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_ R_g:_' INF ORMA T IONAL I T. EM Health and Human Serwces Dashboard
Information

The Depaﬂment of Health and Human Servzees (DHHS) hereby submits as an 1nformat10n item the department 3
monthly dashboard in order to inform the legtslature and the pubhe on the current status of the utxhzatlon of the

- department’s programs and services and the related implications for the department s budget The monthly
‘dashboard also mcludes a status report on 51gn1ﬁeant initiatives being zmplemented to transform and improve the

- department s programs. Please note that financial and caseload information contained in this monthly dashboard
L s current through March 201 6.

Explanation
Fundmg Issues :

As of ""\/iarch 31 2016 the Department has zdenuﬁed 4 potent;al budget ¢ deﬁcxt of $32.5 mﬂhon ona cash basis.
Thls deﬁcﬁ results from unexpected costs not budgeted and budget assumptions that elther have not been reah?ed_
or that are not now ant:eipated to be realized. The principal assumption not realized is the drop in Medicaid
caseloads reflected i in the budge‘z Current deﬁetts in the (Non«-N HHPP) Medmazd program aoeount for 80% of the
1dent}ﬁed shortfall

General Fund Only -i?lgu_ms in $Millions

 Medicaid $26.2

SYSC $1.7
Other .~ $4.6
_Total Potenti_al Deﬁcit $32.5 _

At thls pemt in tlme there has been no reduction in preérams 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 potentzal 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

SFY 14 SFY 15 SFY 16
6/30/2014 6/30/2015 | 12/31/2015 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 7116 6,138 5,425 5,435 5,307 5,153

% increase over priov -13.70% -11.60% 0.00% -2.40% -2.30%
APTD Persons 7,745 7,526 7116 7,081 7,117 7,033

% increase over prior -2.80% -3.50% 0.00% 0.00% 0.01%
LTC - Persons 7,271 7,109 7,191 7,114 7,200 TBD

% increase over prior -2.20% 1.20% -1.1G% 1.30% TBD

Medicaid Shortfail

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
miilion 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 DHHS 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 i appropriation to SYSC of $1.7 miliion general
funds for SFY 16 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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NHHEH Inpatient Stabilization Unit & Nurse Recruitment

As a result of the approval to enhance nurse salaries by 15%, under the N130 pay scale, NHH 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 continuocus 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 fo 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:

e 1115 Transformation Waiver

Therapeutic Cannabis

Community Mental Health Agreement Compliance

Substance Use Disorder (SUD) Benefit for Standard Medicaid
Telehealth

Respectfully submitted,

Enclosure
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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

cel

Executive Council
The Honorable Colin Van QOstern

The Honorable Christopher Pappas

The Honorable Joseph D. Kenney

House Finance Committee
The Honorable Mary Allen

The Honorable Frank Byron
The Honorable Frank Edelblut
The Honorable William Hatch
The Honorabie Betsy McKinney
The Honorable Joseph Pitre

The Honorable Marjorie Smith
The Honorable Karen Umberger
The Honorable Kenmeth Wyler

Senate Finance Committee
The Honorable Jeanie Forrester
The Honorable Gerald Little

The Honorable Christopher Sununu
The Honorable David Wheeler

The Honorable Richard Barry The Honorable Thomas Buco

The Honorabie David Danielson  The Honorable Daniel Eaton

The Honorable J. Tracy Emerick  The Honorable Susan Ford

The Honorable Peter Leishman  The Honorable Dan McGuire

The Honorable Sharon Nordgren The Honorable Lynne Ober

The Henorable Katherine Rogers  The Honorable Cindy Rosenwald
The Honorable Peter Spanos The Honorable Timothy Twombly
The Honorable Mary Jane Wallner The Honorable Robert Walsh

The Honorable Lou ID’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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NH, DHHS . TABLE A

A B ] C ] E [ F E

N 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 SFY18-17 provides insufficient general funds to address the legislative intents for services and obligations that are expected
& {to be incurred.
7 The items reported on the list include only thase which a) are likely to be incurred and b} for which amounts can be reasonably estimatad.
8
S jlLegislative Lapse Target per Final Budget (3
16

As of As of As of

11 1731116 2/28116 313118
12 {Shortfalls
13 Programs
14 Medicaid {step 1 svs) Medicald services (excluding BDS waivers & Nursing/CFI) $20,500 $15,400  $19.100
15 Medicaid MCO Health Reimbursement Fee $3,260 $3,250 $3,250
18 Madicaid Part ASB $994 $994 $994
171 Medicaid Part D: State Phasedown $3,055 $2,700 $2.900
18 Subtotal Medicaid $27.799 $22,344  $28,244
10 Change over prior month § (5451) § (5458) § 3,800
20 .
21 8YSC Footnote reduction HB2 $1,722 $1,722  $1.722
22 DFA APTD & Oid Age Assistance cost per case $507 $300 $285
23 NHH Nursing shortfall - salary enhancement $485 $465 $485
24 NHH Nursing Temps Pending Contract $375
25 DCYF Enhanced CPSW coverage $282 $252
26 DCOYF Foster Care & Out of Home Placement Case increases ' 3800
27
28 Litigation
28 Chase Home Settlement TBD TBD TBD
30 Harbor Homes Settlement (paid) TBD 31,300  $1,350
31
32 Operational Challenges
33 Medicaid Contracts: Actuarial ‘ $609 $0 30
36 Medicaid Non-Emergency Medical Transportation $522 $522 $522
38 Public Health Water Testing Pease $225 $225 $225
39 Medicaid HIPP program ’ $50 350 $50
40 Glencliff Revenue Shortfall - Census Down $425 $425
41 Total Estimated Shortfalls  $31,898 $27,605 §$32525
42 Change over prior month § (6,010) ¥ (4,294) § 4,820
43 Funds that would otherwise Lapse
44 :
45 Medicaid Drug Rebate Revenue $10,000 $10,000  $10,000
46 Madicaid UCC payments reduction TBD TBD TBD
47 DHHS Salary & Benefits - Department Wide $7.000 $7.000 $8,905
48 Non Salary & Benefit Accounts
49 DHHS Utilities, Rent, Fuel $2,500 $2,500 $540
50 08 IT $500 $500 5456
51 Client Services Misc Contracts {DDU, Transportation, Broker) $500 T $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
58 DFA State Asst Non TANF Interim Disabled Parent (IDP) $300 $300 $295
57 BEAS Projected spend under budget from Step 2 FFS $1,250 $2,780  $2,239
58 BEAS Social Services Non-Medicaid Contracts $1,045 51,045  $1.038
59 BBH ' Transfer pending to OMBP to cover BBH FFS $2,500  $4.541
60 PH Rent, Lab Supplies, Confracts:Emerg Prep & Maternal Child Heatth 3585 $483
81 Cther Other misc lapses TBD $550 $550
62

Total Estimated Funds that Would Otherwise Lapse $24,845 $29,780  § 29,872



NH, DHHS . 2-Casas vs Unemp

Tabie B
Department of Health and Human Services

Caseload vs Unemployment Rate
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NH, DHHS 3-Caseload-Mcaid-FANF

Table C-1
Department of Health and Human Services
Medicaid Caseloads {Individuals)
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NH, DHHS

4-Filled Positions

Number of Clients
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Table D
Filled Positions vs Number of Clients
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NH, DHHS

5-Children Services

A ] B C i b E ] F G H
4 Table E
2 Department of Health and Human Services
3 Operating Statistics
4 Children In Services
5
5 DCYF DCYF Family Foster Residential Chitd Care Chiid Care sYSC
7 Referrals 1Assessments Care Placement Emplmng Wait List Secure
8 Placement Related Census
[ Actual Actual Actual Actual Actual Actual Actual
5% Jul-13 1,124 772 571 315 5,668 0 81
60 1 Aug-13 1,045 541 570 323 5517 0 80
61 Sep-13 1,276 544 560 297 5,345 0 56
82 Oct-13 1,276 803 567 305 5357 0 58
83 Nov-13 1,083 538 565 304 5,350 0 81
84 Dec-13 1,111 649 559 299 5,322 ¢ 61
85 Jan-14 1,260 708 542 280 5,288 0 66
66 Feb-14 862 688 531 309 5238 0 59
67 Mar-14 1,307 1,018 537 3N 5,459 0 62
68 Apr-14 1,324 972 539 313 5812 0 62
69 1 May-14 1,370 866 531 317 5,737 o 59
70 Jun-14 1,267 684 535 324 5,604 G 59
71 Jul-14 1,049 890 510 319 5742 i} 52
72 1 Aug-i4 1,273 827 510 254 5,626 ¢ 52
73 Sep-14 1,485 921 501 282 5543 o 48
74 Oct-14 1,356 760 519 301 5,341 ¢ 47
75 Nov-14 1,080 681 512 308 5384 ¢ 50
76 Dec-14 1,312 768 544 313 5438 ¢ 47
77 Jan-15 1,168 587 532 303 5370 5] 41
78 Feb-15 1,079 487 550 301 5,259 3] 36
79 Mar-15 1,427 630 554 318 5,484 1] 40
80 Apr-15 1,281 874 564 334 5474 0 42
81 May-15 1,208 858 566 341 5,497 ¢ 43
82 Jun-15 1,314 869 578 348 5,581 G 47
83 Jul-15 1,120 908 564 322 5,651 0 48
84 1 Aug-15 1,074 743 571 319 5,588 0 51
185 Sep-15 1,298 805 570 304 5,528 0 49
86 Oct-15 1,336 863 591 308 5,192 0 54
87 Nov-15 1,182 - 680 805 203 5219 0 59
88 Dec-15 1,280 825 647 316 5,267 0 65
89 Jan-16 1,178 736 658 335 5,370 0 72
90 | . Feb-16 1,143 2,569 666 336 5,201 0 73
91 Mar-16 1,458 1,185 691 341 5269 0 74
§2 Apr-18
83 May-16
94 Jun-16
95 YEAR-TO-DATE AVERAGE
96 ISFY11 1,115 734 630 412 4,695 1,570 57
07 ISFY12 1,167 747 592 314 5,006 0 58
98 1SFY13 1,147 727 809 316 5,120 0 58
99 [SFY14 1,160 678 556 306 5,384 0 80
100 JSFY15 1,248 728 526 300 5,466 0 43
101 [SFY'16 1,230 1,043 618 320 5365 0 60
102
103 |Source of Data
1041 Column
105 B DCYF SFY Management Database Report, Bridges.
108 c DCYF Assessment Supervisory Report: Bridges.
107 D Bridges placement authorizations during the month, unduplicated.
108 E Bridges placement authorizations during the month, unduplicated.
109 F Bridges Expenditure Report, NHB-OAR8-128
110 G Child Care Wait List Screen; New Heights
111 H Bridges Service Day Query - Bed days divided by days in month

afn



NH, DHHS &-Social Services
A | B | ¢ 1T D7 E | F | &6 | H

1 Tahle F
2 Depariment of Health and Human Services
3 Operating Statistics
4 Social Services | ‘ |
5 ! .
8 FANF | ,prp | Food Child Support Cases
7 Persons Stamps | Current | Former | Never Total
8 Persons | Cases Cases Cases Cases
9 Actual ﬁctual Actual Actual At‘::cual Actual Actual
58 Jul13 7,926 7,862 115,691 4,035 17,724 13,193 34,952
59 Aug-13 7,822 7,855 115,499 3,866 17,901 13,180 34,947
60 Sep-13 7,709 7.880 114,725 3,772 17,913 13,183 34,868
61 Oct-13 7,609 7,945 114,915 3,938 17,797 13,227 34,962
62 Nov-13 7,448 7,882 113,514 3,793 17,808 13,325 35,026
83 Dec-13 7,334 7.820 112,908 3,803 17,774 13,331 34,908
684 Jan-14 7,330 7,834 113,326 3,762 17,783 13,316 34,861
65 Feb-14 7,353 7,803 112,781 3,767 17,695 13,329 34,791
66 Mar-14 7,242 7,704 112,511 3,723 17,734 13,361 34,818
87 Apr-14 7.277 7,727 112,144 3,863 17,593 13,453 34,900
68 May-14 7,119 7,751 111,362 3,828 17,592 13,518 34,838
69 Jun-14 7,118 7,745 110,590 3,700 17,766 13,683 35,149
761 Ju-id 7085 | 7.741 | 109,239 3672 | 17,849 | 15,748 | 35,269
71 Aug-14 5,871 7,727 108,767 3,671 17,803 13,741 35,215
72 Sep-14 6,767 7,679 108,434 3,588 17,831 13,738 35,165
73 Oct-14 8,708 7,687 108,343 3,702 18,674 13,214 35,500
74 Nov-14 6,705 7.607 107,214 3,711 18,814 13,347 35,872
75 Dec-14 8,660 7,532 107,800 3,753 18,868 13,529 36,150
75 Jan-15 6,622 7.830 107,834 3,817 18,811 43,735 36,463
77 Fab-15 6,547 7,542 107,224 3,956 18,906 13,981 36,843
78 Mar-15 6,339 7.538 107,521 3,803 19,202 14,204 37,289
79 Apr-15 6,366 7,596 107,283 3,842 19,249 14,538 37,629
80 May-15 6,179 7.561 106,042 3,914 19,180 14,666 37,760
a1 Jun-15 6,138 7,526 08,322 3,820 19,207 14,742 37,768
821  Jur-15 6,120 | 7.513 | 104.706 3.852 | 10228 | 14,037 | 38,017
83 Aug-15 5934 7,438 103,544 3,866 19,211 15,004 38,081
&4 Sep-15 5,764 7,343 102,868 3,685 18,344 15,133 38,162
85 Oct156 5,688 7,307 101,917 3,808 15,263 15,257 38,328
86 Nov-15 5,583 7,227 100,525 3,763 18,319 15,345 38,427
87 Dec-15 5,425 7,118 100,485 3,614 | 19,386 15,373 38,353
88 Jan-16 5,435 7,081 899,978 3,699 19,261 15,402 38,362
89 Feb-18 5,307 7,117 99,486 3,658 19,258 15,506 38,422
a0 Mar-16 5183 7,033 99,543 3,568 19,380 156,694 38,642
91 Apr-16 )

92 May-16

a3 Jun-18 _

a4 YEAR-TO-DATE AVERAGE _

85 {SFY 11 13,795 8713 111,565 5616 17,260 13,024 35,800
86 |SFY12 11,540 §,850 115,435 5185 17.244 | 12,807 35,235
§7 {SFY13 8,601 8,185 118,360 4,109 17,655 12,889 34853
88 18FY14 7.542 7,666 113,087 3,829 17,803 13,272 34,004
88 {SFY15 8,700 7,617 108,064 3,754 18,529 13,703 35,085
100JSFY 16 5,604 7,242 101,451 3723 19,203 15,295 38,310
101

102|Source of Data

103] Column

104 B Office of Research & Analysis, Casefoad Statistics

105 C Budget Document

106 D Budget Decument

107 E-H DCSS CaTe%oad (N!or|!th End Act‘ual from NECSES) |

108 ‘

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

110 eligibifity. Those child support cases no longer efigible, are now "Former”

111 assistance cases.




NH, DHHS 7-Mental Health
: A | B | ¢ + D | E

1 Table G-1
2 Department of Health and Human Services
3 Operating Statistics
4 |Clients Served by Community MTntal Health Centers
5
8 Annual Totals
7 Aduits Children Total
8 FY2012 36,407 13,122 49,529
9 FY2013 34,8190  13,013| 47,832
10| FY2014 35,657 14,202, 48,859
11 FY2015 34,725 10,736] 45,461
12
13 Adults |Children Total
14
15 Jul-14 14,818 5179 19,997
16 Aug-14 14,438 5132, 19,568
17 Sep-14 14,981 5,382, 20,363
18 Oct-14 15,172 5651 20,823
19 Nov-14 14,142 5591 19,733
20 Dec-14 14,734 5775 20508
21 Jan-15 14,960 52571 20217
22 Feb-15 14,024 4,757 18,781
23 Mar-15 15,083 5044, 20127
24 Apr-15 14,641 5073 19,714
25 May-15 15,467 5806 21463
26 Jun-15 15,835 6,044 21,879
27 Jui-18 15,467 57411 21,208
28 Aug-15 15,213 5806, 21,019
29 Sep-15 15,232 5769 21,001
a0 Oct-15 15,324 6,027) 21,351
31 Nov-15 14,438 5957, 20,385
32 Dec-15 14,753 5,084, 20,837
33 Jan-16 15,150 5637| 20,787
34 Feb-16 15,393 5041 20434
35 Mar-16
38 Apr-186
37 May-16
38 Jun-16
39
40 [Notes:
41 }1. Monthly data is a duplicated count.
42 |2. Year-end data is unduplicated. |

12



NH, DHHS 8-Elderly LTC

A 1 8 | ¢ 1 0] E [TF T T r I 17 J K L M N

1 ) Table H .

