, the siloed nature of care in New Hampshire must 
change. 

high riSle .of people with behavioral health issues falling through the cracks,during care 
transitions. Over the past half-decade, New Hampshire has lost ground in providing 
follow up after a behavioral health discharge — between 2007 and 2012, the percent of 
patients hbspitalized for a mental health disorder who receive follow up care in the 30 
days after discharge has deteriorated from 78,8 to 72.8 percent. With more people 

than ever relying on Medicaid, this trend must be reversed, New Hampshire also views 
release from jail or prison as a care transition, and one that has taken on increased 
importance now that it is responsible for providing care to most incarcerated people 
when they return to the community. Currently, 48 percent of New Hampshire residents 
who leave a state correctional facility have their parole revoked due to a substance use-
related issue, a clear indication that more must be done to provide greater continuity of 
substance abuse treatment during and after 'a departure from prison. 

Key Elen4efit§-bf the Den of 

To reSbOnd:to these challenges,.New-HaMOshire's DerObpstration will use the folloWirig fOUr 
tools: 

:Tool #1 tinielimited Transition Funding for SafetiNet PrOviders:The'Demonstratian 
will make time-limited payments to safety net providers charged with providing SUD 
and mental health services to growing numbers of New Hampshire. To qualify for 
transition funding, providers will be required to demonstrate a need for additional 
funding to sustain their current capacity, commit to maintaining or expanding services 
provided prior to delivery system reform, and agree to participate in the demonstration. 

This funding is not designed to solve the state's capacity issues, but it will allow safety 
net providers to survive long enough that they can develop sustainable models for 
providing care to the growing numbers of Medicaid beneficiaries. 

TOI-Aft2: Integrated Delivery System Networks (IDNs). The Demonstration will support 
the development of regional networks of providers, known as Integrated Delivery 

Networks or IDNs. Each IDN will implement a series of projects, The projects will be 
designed to increase capacity to provide behavioral health services; promote integration 

Of behavioral and physical health along with community social service supports; and 

support care transitions. IDNs that successfully implement projects and meet metrics 
will qualify for performance-based payments. A lead applicant will serve as the 
coordinating entity and single point of accountability for the State, but providers will be 

expected to'work together to design and implement delivery system reform changes.. A 
key purpose of the IDNs is to spur providers to adopt the operational, clinical and 
cultural changes required to build new partnerships and work outside of existing "silos" 

of care. in recognition that such fundamental change requires time and resources, 
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payments initially will be based on meeting process-based metrics, but over time, they 
will be linked to outcome measures. 

Tool #3: Statewide Resources To Support Implementation. New Hampshire will 
support IDNs through technical assistance and learning collaboratives. 

Tool #4: Coordinating with Medicaid Managed Care to Promote Sustainability. 

To ensure the sustainability of the initiative after the Demonstration funding ends, the 
State will establish a process to evaluate whether and how to ensure that health plans 
participating in Medicaid Care Management enter into value-based contracting 
arrangements with IDNs. This process will build upon the existing requirement that 
Medicaid Care Management plans develop and implement a payment reform plan. 
Under the value-based contracting arrangements, the managed care organizations and 
IDNs will work together to provide high quality, cost-effective care to Medicaid 
beneficiaries. 

In sum, the waiver is a critical component of New Hampshire's broader delivery system and 
Medicaid reform agenda. It has been designed to build upon and strengthen a number of other 

initiatives underway in New Hampshire, including the expansion of Medicaid to newly eligible 
adults; the recent move to comprehensive Medicaid managed care (which includes both 

physical and behavioral health benefits); the State's Health Improvement Plan; the recently 
awarded State Innovation Model Planning Grant; the Governor's proposal to extend SUD 
services to the whole Medicaid population in SFY 2017; and the State's initiative to reorganize 
the Department of Health and Human Service around a "whole person" approach to providing 
services. The State will also evaluate whether and how a health home program could further 
support New Hampshire's delivery system transformation. 

In this larger context, the particular role of the 1115 transformation waiver is to help New 

Hampshire's health care providers and community partners transition to a new way of 
providing care for people with behavioral health issues. By providing funding to support 
delivery system transformation—rather than to cover the costs of specific services rendered by 
providers—the waiver will encourage and enable health care providers and community 

partners within a region to form relationships focused on transforming care. Once providers 
have gained experience in jointly implementing new care models for individuals with behavioral 
health needs, they will build on that experience to transform care more broadly. In effect, the 
IDNs will provide a platform on which to build broader delivery system reform, including for 
Medicaid beneficiaries without behavioral health issues and even, potentially, New Hampshire 
residents who are not enrolled in Medicaid. 

2) Include the rationale for the Demonstration 

The purpose of this demonstration is to support New. Hampshire's effort to provide high 
quality, integrated, and cost-effective care to individuals with behavioral health issues (mental 
health and substance abuse). It is designed to complement and strengthen a number of existing 
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New Hampshire initiatives, including the expansion of Medicaid to newly eligible adults. Under 
the expansion, newly eligible adults, many of whom have significant behavioral health issues, 
will qualify for a benefit package that includes mental health and substance use disorder 
services. Additionally, the proposed expansion of SUD benefits to the remaining Medicaid 
population in SFY 2017 further amplifies the need to strengthen the SUD delivery system and to 
improve the integration of behavioral health and physical health services. Taken together, the 
Medicaid expansion and proposed expansion of the SUD benefit make it critical for New 
Hampshire to find a way to provide integrated physical and behavioral health care in a 
deliberate, innovative and, cost-effective way that meets the needs of Medicaid beneficiaries. 

Without a revamping of its delivery system, New Hampshire risks further straining the already-
limited capacity of the State's providers and could result in a missed opportunity to provide 
high quality care to beneficiaries. 

The waiver is focused on the need to improve care for beneficiaries with both long-standing 
and emerging behavioral health issues because they represent a large and growing share of 
New Hampshire's Medicaid expenditures. Based on data from SFY 2008- SFY 2011, roughly one 
in six the State's Medicaid beneficiaries have a behavioral health issue. Since during that period 
the State did not cover the new adult group or SUD services, that number likely significantly 
underestimates the current number of beneficiaries with behavioral health issues. 

Need for More Integrated Care 
People with severe mental illness die on average 25 to 30 years earlier than the general 

population. They have much higher rates of a range of serious physical conditions such 
as diabetes, heart disease, obesity, and smoking-induced illnesses. At the same time, 
people with more modest behavioral health issues often go undiagnosed and untreated 
even though they do see a primary care provider. 

New Hampshire views it as essential for providers to offer better integrated physical and 
behavioral health care for people with severe problems, as well as for those with more 

modest behavioral health issues. Providers, too, have indicated their interest in 
developing more integrated physical and behavioral health care models, and some 
providers are partnering to improve integration (see appendix for additional details). 
But more integration is necessary. 

To spur integration, the demonstration will provide funding to develop and sustain 
partnerships among providers to implement projects to integrate behavioral health and 
primary care services. By integrating care, providers will identify emerging behavioral 
health issues and ensure that behavioral and physical health treatments are compatible 
and that beneficiaries are connected to essential community social services resources. 
The Demonstration will provide them with resources to make the operational, clinical, 
data integration and cultural changes needed to provide such care. The partnerships 

are expected to include social services agencies and community-based organizations 
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given the strong evidence that stable housing and work opportunities are critical to 
maintaining the health of people with behavioral health issues. 

Limited Mental Health Capacity and Need for Greater Community Supports 

New Hampshire is facing a crisis in its behavioral health system. New Hampshire 
Hospital, the state hospital for individuals with severe mental illness, operates at 100 
percent of capacity. The demand for intensive psychiatric care has grown across the 
State, as the number of inpatient psychiatric beds has declined by 27 percent over the 

past 9 years.1  At the same time, residential alternatives to inpatient care have 
diminished resulting in a log jam where people are stuck in inpatient beds because they 
have no place to go and individuals in need of inpatient beds sit in the Emergency 
Department (ED). In some instances, people must wait days for an inpatient hospital 
bed. In fact, close to two in three Medicaid beneficiaries admitted to New Hampshire 
Hospital waited in an ED for more than a full day before they could secure treatment.2  

New Hampshire also lacks capacity to deliver needed community-based mental health 

services. On average, new adult patients must wait 26 days for an appointment with a 
mental health counselor or therapist.3  If the patient needs to see a mental health 

professional with prescribing authority (e.g., a psychiatrist or nurse practitioner), the 
average wait grows to 49 days. Individuals with emerging behavioral health needs can 
reach a crisis point during their four to seven week wait for treatment. 

New Hampshire has a number of initiatives underway to tackle the problems with its 
mental health system. The demonstration is not designed to single-handedly solve these 
problems, but rather to reinforce and strengthen the existing efforts. Specifically, it is 
designed to serve a two-fold purpose. First, it will provide time-limited transitional 
funding to behavioral health providers so they can continue to provide care as they 
prepare for broader delivery system reform. Second, the waiver will support creation of 
IDNs that can better provide integrated, community-based care. And integrating 
physical and behavioral health care will expand the capacity of the behavioral health 
delivery system, as primary care providers gain training to identify and treat emerging 

behavioral health issues. By supporting more robust community-based options and 
facilitating early diagnosis and treatment of behavioral health issues, the waiver will 

help reduce the need for inpatient care and improve care for beneficiaries. 

1 "HELP: People Seeking Mental Health Care in New Hampshire," Foundation for Healthy Communities, February 
2013. Available at: http://www.healthynh.comiimages/PDFfiles/BehayioralHealth/HELP  Rpt FINAL 02 22 13.pdf 
2  ibid. 
3  "Waiting for Help: Barriers to Timely Access for People with Mental Health Care Needs," Foundation for Healthy 

Communities, April 2014. Available at: 
https://www. na  minh .ordsitesidefa ult/files/Sum ma ry%20Report%2004%2028%2014%20Waiting%20for%20Help  
%20FINAL2.pdf 
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New Hampshire has reached a settlement with the Department of Justice designed to 
strengthen community-based care for individuals in New Hampshire's hospital system, 
including through a crisis services system, assertive community treatment teams, better 
housing and employment options, and stronger family and peer support. Many of the 
services that New Hampshire is obligated to provide under the settlement are allowable 
Medicaid expenses. As a result, even in the absence of the waiver, New Hampshire 
would be using Medicaid to help finance these activities. With the transformation 
waiver, however, New Hampshire will be able to ensure that the Medicaid services it 
provides as a result of the settlement are high quality and, as appropriate, provided 
through integrated delivery networks. 

High Rates af Sips and Limited Capacity 

New HampthirehaS some tif the highest rates of alcohol and other drug misuse in the 
country. It ranks third in the nation for youth alcohol use and sixth in the nation for 

alcohol use among adults In recent years, it has been hit hard by the opioid epidemic, 
facing a sharp increase in heroin use and in related ED visits, with heroin use up an 
estimated 90 percent over the last ten years and heroin-related ED visits up 100 percent 

from 2012 to 2013 alone,5  Increasingly, New Hampshire's local law enforcement officials 

are reporting growth in drug-related crimes and its hospitals are seeing more babies 
with neonatal abstinence syndrome—there was a five-fold increase in infants born with 
neonatal abstinence syndrome between 2000 and 2009.6  The White House, too, has 

recognized the critical need for improving care for individuals with opioid addictions, 

making ita key :priority in, the President's recently announced budget. 

Currently, the State does riot have enough recovery support services, withdrawal 
management services, opioid treatment programs, or, residential treatments to serve 
the needs'of residents. In a 2014 assessment of the State's SUD capacity, New 
Hampshire found only 26 certified individuals providing recovery support services in the 

State. Four out of 13 public health regions had no SUD residential programs. To the 
extent services are available, they often are concentrated in selected areas of the State, 
leaving large swaths of New Hampshire without adequate capacity. Of particular 

concern is that there are some parts of the State with very few—or, in one instance, 
zero—providers of medication-assisted treatment. Additionally, many of New 
Hampshire's SUD-providers are grant-funded organizations with little or no experience 

4 'Collective Action, Collective Impact: New Hampshire's Strategy for Reducing the Misuse of Alcohol and Other 

Drugs and. Promoting Recovery," 	Hampshire Governor's Commission on Alcohol and Drug Abuse Prevention, 

intervention and Treatment 2013. Available at: 
http://www.dhhs.nh.gpvidcbCs/bdasidocuments/collectiveaction.ocif  

5  'Collective Action Issue Brief #5: Heroin in New Hampshire: A Dangerous Resurgence," New Hampshire Bureau of  

Drug and Alcohol Services, June 2014. Available at: htto://www.diThs.nh.govicicbcs/bdasidocuments/issue-brief-

heroin.pdf 
6  "Neonatal Ab'stinence SYndroMe," New Hampshire Department of Health and Human Services. Available at: 
http://www.dhhs.nh.govidphsibchsimch/documents/nas-data-brief.bdf  
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contracting with insurers, in large part since Medicaid did not cover SUD services until 
now. 

The limited availability of SUD providers has had a dramatic impact on the health of New 
Hampshire residents. A 2014 survey by the federal Substance Abuse and Mental Health 

Services Administration found that 92 percent of adults surveyed in New Hampshire 
who had alcohol dependence or abuse issues in the past year did not receive 
treatment.' The same survey found that 83.6 percent of New Hampshire adults 
surveyed who had illicit drug dependence or abuse in the past year did not receive 
treatment.8  

To help address these issues, the waiver will provide transitional assistance to SUD 
providers engaged in delivery system reform to sustain and increase their capacity. 
Over time, IDNs will be used to continue to increase SUD capacity through workforce 

initiatives and cross-training of mental health, physical health, and SUD workers. 
Ultimately, many SUD providers are expected to participate in IDNs where they will 
share responsibility for providing high quality, integrated care. As already noted, New 

Hampshire is looking to expand the SUD benefit to its entire Medicaid population by 
SFY2017. 

Note that the topics of mental health capacity.  and SUD capacity are given separate 
sections in this rationale for the 1115 waiver. This is because beneficiaries often must 
travel different pathways to get substance use disorder and mental health services in 
New Hampshire's current system. But, a key purpose of the waiver is to break down 

those silos to deliver integrated services to people with behavioral health issues, 
including those who face both mental illness and SUD. Over time, as the State 

increasingly relies on integrated delivery networks for the provision of care, there will 
be much stronger coordination and integration of services for people with dual 

diagnoses. 