2 Department of Health and Human Services

3 Operating Statistics

4 Elderly & Adult Long Term Care

5 ]

APS APS SSBG
Total Nurstng CFlHome| CFI Other Nursing Home | Potin Chents Cases AHC  |total 55BG
8 Clients Health | Midlevet | Nursing Beads NF Assmrs | Ongeing | Waltlist HCS
3 mo. '

7 Actual | Budget |Note 2 Note i | Avg | Budget Note 3

8

88§ Jul-13 7483 | 7,358 2452 421 7214280 1 4380 50.8% 278 1,230 1

57 | Aug-13 7284 | 7,358 2,532 438 25 ] 4313 43801 50.2% 263 1,226 1

58} Sep-13 7,145 | 7,358 2,480 449 20 1 4246 1 4380 | 59.0% 264 1,247 1 AT4IYTD
591 Oct13 7,290 | 7,356 2,435 458 24 14306 | 4380 ] 60.3% 291 1,255 1

60 1 Nov-13 7,284 | 7,356 2,422 488 36 | 4354 i 4380 ] 59.8% 224 | 1,242 8

61§ Dec13 7342 | 7,356 2417 454 27 14471 4,380 | 60.8% 285 1,267 3 ST3lYTD
62 1 Jan-14 7,265 | 7,356 2,428 481 27 1 4356 | 4380 ] 60.0% 319 1,269 3

83 | Feb-14 7,041 | 7,386 2,372 449 37 14220 | 4380 | 59.9% 258 | 1270 0

54 I Mar-i4 7421 | 7,358 2,368 455 27 14,300 | 43801 40.4% 283 | 1,268 o] 662|YIb
651 Apr-14 7,125 | 7,358 2317 483 2414315 | 438G | 60.6% 288 | 1,238 Q

66 | May-14 7439 | 7358 2418 477 24 1 4,544 | 4380 | 81.1% 312 1 1,285 0

67 | Jun-14 7,271 | 7358 ) 2388 475 3214440 | 43801 81.1% 282 1 1,218 a 875]YTD
68 1 Jui-td 7337 | 7.4 2,431 444 44 1 4452 1 4380} 50.8% 363 801 Q 0
89 | Aug-14 7,004 | 7421 2403 439 44 | 4252 1 43801 59.9% 278 788 0 1168
70} Sep14 7088 | 7421 2428 431 37 | 4228 1 438041 50.7% 270 784 3] 1438
71} Oci-14 7,242 | 7,421 2453 492 36 | 4207 | 43801 59.3% 301 757 0 2177
72 1 Nov-14 7,180 | 7421 2422 480 36 | 4,278 | 4380 | 59.7% 212 752 il 1276
73] Dec-14 7,181 | 7421 2431 469 35| 4281 43801 59.6% 263 7684 0 1690
741 Jan-15 5,888 | 7.4 2404 469 32 14,123 ¢ 4,380 ] 58.9% 246 738 0 1845
75} Feb-15 7028 | 7.4 2400 472 32 ] 4154 1 43801 501% 224 T3g il 1580
76 | Mar-158 7100 | 7421 2,432 448 | 32142201 43801 59.5% 278 718 Q 1802
77} Apr-i8 7,230 | 7421 2,422 484 30 | 4324 | 4380 ] 59.8% 244 723 Q 1958
78 | May-15 7,470 | 7421 2428 484 2914278 ] 438011 59.7% 210 718 0 1838
791 Jun-18 7,108 | 7.421 2,404 479 3214226 | 4,380 ] 594% 284 728 i 1410
80§ Jui1s 7046 | 7232 2,409 483 3314173 | 4,325 ] 58.2% 316 738 9 1410
811 Aug-is 5,948 | 72321 2338 453 3514157 | 4325 55.8% 301 760 0 17682
82 | Sep-15 7,042 | 7232 2,335 481 40§ 42268 1 43251 B0.0% 320 7568 0 1645
83| Oct-18 7058 | 72321 2302 502 35142521 432571 B0.3% 33z 756 0 1320
84 [ Now-15 7.047 . 7232 2317 444 40 1 4286 | 4,325 | 60.8% 278 763 0 1842
85 Dec-18 7811 72321 2428 453 39 14300 | 4,325 | 55.8% 284 734 0 1743
86 ¢ Jan-16 7,114 | 7,232 2,434 435 35§ 4245 | 4,325 } 58.7% 289 73z 0 1712
87 i Feb-16 7,225 1 72321 2,508 452 35 14268 | 4,328 | 56.1% 289 742 il 15681
831 Mar-18 7,231 7,232 2,671 348 34 14215 | 4325 | 58.3% 352 728 0 1709
BS 1 Apr-16

80 1 May-16

91t Jun-18

82 : YEAR-TO-DATE AVERAGE

93 [SFY11 7,207 7,740 2,625 391 33 4,291 ] 4,083 50.5% 208 1,075 3 560

94 [SFY12 7185 7,515 | 2403 A4 33 4351 1 4400 | 60.5% 224 1,086 4 648

95 ISFY13 7232 7,678 2 448 451 368 4323 | 4422 59.8% 217 1,158 3 518

95 [8FY14 7.212 7,356 | 2,434 455 33 4323 | 4380 | 59.9% 2790 1,252 2 566 ]
o7 [SFY15 7137 7,421 2,423 458 36 4. 256 | 4,380 506.6% 270 761 0 1478
98 [SFY18 7,100 7,232 | 2416 449 35 4,236 | 4325 | 59.7% 307 744 0 1,634
a9
100 Note 1: These ciients are also captured under OMBP Provider Payments
101 Note 2: CFI Home Health = CFl Home Support and Home Health Care Waiver Services
102 Note 3. In preparation for 2018, Converted IHCS to monthly paid basis
103
1041Source of Data
105] Columns
106 .
07 D-F  MDSS monthly client counts
108 G 3 month Avg of the number of paid bed days in the month/days in prior month
109 by the number of days in the previous menths,. MDSS
110 J Options Montihly Protective Reports
111 K |Options Monthly Activity Report | 1 |
112 L SSBG Adult in-Home Care verbal report from Adult Protective Services Administrator
113 M Quarterly Options Paid C?aimg from Busiiness Sys%ems {Unit Manager
14 i | ! |

4 3



NH, DHHS

9-Developmentai Services

A | B | c | b | E | F | G | H [

1

2 Developmental Services Long Term Care

3

BDS Programs
BDS FYTD Early Special 3 Partners | Devi. Serv.
Programs Unduptlicated § Supports & | Medical | in Health § Priority #1 | Devi. Serv.
4 served FYTD* Count Services | Services | Program § UD Waitlist JABD Waitlist
(8.0940 812 | 600 o 8.12

5 Actual} Actual) Actual Agtual*
53 Jul-13 8,995 6,364 1,865 1,646 985 373 15
54 Aug-13 10,041 7,291 2,074 1,755 985 186 5
55 Sep-13 10,878 8,160 2,381 1,813 1,005 103 6
56 Oct-13 11,573 8,648 2,618 1,903 1,022 108 10
57 Nov-13 12,125 9,122 2,978 1,863 1,044 116 12
58 Dec-13 12,764 9,658 3,231 2,047 1,059 51 16
59 Jan-14 13,265 10,043 3,404 2,142 1,080 40 14
80 Feb-14 13,712 10,408 3,640 2,208 1,095 59 16
61 Mar-14 14,174 10,730 3,863 2,325 1,119 69 18
62 Apr-14 14,702 11,0093 4,112 2,464 1,145 81 17
63 May-14 15,144 11,488 4,383 2,508 1,148 10 0
64 Jun-14 15,625 11,742 4 577 2,814 1,168 79 19
65 Jul-14 0,096 7,045 1,810 1,879 968 86 8]
66 Aug-14 10,721 7,697 2,152 2,040 884 05 0
G7 Sep-14 11,875 8,467 2,545 2,212 5586 120 3
68 Oct-14 12,667 9,127 2,785 2,421 1,019 138 2
69 Nov-14 13,078 9,667 3,010 2,476 1,035 132 3
70 Dec-14 13,538 9,880 3,187 2,618 1,040 162 3
71 Jan-15 14,027 10,286 3,406 2,708 1,033 98 s] a
72 Feb-15 14,424 10,600 3,613 2,778 1,048 115 4
73 Mar-15 14,837 10,893 3,837 2,876 1,068 97 5
74 Apr-15 15,389 11,313 4,172 2,995 1,081 114 8
75 May-15 15,787 11,604 4,384 3,102 1,081 138 8
76 Jun-15 16,229 11,819 4,624 3,210 1,100 101 8
77 Jul-15 9,683 6,663 2,089 2,088 932 186 8
781 Aug-15 11,667 8,421 2,597 | 2,199 947 195 17
79 Sep-15 12,228 8,064 2,816 2,298 066 186 4]
80 Oct-15 12,858 9,503 3,005 | 2372 984 196 0
81 Nov-15 13,340 8,819 3,317 2,432 989 149 0
82 Dec-15 13,776 10,2684 3,548 2,515 997 1583 0
83 Jan-16 14,097 10,521 3,720 | 2,568 0 1,007 150 0
84 Feb-16 14,448 10,794 3,911 2,632 1,022 162 0
85 Mar-16 14,783 10,984 4,002 2,760 1,039 127 2
861 Apr-16

87 | May-16

88| Jun-i6

89 YEAR-TO-DATE AVERAGE ***

90 {SFY11 12,071 9,251 2,080 1,689 § 1,132 20 g
21 |SFY12 11,874 9,042 2,825 1,750 1,083 56 5
92 |8FY13 12,052 9,054 2,804 1,941 | 1,057 180 0
93 |SFY14 11,959 8,036 2,895 1,878 1,045 123 12
94 |SFY15 12,763 9,285 2,927 2458 | 1,021 115 3
95 |SFY16 12,8976 9,658 3,234 2,429 087 166 3 .
o6 **(114{16 - formulas corrected)
97 |Dats Sources: NHLeads NiHlLeads NHieads| SMSdb PiHdb Registry Registry
98

99 *G & *H Represent the number of individuals waiting at least 90-days for DD or ABD
100 Waiver funding. ? |
101 **BDS count excludes MTS Students served
102 E&F Represents year-to-date total number served




NH, DHHS

10-Shelters & Institutions

A B o] i D | E | F | G H | i J
Table |
2 Department of Health and Human Services
3 Operating Statistics
4 Shefters & !nsltitutions |
5 !
8 NHH BHHS Glenciit |
APEE
ARG APS & APC | APS Waiting | APC Waiting THS
7 Census | Admissions List List Census All Sheiters % of GH Census
8 Actual Actual Actual Actual Actual | Capacity| Actual | Capacity| Actual
9 Aduit Adolescent
581 Jul-13 155 187 _ na | 117
591 Aug-13 161 ® nfa | 118
601 Sep-13 163 165 ra 118
61 Oct-13 161 184 _na_ 116
62§ Nov-13 164 149 nfa 119
631 Dec-13 181 144 nfa 118
541 Jan-14 169 190 _ n/a| 118
651 Feb-14 161 165 nia 116
66| Mar14 160 181 ___hnla 118
871 Apr-14 163 193 nfa 118
68| May-14 164 184 nfa_ - 116
681 Jun-i4 162 164 ) n/a 114
701 Jul-14 141 153 23 1 n/a 13,826 11,737 85% 116
711 Aug-t4 135 142 30 1 n/a 13,826 12,121 88%" 117
72| Sep-14 145 173 33 5 nfa 13,380 11,625 87% 118
73] Oct-14 146 181 29 4 nia 13,826 12,783 92% 116
741 Nowv-14 150 168 27 3] nfa 13,380 12,064 90% 117
75| Dec-14 149 180 15 4 nia 15,004 14,056 94% 118
761 Jan-15 180 159 22 3 nia 15,748 15,016 95% 118
771 Feb15 152 169 18 4 nla 14,224 13,940 98% 116
781 Mari5 1588 171 16 8 n/a 15,748 14,988 85% 113
791 Apr-15 153 165 10 8 n/a 13,380 11,890 S0% 115
801 May-15 150 170 14 7 na 13,826 11,598 34% 17
811 Jun-i5 150 180 14 5 ria 13,380 10,830 81% 114
821 Jul-1b 148 169 13 1 nia 14,654 11,628 79% 112
831 Aug-15 150 152 20 1 n/a 14,664 12,229 83% 118
841 Sep-i5 151 162 17 5 n/a 14,220 11,861 83% 116
851 Oct-15 146 154 19 6 nia 14,694 12,452 85% 116
861 Nov-15 144 163 18 5 nia 14,220 12,684 89% 113
871 Dec-15 162 165 24 7 n/a 14,694 12,758 8§7% 114
88§ Jan-18 153 133 28 5 n/a 14,694 12,351 84% 112
80| Feb-16 153 137 3N 7 n/a 13,746 12,180 88% 113
201 Mar-16 156 181 22 5 14,694 11,224 76% 113
911 Apr-16
92§ May-16
931 Jun-18
94 YEAR-TO-DATE AVERAGE
95 |SFY 51 152 186 42 11,068 9,218 83% 111
98 [SFY12 146 187 39 11,224 10,702 95% 115
97 1SFY13 153 160 118
98 [SFY14 186 170 117
9% {SFY15 147 168 24 4 14,329 13,148 92% 117
100jSFY16 150 158 21 5 14,483 12,150 84% 114
101
102]{8ource of Data
103] Column
104 B Daily in-house midnight census averaged per month*
105 c Daily census report of admissions totalied per month
106 D Daily Average wait list for adulis
107 E Daily average walt list for adolescents | |
108 F Daily Average census in Transitional Heusmg (pﬂvai;zed 12/2011)
109 G Tofal number of individual bednights available in emergency sheiters
110 H Total number of individuai bednights utifized in emergency shelters
111 ! Percentage of individual bednights utilized during month
112 J Daily in-holuse midnight census averaged per month
113 :
114 * July 2014 average Census no longer reflects Pts on Leave
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11-Madicaid Caseload

NH, DHIHS
A B 1 E H I K | N T @ 1] 5 T | [ T | X ] Y Z I AA Al AC
1 Table J
2 Medicald Medical Caseloads Persons)
3
4 [Enroliment as of 1273013 | 3314 T BA0MA4 | B0rid | 123114 | 3/312018] 83120151 6/3062015] T/31/2015] 8/31/2015] 9/30/2015] 10/31/2015] 11/302015] 12312015]  131/2016] 220/2016] 373172016
5
& 11, Low-Income Chidren (Age 0-18) 82129 | BROB4 . 83961 B3.702 20,618 40,249 88,400 80,848 90,104 88,934 90,345 90,197 90,298 91,089 91,085 91,105 91,276
712 Children. With Severe Disabilitias (Age 0-18} 18604 1,680 1678 1619 1,622 1.621 1.829 1623 1,813 1,623 1613 1,602 1,584 1,593 1,588 157 1,570
8 13, Fester Care & Adoption Subsidy (Age 0-25) 1,948 2.003 2,004 2,048 2,085 2173 2,192 2,166 2,160 2,139 2,152 2.163 2,178 2,18 2173 2,227 2215
9 14, Lowincome Parents (Age 18-64) 10324 | 12,955 13,878 | 13287 13,212 13,585 13,558 13677 13,868 13,681 14272 14,179 13,927 13.851 13,598 13,5871 13,566
10 15, | ow-Income Pregnant Women (Age 18+) 2275 3,051 3,246 2 846 2,802 2,532 2412 2437 2,430 2,356 2,297 2.29C 2,220 2,244 2,708 2,188 2,284
11.§6. Adults With Disabilities {Age 18-64) 19,897 | 19,861 @ 20,222 19,830 19,540 19,627 18,730 19727 18.828 18,543 19,413 19,246 19,206 18,111 18,138 ig.218 19,388
1217, Elderiy & Elderly With Disabiilies (Age 65¢) g828 | 87791 8822 8771 8,714 8,545 8,504 8605 8,644 8,650 8852 8714 8,756 8,741 747 8,788 8735
3§8  BOCP (Age 19-04) 205 200 204 194 189 177 177 172 168 167 184 154 153 149 148 1850 148
4 Sub-Total 127,310 | 136,693 | 135,105 | 138,207 | 138,582 138,529 137,692 138,252 138,617 137,993 138,908 138,645 138,219 138,959 138,697 138,818 139,242
5149 NH Heaith Protection Program {Age 18-64) 18,817 30,711 38,402 40,456 41,687 42,578 43,126 43,167 43,577 44 568 46,896 47,802 48,135 43,203
16 §Total By Category 127,310 [ 136,603 | 139105 | 156814 | 169,293 176,931 178,148 1 179909 ! 181,196 181118 | 182035 182,222 182,887 185,855 186,508 187,954 188,445
17 IReconclling Differences (Detall to Summary) {408) 122 4] 1 2 0 0 Q & [1] 0 0 g
| 18 126,905 139,105 169,204 | 176933 178,148 178,900 181,196, 181,119 | 182015 162292 182,887 185,355
19 R e
20 ENROLLMENT IN MEDICAID CARE MANAGEMENT
21 jEnrofimant as of 01014 | 04/0114| 07101141 1070114 | 12018 4112015, 82018 W20180 BM1/2015|  9/H2015) 1071/2015] 11/172015] 121172015 112018 241720186 3112016 41172018
22 .
23 {Enrofied in Care Management 108,206 | 116,298 | 120,915 | 135716 | 15763 | 155873 | 158836 | 161224 | 162,128 | 162654 | 163,778 183,411 161,387 128,348 136,864 138,033 137,841
24 {Premium A Program (NHHPP formerly wiMCO, previously shown in Care Management and not new enrollees) 36,884 38,063 38,675 39,557
25 §Enrolied in Fee-For-Service 25186 ; 17,708 | 15549 22090 22067 26,197 18,067 17,594 17,219 17,088 17.191 17,117 16,867 19,100 10,217 9,851 9,414
26 {Totat 133357 | 134,007 | 136,464 | 155806 | 167830 | 176070, 176,703 | 178818 | 179,347 | 179,752 : 180,970 180,528 181274 184,333 185,134 186,659 186,612
27 ‘
28 (5,062} 2,686 2,647 1,106 1,463 857 1,445 2,091 1,849 1,387 1,045 1,604 1,613 1,622 1,455 1,295 1,633

{FIgtras by calegory versus figures Dy coverage are taken ir
of the month and tha some peaple drop off during the month and go Inte Fee-For-Service. FFS is end of the month

and builds during the month to inciude the spend down clients excluded from MCM. The eardy dafa poinis are
29 {switched because the MCM data incudes retroactive 3 enroliment for hose eariiar monihs.