Gaps During Transitions in Care 

New. Hampshire residents with behavioral health issues are at elevated risk of "falling 
through the cracks" during care transitions.9  They may be discharged from the hospital 
with instructions to make a follow up appointment, but then find that they cannot do 

so. New Hampshire historically has had more success than the rest of the country in 

"Behavioral Health Barometer: New Hampshire .2014" Substance Abuse and Mental Health Services 
Administration, January 2015. Available at: 
http://www.samhsa.g2v/slata/sitesidefaultifiles/State  BHBarometer 2014 2/BHBaro eter-NH.pdf 

Ibid. 
9  Rich, E., et al., 'Coordinating Care for Adults With Complex Care Needs in the Patient-Centered Medical Home: 
Challenges and Solutions," Agency for Healthcare Research and Quality, January 2012. Available at: 
http://pcmh.ahrq.gov/page/coordinating-care-adults-complex-care-needs-patient-centered-medical-home   
challenges-and  
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providing follow up, but over the past half-decade, •it has lost ground between 2007 
and 2012, the percent of patients hospitalized fora mental health disorder who receive 
follow-up care in the 30 days after discharge has deteriorated from 78.8 to 72.8 percent. 

Individuals also experience gaps in care when transitioning out of the justice system and 
into the community. More than half of all justice-involved persons have behavioral 
health issues. When transitioning into the community, the behavioral health needs of 
the justice-involved population are often not adequately addressed. Substance use-
related -issues accounted for 48 percent of parole revocations by the State Department 
of Corrections, underscoring that their needs were not adequately addressed after 
transitioning to the community.10 Upwards of 95 percent of New Hampshire's justice-
involved population will return to the community, and Medicaid will be responsible for 
providing care to many of them. The State, therefore, needs a cohesive approach to` 
ensure that these individuals make a smooth tiansjtion to community-based care. 

New Hampshire has a'number of initiatives underway to address these challenges, but 
the demonstration will allow the State to provide performance-based funding to enable 
IDNs to smooth care transitions across the full continuum of care. For example, New 
IDNs will be receive funding to establish a behavioral health-specific discharge plan; to 

..promote routine medication reconciliation for discharged patients and ensure follow up 
visits; to develop special discharge and care coordination plans for individuals leaving 

the criminal justice system; to support access to social services and community 
supports; and to prepare partners in the longer run to share risk for behavioral health 

patients'across the continuum of care. While our managed care organizations also are 

expected to play a leadership role in these activities, the waiver will allow providers to 
be prepared to tackle these issues and to change their relationships with one another to 
allow for better continuity of care across care transitions. 

3) Describe the hypotheses that Will be tested/evaluated during the Demonstration's 
approval period and the plan by which the State will use to test them. 

The purpose of the New Hampshire waiver is to test whether creating partnerships of providers 

with incentives to offer high-quality, integrated physical and behavioral health care that is 
connected to social supports will improve beneficiary outcomes, reduce the rate of growth in .  

Medicaid per capita spending, and improve the overall health and well-being of the New 
Hampshire Medicaid population. 

Specifically, the5tate plans to test the following hypotheses: 

Creating integrated delivery networks (IDNs) will improve physical and behavioral health 
for individuals and reduce the cost of their care; 

10  New Hampshire Department of Corrections, personal communication, January 2015. 
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• Investing in greater behavioral health capacity and workforce development, including 
community-based care options, will allow the State to provide care in the most 

appropriate setting possible; 
• Promoting evidence-based approaches to improving care transitions for individuals with 

behavioral conditions will improve their outcomes, reduce costs, and prevent avoidable 
re-hospitalizations; and 

• Connecting individuals with behavioral issues to social services will improve their health 
and reduce the rate of Medicaid spending growth. 

Evaluation Question Hypothesis Waiver Component 
Being Addressed 

Data Source 

What are the effects on 
physical and behavioral health 
of creating integrated delivery 
networks? 

Individuals with co-occurring 
physical and behavioral health 
issues will receive higher quality of 
care after integrated delivery 
networks are operating 

Expenditure authority 
for payments 

CHIS & 
Medicaid 
claims and 
encounter 
data, CAHPS 

The total cost of care will be lower 
for individuals with co-occurring 
physical and behavioral health 
issues after integrated delivery 
networks are operating 

Expenditure authority:CHIS 
for payments 

& 
Medicaid 
claims and 
encounter

, 
 

data 

The rate of avoidable re- 
hospitalizations for individuals 
with co-occurring physical and 
behavioral health issues will be 
lower at the end of the 
Demonstration than prior to-the 
Di 	rim i i- iii ntinii 

Expenditure authority 
for payments 

CHIS & 
Medicaid 
claims and 
encounter 
data 

What will be the impact c) 
investing in greater behavioral 
health capacity and workforce 
development, including 
community-based care 
options? 

Prrtoliti_ci 	of 	ri,ltidi( Hid 
licri t 'ICU Fit 	waiting ror inpatient 
psychiatric care will be lower at 
the end of the Demonstration 
than prior to the Demonstration 

I.Apc.,ture 	uthorky 
for payment 

L,tate 
administered 
provider 
survey 

Average.wait times for outpatient 
appointment at community 
mental health centers will be 
lower at the end of the 
Demonstration than prior to the 
Demonstration. 

Expenditure authority 
for payment 

State-
administered 
provider 
survey 

Average length of stay for 
inpatient psychiatric care will be 
lower at the end of the 
Demonstration than prior to the 
Demonstration, as options for 
community-based care increase. 

Expenditure authority 
for payment 

State-
administered 
provider 
survey 
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Within 120 days of approval of the terms and conditions for the waiver, New Hampshire will 
develop an evaluation proposal for review by CMS. No later than 60 days after receiving 
comments on the draft evaluation design from CMS, the State will submit the final design to 
CMS. The State will submit progress reports in quarterly and annual demonstration reports, and 
submit a draft final evaluation report within 120 days of the expiration of the Demonstration. 
When it develops its waiver evaluation proposal, the State will: 

• Test the hypotheses described above; 

• Describe specific measures that will be used to evaluate outcomes; 

• Detail the data sources and sampling methodologies that will be used to assess these 
outcomes; and 

• Detail the State's plan for reporting to CMS on the identified outcome measures and the 
content of those reports. 

4) Describe where the Demonstration will operate, i.e., statewide, or in specific regions 
within the State. If the Demonstration will not operate statewide, please indicate the 
geographic areas/regions of the State where the Demonstration will operate 

The demonstration will operate on a statewide basis, but IDNs will be regionally-based. 

New Hampshire has two larger cities, but otherwise is dominated by rural areas, many of which 
have a limited number of traditional providers. By adopting a regional approach, New 

Hampshire's intent is to allow communities to develop strategies and interventions consistent 
with their own needs and resources. To promote some consistency across regions, however, 
the State will facilitate the availability of statewide resources, such as the creation of learning 
collaboratives and technical assistance that is useful to all IDNs. 

5) Include the proposed timeframe for the Demonstration 

As is further discussed in Section V, the demonstration will be implemented as soon as feasible 

after approval of the terms and conditions and will operate for a five-year period. Since the 
State's Medicaid expansion already has gone into effect, it is important to move quickly to 
implement the delivery system reforms outlined in this proposal. 

6) Describe whether the Demonstration will affect and/or modify other components of the 
State's current Medicaid and CHIP programs outside of eligibility, benefits, cost sharing or 
delivery systems 

No. The demonstration will not modify the State's current Medicaid and CHIP programs outside 

of eligibility, benefits, cost-sharing or delivery systems. 
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Section 	Dernonstration Eligibility 

1) Include a chart identifying any populations whose eligibility will be affected by the 
Demonstration (an example is provided below; note that populations whose eligibility 
is not proposed to be changed by the Demonstration do not need to be included). 
Please refer to Medicaid Eligibility Groups when describing Medicaid State plan 
populations, and for an expansion eligibility group, please provide the state name for 
the groups that is sufficiently descriptive to explain the groups to the public. 

New Hampshire's Demonstration waiver will affect all Medicaid populations covered 
under the Medicaid State Plan, except for individuals covered under New Hampshire's 
QHP Premium Assistance Demonstration. Newly eligible adults who are medically frail 
are excluded from the QHP Premium Assistance Demonstration and so are included in 
this Demonstration. 

2) Deicribe the standards and methodologies the state will use to determine eligibility 
for any populations whose eligibility is changed under the Demonstration, to the 
extent those standards or methodologies differ from the State plan (if additional 
space is needed, please amplement your answer with a Word attachment). 

The DdM.onStration Will hot alter the State's IVIedicaict eligibility standards:As such, 
eligibility assessment and determination processes will remain consistent with those 
outlined in the Medicaid State Plan. 

3) Specify anY ant011Ment limits that apply for expantion populatioht under the 
Demonstration (if additional space is needed, please supplement your answer with a 
Word attachment). 

Enrollment limits are not applicable for the Demonstration. 

4) PrOvide the projected number of individuals who would be'eligible for the 
Demonstration, and indicate if the projections are based on current state programs 
(i.e., Medicaid. State plan, or populations covered using other waiver authority, such 
as 1915(c)). If applicable, please specify the size of the populations currently served in 
those programs. 

As noted previously, the Demonstration will affect 140,000 individuals—the vast majority 
of New Hampshire's Medicaid population. The one exception is the newly eligible adults 
who will enrolled in CIFIPs are not expected to be directly affected, since IDNs will 
initially focus efforts on individuals served through fee-for-service Medicaid or Medicaid 
Care Management . (As of February 2015, there are some 34,000 newly-eligible adults.) 
Newly eligible adults who are enrolled in. QHPs, like all insured New Hampshire 
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residents, will benefit indirectly from improved capacity in the behavioral health care 
system. 

5) To the extent that long term services and supports are furnished (either in institutions 
or the community), describe how the Demonstration will address post-eligibility 
treatment of income, if applicable. In addition, indicate whether the Demonstration 
will utilize spousal Impoverishment rules under section 1924, or will utilize regular 
post-eligibility rules under 42 CFR 435.726 (SSI State and section 1634) or under 42 CFR 
435.735 (209b State). 

Post-eligibility treatment of income will remain consistent with the Medicaid State Plan. 

6) Describe any changes in eligibility procedures the state will use for populations' under 
the Demonstration, including any eligibility simplifications that require 1115 authority 
(such as continuous eligibility or express lane eligibility for adults or express lane 
eligibility for children after 2013) 

Eligibility procedures will remain consistent with the Medicaid State Plan. 

7) If'applicable, describe any eligibility changes that the state Is seeking to undertake for 
the purposes of transitioning Medicaid or CHIP eligibility standards to the 
methodologies or standards applicable in 2014 (such as financial methodologies for 
determining eligibility based on modified adjusted gross income), or in light of other 
changes in 2014:.  

Eligitillitystandarcls will remain ':consistent With.the Medicaid State Plan. 

Section III Demonstration Benefits and Cost Sharing 

Requirements 

1 
	

Indicate whether the benefits provided under the Demonstration diffe from those 
provided under the Medicaid and/or CHIP .  State plan: 

No. Since, the Demonstration is focused on delivery system transformation., it will not 
alter the benefits outlined in the Medicaid State Plan. 

2) Indicate whether the cost sharing requirements under the Demonstration differ from 
those provided under the Medicaid and/or CHIP State plan 

No. Since the Demonstration is focused on delivery system transformation, it will not 
impact cost sharing requirements outlined in the Medicaid State Plan. 
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(Note: Questions 3-7 skipped as a result of answering "No" to questions 1 and 2) 

Section IV — Delivery System and Payment Rates for Services 

1) Indicate whether the delivery system used to provide benefits to Demonstration 
participants will differ from the Medicaid and/or CHIP State plan: 

Yes. 

2) Describe the delivery system reforms that will occur as a result of the Demonstration, 
and if applicable, how they will support the broader goals for improving quality and 
value in the health care system. Specifically, include information on the proposed 
Demonstration's expected impact on quality, access, cost of care and potential to 
improve the health status of the populations covered by the Demonstration. Also 
include information on which populations and geographic areas will be affected by the 
reforms. 

Demonstration Vision 

New Hampshire's behavioral health delivery system is at a critical juncture. New 
Hampshire once led the nation providing community-based care for the mentally ill. But 

in recent years, capacity in its behavioral health delivery system has declined, and the 
system can no longer meet the needs of New Hampshire residents. At the same time 
capacity has declined, the demand for behavioral health services in New Hampshire has 
increased as a result of the State's population growth, the opioid epidemic, and the 
expansion of coverage under the New Hampshire Health Protection Program. 

The intersection of declining capacity and increasing need jeopardizes the well-being of 
New Hampshire residents. Today, New Hampshire residents face long wait times for 
both inpatient and outpatient treatment—creating barriers to providing care in 

appropriate settings. As is noted above, some patients remain in inpatient beds because 
there are no adequate residential treatment centers to provide care after discharge, 

while other patients wait in emergency rooms for an inpatient bed. Further, not all 
areas of the State have adequate access to the full spectrum of treatment options, 

requiring some individuals to travel long distances to receive care. 

The State intends to use the Demonstration as part of a multi-pronged strategy to 
address this crisis in behavioral health care by providing integrated physical and 
behavioral health (mental health and substance abuse) services and reducing the rate of 
growth in Medicaid spending. The Demonstration will also further New Hampshire's 

"whole person" approach to health care for its residents by establishing sustainable care 

16 



New Hampshire Department of Health and Human Services 
Building Capacity for Transformation Section 1115 Demonstration Waiver Application Ahiendment 

Models that tailor treatment based on patients' unique sets of health and social needs, 
rather than treat conditions in isolation. 

To reformIhe delivery system, the Demonstration will use the folloWing four tools: 

Tool #1:Time-Limited Transition Funding for Safety Net Providers 

Several behavioral health providers are financially compromised and are being 
sustained only by short-term philanthropic funding. Other providers are unable 
to maintain or expand services to address the growing need for behavioral 

health services. Time-limited transition funding will be used:to strengthen 
Medicaid safety net providers so they can provide mental health and substance 
use disorder services to growing numbers of State residents as they begin to 
undertake the necessary delivery system reforms. 

in order to qualify foftransition funding, providers will need to demonstrate a 
need for additional funding, commit to maintaining or expanding services 
_provided prior to delivery system reform, and agree to participate in the broader 
'delivery system reform program by becoming part:of an IDN. The State will 

evaluate requests for transition funding and allocate funding across providers 
.based on a formula to be developed by the State. 

The State anticipates rasing aPPRiXiitately 10 percent .of the 'available funding in 
each of the first two years of the Demonstration payment on transition 

payments to providers. 