17 BWO POITES

T Ume, MEdiCan LATe Managements hrst
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NH, BHHS

12-Caseioad Yr To Yr

B C | b I E F T 6 I w1 1+ 1 4 K L] M § N c i P Q R g
Table K
Department of Heaith and Human Services
{ ‘ Caseloads Versus Prior Year & Prior Month i
] : i

Unduplicated Persons Medicaid Persons Long Term Care-Seniors FANF Persons APTD Persons SNAP Persons

Actuﬂ Vs PY |Vs Pmo] Actual Vs PY |Vs PmojActuall Vs PY | Vs Pmo &ctum Vs PY Vs Pmo] Actuali Vs PY: Vs Pmo] Actual | Vs PY [ Vs Pmo

153,075 | -2.3% | -0.1% | 125,255 -0.2% -0.1% } 7,183 | -1.0% 1.6% 7,926 -88% | -1.0% 7,962 |-5.3%; 0.1% ] 115681 | -1.6% | -0.3%

153,065 | -2.5% ! 0.0% | 129,063 -0.7% -(3,1% } 7,284 | -22% 1.8% 7,922 L80% P -0.1% | 7,955 [-4.1%1 -0.1% § 115,498 @ 0.5% : -0.2%

152,338 | -2.4% | -0.5% | 128,364 ~-0.9% -0.5% | 7,145 1 -1.9% -1.9% 7.709 | -11.0% 1 «2.7% } 7,880 |-4.0%! -0.8% } 114,725 | -24% | -0.7%
71| Oct-13 § 152,132 | -3.3% | -0.1% | 128,276 -1.6% -0.1% } 7,260 0.0% 2.0% 7.609 |-126% -1.3% ] 7,945 |-3.3%; 0.7% { 114,815 | -3.5% @ C.2%
721 Now13 4 150,798 | -4.1% | -0.9% | 127,359 -2 1% -0.7% 17,264 1 0.1% 4% 7449 | -13.4% -2.1% | 7,882 |-3.7%; -0.8% } 113,514 | 4.6% | -1.2%
731 Dec-131 150,372 | -4.0% | -0,.3% | 126,905 -2.4% -0.4% } 7,342 1.2% 1.1% 7334 | -136%  -1.5% | 7,820 |-4.2% -0.8% ] 112,908 ;| -5.0% | -0.5%
t4] Jan-141 154,862 | -1.6% | 3.0% | 132,034 1.4% 4.0% 17,265 1.0% -1.0% 7,330 |-14.4% ] -0.1% §7,834 |-3.5%] 0.2% {113,326 | -67% '@ 4%
751 Feb-14 § 157,387 2.0% 1.6% § 134,728 4.3% 20% j7.041 i -0.7T% -3.1% 7,353 | -13.98%! 0.3% |7,803 |-3.2% -0.4% § 112,781 | 4.1% | -0.5%
761 Mar-141 159,213 | . 3.0% 1.2% § 136,815 5. 7% 1.5% 17,121 1.0% 1.1% 7,242 | -13.6% | -1.5% | 7704 |-3.8%; -1.3% | 112511  -42% | -0.2%
771 Apr-14 1 160,682 4.2% 0.8% | 138,157 6.8% 1.0% 7,125 nfa 0.1% 7277 | 127% ) 05% |7,727 |-3.5% 0.3% } 112,144 | 4.3% : -0.3%
781 May-14] 161,647 52% | 0.6% | 138,562 6.9% 03% 7438 | 57% 4.4% 7119 | 12.9% | 22% {7,751 i -3.1%] 03% {111,362 | -6.7% | -0.7%
791 Jun-14 | 162,897 6.3% | 0.8% | 139,105 7.5% 0.4% 17,271 3.3% -2.3% 7416 | -19.1% | 0.0% | 7,745 | -26%] -0.7% § 110,680 | -4.7% | -0.7%
801 Jui-14 | 163,503 7% : 0.6% j 139,881 8.2% 0.6% 7,337 | 2.6% 0.9% 7085 | -106% | -D.4% | 7.741 ;-2.8% ] -0.1% } 109,238 | -56% | -1.2%
81l Aug-14 | 171,328 | 11.9% : 4.5% 1 150,820 16.9% 7.8% |7,004 | -2.6% -3.3% 6,871 -13.3% | 3.0% | 7,727 | -2.9%! -0.2% {108,767 | -5.8% | -0.4%
821 Sep-14| 176,192 | 157% | 2.8% | 156,913 | . 22.2% 4.0% | 7,088 | -0.8% 0.1% 6,787 | -12.2% | ~1.5% | 7,679 | -2.7%] -0.6% § 108434 | -5.5% | -0.3%
83§ Qct-14 ] 178,852 | 17.6% | 1.6% | 160,334 25.0% 2.2% 7,242 | -0.7% 2.2% 8,705 | -11.9% | -0.9% | 7,657 1-3.6%] -0.3% } 108,343 | -57% | -01%
54 | Nov-14 } 180,798 | 19.8% : 1.0% | 162,548 27.9% 16% 7,160 | -1.4% -1.1% 6,705 | -10.0% | 0.0% |7,607 ;-3.5%] -0.7% § 107,214 | -5.5% | -1.0%
851 Dec-141 186,837 | 24.2% ; 3.3% | 169,204 33.4% 40% | 7,181 1 -2.2% 0.3% 6,660 9.2% | 0.7% }7,532 | -3.7%] -1.0% § 107,800 | -4.4% | 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 9.7% | -0.6% | 7,630 |-3.9% 0.0% §107.934 | -4.8% i 0.0%
B7 I Feb-15§ 192,006 | 22.0% : 1.7% } 175266 30.1% 21% | 7,026 | -0.2% 0,4% 6,547 | -11.0% | -1.1% | 7,542 1.3.3%] 0.2% § 107,224 | -49% i -07%
88| Mar-15] 193,829 | 21.7% | 0.9% | 176,833 29.3% 1.0% | 7,108 | -0.2% 1.2% 5,339 | -12.5% | -3.2% | 7,538 [ -2.2%1 -0.1% | 107,521 | -4.4% 0.3%
89| Apr-15 ] 195,333 | 21.6% | 0.8% | 178,752 29.4% 1.0% | 7,230 1.5% 1.7% 6,366 ; -12.5% | 04% |7.596 -1.7%] 0.8% ) 107,283 | -4.3% | -0.2%
90 | May-15] 194,655 | 204% | «0.4% | 178,143 28.6% 0.3% | 7,170 | -3.6% -0.8% 8,179 | -13.2% | -2.9% [ 7,561 | -2.5% -0.5% § 106,042 | 4.8% | -1.2%
9t Jun-15§ 196212 | 20.5% | 0.9% | 178,910 29.3% 1.0% (7,108 | -2.2% -0.9% 6,138 | -13.7% | -0.7% [ 7,526 |-2.8%] -0.5% § 105,322 | -4.8% -0.7%
92| Jul-is | 197,379 | 20.4% : 0.6% ] 181,192 28.5% 0.7% [7045 | -4.0% -0.9% 6,120 | -13.6% | -0.3% | 7,513 {-2.8% -0.2% } 104,705 | 4.2%  -0.6%
93 | Aug-151 197,305 | 15.2% | 0.0% | 181,115 20.1% 0.0% | 6,940 | -2.0% | -1.4% | 5934 | -136% | -3.0% | 7438 [-3.7% | -1.0% } 103,544 | 4.8% ; -1.1%
94§ Sep-15] 198157 | 12.5% | 0.4% | 182,017 16,0% 0.5% |7,042 | -0.6% 1.3% 5764 |-14.8% 1 -2.9% ] 7,343 | 4.4%| -1.3% § 102,869 ; -51% | 0.7%
95§ Oct-15 | 198,265 | 10.8% | 0.1% | 182,225 13.7% 0.1% 7,056 | -26% G.2% 5688 | -182%  -1.3% | 7,307 |-4.6%| -0.5% {101,917 | -59% | -0.9%
96§ Nov-151 198,716 9.9% | 0.2% | 182,888 12.3% 0.4% |7.047 | -1.6% -01% | 55883 | -16.7% 1 -1.8% | 7.227 | -5.0%| -1.1% | 100,528 | -6.2% | -1.4%
a7 § Dec-15| 201,743 B.0% 1.5% | 185,957 9.8% 1.7% 17,191 0.1% 2.0% 5425 | -18.5% | -2.8% } 7,116 |-5.5%| -1.5% § 100,495 | -6.9% | 0.0%
98 | Jan-16 | 202,248 7.2% . 0D.3% | 186509 8.7% 03% | 7,114 1.7% -1.1% 5435 | ~17.9% 1 0.2% }708t |-60%| -0.5% § 99978 | -74% | -0.5%
991§ Feb-16 | 203,485 5.0% 0.6% | 187,954 1.2% Q7% | 7,225 28% 1.6% 5,307 | -18.9% | -2.4% } 7,117 |-5.6%, 0.5% 99 486 -7.2% | -0.5%
100f Mar-16 § 203,739 5.1% 0.1% | 188,445 6,5% 0.3% §7,231 1.7% 0.1% 5183 | -182% | -2.3% | 7,033 | -6.7% | -1.2% § 99,543 7.4% ! 01%
101] Apr-16 :
102] May-16
103] Jun-18
104 ANNUAL YEAR-TO-DATE AVERAGES
105{5FY10 143,877 : 115,947 7,288 13,945 8,150 95,300
1061SFY11 154,215 7.1% 119,527 3.1% 7,154 | -20% 11,833 | -152% 8,885 | 8.0% 115,213 | 20.9%
107|SFY12 152,465 | 11% 119,344 -0.2% 7187 | 06% 13,779 | 18.5% 8,725 | -1.8% 111,868 | -2.9%
108|SFY13 156,560 2.7% 129,868 n/a 7,255 0.8% 8628 | -37.4% 18207 |-5.8% 118,103 | 56%
109ISFY 14 153,006 - -2 3% 129,498 -0.3% 7,223 1 -0.4% 7,879 1 -12.29% 7,886 | -3.9% 114,171 | -3.3%
110|SFY15 | 179,845 | 17.5% 160,886 24.2% 7141 ] -1.1% 8,745 1-11.0% 7,627 1-3.3% 108,132 | -5.3%
111jSFY16 199,662  11.0% 183,744 14.2% 7,084 1 -0.8% 5657 | -16.1% 7,268 | -4 7% 101,680 | -6.0%
112




1115 TRANSFORMATION WAIVER

H

The Section 1115(a)Research and Demonstration . Under the waiver, New Hampshire has access to up to $30 million in
“Transformation” Medicaid Waiver provides access to federal funding each of five years (2016-2020) to create a transformation
new federal funding to help transform the Medicaid fund, which will make performance-based incentive payments to new
behavioral health defivery system to: regionai networks of heatth care and community service providers called

Integrated Delivery Networks or IDNs. The TDNS 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 heaith care
providers and commumty partners within a region to form relationships

: fo >

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

2. 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 %mkmg patlents with oommumty sapports

s
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+ (MBS approved the waiver applicatiorz Janvary 5, 2016. Federal ﬁmdmg is valued at 81 50 million over a five year gpenod

¢ 10 scheduled stakeholder information sessions were completed in March of 2016, with an additional session for NH Senate
members held on 4/6/16.

e Draft application for Integrated Delivery Networks published for public comment on 3/31/16

s 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 N¥IHPP population is attributable to DSRIP (will be included)

e DHHS website pages for DSRIP in use and being updated regularly: hitp://www.dhhs.nb.gov/section-1115-waiver/index.him

e
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1 (R) R;sk Elat p}ocurmg 1r;dependem

assessor is not completed by S/31t0 Drgft Funding Mechanics & Project Meny Submitied to CMS 316
score TDN Apps by t?B land develop 9 Stakeholder Information Sessions Completed : L 3/28/1 6
project plan applications by 8/1 : » SR
: Dmﬁ J DN App!a-:azzon zmd PP’G_]@L,f cmd Metric Spec Guide poszed for pubizc commmr L 3/31/16
2 (R)Risk that procuring for [T fead 7 5 a5, _Binding Letters of Intent Recezved f om Cand:cfm‘e Admzmvzmz'ﬁ')él ads _ 471/ i6
“'{nd Workfc:rce lead Wmst hfippﬁ!\ i ~ Deadline for ali Non Bmdang Leuers ofhmm . ”4/18/
© 3 (R)Risk that JT Fiscal doesn't give eadlmc for IDNs to Submit Apphammns to ‘%iate L 1/ 16
: pelmissien to accept and expend _‘“Stalc Announces Namcs of Applovcd iDNa & Dlstrlbutes inma] quacny Bm cfmg Funda_ _ ) 7/ 1/16
DSRIF funds  Deadline for IDNs to Submit Projeet Pians to State 9116

4 (R) Risk That the necessary : State Dasmbufes Pamu,t Pldn Awalds e li/l/]6
contracts {assessor, evaluator, HIT  ©
technical assistance, learning
collaborative) aren't approved by
LGEC
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THERAPEUTIC CANNABIS

The Department s responsible for the administration of the | The Department’s goal is the implementation and continued operation
New Hampshire Therapeutic Cannabis Program (Program) : of a self-sustaining (budget neutral) Program that safely and efficiently
by designing and implementing a comprehensive process | provides therapeutic cannabis to qualified individuals and their

for the distribution of therapeutic cannabis in the State of
w Hampshne puisuam to RSA 126-X

R

After a comprehensive and detailed review of applications in response to the RFA released 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.

| caregivers. Success will be measured by: Program efficiency and
security, Program access1b1§1ty and Program financial sustainability
o

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

s (79 applications for registration cards were received for qualifying patients
* 36 applications for registration cards were received for caregivers
e  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 4y was granted the first conditional registration certificate to operate its cultivation center, On February 26, 2016, this was

! updated to permit transpartation of cannabis, On January 22, 2016, Temescal Wellness, Inc. {Geographic Areas I and 3) was granted
a conditional registration certificate to operate its cultivation center. On March 9, 2016, this was updated to permit transportaticn 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 Weliness
Inc. to follow shortly thereafter. Additionally, on April 4, 2016, the Department certified the first New Hampshire lab, permitting it to
! test therapeutic cannabis.

o

s;gsﬂ‘/ fuy

-1 (R)Untit ATC dispensaries are operational, REA for ATCs ASW“’ ] o 20// 14 .
I qualifying patients have no legal access to Registry Rules Adopted 11730714
therapeutic cannabis in NH /fTCS 56165;;363 Ty giﬁgﬁg
: et reearding ATC wlention o | Inspection Progrom Established ] ok
. Effl)ail“l*%;zjgei;%?; g;ng ATC selection could Begin Inspection of ATC Cultivation Sifes (19/27/15
. i i Tssuance of Registry ID Cards Begins 11/15/15
3 .M L‘e\fel of effort and expcrhse required to Sanctuary ATC Conditionally Certified to Cultivate 01/08/16
.adm}TnsEer land oversee this new, F?e-funded Temescal ATC Conditionally Certified to Cultivate 01722/16
program W,lii‘ COH?)HW to b 4 significant ‘Sanctuary & Temescal Certified & Operational to Dispense 3543116 |
challenge for the Department Prime ATC Certified & Operational to Dispense Cannabis . Summer ‘16
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COMMUN!TY MENTAL HEALTH AGREEMENT

For adults w1th Severe Mental Iliness (SMI) establish and
enhance community-based programs, including: mobile
crisis services; supported employment; Assertive
Community Treatment (ACT); supported housing; peer and
family support; transition planning; and quality assurance of
programs, i

SR 7

. To meet the terms of the Commumty Mentai Health Agreument
' (CMHA) to provide fmmediate and long-term support to individuals
. with SMI to reduce the institutionalization and risk of

| institutionalization of adults with SMIL

s
“é%ﬁf e

¢ DIHHS Behavioral Health Central team operational meetings held menthly to facilitate transitions from NH Hospital and the

Glencliff Home to community-based settings.

e Continued progress made toward objectives of the CMHA including: (=) Implementation of the NH Hospital pelicy for referrals
to ACT for conditional discharges, (b)Y Working with stakehotders oa the draft rule for the Bridge Subsidy Housing Program; and
(¢) Improving siandard 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,

o Two-day session with Expert Reviewer, Steve Day and TA consultant Lyne Rucker regarding Quality Service Review (QSR)

process.

e Continue to work with the Community Mental Health Centers and community partners to address milestones that are not yet met,
including () Supported employment penetration rate of individuals with SMI; (b) Capacity of ACT teams, and {¢) Transitions of

mdzwdua}s from Glenciiff Heme

G Rcdeu% ing efforts in arcas of concerns | Mebxle les cdpacny in Concord area 6/30/15
outlined in the Expert Reviewer’s January Increase supported housing anits lo 340 6/30/15
: 2016 Reporl ACT Teams w/ capacity to serve 1300 individuals by 6/30/15 TBRD
i 2 (R} Capability of the Cémmunity Mental Transition 4 individuals from Glenclif by 6/30/15 . D
Heatth Centers (OMHCs) to meet ACT/SE | Achieve 16,1% SMI penetration rate of SMI eligible by 6/30/15 R E1VA
requirements ACT Teams w/ capacity to serve 1304 individuals o TBD
. Achieve 18.1% Supported Erployment penetration rate of b\é eligible 6306
Moblie Crisis capacity in Manchester area L6306

N
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¢ HB2 Chapter 276:231 requires ! Te implement the already defined SUD Benefit array offered to the NH
department of health and human services to submit a . Heath Protection Program population te the Standard Medicaid

state plan amendment (SPA) to the Centers of Medicare | population. The benefits include a continuum of SUD services to meet the
¢ and Medicaid (CMS) to provide substance use disorder | range of needs from misuse, addiction and withdrawal.

services to Title XX and Title XX1 beneficiaries. The
commissioner shall design the benefit consistent with
Substance Abuse and Mental Health Service
Administration (SAMHSA) treatment guidelines. The
. commissioner shall also dstermine the process and

. timeline for implementing services and; if necessary,

phase in the benefit,
: e R e
e
e  Project Charter signed by State Medicaid Director Katie Dunn

e  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 compiete
Administrative Rules complete and to LICAR 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 p{g;ovide;' type creat.d

& ¢ &

b {DLimited SUD provider Network lek off meeting
2 (R) As aresult of a limited provider network, Systems changes identified 1/19/16
recipients may not be able 10 access services in a Policy Decisions Communicated to MCOs 211716
timely manner, SUD Rules approved by JLCAR 3420016
Stakeholder Engagement Completed 3/3/16
State Plan Approved by CMS 9/30/16
MCO Contract Approved by G&C 6/15/16
SUD Bernefits Available to Expanded Population 71716

o — S T
| Chapter 206, Laws of 201 riment to Provide the standards and guidelines for a statewide Telehealth

* develop a telehealth services program to commence on July © network to be delivered through the use of Dartmouth Hitchcock
© 1, 2016 whick will inciude telehealth services provided by | Center for Telehealth’s infrastructure.