Tool #2: Integrated DellverySystern Networks (IDNs) 
At the heart of the Demonstration will be regional networks of providers, known 

as Integrated Delivery Networks or IDNs, which will be responsible for 
implementing a series of projects. The projects will promote integrated care 

that addresses the physical and behavioral needs of beneficiaries and connect 

them with social services. In the ION model, a lead 'applicant will serve as the 
Coordinating entity and'single point of accountability for the State. They will 

work with other participating providers to design and implement delivery system 
reform changes. All types of organizations (e.g., hospitals, community mental 

health centers, federally qualified health centers, physician groups, community-
based long-term care providers, and social services organizations) will be eligible 
to serve as lead applicants or as participating providers. To be selected as lead 

applicants, organizations will need to demonstrate specific organizational and 
financial capabilities given the role that they play in serving as the coordinating 

entity and point of accountability for'the IDN. 

For many Medicaid providers '"the` transition to being part of an integrated 
delivery network will represent a significant operational, clinical and cultural 
shift, requiring them to build new partnerships and work outside of existing 
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"silos" of care. To facilitate the effort, New Hampshire will make initial planning 
funds available to interested providers to establish IDNs and then provide 
incentive payments over time for meeting performance benchmarks. Initially, 
the incentive payments will depend on the IDNs showing progress toward 
establishing the necessary infrastructure for delivery system reform. Over time, 
they increasingly will be linked to performance on outcome measures associated 
with successful implementation of projects. 

Tool #3: Statewide Resources To Support Implementation 

New Hampshire will support IDNs with statewide resources to provide technical 

assistance to the IDNs and facilitate learning collaboratives. These statewide 
resources will be coordinated with other emerging and ongoing health reform 
efforts in New Hampshire. Since implementation under this Demonstration will 
coincide with planning under the State Innovation Model grant, New Hampshire 
is well-positioned to strategically align resources to promote statewide health 
reform. 

Tool #4: Coordinating with Medicaid Managed Care to Promote Sustainability 

To ensure the sustainability of the initiative after the Demonstration funding 
ends, the State will establish a process to evaluate whether and how to ensure 
that plans participating in Medicaid Care Management enter into value-based 
contracting arrangements with IDNs. This process will build upon the existing 

requirement that Medicaid Care Management plans develop and implement a 
payment reform plan. Under the value-based contracting arrangements, the 
managed care organizations and IDNs will work together to provide high quality, 
cost-effective care to Medicaid beneficiaries. 

Over the first few years of the Demonstration, New Hampshire will evaluate 
specific approaches to promoting value-based contracts between Medicaid Care 
Management plans and IDNs. In general, the State anticipates that the IDNs will 
act as a contracting vehicle for providers, but the exact role of any given IDN in 
the contracting process may vary depending on its capabilities. At one end of the 
spectrum, the ION may contract with payers to perform specific care 
coordination activities proven as effective during the term of the demonstration. 

Providers' individual payment relationships with payers would remain in place, 
and the IDN's contract would layer on top of those existing contracts. At the 

other end of the spectrum, the ON may contract with payers for the full set of 
medical services, either on a shared savings or capitated basis. 

Enabling Pathways and Projects for IDNs 

The State has identified the following three distinct areas (referred to as "enabling 

pathways") where transformation projects are needed: 
• Building capacity in the behavioral health system 
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• Promoting provider integration 

• Fostering partnerships and data sharing across the care spectrum in support of 
care transitions 

The State will create projects and performance metrics for each pathway. IDNs will 
apply to participate in selected projects and will be responsible for reporting their 
progress toward Demonstration goals. The State will also establish statewide 
performance metrics to assess whether the overall Demonstration vision is achieved. 

Pathway #1: Building Capacity in the Behavioral Health System 
As described above, New Hampshire's behavioral health system lacks the 
capacity to meet the current needs of New Hampshire's residents. The time-

limited transition funding for safety net providers will assist in the short term to 
support capacity, but New Hampshire is committed to finding a more systematic 
and sustainable approach to resolving the capacity issues in the longer run. 
Specifically, it will make payments to IDNs that undertake projects to strengthen 
community-based capacity and tackle the inpatient capacity issue. 

The projects in this pathway will be used to support workforce initiatives aimed 

at increasing the ability of providers to meet the complex, often-intertwined 
physical, mental health, and substance abuse issues of Medicaid beneficiaries; 
creation or expansion of community-based treatments and intervention 
programs; and other care delivery models that reduce the need for 
institutionalized care. Examples of the kinds of projects that IDNs will be 
expected to pursue to increase capacity include: 

Examples of Potential Projects:  
• Creating a mental health workforce development program to support 

access to behavioral health providers in underserved areas. 
• Establishing a specific workforce development initiative for SUD 

providers to promote more SUD treatment capacity, including 

medication-assisted treatment and recovery support services, For 
example, an IDN might support cross training of mental health 

workers to allow them to serve people with SUDs, as well as people 
with a dual diagnosis. 

■ Increasing access to behavioral health community crisis, intervention, 

and stabilization services. 
Developing an evidence-based medication adherence program in 

community-based sites for beneficiaries with behavioral health issues. 
■ Implementing telemedicine programs to support and deliver 

behavioral health services, particularly in rural areas of the State. 
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Pathway #2: Promoting Integration of Care 

Individuals with severe mental illness have much higher rates of serious physical 
conditions, such as diabetes, heart disease, and obesity. When operating in silos, 
physical and behavioral health providers are often unable to adequately treat 
both sets of conditions, leading individuals with serious co-morbidities to die 25 
to 30 years earlier than average. Patients with less serious behavioral health 
issues often fail to receive an appropriate diagnosis or treatment, even when 
they have a regular primary care provider. Much of the physical health co-
morbidity is driven by obesity and smoking among individuals with behavioral 
health, substance use disorders, and complex physical health conditions. And 
when these patients do receive a diagnosis and treatment, treatment of their 

physical and behavioral health conditions are often uncoordinated. 

To promote integration of care, New Hampshire anticipates pursuing two related 
types of projects — 1) initiatives aimed at integration among providers, and 2) 

related care initiatives aimed at providing integrated treatment and related 
services directly to beneficiaries. In developing the provider integration projects, 

New Hampshire believes that integration—more than mere co-location—of 
physical and behavioral health providers is necessary to ensure that the whole 

range of a patient's needs are addressed in a coordinated manner. For some 
patients, receiving behavioral health care at the primary care provider's office 
will be most appropriate; for other patients, particularly those with long-term or 
severe behavioral health issues, receiving primary care services at the behavioral 

health provider may be preferable. 

The State anticipates that IDNs will pursue the following types of integration 
models: 

On-site Integration: Integrating physical and behavioral health 
providers in the same care setting to enable more effective 
coordination, care management, and timely access to care. 
Virtual Integration: Recognizing that not all providers will be able to 
integrate at the same physical site, some projects also will be 
designed to enable providers to virtually integrate their practices 

through data sharing and care protocols. 

Examples of Potential Projects: 

Sample integration projects include: 

■ Developing necessary infrastructure to support care coordination 

models, including shared clinical protocols and coordination/sharing 
of clinical data. 
Promoting virtual or physical integration among physical and 
behavioral health staff. 
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Expanding the InSHAPE program to additional populations and 
provider settings. 

Developing models to integrate physical and behavioral health care 
with developmental services for individuals with co-occurring 
developmental disabilities and behavioral health issues. 

Pathway #3: Fostering Partnerships Across the Care Spectrum in Support of 
Care Transitions 

New Hampshire recognizes that its healthcare delivery system can improve how 
it handles transitions from one care setting to another. Currently, many of the 
State's inpatient and outpatient providers operate separately with limited, if any, 
coordination. Inpatient providers, for example, may arrange for post-discharge 
follow up care in an outpatient setting, but the outpatient provider may not have 
access to key information gleaned during the patient's inpatient stay. 
Additionally, medical providers may not coordinate with social support 
organizations, and gaps in social supports may lead to increased emergency 
room utilization and readmissions. 

Fostering partnerships among health care providers and community support 
organizations will enable IDNs to more effectively coordinate care and 

transitions across the care spectrum. Projects will promote smoother care 
transitions by creating incentives for IDNs to adopt evidence-based practices for 

the treatment of behavioral health patients during transitions and incentivizing 
provider collaboration. 

Examples of Potential Projects:  

Establishing and implementing a behavioral-health specific discharge 
planning for individuals moving between care settings or returning to 
the community. 

▪ Promoting routine medication reconciliation for discharged patients 
with structured follow up visits. 

• Screening for and supporting facilitation of access to social services 
and community supports. 

Planning among partners to share risk for behavioral health patients 

across the continuum of care. 
• Establishing and implementing a plan for individuals being released 

from jails and prisons to ensure that their full range of physical 
health, behavioral health, and social needs are addressed 

appropriately in the community. 

IDNs will use demonstration dollars to fund investments in re-defining their care 

processes. The State anticipates that the IDNs will use waiver funds to cover costs 
associated with developing relationships among providers in the region, defining new 
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care models, and obtaining the tools needed to implement the new care models. For 
example, an IDN might use waiver dollars to fund investments in care management 
software that its providers can use to identify high-risk patients and coordinate their 
care. Demonstration funds will not be used to pay providers specifically for delivering 
care coordination services. 

The State also intends to explore using other Medicaid vehicles to reimburse providers 
for any new services they are providing. Among other things, the State is evaluating 
whether to implement a health home program for individuals with behavioral health 
needs. A health home program could complement the demonstration—the 
demonstration would fund transformation of providers while the health home program 
would fund services. Similarly, New Hampshire continues to work with its managed care 

organizations on the need for stronger care coordination, and, it anticipates that by 
investing in IDN5, the state can ensure that they have strong provider networks with 
which to work in the future on addressing these issues. 

Financing the Demonstration 

New Hampshire believes that the investments made under this waiver on high quality, 
integrated behavioral and physical health care will slow the rate of growth in per capita 
Medicaid spending. By averting costs that the Medicaid program otherwise would 
incur, the State will be able to fully offset the cost of its delivery system reform 
investments. Specifically, the investments in better community-based care and social 
supports are expected to reduce unnecessary hospitalizations and treatments for 
mental health or substance use problems. In addition, New Hampshire anticipates that 

it will see reductions in the rate of growth on the physical health spending associated 
with people with behavioral health issues as they receive better integrated care. As a 
growing body of evidence collected by SAMSHA highlights, the cost of serving a 

Medicaid beneficiary with a common chronic condition is 75 percent higher if they have 
a mental health condition than if they do not. Moreover, Medicaid beneficiaries with a 
common chronic condition and a co-occurring mental health or substance abuse issue 
cost two to three times as much as an average Medicaid beneficiary. If New Hampshire 

can more effectively provide care to beneficiaries with co-occurring conditions, there 
will be an enormous opportunity to improve their care and reduce costs. 

To finance the non-federal share for payments made under the Demonstration, the 
State requests authority to receive federal matching dollars for the following designated 

state health programs (DSHP5) in an amount not to exceed $30 million per year for the 

following programs: 

8 	NH Hospital State General Funds -- for transition planning for release only 

▪ New 10-bed Designated Receiving Facility 

▪ State General Funds for Community Mental Health Center Training 

Care Transitions for Justice-Involved Populations 
Children in Need of Services Program 
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Department of Health and Human Services Ten Year Mental Health Plan/Dal 
Settlement 

Municipal Spending on 2013 Report of Appropriations Actually Voted (M-2 
Form) reported to the Department of Revenue Administration 

o Health Administration 
o Health Agencies & Hosp. & Other 

■ County Funding for Community Mental Health Centers 

3) Indicate the delivery system that will be used in the Demonstration by checking one or 
more of the following boxes: 

✓ Managed Care 

o Managed Care Organization (MCO) 
✓ Fee-for-service (including Integrated Care Models) 

4) If multiple delivery systems will be used, please include a table that depicts the 
delivery system that will be utilized in the Demonstration for each eligibility group 
that participates in the Demonstration (an example is provided). Please also include 
the appropriate authority if the Demonstration will use a delivery system (or is 
currently seeking one) that is currently authorized under the State plan, section 
1915(a) option, section 1915(b) or section 1932 option. 

Most beneficiaries will continue to receive services through the Medicaid Care 

Management program—the State's managed care program authorized under the Section 
1932 option. Beneficiaries who are currently exempt from Medicaid Care Management 
under the State Plan will continue to receive services through fee-for-service Medicaid. 
As is noted above, individuals in the new adult group, except for the medically frail, will 
receive coverage through the New Hampshire Health Protection Program Section 1115 
demonstration, which requires enrollment into Qualified Health Plans. The new adults 
covered under the New Hampshire Health Protection demonstration will not be 
included in this demonstration. 

5) If the Demonstration will utilize a managed care delivery system: 

a. Indicate whether enrollment be voluntary or mandatory. If mandatory, is the 
state proposing to exempt and/or exclude populations? 

Demonstration enrollment is "mandatory" in the sense that all Medicaid 
beneficiaries except newly-eligible adults enrolled in QHPs are included in the 

Demonstration and could find the way that they receive care affected by the 
creation of IDNs and related investments. However, the Demonstration does not 
alter the rules regulating the circumstances under which people can select or 

change their Medicaid managed care plan. Beneficiaries will continue to have a 
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YEAR 1: In the first year of the waiver, New. Hampshire will undertake several key 
implementation activities, including the following: 

• Develop application process for transition funding. With input from stakeholders 
and CMS, the State will establish a process for safety-net providers of behavioral 
health services to qualify to receive transition funding. At a minimum, the State 
will require that providers demonstrate a need for transition funding, commit to 
maintain or expand service levels, and agree to participate in the broader 
Demonstration. 

• Review and approve requests for transition funding. The State will review 
requests for transition funding, approving requests that meet the criteria. 

• Distribute transition funding. The State will distribute transition funding to 

qualifying providers. 

Develop requirements for IDNs. Working closely with stakeholders and •CMS, the 
State will establish requirements for IDNs, including criteria for which entities 
may act as a "lead applicant" and how the providers will work together to make 
decisions and implement projects. 

Create menu of projects. New Hampshire will convene clinicians, adVOtates, and 

policyrnakers to create a menu of 8-12 projects across the three enabling 
pathways. The menu of projects will describe the elements of the project and 
will identify applicable performance metrics. The State may permit IDNs to 
develop their own projects, so long as the proposed projects support the 
Demonstration's overall goals. ID% will have flexibility within parameters 
established by the State for how to implement the projects in their region. 

Develop application for IDNs to participate in Demonstration. The State will 

develop an application that IDNs must complete to participate in the 
Demonstration. The application will require, among other things, that the IDNs: 
(1) describe the qualifications of the lead applicant; (2) outline the IDN's 
approach to joint decision making; (3) describe how the IDN will implement the 
1-3 projects selected; and (4) describe how the IDN will allocate funding to 
providers within the IDN. 

• Review and approve applicationsSubmitted by IDNs. OnCe the IDNs submit 
applications, the State will review and approve applications. 

• Establish Statewide Resources To Support IDNs. The State will also support IDNs 
with statewide resources. Specifically, IDNs will be provided with technical 
assistance and the opportunity to participate in learning collaboratives that 
facilitate the sharing of best practices and lessons learned across IDNs. The 
statewide resources will be developed to, coordinate with other ongoing and 

emerging health reform efforts in New Hampshire. 
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Distribute payments. In this initial year, incentive payments will be distributed to 
IDNs that can demonstrate dear progress in establishing the infrastructure 
needed to carry out their functions over the life of the waiver. 

YEAR 2 4: In these years, New Hampshire will move the distribution of incentive 
payments to more outcome-based measures, making them available over time only to 
those IDNs that meet performance metrics. The transition funding will phase out as 
IDNs create a more sustainable basis for the delivery of high-quality, integrated physical 
and behavioral health care. In Year 3, the State will prepare a report on using IDNs as 
the basis for value-based purchasing by managed care entities in the State, and, 
depending on the recommendations, may begin implementing changes as early as Year 
4. 

YEAR 5: Incentive payments to IDNs that meet performance standards will continue, 
but, increasingly, IDNs may be expected to be working with managed care entities in the 
State and others to facilitate the use of value-based purchasing on behalf of Medicaid 
beneficiaries and others. 

2) Describe how potential Demonstration participants will be notifiedjenrolied into the 
Demonstration 

IDNs will be selected by geographic region. This approach avoids the need for a 
complicated enrollee attribution process, since enrollees will be attributed by region. 
The regions will align with the regions currently being identified as part of the 
organizational redesign of the Department of Health and Human Services. 

3) If applicable, describe how the state will contract with managed care organizations to 
provide Demonstration benefits, including whether the state needs to conduct a 
procurement action 

The State will not contract with managed care organizations to carry out the 

Demonstration activities; instead, it will contract with IDNs. As noted previously, 
Integrated Delivery Networks will apply to participate in projects identified by the State 
or in projects proposed by applicants and approved by the State. 

Each IDN will have a lead applicant that will be responsible for advancing the waiver 
vision, including building greater behavioral health capacity, promoting the integration 
of care and preparing for greater value-based purchasing through implementation of 
projects. Specifically, lead applicants will: 

o Organize partners in geographic region 
o Coordinate program application 
o Act as single point of accountability for the Department of Health and 

Human Services (DHHS) 
o Receive funds from DHHS and distribute funds to partners 
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o Compile required reporting 

Lead applicants are not required to be a specific provider type (e.g., hospital or 

community mental health center). Any organization meeting the following criteria can 

act as lead applicant: 

Organizational Requirements 

$10 	Previous collaborative experience with partners in the region 

Project management experience 

■ Experience implementing clinical transformation projects, including 

grant-funded pilots 
Relationships with social services organizations or the ability to establish 

such relationships 

Financial Stability Requirements 

■ Lead applicant must demonstrate financial stability 

▪ Adequate performance on standard benchmarks for current financial 

stability (e.g., days cash on hand, operating margin) 

• Capacity to absorb unexpected financial shocks in the future 

■ A history of and commitment to using financial practices that will allow 

for transparency and accountability with respect to Demonstration funds 

Once the IDN is approved to participate in selected projects, the State will provide 

Demonstration funds to the ION to support planning activities. IDNs will be responsible 

for reporting their performance against a set of metrics as defined by the State. Ongoing 

funding to the IDNs will be contingent on the IDNs' performance metrics. 

Section VI — Demonstration Financing and Budget Neutrality 

Please complete the Demonstration financing and budget neutrality forms, respectively, and 

include with the narrative discussion. The Financing Form: 

http://www.medicaid.gov/Medicaid-  CHIP-Program-information/By-

Topics/Demonstrations/1115/Downloads/Interim1115-Demo-Financing-Form.pclf includes a 

set of standard financing questions typically raised in new section 1115 demonstrations; not 

all will be applicable to every demonstration application. The Budget Neutrality form and 

spreadsheet: http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-

Topics/Demonstrations/1115/Downloads/Interim1115-Budget-Neutrality-Form.pdf  includes 

a set of questions with respectto historical expenditure data as well as projected 

Demonstration expenditures. 
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Section VII — List of Proposed Demonstrations and Expenditure 

Authorities 

1) Provide a list of proposed waivers and expenditure authorities. 

The demonstration is one piece of a broader set of initiatives intended to improve care for all 
Medicaid beneficiaries, and the State ensured that it used State Plan Amendments to achieve 
its aims to the greatest extent possible. As a result, the State is requesting only those waivers 
and expenditure authorities critical to enabling delivery system transformation. 

■ § 1902(a)(1): Authority to operate the program on a less-than-statewide basis. 
• § 1902(a)(17): Authority to allow IDNs to target projects to different sub-populations. 
• § 1903: Authority to receive up to $30 million per year in federal matching dollars for 

the following designated state health programs: 
o NH Hospital State General Funds -- for transition planning for release only 
o New 10-bed Designated Receiving Facility 
o State General Funds for Community Mental Health Center Training 
o Care Transitions for Justice-Involved Populations 
o Children in Need of Services Program 
o Department of Health and Human Services Ten Year Mental Health Pia n/DOJ 

Settlement 
o Municipal Spending on 2013 Report of Appropriations Actually Voted (M-2 Form) 

reported to the Department of Revenue Administration 
II 	Health Administration 
Pr 	Health Agencies & Hosp. & Other 

o County Funding for Community Mental Health Centers 
■ § 1903: Authority to receive federal matching dollars for payments made under the 

Demonstration. 
▪ § 1903: Authority to receive federal matching dollars for transition fund payments made 

under the Demonstration. 

2) Describe why the state is requesting the waiver or expenditure authority, and how it will 
be used. 

  

Use for W.aiver 

To permit the State to operate the 

Demonstration on a less-than-
statewide basis 

Reason ;for Waivpr fiegyest  

The State will strongly encourage, but 
not require, that providers in each 
region form an IDN. It is possible that 
one region will not have an IDN. 

Additionally, IDNs in different regions 
may select different projects, meaning 
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Waiver Autiforrty Use for Waiver Reason for Waiver Requiea 

that the projects will not be carried 
out on a statewide basis. 

§ 1902{a)(17) 
To permit the State to allow IDNs 
to target projects to different sub- 
populations. 

This waiver authority will enable IDNs 
to target particular projects to specific 
populations. 

§ 1903 

To permit the State to receive 
federal matching dollars for 
specified designated state health 
programs. 

This waiver authority will allow the 
State to fund the non-federal share of 
payments and transition payments. 

§ 1903 

To permit the State to receive 
federal matching dollars for 

payments made under the 
Demonstration. 

This waiver authority will allow the 
State to make payments to IDNs for 
achieving specific milestones and 
metrics for specific projects 
undertaken to support the 
Demonstration vision. 

§ 1903 

To receive federal matching 
dollars for transition payments to 
providers. 

This waiver authority will allow the 
State to strengthen and support 
providers to enable them to 
participate in delivery system reform. 

Section VIII — Public Notice 
To support the initial Demonstration development in early 2014, DHHS gathered stakeholder 
input through a required public notice process that included two public hearings and a 

dedicated website. The website for public information on this Demonstration is 
http://www.dhhs.nh.govisection-1115-waiver/index.htm. The web page include a copy of the 

waiver concept paper, waiver application draft, materials from public hearings, and instructions 
(with links) on how to submit comments on the waiver application draft. 

The full public notice was also posted on the State's website and is in Appendix D. An 

abbreviated public notice was published in two newspapers, The Telegraph and New Hampshire 

Union Leader, on. Monday, April 21, 2014. In addition, the abbreviated public notice was e-
mailed on Monday, April 21, 2014 to DHHS stakeholders, MCO account managers, advocacy 
groups and county representatives. 

The public comment period for New Hampshire's proposed Demonstration was from Monday, 

April 21, 2014 until Tuesday, May 20, 2014 at 5 p.m. (Eastern Time). Comments received within 
30 days of the posting of this notice were reviewed and considered for revisions to the 
Demonstration application. Two public hearings on the proposed Demonstration were held 
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prior to submitting the application to CMS to discuss waiver concepts and solicit comments 
from stakeholders. The dates for the public hearings were May 8, 2014 and May 12, 2014. Both 
hearings included teleconferencing and web capability to maximize accessibility. Written and 
verbal comments received from the public are included in Appendix E. 

In addition to the public hearings, state staff met individually with stakeholder groups and 
advocates, including, but not limited to the following groups: 

• New Hampshire Association of Counties 

• New Hampshire Hospital Association 

• Behavioral Health Association (the governing body and trade association for CMHCs) 

• New Hampshire Dental Society 

• Medicaid Care Management Commission (MCAC) 

• SUD Stakeholder Representatives 

There are no recognized tribes in New Hampshire to conduct tribal consultation. 

As part of the State's oversight of its MCM program, Governor Maggie Hassan established a 
commission that brings together members of the public representing a broad range of 
experience in health care issues to review and advise on the implementation of an efficient, fair, 
and high-quality Medicaid care management system.11 The Governor's Commission on Medicaid 
Care Management was actively engaged in the development of this Demonstration application. 
Specifically, the second public hearing was held in conjunction with a meeting of the Governor's 
MCAC. 

The State Legislature was also significantly involved in the development of this Demonstration. 
This process formally began on March 27, 2014 when 513413 was signed into law requiring DHHS 
to submit a statewide Section 1115 Demonstration by June 1, 2014. DHHS meets regularly with 

legislative leadership in both informal and formal venues, including the legislature's Fiscal 
Committee. This Demonstration application was approved by the legislature's Fiscal Committee 
on May 28, 2014 before its submission to CMS. 

As part of the Demonstration amendment process, the State interviewed a wide range of 

stakeholders during August through November 2014. Among others, the State consulted with 
State officials, community mental health centers, hospitals, federally qualified health centers, 

philanthropic organizations, and criminal justice officials. After developing a proposed approach 
to the Demonstration amendment, the State validated the approach with the stakeholders and 
the State Legislature. On December 19th, the State convened a public hearing to address 
feedback from stakeholders on the proposed waiver amendment. Throughout this process, the 

State consistently received positive feedback from a diverse set of stakeholders. 

11 "
Press Release: Governor Hassan Issues Executive Order Creating Commission on Medicaid Care Management," 

Office of the Governor, April 2013. Available at: http://www.governor.nh.gov/media/news/2013/pr-2013-04-10-
medicaid-care.htm   
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Section IX — Demonstration Administration 
The contact information for the State's point of contact for the Demonstration application is 

below. 

Name and Title: 	Jeffrey A. Meyers, Director, Intergovernmental Affairs 

New Hampshire Department of Health and Human Services 

Telephone Number: (603) 271-9210 

Email Address: 	jeffrev.mevers@dhhs.state.nh.us   
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Appendix: Examples of Provider Collaboration 

New Hampshire Accountable Care Project. The New Hampshire Accountable Care 

Project is working to improve outcomes and decrease health disparities for patients 
with depression and a co-occurring chronic medical condition by facilitating payment 
reform among a variety of providers, including federally qualified health centers and an 
academic medical center. The project is intended to allow providers the flexibility to 
incorporate a range of services into the care of patients and tailor interventions to meet 
patients' needs and create better outcomes.12  

Multi-Stakeholder Commercial Medical Home Pilot. The Accountable Care Project 
builds on the promising Multi-Stakeholder Commercial Medical Home Pilot, running 
from 2008 to 2011. The medical home pilot brought together four payers and nine 
provider sites to accelerate Primary Care Medical Home transformation in New 
Hampshire. Nine sites underwent rapid transformation to achieve National Committee 
on Quality Assurance Level iii Patient-Centered Medical Home Certification. 

Capital Regional Family Health Center and Concord Hospital. Capital Regional Family 
Health Center and Concord Hospital have created a collaboration through which 

traditional mental health providers are co-located with a primary care practice. 

Cheshire Medical Center in Keene. There are also embedded behavioral health services 
at Cheshire Medical Center in Keene. The medical center has a behavioral health team 
that meets regularly to review practices and provide team updates; moreover, there are 
psychologists on the team that provide traditional mental health services but are 
working to transition to more brief interventions in primary care and services that 
support primary care. 

White Mountain Community Health Center. The White Mountain Community Health 

Center contracts with a local mental health provider for a psychiatrist to spend time 

once a month reviewing charts and consulting with providers. The clinic also employs a 
social worker who sees patients for traditional mental health services. While this list is 
not exhaustive, it demonstrates the level of interest in integrating primary care and 

behavioral health care in the Granite State.13  

12  "New Hampshire Accountable Care Project," NH Citizens Health Initiative, Accessed February 24, 2015. Available 
at: http://citizenshealthinitiative.org/accountable-care-proiect   
13  "The Integration of Behavioral Health and Primary Care in New Hampshire: Analysis and Recommendations," 
Cherokee Health Systems, December 2014. Available at: 
http://www.endowmentforhealth.org/uploads/images/PDFsMealth%20Policv/Cherokee  BHPC Integration Final  
%2OReport 12-9-14.pdf 
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Mr. Jeffrey A. Meyers 
Director, Intergovernmental Affairs 
NH Department a Health and Human Services 
Brown Building 
129 Pleasant Street.  
Concord, NH 03301 

Re: 	-Revised 1.115 Budget Neutrality Projections — Building Capacity for Transformation 

This letter provides the New Hampshire Department of. Health and Fiuman Services (DHHS) with budget 
neutrality projections for New Hampshire's Building Capacity for Transformation Section 1115 
Demonstration Waiver. These projections update the initial budget neutrality projections dated April 15, 
2015 to reflect:comments from.the Centers for Medicare and Medicaid Services (CMS). This letter includes 
documentation of the budget neutrality methodology and provides CMS template forms and related 
worksheet's, This,information is appropriate for including in the waiver application to CMS. 