! medical specialists and which will not resulf in increased Ensure telehealth services provided under Medicaid are to be *cost
. costs to the Medicaid Progra |

i T Tl e i S e
. o Telehealth 101 hosted by DRED provided status of current statewide infrastructure to support telehealth mplementation :
' o Received Fiscal Committee approval on January 22, 2016 (o proceed with Pilot Project which is to begin on July 1, 2016
- e Pilot Project will provide data for analysis of utitization of telehealth consultations for specialty services.

Pilot Project Planning Meeting February 26, 2016 with DHMC staff.
Pilot Project Plan sent to DHMC for revi

: (R) Fee for Service population may not Fiseal Committee approval for Pilot Project 1/22/2016
provide sufficient client pool to support House & Senate Financial Committees & HHS 3/1/2017
determination of “cost neutrality.” Oversight Commiltee Progress Report

Pilot Project Planning Meeting 2/26/2016
Pitot Project Plan Completed 4/29/2016
Pilot Project Implementation 7/1/2016

. Data Coliection & Analysis Starts 8/1/2016

4
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

129 PLEASANT STREET, CONCORD, NH 03301-3857
603-271-9200 FAX: 603-271-4912 TOD ACCESS: RELAY NH 1.800-735-2864

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 10 the LBA and all members of the Fiscal
Committee. Prior to addressing vour specific questions, 1 wish to emphasize certain facts about the
waiver and its purpose.

1. The legislature directed the department fo 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 continne 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 @ grant. 1t is an incentive payment
waiver that must be earned in years three through five by achieving cutcome 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 requived under the waiver approval to seck public input on the projects to be
Junded 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 fransformation 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 in the amended application, as follows:
“The demonstration is intended to address the following critical issues:

e 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 1o some substance abuse
clinics so that they could keep their doors epen. 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 1o see someone with prescribing authority.

e “Siloed” care for pecple 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
tramnsitions. 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 afier 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 prisen 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 tem-year projection (five
waiver years and five post-waiver years) of these populations.

Response: Under 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 129,600
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in SFY 2009. The change from that period to the current time is approximately a 9.3% increase. Of the
standard Medicaid population today, approximately 66% (91,000} are children under the age of 18.

The history of the Medicald 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 thereafier who, for example, will be healthier, will have abstained from
drug/alcohol abuse for x years, will leave the program earlier, efc. as a direct result of waiver
programs. Outcome measures arve 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 65,0600 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
unireated 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 75"
percentile.

3. A sharp drop in the approximately 19,008 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 depariment visits a year per 1,600
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 erisis, 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 2016 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 1, 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 achicve 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 theiv treatment, the rate of provider reimbursement,
etc., compared fo 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 o 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 bealth 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 MCQs. 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 complietion.

Question 5. Please provide the "projected levels” ("Building Capacity for Transformation,”
updered 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 estabiishes that costs fo 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 move 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 heaith 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
int 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 1o 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 ils
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
legisiature 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 siates implemented this type of program, and what benefits have
they recognized in terms of improved care and lower cosis?

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. [ will provide a copy of that waiver
amendment to the LBA. 1 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 CMS webpage:
https://www.medicaid gov/medicaid-chip-program-information/byv-topics/waivers/1 11 5/section-1115-
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. CMS used the MRT waiver
structure to inform its approval of New Hampshire’s waiver. The MRT waiver may be found here:
https://www health.nv.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, 20135, 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 DSRIP application dated February 25, 2015, on pages 8-10.

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

Sincerely,

Enclosures _
ce: 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-(0301/1

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:

L Preface

iL Program Description And Objectives

II.  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

X1 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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il. 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 transformation 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
mn 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:

s Integrating physical and behavioral health to better address the full range of beneficiaries’
needs;

* EBxpanding 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 form 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 (MCQ) 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

1. 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
watved 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 issitance 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 1solates (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(f) 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 information.
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.

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

a. Netification 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
termination. 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 determine 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 termination, 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 paiticipating 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 (11-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. Dehiver 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 DY

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 1128B(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 impiement 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 traiming 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 tedam-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.

¢. 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 commumty and mstltutzons
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 (Stgge 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
sct 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 freatment; 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 oveérall 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 (Stage 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;

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

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;

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;

Include required baseline and ongoing data reporting, assessment protocols, and
monitoring/evaluation criteria aligned with the evaluation design and the

monitoring requirements in sections [V 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 be 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 IDN 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 mcentive 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. Tnclude 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 Protoco! (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.

¢. 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,

¢. 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.

f. 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.

j-  EBach 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 Protoco! (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 vear, 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 performance
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 arraﬁgements to assure that the data needed from
the IDNSs, and data needed from other sources, are available as required by the CMS
approved DSRIP Planning Protocol (Attachment C}.

31. Pre-implementation Activities. In order to authorize IDN funding for DY 1 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 I 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 afier 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 performers, 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.

it.  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 fanctions 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 [DN funding or other state funding; and how they differ from any services or

New Hampshire Building Capacity for Transformation Page 18 of 42
Approval Period: Date of Approval Letter through December 31, 2620



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 w1th 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.

f How managed care rates will reflect changes in case mix, utilization, cost of care and

enroflee 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 objectivcs 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.
i. . 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 | 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 determine if the IDN has fully met the
specified metric, and IDNs 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 1IDN 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 aliowable 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 Quicomes 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

Maximum Allowable Funds $30,000,000 $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 $ $ $1,500,000 1 $3,000,600 34,300,000

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

a. Demonstration Year 1- Planning and Design: In the first year of the
demonstration, New Hampshire will undertake implementation activities,
including the following:
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1. 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.

i1. Develop and oversee application process 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 inpat; 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 IDN3. 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

Qutcomes: '

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 carly 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 IDNs, 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;
New Hampshire Building Capacity for Transformation Page 22 of 42

Approval Period: Date of Approval Letter through December 31, 2020



h. Provide summary of state analysis of barriers and obstacles i meeting milestones;
1. Provide summary of activities that have been achieved through the [DN DSRIP Fund,

and

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

k. Summary of activities and/or ocutcomes 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 [DN Contracting plan; and
L 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 st 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. 1DNs 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 [DNs 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 collaboratives
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.

C. 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. Additional progress 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 foliowmg describes the repomng 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.

¢} Pharmacy Rebates. When claiming these expenditures the State may refer to the July 24, 2014
CMCS Informational Bulletin which contains clarifying information for quarterly reporting of
Medicaid Drag 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 Watver 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: Expenditureé 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 HDN.

48. Expenditures Subject to the Budget Neutrality Agreement. For purposes of this section, the term
“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 certifics 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.

¢. The term “eligible member months” refers to the number of months in which persons are eligible to
recejve 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 guarterly Medicaid
expenditure report, showing Medicaid expenditures made in the quarter just ended. CMS shall
reconcile expenditures reported on the Form 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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¢. 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 caré-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 Fanding 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 [00 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.

VIH. 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
DHES Govemg.r’s Corﬁmission on Drug and Alcohol Abuse,

Prevention and Treatment, and Recovery

Chart C: Approved DSHP through July 1, 2017

Agency Program
County Furding for Payment of Medical Services for Nursing
Home Residents (“County Nursing Home”)

Counties

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
adjustment to claimed expenditures on the CMS-64.
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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 DY?2 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.

The state may claim FFP via 1115 expénditure authority for county medical
nursing home expenditures through June 30, 2017 (DY2a). Asofluly I,
2017 (DY2Db), the state will no longer exercise 1115 expenditure authority to

receive FFP for these expenditures will expire.

The state may continue receiving FFP for DSRIP 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 compuiabie DSHP annual limit (see Table

D) and $30 million.

Table D. DSHP Annual Limits: Total Computable

pY1 DY 2a DY 2b DY 3 DY4 DYS
01/01/16- 01/01/17- 07/01/17- 01/01/18- 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 87,376,524 . $6,566,906
DSHP: County
Nursing - $20,847,257 | $10,423,629 - - - -
Home**
Total DSHP 329,843.018 $19,419,390 38,186,143 $7.376,524 86,566,906

* “General DSHP” represents the DSHPs in Chart B approved through December 3 1, 2020,

** “DYSHP: 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 (DY 2a).

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 performance measure values, and

improvement goals. (CMS may, at its option, approve the DSHP Claiming Protocol

for a DSHP without this feature.)

¢. 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.
iii.
v,
vi.

Vii.
viii.
iX.
xI.
Xil,

Xiii.
Xiv.

XV.
Xvi.

XVil.
XVii.

XiX.

XX.
xXxi.

Construction costs (bricks and mortar)

Room and board expenditures

Animal shelters and vaccines

School based programs for children

Unspecified projects

Debt relief and restructuring

Costs to close facilities

HIT/HIE expenditures

Services provided to undocumented individuals

Sheltered workshops

Research expenditures

Rent and utility subsidies normally funded by the United State
Department of Housing and Urban Development

Prisons, correctional facilities, services for incarcerated individuals and
services provided to individuals who are civilly committed and unable to
leave "

Revolving capital fund

Expenditures made to meet a maintenance of effort requirement for any
federal grant program

Administrative costs

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

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

Funds from other federal grants

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 111, ‘

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 1
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 camulative 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
VIL 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 enroliees 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) W;thg:itlm“;awer With 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) $1,095,355227 | $1,077.867460 | $17.487,167
DY4 (1/01/19 - 12/31/19) $1,126,547,358 | $1,089,688,768 | $39,858 591
DYS5 (1/01/20 - 12/31/20) $1,164,794760 | $1,111,014,432 | $53,780,328
TOTALS: $5,481,942,314 | $5.412,142,949 |  $69,799,365

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

Page 31 of 42




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;

¢) 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 transifioned to Medicaid and are included in the historical
base data as of July 1, 2012,

¢) Individual enrolled in the New Hampshire Health Protection Program (NHHPP),
f) 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 coliections and
pharmacy 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 inferim 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.
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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 I 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 determine 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 imitations of
data and their effects on results; and the generalizability of results. Information 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 Jower 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?

¢. 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 methodologiecs. 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:

1. Quantitative or gualitative outcome measures;

i1. 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.

771. 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 demonsiration, 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.

XI. 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
and DSRIP Program Funding &
Mechanics Protocol

STCS 27, 27, 32

Submut Draft DSHP Protocol

60 days after approval date STC 60
Evaluations
120 calendar days after Submit Draft Design for Evaluation STC 72
approval date Report _
90 days after the Submit Drafi Interim Evaluation Report | STC 78
completion of DY 4
60 business days after Submit Final Interim Evaluation Report | STC 77, 78
receipt of CMS comments
January 31, 2021 Submit Draft Final Evaluation Report STC 78, 44
60 business days after Submit Final Evaluation Report STC 78
receipt of CMS comments
Quarterly/Annual/Final Reports
Quarterly Deliverables Quarterly Progress Reports STC 41
Due 60 calendar days after

d of each quart t .
z& q?la:tz(; quarter, excep Quarterly Expenditure Reports STC 46
Annual Deliverables - Annual Reports STC 43
Due 120 calendar days
after end of each 4™ quarter
Final Report STC 44

Due 120 days after the end
of the demonstration
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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 quarierly 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: New Hampshire Building Capacity for Transformation Section 1115 Waiver
Demonstration

Title Line Two: Section 1115 Quarterly Report

Demonstration/Quarter _

Reporting Period: [Example: Demonstration Year: 1 (1/1/2016- 12/31/2016)

Federal Fiscal Quarter:
Footer: Date on the approval letter through end of demonstration period]

intreduction

Present information deseribing 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 IDNg, 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-refated 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 atiribution 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

IV. Outreach/Innovative Activities o Assure Access

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

VL 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 oceur in the near future that affect health care delivery, including bat 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 neutratity, and CMS 64 and
budget neutrality reporting for the current quarter. Identify the state’s actions to address these issues.

X1, 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 o 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.
XII. Managed Care ahd Medicaid Delivery Contracts Reporting Requirements

Address network adequacy reporting from plans including GeoAccess mapping, custotner service reporting
including average speed of answer at the plans and call abandonment rates; summary of RCO appeals for the guarter
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/Aftachments

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

XVL 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
DSHP Claiming Protocol
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RESERVED FOR ATTACHMENT C
DSRIP Planning Protocol
(Reserved)
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RESERVED FOR ATTACUMENT 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.
1. Preface

a. Delivery System Reform Incentive Payment Fund

On January 5, 2016, the Centers for Medicare and Mediga d vices (CMS) approved New
Hampshire’s request for expenditure authority to operate its
demonstration (hereinafter “demonstration”) ent

Dehvery Networks (IDNs) that serve Medicaid be
Hampshire’s behavioral health deliveiesystem by st
and substance use services and comba e opioid crgim

describes the context, go wbjectives of the waiver in Section II; identifies a menu of
delivery system improvem Erojects in Section 1II; 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 V1.

This version of the DSRIP Planning Protocol is 'approved as of E]. 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 111 5(a) Medicaid Demonstration
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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 appligable), and the methodology used
to establish outcome goals and improvement targets, as deseribed in the Program Funding and
Mechanics Protocol (Attachment D).

II. Context, Goals and Objectives

a. New Hampshire Context

and behavioral health d

his demonstration responds to this pressing need to transform
New Hampshire’s behavioral

alhealth 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:

-New Hampshire Building Capacity for Transformation Section 1115(a) Medicaid Demonstration
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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 o 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 nic

ﬁh care t _k '
n ;ty baﬁgg; ‘

: Iof a professional, allied-health, and peer

e and skills to provide and coordinate the full

and mental health services,

echno]égy solutions to support care planning and
ormation sharing among providers and community based

treatment for 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 farget

New Hampshire Building Capacity for Transformation Scction: 1115(a) Medicaid Demonstration
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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 andfre, 53gdmlssmms for psychiatric and
physical diagnoses and avoidable use of the hmerggﬁ@ﬁepaﬁmem (ED) through more
effective use of community-based options.

d implementing specific
efforts. These projects

. To achieve these goals the IDNs will be cha{ggfslm ith selecting
evzdence -supported progects and parhmpami i statewide plannin

objectives:

e
o

1. Increase the st&t%

] ghy %%»nd behavioral health provzders in a manner that breaks
& pnm% iy eare, SUD and mental health providers. The level of
' ' ed on existing standards being developed through

3. Enable coordmated“ ire 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 Buliding Capacity for Transformmation Section | 115{a) Medicaid Demonstration
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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 Il and 1V,

IIL. Project Protocols Menu

a. Overview of Project Categories

beneficiaries with diagnosed and undiagnosed beh'
it serves. These six projects will be gt

ral healls thin the population
Tollos «iing three categories® *

s and focused milestones as part of the
ject performance will be measured based on

Each IDN will be requir: plement 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.

New IHampshire Building Capacity for Transformation Section 1115(a) Medicaid Demonstration
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IDNs will be required to implement the following two Statewide Projects:

e 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 membergﬁz@n from across the mental
health and substance use provider communities in each ID ell as those with expertise in
HIT and other members who can bring relevant experience ¢ 1k owledge. These work groups
will be charged with 1dent1fymg the workforce capamt?“ and technglogy requirements to meet

to efficiently implement statewide orgeg
participate in these projects and fulfill sta
performance funding.

health and primary care

ral health providers, and social services organizations will

. cerated care model that reflects the highest possible levels of
collaboration/integrationzas 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
o Health promotion and self~-management support

¢ Integrated electronic medical record

New Hampshire Building Capacity for Transformation Section 1115(a} Medicaid Demonstration
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e 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 requlrements for the project by no later than December 31,
2018. =

oken down into th ce.categories, and IDNS

ategories: (1) Care t’fm ition Projects

al settings 1
(2) Capacity Building Projects desi d workforce and program
options; and (3) Integration Projects des: are for individuals with behavioral
health conditions among primary care 3 d social service providers

vspecufic- Sorities identi Vroug -u,ehavzoral health needs
engagc ent. IDNS% be requlred to conduct a behaworal needs

to community =
o 1. Care Transition Teams

o C2. Comnunity Reentry Program for Justice-Involved Individuals
o C3. Nursing Home Transitions of Care
o C4. Supportive Housing

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

o D1, 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 DS, Zero Saicide =
o D6, Community-Based Stabilization
o D7. Coordinated Specialty Care for First w;;,li‘sycheszs
o Heh
care

CrosswlDN statewuie workforce capacity planning, mcludmg (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 producis to develop and implement IDN project,

IDNs to pariicipate in statewide HIT/E planning to: {1} develop requirements for
clectronic 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 milestortes for IDNs to demonstrate steps
towards having a techrology platform to share care coordination data across ali
IDN providers inctusive of social service providers.. )

BH Workforce Capy

Al :
Pevelopment

Health Information Technology

A2 Planning and Development

New Hampshire Building Capacity for Transformation Section 111 5(a) Medicaid Demonstration
ATTACHMENT C: DSRIP PLANNING PROTOCOL
8



Bl

C1

Integrated Behavioral Health
and Primary Care

Pediatric and adult behavioral heaith 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
Healtheare (e.g., Level 5 or 6).

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

e  Provide prevention, detection, accurate diagnosis, treatment, and
foliow-up of both behavioral health and physical conditions, and
referral to community andiocial support services
Address health behavigy uding those contributing to chronic

Lron% iGal records -9
Bhdand delf-management sopportt
nary care teams (hat provide care to the whole

2 door’ model of care management and care

= " =
areﬁ"ﬂ@mg tracking tool that can be shared among a
Ovider team melisive of social support service providers

i

“gCateransition pro at follows
Critical Time Tifeivention' approach to provide care at staged levels of intensity

C2

- —

C3

Nursing Home Transitionssf
Care

% entry Prograﬁ%
for Justice-Tmvglied Individuals:

i

fty 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

Earty 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.