OVERVIEW OF METHODPLOGY 

New Hampshire will maintain budget neutrality over the five-year lifecycle of the Building Capacity for 
Transformation Section 1115 Demonstration Waiver, with total spending under the waiver not exceeding 
what the federal government would have spent without the waiver. New Hampshire's budget neutrality 
methodology projects "without-waiver expenditures to be $6.150 billion and "with-waiver" expenditures to 
be $5,133 billion over the five-year demonstration period (CY 2016 — CY 2020). 

New Hampshire expeCts its delivery system reforms to produce savings compared to the without-waiver 
projections that more than offsets the $30 million of annual funding for new Integrated Delivery Network 
(IDN) TransforMation Fund. A significant portion of the initial year of the demonstration period will be spent 
organizing the IDNs identifying and approving initiatives, and implementing the approved initiatives, 
therefore New Hampshire does not expect to see cost savings during the first demonstration year. Modest 
savings is expected to start in demonstration year 2, with more significant savings expected in 
demonstration years 3 - 5. The largest impact will be attained in the population that currently is diagnosed 
with behavioral health and substance use disorder (SUD) conditions, but New Hampshire also expects to 
reduce costs in the undiagnosed population by increasing the rate of diagnosis and treatment. Savings 
assumptions are supported through' literature documenting cost savings attributable to integrating the 
management of medlcal and behaVioral health services. 

Note that Medicaid expansion populations covered under the New Hampshire Health Protection Program 
(NHHPP) are excluded from the budget neutrality projections for.the Building Capacity for Transformation 
Section 1115 Demonstration Waiver, with the exception of the medically frail population that are excluded 
from participation in New Hampshire's approved Premium Assistance Program. 

The rest of this document includes the information requested in the Budget Neutrality Form available at 
wwvv,medicaid.qov regarding historical expenditure data and projected expenditures. Attachment A 
includes the budget neutrality projections using the CMS template, which is also attached in Excel format. 

Offices in Principal Cities Worldwide 
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HISTORICAL DATA 

Historical base data was derived from New Hampshire's MMIS claims and eligibility data for calendar years 
2009 — 2013. The historical period enrollment and expenditures reflect the following information: 

Include all Medicaid beneficiaries (i.e., Medicaid-only, full dual eligibles, and partial dual eligibles). 
The historical data is divided into two groups of beneficiaries: 

1. Behavioral Health Population: Beneficiaries who have behavioral health and / or SUD 
diagnoses, use behavioral health services, or are eligible for enhanced behavioral health 
services through the Bureau of Behavioral Health (BBH). The definition is meant to be very 
inclusive and includes beneficiaries with mild, as well as severe, behavioral health 
conditions. An individual is placed in the Behavioral Health population on an annual basis 
if their claims data includes one or more diagnosis, service, or BBH eligibility marker. 

2. All Other Population: The All Other population includes all other Medicaid beneficiaries 
who are not placed into the Behavioral Health population. 

Include all covered Medicaid acute care services and services provided through New Hampshire's 
home and community based service (HCBS) waiver, including the Choices for Independence, 
Developmentally Disabled, In Home Supports, and Acquired Brain Disorder waivers. The claims 
are compiled on an incurred basis (not on a paid basis). We added a 1% allowance to the CY 2013 
claims to allow for incurred but not paid (IBNP) claims that will be paid after the data cutoff period. 

Exclude nursing facility services. 

Exclude New Hampshire's Healthy Kids Silver program (CHIP) from January 1, 2009 — June 30, 
2012. CHIP members transitioned to Medicaid and are included in the historical base data as of 
July 1,2012. 

Exclude administrative expenditures and collections. 

Exclude ail other non-MMIS payments, such as DSH, GME, Medicaid Quality Incentive Payments 
(MQIP), Proportionate Share Payments (ProShare), gross adjustments, reconciliations, and other 
settlement payments. These payments will also be excluded under 1115 budget neutrality 
reporting. 

We excluded December 2013 from the historical data due to the implementation of the MCM program on 
December 1, 2013. Attachment A annualizes CY 2013 using (121 11) * January November 2013 data. 

KNOWN ISSUES WITH HISTORICAL DATA 

DHHS provided us with three different eligibility and claims data formats to cover dates of service within the 
CY 2009 — CY 2013 historical period. As a result, there may be some inconsistencies in how eligibility 
categories were defined in each data set. Also, itappears that a subset of partial dual eligibles (SLMB and 
QDWI) beneficiaries were excluded from the data starting in July 2012. We do not believe this data 
exclusion materially impacts the budget neutrality targets. 

Coding of behavioral health and SUD diagnoses appears to have increased in the new MMIS data as of 
July 2012, increasing the Behavioral Health population member months (and decreasing the All Other 
population member months) compared to prior years. We believe the CY 2013 data is the most accurate 
representation of the split between the Behavioral Health and All Other populations. 



Calculation of Projected Trend Factors for Budget Neutrality Projections 
Based on Tables 15 and 16 of 2014 Actuarial Report on the Financial Outlook for Medica 

Published b the CMS Office of the Actua  

5.3 $15,483 10.1 $17,362 
5.6 $15,999 10.2 $18,285 
6.5  $19,946 10.6 $22,573 

2013 
2015 
2020 

Child Population  
Cost per 

Enrollees 	Enrollee' 
27.9 	$2,807 
29:6 	$2,926 
31.3 	$3,685 

Adult Population  
Cost per 

Enrollees" 	Enrollee' 
14.7 	$4,391 
15:0 	$4,817 
15.8 	$6,152 

Total Population.  
Cost per 

Enrollees' 	Enrollee' 
58.0 	$6,900 

	

60.4 	67.201 

	

64.2 	$9;057 

Fiscal Year.  
201.3 
2015 
2020 

Average Annual Cost per Enrollee Trend 2013 -- 20.15 = ($7,201 /.86,900) A  0.5 = 2.2%  

Average Annual Cost per Enrollee Trend 2015 — 2020 =.($9,057 / $7,201) A 0.2 = 4.7% 
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TREND ANALYSIS AND PROJECTIONS 

As shown.in Attachments A and B, New Hampshire's historical data trends show an average annual trend 
over the five year (CY 2009 — CY 2013) period of 0.4% for the Behavioral Health population and 0.3% for 
the All Other population. We do not believe New Hampshire's historical trend rate is a reasonable estimate 
of future trend for the New Hampshire Medicaid program because CY 2009 — CY 2013 was a historically 
low period of medical cost trend. We expect future per capita trends to be significantly higher than the 
historical trends and have accordingly used higher trends to calculate New Hampshire's. MCM program 
capitation rates, As another point of comparison, we evaluated national Medicaid trend patterns using the 
2014 Actuarial Report on the Financial Outlook for Medicaid published by the CMS Office of the Actuary, 
which.also.predicts a significant increase in per capita trends from CY 2013 thrqugh,CY 2020. 

. . 
Based on information In Table 16 of;the 2014 Actuarial Report on the Financial Outlook for Medicaid, 
national Medicaid benefit expenditures per enrollee trend rates were -1.4% in 2010, 3.0% in 20.11,.-2;4%,  
in 2012 and 2.7% in 2013, for an average per enrollee trend of 0.4% during the five year historical period.. 
New Hampshire's historical trend of 0.3% - 0.4% is very consistent with the national trend reported by the 
CMS Office of the Actuary, and is significantly below future trend projections. States, including New 
Hampshire, made efforts to:constrain spending in the historical period, first due to the economic downturn 
in 2008 and 2009, and then in response to the 2011 phase out of the temporary enhanced FMAP funding 
included in the Amedcan Recovery and Reinvestment Act (ARRA) of 2009. CY 2009 — CY 2013 was a 
historically. low trend period, not.only in New Hampshire, byt across the Medicaid progrornin.generat.... 

The budget neutrality projections for New Hampshire's Building Capacity for Transformation Section 1115 
Demonstration Waiver use trends that are consistent with national per enrollee trend proiections in the 2014 
Actuarial Report on the Financial Outlook for Medicaid published by the CMS Office of the Actuary. To 
establish our trend estimates, we used information included in Tables 15 and 16 of the CMS report, as 
shown in Table 1. We excluded the newly eligible adult population in our trend calculation because most 
of New Hampshire's newly eligible adults are excluded from New Hampshire's Building Capacity for 
Transformation Section 1115 Demonstration Waiver. 

Aged Population  
Cost per 

Fiscal Year 	Enrollees' 	Enrollee' 

Disabled Population  
Cost per 

E rolleesi 	Enrollee' 

From Table 15 (in millions of person-year equivalents) 
2  From Table 16 (in dollars per person-year equivalent enrollee) 
3  Retrieved from http://www.medicaid.govimeclicaid-chip-program-informatio  y-toolcs/financing-and-
reimbursement/downloads/medicaid-actuarial-report-2014.pdf 



Miltiman  
Mr. Jeffrey A. Meyers 

NH Department of Health and Human Services 
November 23, 2015 

Page 4 of 8 

Medicaid provider reimbursement rates in New Hampshire have historically been low compared to other 
payers, and have remained relatively flat during the five year historical period. Low provider reimbursement 
rates have contributed to the low historical trend rate. CMS has noted New Hampshire's low trend rate in 
other situations, requiring DHHS to report access to care measures to CMS on a quarterly basis. 

As DHHS enhances Medicaid provider reimbursement in the future through the New Hampshire Health 
Protection Program and increases to DSH funding, trend rates are expected to increase to reflect expanded 
access to care and higher provider payments. Therefore, we expect future trends will be consistent with 
the CMS Office of the Actuary's 4.7% estimate. 

BRIDGE PERIOD TO BASE YEAR 

Building Capacity for Transformation will begin on January 1, 2016. There are 24 months between the end 
last historical year (CY 2013) and the end of the Base Year (CY 2015) prior to the first demonstration year 
(CY 2016). We used the following trend rates to establish estimates for the Base Year in the template 
worksheet (CY 2015): 

Annual enrollment trend = 4.0% 

New Hampshire experienced significant enrollment trend in early 2014. We set the bridge period 
enrollment trend rate to be consistent with the actual enrollment trend rate from CY 2013 to CY 
2015 of 4.0%. 

• PMPM cost trend = 2.2% 

PMPM expenditures for the last historical year (CY 2013) were trended to the base year (CY 2015) 
using the 2.2% annual trend rate calculated in the "Trend Analysis and Projections" section of this 
letter. 

We also added a new population to the base year enrollment and costs. The NHHPP population that 
self-identifies as medically frail is included in the Building Capacity for Transformation Section 1115 
Demonstration Waiver (and is excluded from the Premium Assistance Program Section 1115 
Demonstration Waiver). This population began enrollment on August 15, 2014. We used the emerging 
MCO experience from September 2014 — August 2015 that forms the basis for the January 2016 — June 
2016 capitation rates for this population to estimate the Base year (CY 2015) enrollment and cost of this 
population for this budget neutrality projection. 

WITHOUT-WAIVER PROJECTIONS 

We used the following trend rates to trend the Base Year estimates to the demonstration period: 

■ Annual enrollment trend = 1.0% 

New Hampshire expects the growth in its current Medicaid population to slow from recent years. 
We assumed a 1.0% annual growth rate throughout the demonstration period. 

• PMPM cost trend = 4.7% 

The Base Year PMPM expenditures were trended to the demonstration period using the 4.8% 
annual trend rate calculated in the "Trend Analysis and Projections" section of this letter. 
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BUDGET NEUTRALITY METHODOLOGY 

New Hampshire expects to establish a "Per Capita Method" budget neutrality methodology where it will be 
at risk for the PMPM Cost of individuals under the Demonstration. Under a per capita method, 
New Hampshire will not be at risk for the number of member months of participation in the Demonstration. 

WITH-WAIVER PROJECTIONS 

The with-waiver projections gse the same enrollment and PMPM trend as the without-waiver projections. 

New Hampshire expects Its delivery system reforms to produce savings compared to the without-waiver 
projections. Since specific project criteria and projects will be subject to stakeholder input post-approval of 
the waiver, the precise delivery system changes that Will be implemented in New Hampshire cannot be 
identified now. Instead, we have reviewed available literature in order to develop reasonable high level . estimates of the impact of expanding behavioral health service capacity and integrating the management 
of medical and behavioral health services on the total acute care costs .of individuals with diagnosed 
behavioral health and:  SUD conditions. 

The following informatioriIS an excerpt from an April 2014 report authored by Millman consultants Stephen 
P. Melek, Douglas T. Norris:  and Jordan Paulus that was developed for the American Psychiatric 
Association .titled "Economic Impact of Integrated Medical-Behavioral Healthcare, fiTiplications for 
Psychiatry', In part, the report summarizes available literature on cost-effectiveness research studies for 
integrated medical-behavioral healthcare programs, This research is relevant given that the IDNs will be 
designed to build the capacity to deliver integrated:rneit cal-behavioral health services in New Hampshire. 

"A variety of approaches to integrated rnedical-behavioral healthcare- have been the fobus 
of cost-effectiveness research over the past three decades, with most studies finding that 
integrated care can lead to reductions in total healthcaie costs. Typical cost savings 
estimates ramgo from 5% to 10% of total healthcare costs over a two to four year period for 
patients receiving collaborative care, although the most robust evidence is in the care'of 
depression in older adults. 

One study focused on a collaborative depression care management program directed 
toward. low-income, predominantly Hispanic diabetics. 	The program, called the 
Multifaceted Diabetes and Depression Program (MDDP), was administered through a 
randomked clinical trial, and was compared with enhanced usual care (ELIC). Although 
not statistically significant, medical cost savings of approximately $39 per member per 
month (PMPM) were observed during the eighteen months following the implementation of 
the fV1DDP program. The study identified the 95% confidence interval for the:savings of.the 
program as savings of $110 PMPM at the upper limit to an additional cost (or negative 
savings) of $32 PMPM at the lower limit 

The Pathways study focused on the outcomes of a program utilizing specialized nurses to 
deliver a twelve-month depression treatment program for patients with diabetes. This 
program was administered through a randomized controlled trial that compared the 
systematic depression treatment program with care as usual. Total outpatient costs were 
approximately equal during the 12-month intervention period for both the intervention group 
and the usual care group, but during the 12-menth period following the intervention, median 
outpatient costs for the intervention group were:$50 PMPM lower than costs for the usual 
care group. Over the entire two year period, including the intervention period, total 
healthcare costs (including inpatient and outpatient health services) were $46 PMPM lower 
for the intervention group than for the usual care group. This represents savings of about 
5% of total healthcare costs for the intervention group over a two year period, 
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The;IMPACT study focused on a twelve-month collaborative care management program 
for• elderly patients with depression. The program was administered through a randomized 
clinical trial that compared a collaborative care intervention using teams of depression care 
managers, primary care doctors and psychiatrists to the usual care for depression. Total 
healthcare costs were tracked for a 4-year period following the intervention, and costs for 
the intervention group were an average of $70 PMPM lower than costs for those receiving 
usual care. This represents savings of about 10% of total healthcare costs for the 
intervention group over a four year period. Patients in the collaborative care management 
program had lower costs in every category that was observed, and the results of a 
bootstrap analysis indicated that patients in the collaborative care program were 87% more 
likely to have lower total healthcare costs than those receiving usual care. 

Missoliri established Community Mental Health Center healthcare homes in 2012 for 
Medicaid elig ible persons with serious and persistent mental illnesses, comorbid mental 
health and substance use disorders, and certain chronic medical conditions comorhid with 
a mental health or substW)CE) use disorder. Their early results showed that independent 
living increased by 33%, vocational activity increased by 44%, legal involvement decreased 
by 66%, psychiatric hospitalization decreased by 52%, and overall healthcare costs 
dqprea,wq 0 0.1* 

A meta-analysis of cost-effectiveness research studies identified 23, studies addressing the 
economics of collaborative care over the past three decades. In nearly all of these studies, 
collaborative care programs were found to be at least cost neutral, with most studies 
indicating actual savings. One .study compared the finan6ial outcomes of clinics newly 
practicing collaborative care to demographically similar clinics practicing usual care. 
Healthcare costs increased for both groups of clinics following the introduction of 
collaborative care, but clinics practicing collaborative care saw only 73% of the increase 
that clinics practicing usual care experienced, and their patients were 54% less likely to 
use the emergency department and 49% less likely to use inpatient psychiatric care. 
Additional studies and innovation projects will be needed to confirm these findings in other 
populations and non-research settings." 

Undoubtedly, fiere are Medicaid benefiCiaries in the All Other population that have undiagnosed behavioral 
health or SUD conditions. New Hampshire expects its delivery system reforms to increase the rate of 
diagnosis and treatment of this undiagnesed population. We applied 25% of the projected Behavioral 
Health population savings estimates to the All Other population to reflect the cost savings potential for the 
effective treatment of currently undiagnosed individuals. We applied the average of the Behavioral Health 
and All Other population factors to the NHHPP Medically Frail population. 

Table .2 summarizes our savings assumptions. Since a significant portion of the first year of the waiver 
demonstration period will be used to work with local providers to identify and select specific initiatives, we 
do not expect cost savings in the first year of the waiver. We chose relatively conservative (low) savings 
estimate in other years to model an achievable level of savings. The savings assumptions are consistent 
with the low end of observed savings in our literature review. 
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Table 2 
Waiver Cost Savings Estimates 
Applied to Total Service Costs 

Demonstration 
Year 

Behavioral Health 
Population 

All Other 
Population 

NHHPP Medically 
Frail Population 

1 0.00% 0.00% 0.00% 
2 1.00% 0.25% 0.63% 
3 3.00% 0.75% 1.88% 
4 5.00% 1.25% 3.13% 
5 6.00% 1.50% 3.75% 

The with-waiver projections also include $30 million of new expenditures per year related to the proposed 
IDN Transformation Fund. In total, the anticipated delivery system reform savings is expected to offset the 
ON Transformation Fund expenditures. 

DISPROPORTIONATE SHARE HOSPITAL EXPENDITURE OFFSET 

New Hampshire is not proposing to use a reduction in Disproportionate Share Hospital (DSH) claims to 
offset Demonstration costs in the calculation of budget neutrality. 

BUDGET NEUTRALITY WORKSHEET 

The budget neutrality projections using the CMS template are included as Attachment A of this letter, which 
is also attached in Excel format. We customized the CMS template to be consistent with New Hampshire's 
budget neutrality approach. 

ADDITIONAL INFORMATION TO DEMONSTRATE BUDGET NEUTRALITY 

We look forward to working with CMS and New Hampshire to discuss and refine the budget neutrality 
projections. 

CAVEATS AND LIMITATIONS ON USE 

This letter is intended for the internal use of the New Hampshire Department of Health and Human Services 
(DHHS) and it should not be distributed, in whole or in part, to any external party without the prior written 
permission of Milliman. We do not intend this information to benefit any third party even if we permit the 
distribution of our work product to such third party. We understand this letter will be part of New 
Hampshire's application to CMS. 

This letter is designed to provide DHHS with budget neutrality projections for the Building Capacity for 
Transformation Section 1115 Demonstration Waiver. This information may not be appropriate, and should 
not be used, for other purposes. 

Actual without-waiver and with-waiver results will vary from estimates due to costs and savings under the 
demonstration being higher or lower than expected. DHHS should monitor emerging results and take 
corrective action when necessary. 

In preparing this information, we relied on information from DHHS regarding historical expenditures, 
historical enrollment, projected costs under the demonstration, and the expected return on investment for 
certain initiatives. We accepted this information without audit but reviewed the information for general 
reasonableness. Our results and conclusions may not be appropriate if this information is not accurate. 
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I am a member of the American Academy of Actuaries and I meet the Qualification Standards of the 
American Academy of Actuaries to render the actuarial opinion contained herein. 

The terms of Milliman's Consulting Services Agreement with DHHS signed on November 16, 2012 apply to 
this letter and its use. 

Please call Mathieu Doucet or me at (262) 784-2250 if you have any questions. 

Sincerely, 

John D. Meerschaert 
Principal and Consulting Actuary, FSA, MAAA 

Attachments 

JDM/vrr 
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CY 2011* 
668;686;664 

083,020 

979.01::,$ 

CY:2010*.. 
1:1741.4114i165 

96512'1: 

180.69 

Attachment A 
New Hampshire Building Capacity for Transformation SeWiSiti1115 Demonstration' Waiver 

Budget Neutrality Template...  

A 
1 6 YEARS OF HISTORIC DATA 	 
2 	  
3 SPECIFY TIME PERIOD AND ELIGIBILITY GROUP DEPICTED:  
4 

CY 2010* 
658,695,168 

664i8Q0 

991:12 $ 

5 	ehavioral Health Population 
TOTAL EXPENDITURES 
ELIGIBLE:-MEMBER MONTHS 

PMPM COST  

cY2009* 
- 577,667t1:01' -$:

008,784.. 
- 

949.25  

CY 2012" 

•, •676872 

.994. 

CY 2013** 	5-YEARS 
714.696,630,:. $ 3,297,155,132 

748;270 ' 

963.05 

6 
:7 

8 
5-YEAR 9 TREND RATES 

10 
11 
	

TOTAL EXPENDITURE 13.98% 6.76%1 :5.60% 

         

ANNUAL CHANGE 

   

AVERAGE 
1.52% 
	

0.67% 
12 2.77% 

	
0.90% 
	

10.25% , 
	

5.22% ELIGIBLE. MEMBER MONTHS 
	

9.17% 

13 PMPM COST 
	

4.41% -1.22% 
	

1.59% 	-3.17%1 
	

0.36% 

14 
Other:Po ulation 	 

TOTAL EXPENDITURES  
ELIGIBLE MEMBER MONTHS 

PMPM COST 
TREND. RATES 

TOTAL EXPENDITURE 
ELIGIBLE MEMBER MONTHS  

PMPM COST.  

CY 2009* 
$ '162142,201".  

929;995',  

174.35 

7.57% 
3.79% 
3.64% 

ANNUA CHANGE 
1.00% 
1.95% 

-0,94% 

5-YEAR 
AVERAGE 

0.77% 
0.43% 
0.34% 

CY 2011* 	CY:2012' . • 	.CY•2013*.*..• 	: 571'.EARS  

	

17-616696.91..$ ,••177i8911995 	 $ 857,328 154 
984.096 

:170,0C 	176.28 
	

176.75 

24 
47 

Excludes Healthy Kids Silver (CHIP)  population from 1/1/2009 - 6/30/2012 (transitioned to Medicaid as of 7/1/2012) 1  
Annualized using 12/11 * January November 2013 data.. December 2013 is excluded from the historical base due to the implernentation of the Medicaid Care Managem nt program on 12/1 20 3.  
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0.70%1. 	-5.73% 
• 2.26%: 
,1.52% 
	

' :0.27%1,.. 



C 	 1  
DEMONSTRATION WITHOUT WAIVER (WOW) BUDGET PROJECTiON:  COVERAGE COSTS FOR POPULATIONS  

C 

TREND ONTHS 

2 255 

14. AU Other Population 
5: pop..Type.: • . •. 	Medic 

Eligibte•Mernher 
16 MOnths :.• 

.17 PMPM cost 
7737-Total Expenditure 

OF AGING RATE 1 

4 

6 GROUP 
7 
8 Behavioral Health Population 
9 Pop:Type: 	,Mochen,irl 

--Eligible Member 
0 Months 

11 PMPM Cost  
12 	i otal Expenditure 

3 

19 
Medical!  Frail Population* 

21Pop Type: 	,Expansion 
Eligible  Member 

22 Months 

23 PM PM Cost  
24 1 otaTExpendifure 

21 

4 

DEMONSTRATION Y ARS (DY) 

BASE YEAR TREND DY 01 : DY 02 DY 03 DY 04 DY 05 TOTAL 
x'00,  RATE .2 C`r 2010 C7-103 : CY 26.19 CY 2020 WOW .. 

 

$07:165.  

• 

815,237 823;389 831,623 839,939 848,339 

S 	...1,005.89 $ 	1,053.17 $ 	1;102.67 $ 	1,154:50 $ 	1,208.76 1,265.57 

: 858,583,102 $ 	90'1',926,704 '960;109,003.':.$ 1,01'5;285,207 $ 	1,073,632,189 $ 	4,815,536,204 

1,023,312 1.0% .033,545 1,043,880 1,054,319 1,064,862 1,075,511 

$ 	184,61 :11171,9S 193.29 202,37 $ 	 211.88 $ 	221.84 232.27 

.199,773,860 5 	211.250,031,..$ 223,589,104 $ 	236,229,023 249,808,890 $ 	20,450,908 

24,000:  3y6 24,240 '24;482 24,727 24,974 25,224 

1,570.50  
38,068920 

$ 	1,644.31  
$ 	40,256,655 

$ 	. 	1,721 59  
42,570, ;42 

$ 	1,802.50 
$ 	45,016,529 

$ 	1,887.22  
$ 	47,603,692 $ 	213,515,939 

25 
38... 	. . .  j 
39 .  *. Estmated based oh emerMng:MGO experience from September 2014 - AugUst 2015 .. 

4.09  

2'42% 

20 NHHP 

A 

NA 
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Attachment A 
New Hampshire Building Capacity for Transformation Section 1115 Demonstration Waiver 

Budget Neutrality Template 

C 	C 	D 	I 	E 	J 	F 	I 	G 
DEMONSTRATION WITH WAIVER (WW) BUDGET PROJECTION: 

1- 
COVERAGE COSTSFORPOPULATIONS 

2 
3 

DEMONSTRATION YEAR(DY) 
5 DY 00 DEI41i0 TREND DY 01 	 DY 02 DY 03 0)41_,_ r_ 	DY 05 ______04Y 
6 ELIGIBILITY GROUP CY 2015 RATE ---OrNi6 	 CY 2017 —cy-2046 -TOTA1L-Ifi/W — 

7 
B Behavioral Health PoptLiatior). 

! 
_i___ 

9 Pop Type: Medicaid 
10 Eligible Member Months 807,165 % 815,237 1 	823,389 831,623 839,939 —  648,339 _ 
11 ----] 

$ 	1,053.17 

' 	) 

1,053.17 I 

12 

3 

14 

PMPM Cost 1,005.89 4.7% l $ 	1,102.67 

-1.onci: 

1 $ 	1,091.64 

$ 	1,154.50 

-: 	no 	... 

$ 	1,119.87 

$ 	1.208.76 

-5 cc,. 

l 
I $ 	1,148.32 

	

1 $ 	265.57 

	

e, ,.in. 	: 

	

$ 	1,189.64 

Projected Impact of 
Delivery System Changes 
PMPM Cost After Delivery 
System Changes 

5 1 
16 I otal Lxpencliture U 	858,583 102 	$ 	898,847,437 $ 	931,305,733 $ 	964 520,947 $ 	1,009,214,257 $ 	4,662,471,476 
17 
18 All Other Population  

1 19 Pop Type: Medicaid 
20 'Eligible Member Months 1,023,312 1  1.0% 1,033,545 	1,043,880 1,054,319 I 	1,064,8621_ 	1,075,511  
21  

i 

22 PMPM Cost $ 	184.61 4.7% $ 	193,29 

' 	0,00% 

193.29 

$ 	202.37 

.0.2.5in 

$ 	201.86 

$ 	211.88 

Ar75%, 

210.29 

221.84 

-1-2Yr , 
.7f,R311..... 

$ 	219.07 

 	$ 	23227  

50% 

$ 	228.79 

23 
Projected Impact of 
Delivery System Changes 

24 
PMPM Cost After Delivery 
System Changes 

25 
26 ot 	Exp nditure 199,773,860 i $ 	210,721,906 	$ 	221,7 3 686 $ 	233,276,160 1  $ 	246,061,757 $ 	1,1 	1 547,369 
27 
28 
29 

NHI-IPP - Medically Frail Population 
Pop Type: 

......._.... , 
Expansion 	i 

30 Eligible 	rriber Months 24,000  X14,240 24,482 1 	 24,727 . 	24,974 	 25,224 
31 
32 

33 

1,500.00 1$ 	1,887.22 

7 . 	0 

1,816.45 

A  3 1,-, 45V 

PMPM Cost 4.7% $ 	1,570,50 

0.00'1. 