Cc4

Supportive Housing

Medication Assisted l};elllspy
(MAT)

IDNs will pariner 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.

I;;lplement evidence based program corﬁbimng behaviora era;‘)y and

medications to treat SUD,

New Hampshire Building Capacity for Transformation Section {115{a) Medicaid Demeonstration
ATTACHMENT C: DSRIP PLANNING PROTOCOL

9



Mental Health First Aj
Medical Providers, Law

Adult public education program to train aduits to assist individuals with mental

D2 R bealth and SUD who are in crises through ALGEE process: Assess, Listen, Give
Enforcement, and Social reassurance, Encourage professional help; Encourage self-help;
Services Providers T e P P> Eneourag P
The Crisis Intervention Team {CIT) model provides police officers 40 hours of
Treatment Alternatives fo {rainin g proyl.ded b)f m?n-tal l?eaith clm‘scmns, ot?nsumcx: and family advocates,
. o and police trainers. Training includes: information on signs and symptoms of
D3 Incarceration (Crisis . . . .
R mental iflnesses; mental health treatment; co-occurring disorders; legal issues;
Intervention Team) . . L e geq .
and de-esealation techniques. Information is presented in didactic, experiential
ospxtah?atmn for people experiencing
d by trained peers who themselves have
D4 "Parachute Program™ ¢
are an important cg ent of the mot b&%ts program wﬂl be expanded to
underserved regidisainder the Demonsiratiohio ensure accessibility to
D35 Zeyo Suicide
Ds Community-Based Stabilization

1 clichiAo staff rafio intervenes with
i e;r first psychouc cp:sodc The program is

E1

rogram that brings together community organizations concerned with
health, exercise and nutrition to provide parlicipants with health mentors, fitness
activities, nutrition counseling, smoking cessation support, medical support, etc.

IDN-wide program planning for school based mental health and substance use
sereening and brief intervention. School based staff trained to identify at risk

Interventions

F2 students and to handle low severity mental health and risky substance use.
Development of referral to treatment protocols required.

. Treatment Alternatives to Evidence based depression and substance use screening and treatment for

E3 Incarceration (Universal Medicaid eligible individuals entering the justice system with post-discharge

Screening) follow up services through community re-entry program.

Promote the wellness of young children ages birth to 8 by addressing the
physical, social, emotional, cognitive, and behavioral aspects of their

4 Early Childhood Prevention and | development. Prevention and intervention inchides: improved sereening

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.

New Hampshire Building Capacity for Transformation Section 111 5(a) Medicaid Demonstration
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Implement evidence-based depression care model based in primary care
ES practices using depression care manager and consulting psychiatrist to support

Collaborative Care/IMPACT

Model PCP in treatment of patients with mild to moderate depression and anxiety.

An evidence based multi-disciplinary program combining SUD treatment and

Integrated Bual Disorder

6 mental health treatment using 'stages of change/ireatment' approach along with
Treatment (IDDT) pharmacofogical and psychosocial therapies and holistic program supports
. - - - - TIPS ©
Enhanced Care Coordination (,o.m_prchcrllswe care llnanagement se:.rv:ces for higia n'eed popula n?ns mc uding
for Hich Risk/Hizh Utilizi opioid addicted individuals, thoss with co-occurring intellectual disability and
£7 or Figh Ris wEugh LiRizing mental health conditions, and other identified high utilizing individuals with

Populations/Multiple Chronic
Condition Populations

multiple chronic conditions and/or

ial factors that are barriers to improved
well-being. ‘

IV.  Project Stages, Milestones, and Metrics

of an IDN Project Plan. As part of thi
identify ‘Stage I’ process miiestones

progress
indicators.

Table 2. Project Metri

. Ci1-4,D2,D4,D7,
Wait iist in ED for inpatient BH admission E7 : X
Wait times for intake and treatment for mental health Al, D2, D4
Wait times for intake and treatment for SUD Al
Expansion of workforce Al

New Hampshire Building Capacity for Transformation Section 1115(s) Medicaid Demonsiration
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Follow-up after Emergency Department visit for alcohol and other
drug dependence - within 30 days

Al, A2, B1 C1-2,
b1, D6-8,El-2, E7

Follow-up after Emergency Department visit for mental illness -

Al, A2, B1,C1,DI-

within 30 days 8, E2,E5, EY
Follow-up after hospitalization for mental illness — within 30 days g; -;2’ E’]] » €1, D18,

Foliow-up after hospitalization for mental illness - within 7 days

2, B1, Cl, DI-8,

Timely transmission of transition record (discharges from an
inpatient facility to home/self-care or any other site of care)

EHR ftracking of IOM social determinants

Percent of total population served who were asses
appropriate standardized core assessment or screen
appropriate intervals,

B1, D35, E L

Screening for clinical depression using standardized 1001?%1@
population as indicated by assessment)

352: H ’ “@

. DS, B3, 5, 6

Screening for substance use including al
popuiation as indicated by assessment)

1,D5,E3-4,E6, E7

; %&‘% Care

B1, E4

eferminants viz selected

A2, Bl Cl1-4,D2-3,
D6, D8, E1-3,E7

B1,El, E4,EY

B, E1-2, B4, E7

Population (e.g., cancer séi :;pirin, blood pressure, Hep B1,E1-4,E7
‘B&C, intimate partner violence)

Recommended well care visits for BH Population A2, B1,E4
Smoking and tobacco cessation counseling visit for tobacco users E1-2,E4 E7

Potentially preventable ED visits for BH population and total
Population

Al-2,C4,B1, DL,
D3-4, D5, 6, D8, El-
2,E6,E7

Readmission to hospital for BH population for any cause at 30 days

BI,CI-4,EL 4,7

Frequent BH ED visits for BH population

B, D2, D4, D7, E6,
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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 itifies the APM milestones for
meeting this demonstration objective.

Table 3. APM Milestones Menu

Engage in periedic meetings
Conduct IDN baseline assessment of current use of APMs among
Participate in development of statewide APM r%gm
Develop IDN-specific roadmap for transition toV '

and incorporate commun put to ensure thcy 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:
New Hampshire Buiiding Capacity for Transformation Section 1115(a) Medicaid Demonstration
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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)

o Identification of the current community mental }i€; alth and substance use resources
available for beneficiaries living in an IDN’si¢ opion across the care continuum,
including during recovery
Identification of current community

: substance use providers including recovery services, peer
supports h*fsis%’talsﬁg ¢ care providers, nursing homes and community based social

support service pioviders. Please refer to the Program Funding and Mechanics
Protocol (Attachmrent D) for additional detail on specific IDN composition
requirements.

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

New Hampshire Building Capacity for Transformation Section 1115(a) Medicaid Demonstration
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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 pEojects, and workforce capacity.

6. Clinical governance: The IDN Project Plan ﬂ cribe how and by whom standard

plan and a plan to provide needed techniclog Mgﬁ ; -apaei among
¢ : guidance,

Workforce capacity: The 1
Statewide qukforce proje

parameters, In ffgﬁ%on in accordance with STC 28¢c, the KDN must xdentafy
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 111 5(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.

VI. Process for IDN Project Plan Modification

funding amounts that are uneamed W Be
reporting periods. Project Plan modiﬁc"aﬁon
also propose to decrease the

Mot decre

uui,..,m‘

aS?ﬁj%%e scope of a project unless they
’ @& lower expectdtlons for
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'Sectton l - Program Descrrptron

1) Provrde a summarv of the proposed Demonstratton program, and how rt wsll further the .'
objectwes of title XiX and/or title XXI of the Social Security Act (the Aci).

in New Hampsh:re the demand for mental health and substance abuse services. |s rncreasmg,
provider capacity is already. strained and the. capauty that exists is not well posstsoned to deliver
the comprehens:ve and integrated care that can most effectzvely address the needs of pahents
with severe behavioral: health problems or. comorbid physwal and behaworal health prublems
This demonstrattoh responds 1o this. pressmg need and proposes to transform the dellvery
system for some o _he most med;cally complex and costly Medlcald beneﬂc:artes -

A number of factors have come together to make the transformatlon of New Hampshlre s
behaworai health dehvery system an urgent pnoraty for the State Fsrst the State expanded
Medlcald t0 cover the new adult. group-—-an estimated one in six of whom have extensive’
mental heaith or substance abuse needs--mcreasrng the demands on the dehvery system
Second New Hampshlre now covers substance use drsorder (SUD) serwces for the Med |cazd
expansron populatlon and Governor Hassan has proposed extendmg the SUD beneﬁt to. the

; entire. Medlcald populatlon m SFY 2017 Dramat;cally expandmg Medlca:d coverage for SUD

_’servnces mcreases demand oh: already—stramed SUD prowders F-maEIy, the expanszon of
coverage for nev "populati ns and hew. servrces comcrdes wrth an eprdemlc of OpIO! =use in
New England S o R ey I

: Currently, the behaworal health delwery system is not poased to meet the mcreasmg demands.

There are too few commumty based behavroral heatth provrders and many of these provsders

g __-are fmancml!y stramed Beca se of long walts for commumty based behavroral health serwces

Ll many patrents needs are not addressed in the community in a tlmely fashzon The lack of .

' commumty—based optrons creates ‘an over-rehance on mpatient psych:atnc care And when
pat!ents reech 2 crusrs, there am 00 few mpat!ent psychlatrtc beds, meanmg that they must

~waitin the emergency room for abed to become available. Addrtrona]iy, mental health '
provrders, SUD prowders and phys:cal health prov;ders each operate in sdos, w:th Itttte :

' coordmatron across prowder types or w;th commumty based supports s

New Hampshrre seeks to transform its behavrorai health delavery system to (1) delzver
mtegrated physical and behavroral health care that better addresses the. fuil range of .
individuals’ needs, (2) expand capacrcy to address emerglng and ongoing behaworal health
needs.i inan appropriate setting, and (3) reduce gaps in care. during trans:tlons across care
sett:ngs byi |mprovmg coordmatlon across provrders and Imk;ng patrents with communzty
Supports ’ . L . . .

Through thrs demonstratlon New Hampshire Medlcard wrll have the resources to mvest in
transformat:on and the flexibility to adopt a reglonally -based approach The demonstration
*funds will enable the State to make pefformance-based funding avarlable to provnders to form
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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:

e 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 1o
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 iiiness, 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.

e “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 liness 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 smokmgmduced illnesses the siloed nature of care in New Hampshire must
change : -

® ngh nsk of people wsth behavioral health lssues falimg through the’ cracks dursng care

transitions. Over the past half-decade, New Hampshlre has lost ground in providing
foliow up. aftera beha\noral health dnscharge between 2007 and 2012, the percent of
patrents hosp:tallzed fora mentai heelth drsorder who recelve follow up care in‘the 30
days after dascharge has deterlorated from 788 to 72 8 percent With more people
than ‘ever relymg on Medrcatd thls trend must be- reversed New: Hampshlre also views
reiease from jailor. pr:son as acare transrtion ‘and one that has taken on increased -
amportance now that'itis responmble for prov:dmg care to most mcarcerated people

- when they return to the community.- Curréntly, 48 percent of New Hampshlre re51dents

' "wh'oteave a state ‘cofrectionial facility have the:r paro!e revoked due to'a substance use-
related issie, a clear mdlcat:on that more must ‘be done to prov:de greater contenunty of
substance abuse treatment durmg and after a departure from pr:son w S

Key £Ier¥i'erits =-o'f the’ Demb'nseatron g

To respond to these chailenges New Hampshlre s Demonstration w1i! use the followmg four e
tools: T e N i : : e, A

-:T "ol #1 Trme-_i.rmlted Transrtlon Fundmg for Safety Net Prowders The Demonstratlon w

il 'make t:memlamlted payments to safety net provrders charged with provrdmg SUD
"and mentaE health services to’ growmg numbers of New' Hampshrre To qualsfy for
transition fundlng, provnders will be. requ:red to demonstrate a neéd for add;tlonai
fundang to sustam their current capac:ty, commit to maintaining or expandmg servrces
provrded prror to dellvery system reform, and agree to partrcapate in the demonstratlon
Thls fundmg is, not desrgned to solve the'state’s capacrty issues; “butit waEI allow safety
net prowders to surwve !ong enough that they can develop sustamabte models for
provrdmg care to the growmg numbers of Medrca:d beneﬁcuaries -

Tool #2 Integrated De!;very System Netwerks (EDNs) The Demonstratson wr!l support i
- the d velopment of reglonai networks of: provnders, known as integrated Deliv -
_ "Networks or iDNs Each IDN will |mpiement a series of projects. The pro;ects W|I! be
'dessgned to mcrease capamty to provrde behaworal hea!th serv:ces promote mtegratron o
ehavao:'al and phy5|ca¥ health aiong wath commumty soual service supports and
support care tran5|t|ons IDNs that successfu!ly lmplement pro;ects and mee’c metﬂcs

will quahfy for performance “based payments Alead apphcant will serve as the '
coordlnatmg entlty and smgle point of accountabillty for the, State but prowders w:ii be a3
-expected to work together to design and tmp[ement delwery system reform changes. A -'
key purpose of the IDNs is to spur prowders to adopt the operational, clrmca! and - '
culturai changes requlred to build new partnershrps and work outside of exastlng sdos
'of ca re !n recogmtlon that such fundamentaf change requ:res tlme 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 wil
support IDNs through technical assistance and fearning coilaboratives.

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

6
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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 iflnesses. 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 interestin *
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
parinerships 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." At the same time, residential alternatives to inpatient care have .
diminished resulting ina 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.’
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 therapi.‘;t.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 waif 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
tDNs 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.

! “HELP: People Seeking Mental Health Care in New Hampshire,” Foundation for Healthy Communities, February

5‘2013. Available at: http://www.healthynh.com/images/PDFfiles/BehavioralHealth/HELP Rpt FINAL 02 22 13.pdf
{bid.

* “Waiting for Help: Barriers to Timely Actess for People with Mentaf Health Care Needs,” Foundation for Healthy

Comrunities, April 2014. Available at:

https://www.naminh.org/sites/default/files/Summary%20Report%2004%2028%2014%20Waiting%2 0for%20Help

%20FINALZ. pdf
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New HampShire has reached a settlement with the Department of Justice designed fo
strengthen community- based care for individuals in New Hampshrre 5 hosmtai system,
mchdrng through a crisis services system assertive communfty treatment teams, better

’ housmg and emp!oyment optlons and stronger femily and peer support. Many of the

" services that New Hampshire is obllgated to provzde under the. setttement are: allowable
Medlcald expenses. 'Asa result, even in the absence of the waiver, ‘New Hempsh;re
would be using Medlcarcf to help finance these activities. With the transformatton
waiver, however, New Hampshlre will be’ able toensure that the Medlcazd services |t
prowdes asa result of the settlement are ‘high'quality and, as appropriate, prevrded
through mtegrated dehvery networks. R

H;gh Rates of SUDs and Ltmrted Capacrty

-'New Hampsh:re has some of the hsghest retes of alcoho! and other drug mlsuse in the
alcohoi use ameng adults In recent years, it has’ been hrt hard-by. the oszId eprdem:c
':facmg a sharp 1ncrease in herom useandin related ED v15|ts with herom useupan.
“estimated: 90 percent over the East ten years and herorn reiated ED visits up 100 percent
1ltrom 2012 %0 2013 anne lncreasmgiy, New. Hampshlre s Iocai Iaw enforcement ofﬁcaa!s :
are reportmg growth in drug related crimes and its hosprta!s are seeing more bables
with neonatat abstmence syndrome—there wasa flve fo!d increase in :nfants born W|th
neonatal abstlnence syndrome between 2000 and 2009 The thte House too has

makmg rt a key prlortty an the PreSident s recentiy annou nced budget

Currently, the State does not have enough recovery support servaces  withd rawat
management services, oprou:i treatment programs ‘or re5|dent1ai treatments to serve
the needs of resrdents Ina2014 assessment ‘of the’ State’s SUD capaczty, New: o
Hampshrre found only 26 certrfed :nd;vsduals prowdrng recovery support services in the
State. Four out of 13 pubhc health regions had no SUD, resrdentlal programs. To the
extent services are available, they often are concentrated in seiected areas of the State,
Ieavmg Earge swaths of New Hampshsre without adequate capacrty Of part:cu!ar R
concern is that there are some parts of the State with very few—or, in one’ mstance
zero— provaders of medlcatron a55|sted treatment Addttlonally, many of New
Hampsh:re s SUD provzders are grant-funded orgamzattons W|th Irttte or no expenence

4 "Co!iecttve Actron, CoEEectlve lmpact New Hampshire's Strategy for Reducrng the Mlsuse of Alcohol and Other '
brugs aed Promoting Recovery," New Hampshrre Governofs Commassron on Alcoho! and Drug Abuse Preventaora
lntervent;oe and Treatment 2013 Avasia ble at PRI R A

® "Collectrve Action Issue Brief #5: Heroin in New Hampsh;re A Dangerous Resurgence ' New Hampshire Bureau of -
Drug and Alcohol Servsces, June 2014 Avaulable et httn //www dhhs nh eov/dcbcs/bdas/documents/nssue bnef-
heroin, gdf g 5 :
.8 “Neonatal Abstrnence Syndrome," New Hampshlre Depertment of Health and Human Servlces Avasiable at v
-+ hittp:/fwww.dhhs. nh eov/dphs/bchs/mch/documents/eas data-brief.pdf Sl
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contracting with insurers, in large part since Medicaid did not cover SUD services until

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 alcohoi dependence or abuse issues in the past year did not receive
treatment.’ The same survey foundthat 83.6 percent of New Hampshire adults
surveyed who had illicit drug dependence or abuse in the past year did not receive
treatment.?

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
init_ia'ti\__/_es 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 responStblllty for providing high qualsty, integrated care. As already noted, New
: -Hampshlre is [ookang to expand the SUD beneflt to its entire Med:casd populat:on by
'spyz017 : T _ .