	

1,644.31 I$ 	1,721.59 

,8 63,% , 	 -1,38Wo: 

	

1,634.03 I $ 	1,689.31 

$ 	1,802.50 

$ 	1,746.17 

Projected Impaclof 
Delivery System Changes 

34 
35 
36 

PMPM Cost After Delivery 
System Changes 1,570.50 

Iota! Expenditure--  38,068,920 $ 	40,005,051 	$ 	41,771,951 $ 	43,609,763 $ 	45,8 8,554 $ 	209,274,239 
37 
38 IAN Transformation Fund Expenditures 
39 04 Type: All 
40 lotal Expenditure !3em00.001. 30,0000000, 	S 	30,040,000,..S. 	!30,900-i00.0., ..$ 	p,;99p.,p9o,.: $ 	150,000,000 
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New Hampshire Building Capacity for Transformation Section 1115 Demonstration Waiver 

Budget Neutrality Template 

A 
1 Budget Neutrality Summary y. 
2 
3 Without-Waiver Total Expenditures 
4 
5 
6 

DEMONSTRATION YEARS (DY) TOTAL  

DY 01 DY 02 DY 03 	 DY 04 DY 05 — 	
CY 20 7' -CY 20-1-  • 	 CY 2019 CY 2020 

7 Medicaid Populations 
858,583,102 $ 	907,926,704  

$ 	211,250,031 
40,266,655 

	

$ 	1,120,450,908

10 

$ 	960,109,003 1 $ 	1,015285,207 $ 	1,073,632,189 $ 	4,815,536,204 8 
9 

Behavioral Health Population 
All Other Population 199,773,860 $ 	223,389,104 	$ 	236,229,023 $ 	249,808,890 

11 
18 

NHHPP - Medically Frail Population 38,068,920 $ 	42,570,142 ' $ 	45,016,529  $ 	47,603,692 .._. ... $ 	213,515,939 

— 

19 TOTAL ,096,42 ,882 1,159,433,390 1,226,068,249 	1,296,530,759 $ 	1,371,044,772 $ 	6,149 503,051 

20 
21 With-Waiver Total Expenditures 
22 DEMONSTRATION YEARS (DY) TOTAL  

23 DY 01 DY 02 T  DY 03 	 DY 04 DY 05 	  
24 —CY-2016 7--  CY 2DT3 	 CY 2019 CY 2020 

25 
26 

Medicaid _Populations i 
Behavioral Health Population 858,583,102 $ 	898,847,437 $ 	931,305,733 	$ 	964,520,947 $ 	1,009,214,257 $ 	4,662,471,476 

27 All Other Population $ 	199,773,860 $ 	210,721,906 $ 	221,713,686 i $ 	233,276,160 $ 	246,061,757 $ 	1,111,547,369 

28 
29 

NHHPP :Medically Frail Population $ 	38,068,920_ 40,005,051 $ 	41.771,951:$ 	43,609,763 $ 	45,818,554 $ 	209,274,239 
IDN Transformation Fund Expenditures $ 	30,000,006 $ 	30,000,000 $ 	30,000,000 t $ 	30,000,000 $ 	30,000,000 —$ 150,000,000 

30 T " - 

40 
41 TOTAL 1,126,425,882 1,179,574,394 $ 	1,224,791,370 	$ 	,271,406 869 $ 	1,331,094,568 $ 	6,133,293,084 
42 

$ 	16,209,968 43 VARIANCE (30,000,000) '$ 	(20,141,004) $ 	1,276,879 i $ 	25,123,890 $ 	39,950,203 

Page 4 
	

Summary 
	 11/23/2015 



k rVI Ihrnan 

ATTACHMENT B 
DEVELOPMENT OF HISTORICAL BASE DATA 



latif49it6ientitA ..7": .:T.::.:  .  	', .:r. 	;,... 	1 

hlimiliailightia•trapartiheit1.4•116althand fluniah:3901009 

Building capcity for Tranifiterriailort.1115WaWert : 	" • • •• 

Behavittral.Health•poriUlatiog ...i .: ' :-.: 	•• : • • • 

• - ' ' 	Astiiiing010810,11. 	 - 	,...it,-.,:q.:::::: •.'.0 ,.-..., 	, 

_ 

VPIAIMPOMlik. • • 	• 	• 	• 	• ,,l'eiT,V:•Vli'V.9.:.;n0 	.. 	?,., :,. ,C.,','-' . .c.  

	

'4  :, 2 ,,,it!,- 	 i 
- . -.- -000iai,*ii91-046 

Net .: 

o :. 	,.'?.:74.0. ,.A.,;;;Wiq.:..,::. 
Ca lehil4itti.ed:ait'2611 ,CANnO4cYPT4112PA,  

',Me Inb,631M 6  nt  tIA' ' '. 0.041161C2::' 	A.itPA11141; 445traber400111.1$ ifiMAltritklil P RAtOK00# Member:1M010ths . :.1,-rr,otot,rokf 	' 	2 .i krill  VI MIE 	ir.  

. 	. • Full Duals .. 
Low Income Children and Adults 

• Fester Care / Adoption 
Breast and Coryical:Cancer Program 
Severely Disabled ClAdien 

Disabled Adults . 
Old Age Assistance Program 

Aliens 
• Unknown • . 

2792 

0 

24 
41,889 
-47,090 

. 	. 	0 

18 27,932 

$1,776,300-  

0 
. 
• 77,313 

79,703258 
22,667,901 

0 
.112 

. 	$636.21 
0.00 

1,551.61 
3,221.39 
1,992.73 

481.16 

.. 112.00 

3,393 
 0 

-15 

: 45,04.8 
. . 45;757 

$1;643,720 

'50;427 
.'.17,398 

..•• -.89,995,222 
• - 24,846,664 

.0 

.. 	$484.44 
 0 00 

3,361.82 

3,479.60 
• 1,997.76 

543.01 

0.00 

3,113 

1 
39 
0 

44,751 
45,119 

0 
. 	0 

.. $1,546,647 
1  804 ., 

19242 
0 

86,659,587 
23,240,585 

0 
0 

$496.83 
1,603.92 

493.38 
0.09 

1,981.18 
515.23 

0.00 
0.00 

Subtotal 
, 

Nan Duals • 

..91,814 • • 	$104242,817 81,13517 94,218 

. 

• .1116,553,432 $1,257:98 93,023 $113,473,865 $1,219.85 

Low Income Children and Adults 
Foster Carel Adoptien 
Breast and Cervical encer Program 

Severely Disabled Children 
Disabled Adults 
Old Age Assistance Program 
Aliens 
Unknown 

290,388 
16,569 

• 915 
14,781 

•136,871 
3,233 

0 
0 

•• 	:.:.$153,082;527 
• .:17.77Q 

. 	:1,323,514 
34,276,929 

• 154,967,134 
5,344.064 

0 
0 

$527.17 
- 1,07$.03 
1,446.46 
2,318,99 
1,783.68 
1.652.98 

0.00 
• . 	0,00 

:122,751 
 16,703 

• -1,084 
• 15,402 

'94,649 
..3,703 

0 

.•031. 	 •• 29501,385 
.6168,653,972 

. .1,660;449 
 19,677,672 
175,684,007 

.6,846,329 
0 
0 

19,756262:2543  

1,560.57 
2 576.14 
1,856.16 
1,848.86 

0.00 

327,969 
•15,858 
 1,042 
15,574 
99,764 
3,895 

0 
0 

5173,251,108 
•25,925,651 

1,600,167 
. • 19,377,856 

• • '..181;553,688 
6,665,302 

•0 

.8528.25 
1,633:83 
1727,61 
2,528.44 
1,619.63 
1,762.59 

0.00 

Subtotal 
• 

Partial Dual Eligible's 

412,757  $366,773,218 $868.59 -454,272 
. 

$422,053815 $99.06' 464,112 5428,773,772 $923,88 

. 	Partial Duals 

.. Partial Duals-Plus 

. 26,677 
77,536 

$3464,308 
:103,407,172 

. 3129.86 
_1,333.67 

	

.. 	32;472 

	

. 	83638 

$4,554,829 

• . : 	115,633092 

$140.27 
• 1,381.35 

.37,048 
• .88137 

$4,946,878 

. 	121492 150 

6133.53 
1,367,59 

Subtotal 

Grand Total 

Excluded- from Base for 1115 Waiver 

104,213 

608,784 

.. $108,871,479 

$577,887,513 

$1,025.51 

$949,25 

•. 116,110 

664,600 

•$120,087,921 

$658,695,168 

$1,034.26 

• 

9941,12 

. 125,885 

683,020 

$126,439,028 

5668,686,664 

$1,00440 

$979,01 

. 2010 ito 21311 • 	 -1.2% 2009 10 2018 	 4.4% 

• . Unknown 	 . 
.... CH1R_OleatIlly Kids Sihier Standalone) 

124 
3,960 

$71,476 
- .: - 4;104 

:5576.42 
1.04 

 • 126 
- , 4,250 

$114,355 
•:•2,932 

$907.58 
. 0.69 

146 
4,592 

$61,601 
. 	6,182 

$421.92 
1.34 

Subtotal 4.084 :575,580 • : $18.51 • 4,376 $117,287 $26.80 4,738 . 	$67,763 $14,30 

1'42312015 
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1446I 	lire Department 	Health and Human genifeeS-• 

iiilifF 	1pilaq #ortrarisionbatiO0.1:ii5:1*10.0-...•:- 

Diiiiiii4 	;1?):901aLtoti : :  	.   

F0045-0- 	• .. 	'mgin .. twilegoroico.":::?•-,:n',w*iT'v,,,  

Ilf..Wittal: 
 

.. 	... 	: 	.... 	. 	. 
.... 	, ..',.n.ii.,-,y7,,,,„ -,:ow.iikkykiiwo•!.4 

.. 	.. 	.. 	: 	..... 	.....: 	. 	: 	. •opinari,-,y,,,.o 	,ii,w•;•;•1,:••-7,,,siT.r.,:;..,,,,,:,;;. : ....toto46,•,4000... 	ber 20 3  
ltat t7roup NI Ehbali.iOil 	s 	Total P 	, 	PMPM ,Member Months 	Total Paid 	Completed Paid 	TIMP/A 
Full Duals 	 • . 	... . 	. 	.. 	. 	.. 	... 	. . .--,.... 

Low Income Children and Adklts .2.848 • 51,395,257 .$46e.C6 2;4'38 $956,628 .496. 6,194 .$395.34 
Foster Care i AdOp116n 	• 0 0 • 0.011 11.  84,167 .e5r 00e 7,726.64 
Breast and Cervical Cancer Program' 1 8 • 0.00 14 '32,012 32,332 "2,270.19 
Severely Disabled Children 618 1,511,000 -2,49.36 • 1,323 3,199,215 3.231;207  2,441.80 
.Disabled Adults 46,529 90,698,439 '1,992.08 4.022 90,399,574 91,303,559 2,07516 

Old Age Assistance Program .44,754.25,271,827 . .564.69 42,173 .28,430;875 26,695,184 633,00 
Aliens 0 0 : 	0.00 0 .0 am) 
Unknown 0 10 0 0,00 

Subtotal 93,750 $ 113:879,524 ':$1,268.05 :89;881 . 	$121;102,470 . 	$122,313,495 $1,360.84 
• 

Non Duals ... 
Low Income Children and Adults 330,839 • $181,252,927 • 6547.86 -357,256 $190,236,745 $192,139,112 $537.78 
Foster Care/Adoptton 	. 15;242 24;799,493 1,627.08 i 	•14,992 i 	24,026,342  24,265,606 1,618.61 
Breast and Cervical Cancer Program 1,235 • 2,543.408 ii2;059.41 1,091 . 	1,910,708 1,929,815 1,819.44 
Severely DISabled Children 17,539 42,692,890 -- 	.;-2,420,13 13,451 46,411,214 .46,875,326 2,540,49 
Disabled Adults 98,260 ..18,731,495 1,811.96 '..94,534 162,962,548 164,692,174 1,741.09 
Old Age Assistanice Program 4,325 7,339,431 4,666,96 • • .5,069 6,948,021 7,017,501 1,384.42 

Aliens 0 0 0_00 0 0 0 0.00 
Unknown 0 i . 	• 0.01] 0 0.00 

Subtotal 457,540 -$437,359,644 .9935:45 • '491.403 $432,495,573 $436,820,534 $888.93 

Partial Dual-Eligibles 
Partial Duals 36,073 $4,654,954 5129.04 35,145 55,116,484 $5;167,649 $147.04 

Partial Duals- Plus • • 	79,510 112,294,835 • •,1,412.34 . 57,552 . 93,565,070 94;503,750 1.396.91 

Subtotal 115,582 $116,949,789 81,011.83 . 102,797 $98,684,553 $99,671,399 $989.60 

Grand Total . 676,872 $673,188,957 $994.88 '684,081 5652,282,601 $668,805,427 $963.05 

2011 to 20 2 . 	 1.6% .2012 to-2013 	 ,.3.2% 

.1. 
Average Annual Trend 2909 - 2013 . 	 0.4% 

Excluded from Base for 1115 Waiver 
Unknown:- . . 78 $58461 5749,50 0 $0 $0.00 
CHIP 6-leatMy Kids Silver St ndaione) 7,438 . --.10,730 :1.44 0 0 0.00 

Subtotal 7,516 . 569,191 59.21 .0 .$0 $0.00 



Attachment B.2 
New Hampshire  Department of 11. Ith    d Human Services 
Building Capacity  '..;.i.lratisformation  1115 W-ig or 
All 
fFS Base Data-, 18181g 

Rate GGroup;=- 
•. 