- Note that the. top;cs of mental health ca pac;ty and SUD capac&ty are gwen separate
sections in this ratlonale for the 1115 waiver. This is because beneﬁcuarles often must
travel different: pathways toget 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,
m_cl_udmg those w_h__o face both mental iliness and SUD. Over time, as the State .
increasingly relfies.on integrated delivery networks for the provision of care, there will
be’ much stronger coordination and- mtegratlon of services for peopie wzth dual -
dsagnoses ; - : -

Gaps Durmg Trans:t.-ons in Care

New Hampshlre res;dents thh behavsoral health issues are at elevated risk of ”fall;ng
through the cracks” during care’ transitions.” They may be dzscharged from the hospital
with instructions to make a follow up appomtment but then find that they cannot.do
50. New Hampshlre histoncally has had more success than the rest of the country in

7 ”Behavaoral HeaEth Barometer New Hampshlre 2014 Subsfanee Abuse and Mental Heaith Sel‘vlces '
Administration, January 2015. Available at: - e
http [/ wwiw. samhsa guv/data/s|fe5/default/fs es/State BHSarometers 2014 2/BHBarometer~NH pdf o

Ibld .
® Rich, E et al ”Coordmatmg Care for Adults W;th Complex Care Needs in the Patlent—Centered Medacal Home:

Chaffenges and Solutions,” Agenty for Healthcare Research and Quality, January 2012, Available at:.
hiip: //pcmh ahrq gov/page/coordsnatmg -care- adults complex-care needs- patlen’z—centered medical- home— .

hallen es«and Sl
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provrdmg follow up, but over the past half- decade it has lost ground between 2007
and 2012, the percent of patients ‘hospitalized for a mental health disorder who receive
follow up care in the 30 days after dlscharge has detenorated from 78 8 to 72.8. percent.

lnd;vrduals also exper[ence gaps in care when transstlonmg out of the Justrce system and
into the commumty More than half of all justice-involved persons have behavioral

'i’-health issues. When trans:tlonmg into the community, the. behavroral health needs of
the justice :nvolved populatlon are often not adequately addressed. Substance use-
related issues accounted for 48 percent of parole revocatrons by the State Department
of. Correctlons underscormg that their needs were not adequately add ressed after _
transrtlonmg io the commumty Upwards of- 95. percent ‘of New Hampshrre slust:ce«- s
:nvolved populatron W:ll return to the commumty, and Medtcarcl will be responsrble for

' prov:dlng care to many of them. The State, therefore needs a cohesrve approach to P
ensure that these rndlwduals make a smooth transrtion to commumty based care . e

.New Hampshrre has a number of mlt;at:ves underway to address these cha!lenges but e
. the demonstrat:on wrll aElow the State io provrde performance based fundmg to enable .
'IDNs to smooth care transmons across the full continuum of care; For example New =~
IDNs will be recewe funding to establlsh a behaworal health specrfac dlscharge plan; to
_-'.'-promote routme medication reconcmatlon for discharged patrents and ensure foliow up
visits;, to develop speual dlscharge and care coordmatlon pians forindividuals leavrng
: the crlmlnaf Just;ce system 10 support access to socral semces and communsty
supports “and to prepare partners in the longer run to share rrsk for behavroral health
across the continuum of care. While'our managed care organlzatlons also are
expected"to play a leadersth role in these actlvrties the walver will allow prov:ders to
be prepared to tackle these i issues and to change thear relat;onshlps w:th one another to
allow for better contrnuaty of care across care transutlons - DR

3) Descnhe the hypotheses that will be tested/evaiuated durmg the E)emonstratlon s L e
approval p riod and the plan by whrch the State wr!l use to test them o : AR

The purpose of the New Hampshlre walver is to test whether creatmg partnersh:ps of provrders '
w:th incentives to offer h;gh quallty, mtegrated physrcal and behaworal heaith care thatis
connected to social supports will improve benefacrary outcomes, red uce the rate of growth in
Medlcard per capata spendlng, and improve the overall health and well bemg of the New
Hampshlre Medlcazd popuiatlon :

Speciﬁcal_ly, the'State p_lan's t_o test the fo'llowing hypothesesi_ . .

° Creat:ng mtegrated dellvery networks (lDNs) wrll |mprove physmal and behavioral health
for mdlwduals and reduce the cost of their ca re, -

Y New Hampshire Department of Corrections, personal communication, January 2015.
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. tnvesting in greater beh'avioral health capacity and workforce development, including

.communlty -based care options, will allow the State to prowde care in the most
- appropriate settlng possible;

* Promoting evidence-based approaches to improving care trans:t;ons for :ndzvsduals with
behavioral conditions will improve their outcomes, reduce costs, and prevent avoidable
re-hospitalizations; and - : :

o Connecting individuals with behavioral issues to somal services wnil improve their health
and reduce the rate of_.M_ed_ucald spending growth.

Evaiuation Question : Hypathesis_ Lol e Waiver Component . | Data Source
: P _ S - Being Addressed . .
What are the effects en Individuals with co-occurring Expenditure authority CHIS& .
physical and behavioral health physical and beh'avio'ral health 1 for payments Medicaid
of creating integrated delivery | issues will receive higherqualityof | =~ 7 " | elaims and
nefWor_ks? care after :ntegrated dehvery encounter

:networks areoperatmg R B et .da'ta, CAHPS

The tp_t_ai._cost o?_c'aireﬂwill be lower | Expenditure authority _CHiS &

for individuals with co-occurring . . | for payments . — _Z‘Mednca:d

_ _phyéicaEand behavioralhealth .. | - _ | .claimsand
issues aftermtegrated dehvery T "f_encounter' '
natworks are operating v ¢ | o o Ygatal

{ The'rate of avoidablere- : | Expenditure authority | CHIS &
hospltahzatzons for mdwiduafs 1 for payments - 1 Medicaid
with co-occurring physncal and . s - | claims and
behavnoral health issues will be o _ . encounter

lower at the end ofthe T o ' :data '
‘Dermonstration’ than prlor to: the ' B : '
Demonstration .

State— .

What will be the impact of | ‘Percentage of Medicaid -i Expenditure authority
investing in greater behaviorai | beneficiaries waiting for mpat;em for payment. aummzsterea
hea'it'h capacity and workforce psychtatnc care will be lower at ' provider
development including the end of the Demonstration survey
community- based care -~ ° | than'prior to the Demonstration S ' S B T
'optlons? LR Average wait times foroutpatlent Expenditure authority --| State- *
O LR appomtment at community .  for payment . - administered
mental health centers will be o - .| provider
lower at the end of the - survey
Demonstration than prior to the ' B
E)emonstratlon _
Average length of stay for Expenditure authority | State~ =~
inpatient psych:atrsc care wnll be for payment administered
lower at the end of the . G -+ | -provider .
Demonstration than pnor tothe | . survey

Demonstratzon as options for
commamty -based care increase.
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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:

e Test the hypotheses described above;

e Describe specific measures that will be used to evaluate outcomes;

e 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/reglons of the State where the Demonstration will operate

The demonstration wili operate ona statewude basis, but IDNs will be reglonatly 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 implermented 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 guickly 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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Sectlon Il - Demonstration Ellgibllltv

1} Include a chart zdentlfymg any populations whose elug;blllty will be affected by the
_ Demonstratson (an example is prov;ded below note that populatlons whose ehg:b:hty
is not proposed to be changed by the Demonstratlon do not need to be mc%uded)
Please refer to Medicaid El;gtb:hty Groups when déscribing Medicaid State plan
populatlons, and for an expansion eligibility group, piease prowde the state name for
the groups that is sufﬂmently descr;ptwe to expiam the | groups to the publlc

'New Hampshire s Demonstratioh waiver will affect all Medicaid populatlons covered
under the Medicaid State Plan, except for individuals covered under New Hampshzre 5
QHP: Premaum Asszstance Demonstratzon Newly eligible adults who are medacally frail
are excluded from the QHP Premium Assnstance Demonstratlon and 50 are mciuded in
thls Demonstratson s : : :

2} Descrlbe the standards and methodologles the state wiil use to determme ellglbllxty
for any populatlons whose eligibitity is changed under the Demonstratlon, to'the
extent those. standards or methodoiogles differ from the State plan (it addxtlonal
space is needed piease supplement your answer w:th a Word attachment)

The Demonstratson qui not alter the State’ s Medlcaad ehg;bllsty standards As such
ellglblluty assessment and determmatton processes W|El remam consustent w:th those
'outlmed in the Medtcald State Plan ' s o

3) 'SpeCIfy any enrollment Izmlts that apply for expans:on populations under the :
Demonstratlon (lf additsonal space is needed please supplement your answer wn:h a
Word attachment) S

Enrol!ment _Em’uts are not applicable for the Derhonstration.

a) --Provsde the pro;ected number of ;ndlwduals who would be ellglble for the _
Demonstratlon, and’ tndlcate if the prOJectlons are based on current state’ programs
(i.e., Medicaid State pian or populatmns covered using other waiver authorlty, stich -
as 1915{(:)) If applxcable please spemfy the 5|ze of the populatlons currently served in
-thgse programs . -.-';:-: : SRR B T . R

As noted prevaously, the Demonstration will affect 140 000 iﬂlelduaIs—~the vast majorfty' -
of New Hampshzre 5 Medzcald populatxon The one exception is the newly ellglble adults

- who'will'enrolted in’ QHPs are not expected to be directly affected, since. IDNs will
mttlally focus efforts on individuals served through fee-for-servu:e Medlcatd or Medlcasd
Care Management (As of February 2015, there are some 34,000 newly ellgtble adults }
Newly eligable adults who are enrolled in QHPs, like all insured New Hampshlre
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resrde_:nfcs, will benefit indirectly from improved capacity in the behavioral health care
system_-.

‘i‘o the extent that Iong term ser\nces and supports are furmshed (erther in mstltut;ons :
or the communlty), descnbe how the Demonstration will address pOSt-el{giblilW

'treatment of i income, if applzcable in addltlon, md;cate whether the Demonstration

wiil utlhze spousal: Empoverlshment rules under section 1924, or will utrhze regular
post»ehgrbrlsty rules under 42 CFR 435.726 ($5I State and section 1634) or under 42 CFR
435 735 (208b State)

-"'-ziPost eilgibshty treatment of mcome wa!i remam consrstent wnth the Medlcald State Plan,

6)

Descnbe any changes in elsglblitty procedures the state. WI" use for populatlons under

: ithe Demonstratmn, mcludmg any ellglblhty snmpl:f' cations that requ:re 1115 authonty

(such as continuous e!rglblilty or express [ane eilglhmty for aduits or. express !ane

[-ellglbll:ty for chlldren after 2013)-:' SR AN

Eilg;b;llty procedures wrii remam consrstent w;th the Medlcatd State Plan

b 'des_cr:be any E|Iglblllty changes that the state ls seekmg to undertake for

S methodologles or standards appllcable in 2014 (such as fmancral methodoiog;es for .
K -determ;nmg eirgub;[rty based on modlf‘ ed adjusted gross mcome), or in Ilght of other

j--changes m 2014 '

5 Eilgiblhty standards wm remam consrstent Wlth the Medzcaid State Plan

Sectlon III - Demonstrat:on Benefats and Cost Sharmg
Requlrements | -

1)

2)

Ind;cate whether the beneflts prowded under the Demonstratlon dlffer from those
provaded under the Medlcald and/or CHIP State plan : : :

No. Smce, the Demonstrat:on |s focused on dellvery' system transformatton 1t w:!l not _
alter the beneﬁts outimed in the Med:cald State Plan.

Indlcate whether the cost sharmg requlrements under the Demonstrat:on dtffer from

3 -'those prowded under the Medscald and/or CHIP State plan

No Smce the Demonstration is. focused on dellvery system transformatton kt wxlf not

lmpact cost shar;ng reqmrements outlmed in the Medlcatd 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)

2}

Indicate whether the delivery system used to provide benefits to Demonstration
participants will differ from the Medicaid and/or CHIP State plan:

Yes.
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 heaith care system. Specifically, include information on the proposed

‘Demonstration’s expected impact en quality, access, cost of care and potential to

improve the health status of the populations covered by the Demonstration. Also
inciude 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 na 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 opicid epidemic, and the
expansion of coverage under the New Hampshire Health Protection Program.

The intersection of declining capacity and increasing need jecpardizes the weli-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 fong 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
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New Hempshlre Department of Health and Humen Services : :
. Burldmg Copocity for Tmnsformatron Sect:on 1115 Demonstration Waiver Appllcatson Amendment

-'-modeks that tarior treatment besed on pataents unlque sets of health and soc:ai needs,
rather than treat condltrons in lsolatron : S -

To reform the deilvery system the Demonstratlon wrll use the foHowmg four tools:

' Too! #3. T ime- lerted Transrtlon Fund:ng for Safety Net Prowders
Several behavsoral health prowders are fmancral!y comprom;sed and are bemg
sustazned oniy by short—term philanthrop;c fundmg Other prowders are unable
to malntam or expa nd services to address the'| growmg need for behaworal
i health services. Trme limited transrtion fundmg will be used to strengthen
: 'Medrcazd safety net provnders so they can provu:ie mentat health and substance
:use dfsorder serwces to grow:ng numbers of State resuients as they begm to .
i) undertake the necessary delwery system reforms R

in order to qua!xfy fortransrtron fundmg, provrders wri! need to demonstrate a
o need for addztlonal fundmg, comm:t 1o mamtamrng or expandmg servaces
3 '_'prowded przor to delrvery system reform anci agree to partrc:pate m the broader

' _'T_he Stete antrcrpates usmg apprommate!y 10 percent of the avariab!e fundlng in
“each of the first two years of the Demonstratlon payment on tran5|t|on o
' payments to prowders : e : S S

Tool #2. Integrated Delsvery System Networks (lDNs) S 5
. At the heart of the Demonstration W|II be reg;onaf networks of provrders known
' :_--jas Entegrate_d Detlvery Networks or [DNs whlch ws[l be responsrble for :

“them w:th soc "Ejserv:ces in the IDN modei alead’ appilcant wﬂt serveas the
' coordmatrng entity and s;ngie pornt of accountab!hty for the State They wm

t“nanua! capab;ht:es glven the ro!e that they p]ay in servmg as the coordmatmg
entzty and pomt ‘of accountab:lity for the iDN ' - A

" 'For many Medicald pm\nders, the trans,lt:on to bemg part of an mtegrated
deiwery network WIli represent a srgmf:cant operatlonaf chnlcai and culturai
shrft requmng them to buald new partnershlps and work out5|de of exrstmg

17



New Hampshire Department of Health and Human Services
‘Building Capacity for Transformation Section 1115 Demonstration Waiver Application Amendment

“stlos” 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-hased

- 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 IDN may contract with payers to perform specific care
coordination actlvities 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 IDN may contract with payers for the full set of
medical services, either on a shared savings or capitated basis.

Enablfing 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
e 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 Behavicral 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 1DNs that undertake projects to strengthen
community-based capac:ty and tackle the inpatient capacity issue.

The projects in this pathway will be used to suppert 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 heatth 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.

8 |ncreasing 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 ph\/sical_heaith 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 behaVEoraE 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 enabie 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 inciude:

* 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 hehavioral 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 fimited, 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
roormn 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 promaote 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-heaith 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 IDNs, 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. Asa
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 heaith 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 (DSHPs) in an amount not to exceed $30 million per year for the
following programs:

= 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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e Department of Health and Human Services Ten Year Mental Health Plan/DO)
Settlement
= Municipal Spending on 2013 Report of Appropriations Actually Voted {M-2
Form) reported to the Department of Revenue Administration
¢ Health Administration
o Health Agencies & Hosp. & Other .
= County Funding for Community Mental Health Centers

3) Indicate the defivery system that will be used in the Demonstration by checking one or
more of the following boxes:

¥" Managed Care
o Managed Care Organization {MCO)
v’ 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 eligibifity 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 throlgh 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 ptoposing to exempt and/or exclude populations?

Demonstration enroliment 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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- choice of -p_tans_and the ability to change plans in accordance with federal
requirements :

b. lndlcate whether managed care w1i¥ be statew:de, or will operate in specific
areas of the state. -

Managed care will continue to be provided statewide, consistent with the State
Plan.

c. Indicate whether there will be a phased in rollout of managed care (lf managed
care is not currently in operation or in specific geograph:c areas of the state).

Managed care w;H continue to be. prowded stateWtde con5|stent wnth the State
Plan. : o

d. Descrlbe how the state wdl assure choice of MCOs, access to care and prowdef
network adequacy : e : o

The State S approach to assurmg cholce of MCOS access to care and provader
- network adequacy will continue 1o. be consnstent w;th the State Plan and w1|i not
be a!tered by th:s Demonstrat;on

e . _Descr:be how the managed care provnders w;ll be selected/procured

. The State 5 approach to selectmg/procurmg managed care prowders WIIE be
- _cons&stent w;th the State Plan Ll o - :

!ndlcate whether any semces W|I§ not be mcluded under the proposed dehver’y system
and the ratlona[e for the exclusmn. _ : : - .

Not apphcable

If the Demonstratlon will prowde personal care and/or long term serv;ces and
supports, please mdlcate whether self—directlon opportunltles are avaltable under the

_ Demonstratlon. Ef yes, piease describe the opportumtles that will be avaliable, and

also prov;de addltlonal mformatlon W|th respect to the person: centered services in
the Demonstratlon and any fmanaal management sew:ces that will be prov:ded
under the Demonstration : - ek :

The Demonstratlon w;ﬂ prowde persona! care and Iong term serwces and supports

_ consmtent W|th the State Plan
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8} If fee-for-service payment will be made for any services, specify any deviation from
State plan provider payment rates. If the services are not otherwise covered under the
State plan, piease specify the rate methodology.

Fee-for-service payments will be consistent with the State Plan.

9) If payment is being made through managed care entities on a capitated basis, specify
the methodoiogy for setting capitation rates, and any deviations from the payment
and contracting requirements under 42 CFR Part 438.

Managed care payments will be consistent with the State Plan.

10} if quality-based supplemental payments are being made to any providers or class of
providers, please describe the methodologies, including the gquality markers that will
be measured and the data that will be collected.

Performance metrics will be established at the state- and provider-levels to monitor
progress toward achieving the overall waiver vision. Payments from the State to
providers will be contingent on meeting these performance metrics. Measures will be
consistent with the overall waiver vision and will be used to assess whether ongoing
support payments will be provided to providers. To the extent possible, the State will
Ieverage metrtcs it currently tracks or plans to track, as well as AHRQ's fist of measures
for integration of physical and behaworal health. Examples of provider performance
metrics include:

= Follow up visits within 7 days and 30 days of a hospttallzatson for a mental

illness
= [nitiation and engagement of alcoho! and other drug dependence treatment

Section V — Implementation of Demonstration

1} Describe the implementation schedule. if implementation is a phase-in approach,
please specify the phases, including starting and completion dates by major
component/milestone.

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. New Hampshire intends to begin
implementation as soon as june 1, 2015.
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YEAR 1: In the first year.of the waiver, New Hampshire will undertake several key
:mpiementatson activities, mciudmg the fo!lowmg s
s 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 pamc:pate in the broader
Demonstratlon S . ;

® Rewew and approve requests for trans:t:on fundmg The State wﬂi rewew
requests for transmon funding, approving requests that meet the cnterla

° Dfstnbute transmon fundmg The State will dsstrlbute transatzon fund;ng to .
quallfy:ng prowders - -

e Develop reqwrements for IDNs.. Workmg closely wuth stakeholders and CMS, the
State w:ll estabhsh requarements for IDNs, including crlterla for whzch entities
mayactasa “lead apphcant and how the prov:ders w;l! work together to make

- decssnons and lmptement prOJects : SR e

' . _' Create menu of pro;ects New Hampsh;re wxEI corwene clamaans advocates, and
poilcymakers 1o create a menu of 8-12 projects across thé three enabhng
: pathways The menu of pro;ects wxEI descr:be the etements of the prOJect ancf
will tdentffy appiacable performa nce metrscs The State may permlt IDNS to
develop thesr own prOJects S0 Eong as the proposed prOJects support the
Demenstrat:on s overall goals. IDNs will have flexibility wathm parameters

estabilshed by the State for how to tmp!ement the prOJects in thelr reg:on

®- Deveiop apphcatton for IDNs to partfc:pate in Demonstrat:on The State wsEl
develop an appllcatlon that IDNs must complete to partncnpate inthe
Demonstration. The application will require, among other things, that the {DNs:
(1) descr:be the qualifications of the lead applicant; (2) outline the IDN’s
approach to Jomt decision making; (3} describe how the IDN will implement the =
1-3 projects selected; and (4) descnbe how the EDN will aEIocate fundmg to
.provsders wsthln the IDN.. -- . :

® Rewew ana’ approve apphcatfons submrtted by IDNs Once the IDNS submtt
appt;catlons, the State will rev:ew and approve appflcations ' -

® Estabhsh Statew:de Resources To Support IDNs. The. State will also support IDNs
. w;th stateW|de resources Speczﬁcally, IDNs will be provnded thh techmcai
aSS|stance and the opportumty to parttupate in leammg co[!aboratlves that
fac:fztate the sharmg of best practsces and iessons learned across IDNs The
Vstatew:de resources waEl be developed to coordinate with other ongomg and
emerging heaith reform efforts in New Hampshire.
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e Distribute payments. In this initial year, incentive payments will be distributed to
IDNs that can demonstrate clear 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.

Describe how potential Dem_onsiration pa'ri':icipants will be notified/enrolied 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.

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 p_atticipate 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 apphcants 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
= Previous collaborative experience with partners in the region
= Project management experience
= Experience implementing clinical tra nsformation projects, including
grant-funded pilots
» Relationships with social services organizations or the ability to establish
such relationships

Financial Stability Requirements
s 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 IDN 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 {DNs’ performance metrics.

Section Vi — Demonstration Fihancing 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/Pownloads/Interim1115-Demo-Financing-Form.pdf 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/Inte rim1115-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 Vi — 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

O ¢ C O 0

o}

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

Department of Health and Human Services Ten Year Mental Health Plan/DOJ

Settlement

Municipal Spending on 2013 Report of Appropriations Actually Voted (M-2 Form)
reported to the Department of Revenue Administration

®  Health Administration

» 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.

§ 1902(a)(1)

To permit the State to operate the
Demonstration on a less-than-
statewide basis

i R i R AR T BT

The State will strongly encourage, but
not require, that providers in each
region form an IDN. 1t is possible that
one region will not have an IDN.
Additionally, IDNs in different regions
may select different projects, meaning
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that the pro;ects Wl“ not be carrled
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.

To permit the State to receive
federal matching dollars for

This waiver authority will allow the
State to fund the non-federal share of

§ 1903 specified designated state health | payments and transition payments.
programs.
To permit the State fo receive This waiver authority will allow the
federal matching dollars for State to make payments to IDNs for
§ 1903 payments made under the achieving specific milestones and
Demonstration. metrics for specific projects
undertaken to support the
Demonstration vision.
To receive federal matching This waiver authority will allow the
§ 1903 dollars for transition payments to | State to strengthen and support

providers.

providers to enable them to
participate in delivery system reform.

Section VIil — 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.gov/section-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 Assaciation

Behavioral Health Association {the governing body and trade association for CMHCs)
New Hampshire Dental Society

Medicaid Care Management Commission (MCAC)

SUD Stakeholder Representatives

s & 8 @

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.'! 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 $SB413 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 legisiature’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 19t§‘, 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.

M upress 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 Demonstratlon Admlmstratlon

The contact mforrnat:on for the State s pomt of contact for the Demonstratlon appircatlon is

below.

Name and Title: - Jeffrey A. Meyers, Director, intergovernmental Affairs
New Hampshire Department of Health and Human Services

Telephone Number: (603)'271—92_10
Email Address: . jeffrev.meyers@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.*?

= 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 lll 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 heaith 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.”

2 “New Hampshire Accountable Care Project,” NH Citizens Health Initiative, Accessed February 24, 2015. Available
tp://citizenshealthinitiative.org/accountable-care-proiect

' “The Integration of Behavioral Health and Primary Care in New Hampshire: Analysis and Recommendations,”

Cherokee Health Systems, Decermber 2014. Available af:

http://www.endowmentforhealth.org/uploads/images/PDFs/Health%20Policy/Cherokee BHPC Integration Final

%20Report 12-9-14.pdf
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15800 Bluemound Road
Suite 100
Brookfield, Wi 53008
Usa

Tel +1262784 2250
Fax -+1262 923 3680

miliman.com

John D. Meerschaert, FSA, MAAA
. Principai a_nd_ Consulting Acluary

Nove!‘nbér 23 2015 ’ john.meerschaert@milliman.com

Mr. Jeffrey A, Meyers

Director, Intergovernmental Affairs

NH Department of Health and Human Services
Brown Building * -0

129 Pleasant Street

Concord NH 03301

s,

Re;_ Rev:sed 1115 Budget Neutrahty Pro;ect:ons Busfdmg Capacuty for Transformat;on
Dear Jeff o ' . '

This Ietter prov;des the New Hampshlre Deparﬁment of Health and Human Ser\nces (DHHS) wnth budge’i_
neutrahty pro;ectsons for “New Hampshlres Building . Capac:ty for. Transformation -Section 1115
Demonstration Waiver.- These projections upciate the initial budget neutrat;ty pro;ecﬁons dateci Aprit 15,
2015 to ref?ect comments from the Centers for Medicare and Medicaid Services (CMS). This letter includés
decumentatton of - the budget neutralsty methocfology and prov:des CMS temp!ate forms encf related
worksheets This mformatlon is appropriate for including in the waiver applscat;on to CMS. IR

OVERVIEW OF METHODOLOGY

New Hampshnre wxll mai nta;n budget neutrahty over tE‘ae fwe«year i;fecycle ef the Bualdmg Capac:ty for
Transformatron Sectioh 1115 Demonstration Waiver, with total spendmg under the waiver hot exceeding
what the federal govemment would have spent without the waiver, New Hampshrres budget neutrality
methedotogy pro;ects ‘without-waiver” expendltures to be $6.150 billion-and * wath wawer expend tures to
be $5 133 bllhon over the fwenyear demonstfat;on per;od (CY 2016 — CY 2020).

New Hampshlre expec’es its deiwery system referms to produce savzngs comparecﬁ to the w;%houbwawer
projections that-more than offsets the $30. million of annual funding for new Integrated Delivery Network
(IDN), Transformatlon Fund. A egntﬂcant portion ofthe ;mtaal year of the demonstratton period will be spent
organizing the !DNS 1den§|fyrng and approving initiatives, and nmplementlng the approved ‘initiatives,
therefore New Hampshlre does not expect to see cost savings’ during the first demonstration year. Modest
savings - is, expected 10" start in "demonstration year:2, with more sngnaﬂcent ‘savings - expected in
demonstratton years 3~ 5. The largest impact will be attained in the poputation that currently is diaghosed
with’ behavnorai health and substance use disorder (SUD) conditions, but New Hampshire also expects to
reduce costs in the und;agncsed populat on by increasing the rate of dlagnesas and treatment. Savings
assumptnons -are supported- through literature documentmg cost savmgs attr;butable to mtegrat:ng the
management of med cal ancf behawora] hea]th services. ) .

Note that Medlcasd expanszon popuiaiaons covered unde? the New Hampshzre Health Protection Program
{NHHPP) are excluded from the budget neutrahty projections for the Bujlding Capacity for Transformat:on_
Section 1115 Demonstratton Waiver, with the exceptlon of the medically frail population tha‘s are'excluded
from particnpatton in New Hampshnre g approved Premsum Asssstance Program

“E“he rest of thls document mciudes the mformatson requested iy the Budge’c Neutraiity Form avanab!e at

www. medicaid:gov regarding historical . expendnture data and projected expendaiures -Attachment ‘A
mcludes the budget neutrahty 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 enroliment and expenditures reflect the following information:

* Include all Medicaid beneficiaries (i.e., Medicaid-only, full dual eligibles, and partial dual eligibles).
The hisiorical data is divided into two groups of beneficiaries:

1. Behavioral Health Population: Beneficiaries who have behavioral health and f or SUD
diagnoses, use behavioral health services, or are eligible for enhanced behavioral heaith
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. Al Other Population: The All Other population includes all other Medicaid beneficiaries
whe 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, 2008 — June 30,
2012. CHIP members transitioned to Medicaid and are included in the historical base data as of
July 1, 2042.

= Exclude administrative expenditures and collections.

= Exciude ail other non-MMIS payments, such as DSH, GME, Medicaid Quality Incentive Payments
{(MQIP}, Proportionate Share Payments {ProShare), gross adjustments, reconciliations, and other
seftlement payments. These payments will also be excluded under 1115 budget neutrality
reporting.

We excluded December 2013 from the hisiorical data due to the implementation of the MCM program on
December 1, 2013. Attachment A annualizes CY 2013 using (12 / 11) * Jahuary — November 2013 data.

KNOWN ISSUES WITH HISTORICAL DATA

DHHS provided us with {hree 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 eligibifity
categories were defined in each data sel. Also; ikappears 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
poputation 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.
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TREND ANALYS!S AND PROJECTEONS

As shown in A’ctachments A and B, New Hampshlre ] htstorscai data trends show an average annuaE 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 Hampsh ire’Medicaid program because CY 2009~ CY 2013 was a hlstorlcany
fow period of medical cost trend.  We expect future per capita trends to be signifi icantly higher than the
historical trends and have accordmgiy used higher trends to calculate New Hampshire's MCM program
capitation rates “As another point of comparison, we evaluated national Medicaid trend pattems using the
2014 Actuarial Report on the Fmancsal Outlook for Med;cald publlshed by the CMS Office of the Aczuary,
whnch aiso predlcts a mgmfacant mcrease in per caplta trends from CY 2013 through CY 2020 o

Based on informataon sn “E‘abte 16 of the 2014 Actuanal Report on the Fmancnai OutEook for. Medzcatd-
national Medicaid benef 1 expendltures per. enrollee trend rates were -1.4%in 2010 3.0%in 2011, :2.4%
in 2012 and 2.7% in 2013, "for an average per enroEEee trend of 0.4% during the five year historical penoci
New Hampshsre S hlstorica! trend of 0.3% - 0.4% is.very consistent with the nanonai irend reported by the -
CMS Offi ice of the Actuary, and is s;gﬁtf;cant]y below future trend pro;ect;ons ‘States,’ Jincluding’ New
Hampshlre ‘made ‘efforts fo. constrain spending i 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 EMAP fundmg
included in‘the Amerscan Recovery and Resnvestment Act (ARRA) of 2009.:CY 2009 -~ CY.2013 was a
h;stoncal]y Iow trend pertod noi only in New Hampshtre but aoross: the Medlcaad program |n general

The budget neutra;sty pmject;ons for New Hampsh re s Buridmg Capacrty for Transformafron Sectlon 1‘115
ration Watver use trends that are consnstent wlth naﬂonai per ena’cllee trend pro;ectlons in the 2014

T nsformatron' ectlon 111! De

Fiscal Year Enrelieas1 Enrollee? Enro'liées13 Enrollée?

C2043 53 - 545,483 A0 s 817,352
2016 5B $15,999 102 ° 818,285
L2020 - 657 0$19,946 10'6 ' :$22,573
s Ch:id Popuiatton _ Adu!t Poguiatlon : Total Populatlon
o : : LCostper _ I Costper S Cost per
Fiscal Year Enroileess1 Enrollee? Enrollees* " Enrollee? Enrollees! Enrollee?
2013 - 279 - 1 82.807 147 -84, 391 - - 580 86,800
2015 . 298 $2,928 15.0 - $4,817 60.4 $7.201
20200 313 $3,685 : 15-8 N - -$6,152 B4 B9 057 .

Average Annual Cost per Enrollee Trend 2013 2015 ($7 201 i$6 900) AD. 5 =2, 2%
Average Annuak Cost per. Enrollee Trencf 2015 2020 = {$9, 05? f $7 2012 0, 2 4.7%

"From Table 75 {in millions of person-year equ.'vafents)

2 Erom Table 16 (in dollars per person-year equivalent enrofiee)

3 Retrieved from hitp: AW, medicaid. gov/medicaid-chip-program-information/by- fop:cs/ﬁnancmg‘and—
raimbursement/downloads/medicaid-actuarial-report-2014.pdf
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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 repert 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, frend 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, 2018. There are 24 monihs between the end
{ast historical year (CY 2013} and the end of the Base Year {CY 2015) prior to the first demonstration year
{CY 2016). We used the foliowing trend rates to establish estimates for the Base Year in the template
worksheet (CY 2015):

= Annual enroliment trend = 4.0%

New Hampshire experienced significant enroliment trend in early 2014. We set the bridge period
enroliment trend rate to be consistent with the actuai enroliment trend rate from CY 2013 to CY
2015 of 4.0%.

= PMPMcosttrend =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 rafe 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 NBHFP population that
seif-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 enroliment on August 15, 2014. We used the emerging
MCQO 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 o trend the Base Year estimates to the demonstration period:
= Annual enroliment trend = 1.0%

New Hampshire expects the growth in its current Medicaid population o slow from recent years.
We assumed a 1.0% annual growth rate throughout the demonstration period.