Ffi?.4.,,:!1•:fff.'4061.3‘res%z 
Cxle..tAidt:iYearg0 0  

MeMPOr14n0MS;:',;:,';;:.11:re:0! MerOtleryMOrgn$:: 411 r110.4galcl  .lhefMOrlthS . 
. _. ____ 

Low Income Children'and Adults 
. 	Foster Care I AdoCtion 

Breast and Cervical Canger PrOgram 
. 	Severe1y Disabled children ' 	' 

Disabled Adults.- 8,127 
Old Age Assistance Program 
Aliens 
Unknown • 

1,058 
• 0 
• 5 
..0 

19,314 
0 

' 	0 

$337,628 
0 

887 
0 

7,274,010 
6,576,552 

0 

• $319.12 
0.00 

177.31 
0.00 

895.04 
340,51 

0.00 
..0.013 

-1,059 

	

' 	0 
15 

	

. 	3 
8,939 

 15,878 
Ci 

$592,204 
0 

. 	9,002 
15,681 

0,747.719 
8,092,429 

9 
D 

' 	- 5559.21 
0.00 

600.14 
5,226.93 
1,090,47 

407,10 
0.00 

-0:00 

' 1,099 
0 
2 
3 

8,756 
18,657 

0 
0 

• $465,285 
0 

76 
2,091 

10.325,979 
8,005,074 

0 
0 

$423.37 
0.00 

38.09 
• 696:99 
1,179.30 

42907 
0.00 
0.00 

Subtotal 28,504 $14,189,076 5497.79 : 29,894 . 	$18,457,034 $617.42 28,517 $18,798,504 5659,20 

Non Duals. 
Low Inceme Chilcien and Adults 765,819 .$99,405,085 $129.80 792,676 $101,725,554 $128.33 799777 5105.861,102 $132,11 

Foster Care /Adoption 	. • 9,869 3,225,129 326.79 • .13,620 '3,413,478 387.02 8,730 . 	3,038,383 348.04 

Breast endCervical Cancer Program  1,354 710,254 524.56 . 	1,420 -, '1,119,830 788.61 1,674 1,22,308 789.91 

Severely' Disabled Children 5,764 7,811,818 1,355.28 .5,476 • 8,374257 1,529.27 5,318 7,$77,032 1,387.18 

Disabled Adults 27,996 21,639,258 772.94 :29,059 24,883,188 856.30 30,633 .22,692,027 740.77 

Old AgeAssistance Program 6,168 3,321,235 538.46 6,126 3,679,427 • 600.62 6,598 4,438,487 672.70 

Aliens 0 0 . 0.00 0 0 0,00 0 0 0.00 

Unlmown 0 0 0.00 1 a 0.00 0 0 0.00 

Subtotal 816,970 5138:112,7781  $166.61 843,678 $143,195,735 $169.75 852,730 5144,529,338 $169.49 

Partial Dual Eligibles 
Partial Duals 61,277 -_$1,227,895"  $20.04  68,763 $1,206,673 $17.55 78,862 $1,504,845 $19.84 

Partial Duals- Plus 23,244 . . 10,612,452 ..-.456:57 • ' 22,984 • /1,550,696 -..1602,55 .23,987 11,264,472 469.61 

Subtotal 84,521 .511,640,346 $140419 91,747 $12,757,369 ' 	$139.05 102,1349 $12,829,118 $124.74 

Grand Total 929,995 $162,142,201 $174.36 965,219 • 5174,410,138 5180.69 $84,096 $178,166,959 $179.00 

2009 to 2010 - 	 '3.6% 20 0 to 2011 	 i-0.9% 

ExCluded from Base for 1115 Wal 	r 
Unknown 58 $10,350 $178.45 38 $8,394 $233.17 90 88,205 $91.16 
CHIP (Healthy 104s SlethrOtandal 	) 89,981 27,461 .8.31 • . 95,263 .. 27,738 0.29 ,99,674 ..47,859 0A8 

Subtotal 90,039 $37,811 $0.42 -95,299 $36,129 $0.38 99,764 $56,063 $0.56 

11/23/2015 1.11811Main • Page 3 



Aitact:meiit El-2, 

Now:HaniPshife Department of Health and Human.Services  
Building Capacity for Tranefor/tiatiOn 1115 Waiver 

All'Other Population  

PPS :Bast Etatiat*kilding-XilMlitFl" 	 .T.,. 	' 1.:0:J,...--... 	:s7 	
,;;F 	;,...1.,,.......:, ,,_,, 	- 

takailar Year .2012i . 	 .e 
':.:i:,-k;.:8 	.102.tt '-' 	 :::'-iriii,iiiii7,,,tViift:,-:i71:itittAirpti 

:.•!J60.00: .1190.6841bor 2012 

Rate-GouP 	 Member Kitord:fi: 	. Total Paid - 	rt relpp.1 • M irtbe'r Month, 	lotal Paid 	.Coiripleted Paid 	,-,fP541:8- 

Full Duals 
Low Income Children and Adults 1.149 $503,959 $43876 661 $141,227 $142,039 $215.88 

Foster Care /Adoption 0' 0 0.00 0 0 0 0.00 

Breast and Cervical Cancer Program 9 1,360 151.06 26 10,068 10,189 398,43 

Severely Disabled Children 202 110,605 648.55 407 383,057 386,857 951.50 

Disabled Aduits 10,297 11,946,739 1,150.20 9,181 10,163,623 10,265,259 1,118.10 

Old Age Assistance Program 20,586 9,849,271 475.44 17,082 8,750,067 8,837,568 517.38 

Aliens 0 0 0.00 0 0 0 0.00 

Unknown 0 0 0.00 0 0 0 0.00 

Subtotal 32,243 $22,411,934 $695.10 27,356 $19,448,042 $19,842,522 $718.04 

Non Duals 
Low ktonme Children and MIMS 833,285 $104,983,013 $125.99 741,898 390,067,691 $90,998,368 $122.65 

Foster Care /Adoption 8,966 2,746,998 306.37 6,961 1,623,925 1,640,164 235.63 

Breast and Cervical Cancer Program 1,632 1,408,170 86306 1,411 1,359,591 1,573,187 972.90 

Severely Disabled Children 4,214 4,786,225 1,135.83 1,852 2,496,485 2,521.450 1,361.22 

Disabled Adults 33,361 24,250,686 726.91 27,777 22,167,268 22,388,931 806.04 

Old Age Assistance Program 6,742 4,274,349 633.95 7,003 4,278,398 4,321,182 817.02 

Aliens 0 0 0.00 0 0 0 0 00 

Unknown 0 0 0.00 0 11 D 0.00 

Subtotal 888,200 $142,449,440 $160.38 786,702 3121,993348 $123,213,282 $156.62 

Partial Dual Eligibles 

Parhai Duals 80,393 $1,780,371 $29.15 31,448 81,629,683 $1,847,980 $58.76 

Partial Duals-Plus 25.488 10,770,250 422.56 21,761 8,502,481 8,587,506 394,63 

Subtotal 85,881 $12,530,621 $145.91 63,209 $10,332,164 $10,435,486 $196.12 

Grand Total 1,006,324 6177,391,905 3476.28 867,267 $151,773,554 $153,291,290 $176.75 

2011 to 2012 	 -1.5% 2012 to 2013 	 0.3% 

Average Annual Trend 2009 - 2013 	 0.3% 

Excluded from Base far 1115 Waiver 
Unknown 61 $14,695 	 5240.90 0 50 80.00 
CHIPkealtrty kids Silver Standalone) 44,186 36,207 	 0,82 0 0 000 

Subtotal 44,247 $50,902 	 $1.15 0 $0 $0.00 
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aCiitentf3;i-:.11' 
•.- 	.. 	. 	• 	• 

mu tiarOSMie:.0gp•rirrninf of, 11088 tf and HumanServiqe
.  

1868ding CapacityfOrTfranefOrniailoff 1115 Waiver 	• ..:. 

70itailligtibiatiab.... -i: 	..•:•• ''... • 	• 	• 	• 	• 	... 

trumigo. 	:4 	, 	 ilk1.1HorkvoirAT.;,?oimi,,i0.00gr at..:. 	:,.,... 	, 	14- :M.liq-..011,-):04.-AttioakP.i.,nc-':Ip.,:e,n ,...,., 	 -,;.; 
'406iakiKt4i-!„2411j1:Z.,  

• 
__ 

 .....„ 	,....„ 
::1,-inti-:ivit.:•iroxia:,i::, 	 .13-7.,..!.:,.:&s,:-.,w.,••• 

caliii0OW.442911. c woo.wyporago 

rfkatrPlilP einbeti.Mbriths 	, Tglal-051d.All- 	r '.]iE,PMIrlii1:: 11,10M0018onthOl-,!:2: 	'IVOMII:fil'Olif,,l*r"-  . 	0/ 	M I 	r0: 	P0400tqs 	, ,  l::TOt4A:0814 . ' et em 

Full Duals • • • 	•• 	. 	. 
Low Income Chiliiimn arid Adults 3,850 52,113,9213 $549.07 .• .4,452 .$2,235,924 $502.23 4,212 $2,011,932 $477.67 

Foster Care /Adoption . • .0 0 0.00  • 0 0 0.00 1 1,804 1,803.92 

Breast and Cervical Cancer Program 23 28,819 1283.00 .3.  0 59,429 1,980.98 41 19,318 471.17 

Severely Disabled Children 24 77,313 3:221.39 8 33;079 4,134.85 3 2,091 696,99 

Disabled Adults 50,016 88,1377,268 1738.99 • 53,987 
. 
• .99,742,941 1,847.54 53.507 98,986,666 1,849.95 

Old Age Assistance Program 66,404 ' ' 29,234,453 440.25 65,835 32,939,093 501.85 63,776 31,251,659 490.02 

Aliens 0 0 0.00 0 0 0,00 0 0 0.00 

Unknown 1 .112 ':112.00 . 	0 . 	0 0.00 0 0 6.00 

Subtotal 120;318 .$118,431,893 ' $984.32 124,112 $135,010,466 $1,087.81 121.540 $132,272,369 $1,088.30 

Non Duals 
Low Incoma .Childsort and Adults' 1,056,207 $252,487,912 $239.05 1;115427 •• 5270,409,526  $242.43 1,127,746 . 	$278,912,210 $247.32 

F6ster Care / Adoption 	' . 	• . 	26438 21,004,160.  .. 794.47 25,523 ' 	32,914,863 1,289,62 24,598 i 	. 	28,964,033 1,177.50 

Breast and Cervical Cancer Program 2,269 2,033,768 .895.33 '2.484 . 	'.2,780,279 1,119.27 2,716 3,122,475 1,149.66 

Severely:Disabled Children • i 20,545 .42,088,748 2A48.61 .20,878  '48,651,929 2,301.56 23,892 .46,754,889 2,237.93 

Disabled Mutts 114,867 176,606,392 1,537.49 123,708 • 280,567,195 1,621.33 130,397 204,245,715 1,556,34 

Old Age Assista00e Program 9,401 8,665,319 921.74 0,829 10,525,750 1,070.89 10,493 .11,303,789 1,07727 

Aliens 0 0 0.00 it 0 0.00 0 0 0.00 

Unknown 0 0  ::10_00 1 0.00 0 0.00 

Subtotal 1229,727 $532,885,996 $408.94 1,297,850 • • 	. $565,240,550 $435.53 1,316,842 $573,303,110 $435.38 

Partial Dual Eligibles 	.. 
Partial Duals 87,954 . $4,692,201 $53.$5 101,235 $5,761,502 . 	$56.91 115,910 $6,511,523 $56.18 

Partial Duals - Plus . 100,786 . 114,019,624 1,131.37 .106622 127083788 . 	1;191.91 i 112,824 132,756.621 1,17E67 

Subtotal 188,734 5118,711,825  $628.99 207,857 $132,845,290 $639.12 228,734 ..$139,268,144 $608.87 

Grand Total 1,538,779 5740,029,714 $480.92 1,629,819 . $833,105,306 $511.16 1,667,116 $844,843,624 $506.77 

2009 to 2010 	• 	 6.3% 2010 to 2011 	 41,9% 

Excluded from Base for 115 Waiver 
Unknown 182 $81,826 1449.50 162 $122,749 $757.71 235 $69,835 $295.78 
CHIP (Healthy Kids Silver Standatone). 93;941 • • 	3.1,565 .. 	0.34 99,513 • 30,668 0.31 104,266 54,021 0.52 

Subtotal 94,123 .-$113,391 • $1,20 . 99,675 51 3 4 6 . 	• 	81.54 104,502 $123,826 $1.18 
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Ne:w Hampshire Department of Health and Human Services 
Building Capacity for Transformation 1115 Waiver  

FP6 Base-DataNiatiellililialtiliri 	 ...t .,ig,.:V' 

.-, 

,4tgltiffilAMZ' ; ''' 	I''' " 	,N;; 
' 

 . 

:':j..;;;IMPlaNr.utcoil 

,.f 

.. 
 . 	. J :,,,t,:-Afz.,!:.,.....,;,;.ff,  

AO.Kity:' 	iiimber:2013 	- ]CideLiaik Yeaiiiji2 -  
Rate group m.er ' on 1 n al 	. 	, 	. .Mcmber:Months TO8IO.64f : 	Gem•  eted.Pala PMPIVI 

Full Duals 
Low Income Children and Adults 3997 $1,899,216 $475.13 3,099 $1,097,854 $1,108,632 5357.85 

Foster Care / Adoption 0 ' 0 0.00 11 84,167 85,008 • 7;728.04 

Breast and Cervical Cancer Prograin 10 1,360 138.26 40 42,080 42,501 1,065.36 

Severely Disabled Cnttriren 820 1,624,605 1,981.84 1,730 3582,271 3,618,094 2,091.51 

Disabled Adults 55,827 102,645.178 1,838.64 53103 100,563,197 101,663829 1,912.67 

Old Age AssistanGe Program 65340 35,121,098 537.51 "53254 35,160,942 35,532,752 599.67 

Aliens 0 0 0.00 0 0 0 0.00 

Unknown 0 0.00 0 0 0 0.00 

Subtotal $141,291,458 .$1,121,42 $140,550,511 $141,956,016 $1,210.85 

Non Duals 
Low Income Children and Adults 1,164,123 $286i235,940 524535 1,098,593 $280,304,436 $283,107,480 $257,61 

Foster Care / Adoption 24,208 27,546,491 1,137.91 21,553 25,650,267 25,906,770 1,180.10 

Breast and Cervical Cancer Program .2,867 3,851577 1,378.47 .2,472 3,270,299 3,303,001 1,336.11 

Severely Disabled Children 21,652 47,479,115 2,172.71 20,304 48,907,699 49,396,776 2,432.90 

Disabled Adults 131,622 202.9E12,180 1,542.16 122,311 185,129,806 166,981.104 1,528.74 

Old Age Assistance Program 11,068 11,613,779 1,045.33 •12,072 11,226,419 11,338,883 939.24 

Aliens 0 G 0.00 0 0 0 0.00 

Unknown 0 0 0.00 0 0 0 0.00 

Subtotal 1,355,740 $579,809,083 $427.67 1,278,106 $554488.926 5560,033.1315 

Partial Dual Eli ,ibles 
Partial Duals 96,465 56,415,325 $66.60 $6,946,167 $7,015,629 5105.35 

Partial Duals - Plus 104,958 123,065,085 1,172.07 102070,550 103,051,256 1,152.98 

Subtotal 201,463 5129,480,411 $642.70 156,006 $109,016,718 $110,106,885 $705.79 

Grand Total 1,683,186 $850,580,952 $505,34 1,551,347 $804,055,155 5812,085,717 $523,48 

2011 to 2012 	 -0.3% 2012 to 2013 	 3.5% 

2009  . 2013 	1111011.111111111111 
2.1%  Average Annual Trend 

Extruded from Base for 1115 Waiver MEI 
111111111111.1111111111,00 Unknown 

.• 
1.1111111111§1 

8526.30 	 0 80 0  
CHIP Hearth Ktas6iver Standalone . 0.91 	 0 0.00 

Subtotal 

Mil 	

$120,093 MI= t7 

$0  ME 

$0.00 
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