= PMPMcosttrend = 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 NEUTRALETY METHODOLOGY

New Hampsh;re expecis to es’sab%ssh a “Per Capita Method budget neutrality methodology where ii will be
at_risk for the PMPM Cost of individuals under the Demonstration. Under a per capita .method,
New Hampshtre will not be at nsk for the number of member months of part;cxpatson in the Demonszrataon

WITH~WA1VER PROJECTIONS
The W|th~wa|ver pro;ections use the same enrollment and PMPM trend as the without-waiver pro;ectsons

New Hampsh re expec’ts sis deENery system reforms to preduee savmgs cempared o the wfchout—wa;ver
pro;ectlons Since specn‘ic project criteria and projects will be subject to stakeholder input post—approval of
the waiver, the precise de!wery system changes that will be implemented in New Hampshire ‘cannot. be
Edentified now. instead, we have reviewed available literature in order to deve1op reasonable -high ieve§
estlmates of the: impact of expandsng behavzoral health service capamty and integrating the management
of ‘medical and behavioral ‘health- services ‘on the total acute care costs ef lndlwduais thh dlagnosed
behaworal health and SU%D concis’uons s : : : "

The foilowzng mformat:on is an excerpt fmm an Apni 2014 report authored by l\!iathman consultants Stephen
P. Melek,: Doagias “T..Norris, and Jordan Paulus that . was ‘developed for the American’ Psychla’cnc
Assoc&aton titled “Eeonomlc Impact of ie%egrated ‘Medt caf—Behavxeral ‘Healthcare, “Implications " for
Psychtatry Cn part the report summarizes available literature on cos’s-effectweness research studies for
integrated- maedical-behavioral healthcare programs. This research is relevant gwen that the IDNs will be
des:gnecf to bu Id the capac:ty to de!wer mtegrated med cal behaworal heaEth services in New E—Eampsh;re

“A vanety of epproaches z‘o mtegrated medfcal~behav:oral healthcare have been the foeus :
of cost-effectiveness research overthe past three decades, with most studies f:ndmg that
integrated care can. ‘lead ‘to reductions in total healthcare ‘costs. Typfca! cost savings
estimales range from 5% to 10% of totaf heelthcere costs over a two to four year petiod for
patients receiving co!iaborattve care, a/though the most robust ewdence rs in the care of
depress.fon in older adufts : : -

One" study focused on a coliaboratfve depressron care management program drrected
toward . low-income, . predominantly * Hispanic diabetics. - The program, called - the
Multifaceted Diabetes and: Depress;on Program (MDDP) was admm!stered through a
randomized clinical trial and was compared with enhanced usual care (EUC) Although
nof statistically s:gmficant ‘medical cost savings of apprex:maz‘ely $39 per. member | per
month (PMPM) were observed during the eighteen months followmg the fmplemenfat;on of
fhe MDDP program. The study identified the 95% cenfrdence interval for the savings of the.
program as savings of $110 PMPM.at the. upper !:mrz‘ to an edd:tfona! cost (or negatave
sawngs) of $32 PMPM at the .fower nmft ' :

The Pefhways study focused on the eutcomes ofa program ut;l:zmg specaai:zed nurses te
deliver a_twelve- month depressron treatment program Tor patients with diabetes.’ This
program was. administered through a random:zed controlled -trial that eompared the
systématic depress;on freatment program with care as tisual. Total oulpatient costs were
approximately equal durmg the 12-month intervention period for both the intervention group
‘and the usual care group, but during the 1 2-m0nth periodfollowing the mtewent:on median
outpaz‘fent costs for the interverition group were $50 PMPM lower than costs for the usua!
care -group.- Over . the -entire two_ year perred meiudmg the -intervention period, tota!
healthvare costs (mcfudmg mpatfenf and outpatient health services) were $46 PMPM lower
- for the intervention group than for the usual care group. This represenis savings of about
% of total healthcare costs for the mterventron group over a two year pariod. -
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The !MPACT sz‘udy focused on a twelve-month collaborative care management program
for elderiy patients with depression. The program was administered through a randomized
clinical trial that compared a collaborative care fntervention using teams of depression care
managers, primary care doctors and psychiatrists to the usual care for depression.. Total
healthcare costs were traeked for a 4-year period following the intervention, and costs for

" the mtefvent:on group were an average of $70 PMPM fower than costs for those recelving
usual .care. Thfs represents savings of about 10% of total heelthcare costs for the
intervention groip over a four ‘year period. Patients in the collaborative care management
program had lower .costs in every. category that was observed and the resiilts of a
bootstrap analysis indicated thet patients In the. coﬂeborat;ve care program were 87% more.
Irkely to have Iower total healthcare costs l‘han fhose recervmg usuai cars.;

MISSOUH establ;shed Communrty Menial Healfh Cenfer hea!thcare homes in 2012 for
Medicaid ehg:ble persons with serious and pers:stenf mental ilinesses, comorbid mental
'heelfh and substance use disorders, and certait chronic medical conditions comorbfd with
‘a-mental health or substance use disorder. : Their. early results showed that rno’ependent
Irvmg increased by 33%vocational activity increased by 44%, le gel involvement decreased
by. 68%, psychlatnc hosp;iahzat/en decreased by 52%, ‘and overah' healthcare costs
: decreasedbyS 1% S . : L

A meta—analyst of cost—effectrveness research stud.'es .rdentfﬁed 23 studfes address.'ng the
. economics of co!feboratave care over the past three decades In nearly all of these studies,
collaborative care’ programs were found fo bé at Ieest cost neulral, with most studies
fndfcatmg actual savings..One. study ‘compared the financial outcomes of ‘¢linics new]y
practicing co.’leborat:ve care to demographically similar clinics practicing usual care.
Healthcare costs increased for both - groups .of -clinics folfowmg the mtroductfon ‘of
cc!ieboraﬁve care, but clinics precffcmg collaborative care saw only. 73% of the increase
that clinics pract.'cmg usual care expenenoed ‘and their. paz‘rents were 54% less fikely: fo
use the emergency depan‘menf and 49% less likely fo’ use inpatient psychiatric care.
Additional studies and innovation prq,tects will be needeo' to confirm these ﬁno’mgs in other
popuieftens and non-research settings.”. : . :

Undoubted%yg there are Medtcaxd beneflmaﬂes in the Ali Other popuiat;on that have undtagnosed behavioral
health or -SUD condltons ‘New. Hampshlre expects its delivery system reforms to increase the rate of
diagnosis and treatment of. this undiagnosed popufation. We applied 25% of the projected Behavioral
Heaith pcpulat;on savirgs estimates 1o the Al! Other popuilation to reflect the cost savings potential for the
effective treatment of currently uncitagnosed individuals. We applied the average of the Behawerai Health
and All Other populatlon factors to the NHHPP MedlcaiEy FraIE populat;en : B

Table 2 summanzes our savmgs assumptlons Since a sngmf;cant port on of the fi rst year of the waiver

demonstration penod 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 relati veEy conservative {low) savings

estimate in other years 0 model an achievable level of savzngs The savi ngs assumpﬂons are conSIstent
with the low end of observed savings in our literature revzew
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\pphed. Service:Gosts
Demonstration Behavioral Health All Other NHHPP Medically

Year Population Population Frail Population
1 0.00% £.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-walver projections also include $30 million of new expendiiures per year related to the proposed
IDN Transformation Fund. In total, the anticipated delivery system reform savings is expected to offset the
IDN 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 o 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 leiter 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, {o any external patty without the prior written
permission of Milliman. We do not intend this information o benefit any third party even if we permii the
distribution of our work product to such third parly. We understand this letier will be part of New
Hampshire's application fo CMS.

This letter is designed to provide DHHS with budget neutrality projections for the Building Capacily for
Transformation Section 1115 Demonstration Waiver. Thig information may not be appropriaie, 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 enroliment, 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 | mest the Qualification Standards of the
American Academy of Actuaries to render the actuarial opinion confained herein.

The terms of Milliman’s Consulting Services Agreement with DHHS signed on November 16, 2012 appiy fo
this letter and its use.

>,
0.‘

de B B B

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

JDOMAIT
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Adtachment A .
New Hampshire Building Capacdy for Transformatlon Sectxon 1 115 Demonstrahon Waiver
" Budget Neutrallty Template o

_ Y ) B N T TR FT G H 1 1

1:{5-YEARS OF HISTORIC DATA .t ) :
137 |SPEGIFY. TIME PERIOD AND ELIGIBILITY GROUP DEPIGTED:

S I N T R R .
15 |Eehavioral Health, Populafion | V2009 Y2010 Y 2011 CY 2012 "EVEARS

" |TOTAL EXPENDITURES. . $ 3.297.155.132
{7 |ELIGIBLE MEMBER WMONTHS : . T

'8 |PMPM COST. $ 04025 6 . 99142 $ 97901715 _ 963.05

S ITREND RATES R T 5-YEAR

10 _ _ - . ANNUAL €HANGE | 77 . "~ AVERAGE :

17 TOTAL EXPENDITURE . TR es . 1.52% T 06Th B76% . 560%]

12 ELIGIBLE MEMBER MONTHS T8A7% 277%__ 0.00%] 16.55% 5559,

13 _ PMPMCOST 1% A22%] . oo B BAT% 0.36%

75 IAT Other Population eV GV 3012 | CY 013" . .. BVEARS.

TOTAL EXPENDITURES.

$. 857,328,154

17 JELIGIBLE MEMBER MONTHS
| ig'ipMPm cosT : 5 17435 | 8 - 18069 | § 47800 § . 176288 .. 47675 | _

19 |TREND RATES : T ) 5.YEAR

20, T T T ANNUAL CHANGE: [ v | " AVERAGE. |

211 TOTAL EXPENDITURE - : BT TO0%| . . . 070%| . . -573% 0.77%
22| ELGIBLE MEMBER MONTHS TRFGN T T R6% | . . 2.06%)] . 5.08% 0.43%
33 PNMPMCOST T3 64% 0845, T 152%] 027% . .0.34%

7% . . T - = T

a7

48.|* Excludes Healthy:Kids Siiver (CHIP) population from 1/1/2009 - 6/30/2012 (transitioned te Mecﬂcald as.of; 7/1/2012)

' 49- = Annualized.using 12/11.* January < November 20113 data. December 2013 is excluded from the historical base due to” éhe ;mpfementahen of the Medicaid Care: Managemeni pmgram o ?2/1/2013 :

Page 1 ' Historic Data 14/23/2015
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-New Hampshire 'BUilding.Cabaciéy for Trarigformation Section 11 ‘_15' Dembﬂstration-Waiver

Budget Neutrafity Tel

mplate’

g B

oD E

',.G

”H.

T

DEMONS TRATION WITROUT WAIVER (WOW) BUDGET PROJEGTION: COVERAGE COSTS FOR POPULATIONS .

“MONTHS

BASE YEAR | TREND [,

DY
CY 2076

— DEMONSTRATION YEARS (BY)

DY o5

FOTAL

T LY 2020,

WOW -

@joo| N} o ea B esfraf

T OFAGING|

DYOU L RATE 2o

|emPmcost..

2 @07 165

45,237

gonasg

831,623

839,938,

| -'848,339

108347

o L102067

1,154.50 1 8

1,208.76

1,265.57

$° . 1.0054e

1o Expenditurs,

858,683,102/

N R

07,626,704

U860 409,003 8

4,015,285,207

~ 1,073,632,189

§T4§95536,204

Al Other F'ogu[atioﬁ -

{Pop Type:. .- =

{ETiqibie Membear.

Months: . *-

PMPM Cost

Total EXpendiiure”

L 1003,312

L4 033,545

1,043,880

1,054,318

1,064,862

1,075,511

L9328 0%

2 202,87

2118878

221,84

T

- -211,250,031

736,029,023

249,808,880

$.1.120;450,008

199,773,860,

5537589,104 | 5 -

AMantha”

L,Fraii:r’:ogﬁi‘aﬁon.*.;.; 3

Eligible Member -

.o tExpansion;

Al

BMPM Caist .

JJTotar Expendiiure

. NA

24,727

25224 |

S 5440

15705018,

24482

CALBAABT G

4,721,569 15

24,974

1,802.50

1,887.22

AR

$ 213,615,938

. -38,068,920°1% - .-

. A0 25 BEE |

L ABET04T 6

- 45,016 529

AT R0360T

Page 2

 Eilimated based On emerging MGO experierice from Sepleriber 2014 - ALGUST 2015

WOow
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Attachment A

New Hampshire Building Capacity for Transformation Section 1115 Demonstration Waliver

Budget Neutrality Template

C

[

E

F

G

DEMONS TRATION WiTH WAIVER {WW) BUDGET PROJECTION: COVERAGE COSTS FOR POPULATIONS

DEM

NSTRATION YEARS (DY)

DY 00

ELIGIBILITY GROUP.

CY 2015

DEMO TREND
RATE |

DY 01

DY 02

DY 03

16

CY 2017

CYZos T ""

DY 04

DY 05
TY 2020

Behavioral Health P:

] Co| 3] D] Us) M| LO| D] -

tion

“TMedicaid

Eligible Member Maonths

- 807,165

1.0%

815,237

823,388

831,623

839,939

848,330

PMPM Cost

$ 1.005.89

4.7%

Projected Impact of
Delivery System Changes

PMPM Cost After Delivery
System Changes

1,083.17

S

1,053.17

£2a0%

110267

-

1,091.64

$ 115450 §

3 1.119.87

R

1,265.57

1,189.64

Tofal Expendiiure

858,583,102

808,847 437

$ 931,305,733 | §

1,14832 | §
3

964,520,947

4.662,471,476

1,008,214 257

All Other Population

20

Pop Type:

Medicaid

ligible Membear Months

1,023,312

1.0%

1,033,545

1,043,880

1,054,315 1

1,064,862

1,075,511

214

22

1PMPM Cost

$ 184 .61

TS

24

Projected Impact of
23 {Delivery Sysiem Changes
PMPM Cost After Delivery

System Changes

183.29°

2..2

201.86

3 21029 i %

219.07 | $

%3

228.79

25

28

Tofal Expandilure

199,773,860

216,721,906

233,276,160 1 §

246,061,757

1,111,547,369

27

NHHPP - Medically Frait P

Pop Type:

opulation

Expansion

{Cligitle Member Months

24,000

1.0%

PMPM Cost

5 1.500.00

4.7%

33

Projected Impact of
Delivery Sysiem Changes

PMPM Cost Affer Delivery

A

System Changes 1,570.50 163403 1% 168831 | § 1,746.17 | § 181645
Tolal Expendituré 38,068,920 40,005,051 1 % 41,771,851 | § 4360076315 45 818,554 209,274,239
Transforma Fund Expenditures
Pop Type: All -
Otal EXpenaliure 150,000,000
Page 3 WW 11/23/2015
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Budget Neutrality Template

New Hampshire Building Capacity for Transformation Section 1115 Demonstration Waiver

A B C D E F G
1 |Budget Neutrality Summary
2
3 |without\Waiver Total Expenditures -
4 DEMONSTRATION YEARS (DY) TOTAL
5 DY 01 DY 02 DY 03 DY 04 DY 05
[5) CTY 2016 CY 2017 CY 2018 CY 2019 CY 2020
7 jMedicaid Populations
8 |Behavioral Health Population $ 858,583,102 | $ 907,926,704 § $60,109003 | § 1,015285207 | $ 1,073,632,1891 % 4815536204
9 |All Other Popuiation 5 169,773,860 | 3 211,250,031 1 % 223,385,104 ; § 236,229,023 1 % 24980883801 % 1,120,450,908
10 |NHHPP - Medically Frail Population 5 38,068,920 | $ 40,256,655 1 $ 42570142 ' § 45016528 | % 476038921 % 213,515,939
11
18
19 [TOTAL k3 1,096,425,882 1 $ 1,159,433,390 | § 1,226,068,249 1 3 1.296,530,/59 | $  1,371,0447721%  6,149,503,051
20 _ '
21 IWith-Waiver Total Expenditures
22 DEMONSTRATION YEARS (DY)} TOTAL
73 DY 01 DY 62 DY 03 DY 04 | DYos
54 CY 2016 CY 2017 CY 2018 CY 2018 CY 2020
25 |Medicaid Populations
26 jBehavioral Health Population $ 858,583,102 1 § 808,847,437 | $ 831,306,733 | § 964,520,947 | $ 1,008,214257 (% 4662471476
27 |All Other Population 3 199,773,860 | & 210,721,906 | § 221713686 | $ 233,276,160 | $ 246,061,757 1%  1,111,547,369
28 JNHHPP - Medically Frail Population $ 38,068,920 | $ 40,005,051 | § 41,771,951 | & 43,609,763 | § 458185541 % 209,274,239
29 JIDN Transformation Fund Expenditures $ 30,000,000 | $ 30,000,000 | % 30,000,000 1 § 30,000,000 | 8 30,006,000 3 150,000,000
Kl .
a0
41 [TOTAL 3 1,126,425882 | % 1,179,674,394 | § 1,224 791,370 1 % 1,271,406,809 5 1,331,094568 1 5  6,133,293,084
42
43 |[VARIANGE $ (20,000.000Y 5 (20,141,004)1 12768791 % 25,123,800 | & 39,950,203 1 % 16,209,968

Summary 1112372015

Page 4
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DEVELOPMENT OF HISTORICAL BASE DATA



Low Inceme Children and Adults $1,776,300 - $1,643,720] . . $484.44 91,546,647
Foster Care £ Adoption .0 . - LB © o.oe 1 : 1,804
Breast and Cervical Cancer Program 13 27,932 1,551.81 “15 50,427 3,361.82 39 18,242 493.38
Saverely Disabled Children -24 7713 3,221.38 i SAF 308 3,476.60 3 Q 5.00
Disabled Adults .. 41,889 79,703,258 1,802.73 A5 D4R - B9,085,222 ) 1,997.76 44,751 88,659,587 188118
Oid Age Assistance Program 47,093 22,857,801 481.18 45757 24 846 564 543.01 45,118 23,246,588 51523
Aliens “of IS ¢ ‘8.00 ol : o Q.00 o o .00
. Urtknowr 1 Rk L 112008 | DO oD . 0,00 o .0 £2.00
Subtotal 91814 - $104,242.817 $1,135:378 .- 84,218(- 5'116,5_53,432 : $1,237.08 93,023 3113473886 $1218.85
Non Puals. - L - X - N e - - -
Low Income Children and Adults 280,388 - $153,082527| - 82747 <2322751]. -$168,683,972 o §522.64 327,869 $173,261,108 $528.25
Faster Care/ Adoption 16,569 “ e e 167308 18,708 o5,5013850 . .. 1,788.23 15,868 25,926,651 1,632:83
Breast and Cénvical Cancer Progeam 815 1,323,514 - 144846 064 T 1,660,449 4,560.57 1.042 - 1,800,167 4,727.61
Severely Disabled Chidren 14,781 © 34,276,829 ¢ 2,31&99 15,402 - BO.67TT.6T2 “2,576.14 15,574 38,377 856 2.528.44
Disabled Adulls 88871 164,967, 134] - 1,783.86 94,649/ .- '."'175,684'067 1,856.18 99,764 181,553,688 1,819.83
Old Age Assistance Program 3,233 5,344,084 1.652.98 3,703 5,846,320 1.848.86 3,895 £,865302 1,762.69
Aliens 4] 0 0.00 . 0 0 2.00 8 [} 0.00
Unknown 0 N - o] . 0.00 i .0 - 000 . k] e O 0.00
Subtotal 412757 ©$368,773,218 $888.59]1 C4B4 2721 - 8422063815 $628.08; - - 464,112 $428,773,772 $923.86
Partial Dual Eligibles o TN . -
Partial Duals 26877 $3,464,306 -3120.86 - 32472 .. $4584820 _5'140.27 37,048 $4,946,878 $133.52
Parial Duals ~ Plug 77536 103407472} 133387] 83,638| 0 115,533,0021 138135 B8.837| . . 121492150, 1,867 58
Subtotal 104,215 . 108,871,479} $1,028.51]: 116110(-. . $120,087,921 $1.034.26 125,885 $126,439,0285 - $1,004.40
Grand Total 608,754 . $577.887.513 $849,25 664,600} $658,695,168 $991.12 683,020 $668,686,664 $979.01
. 2009 to 2090 - 4.4%] ... 201010 2011 +1.2%
Excluded from Base for 1115 Waiver N L . -
Unknown ] 124 $71,476 -3§576.42 126 "§114,356 $807.58 146 _$61,601 $421.92
.. CHIP {Haaithy Kids Sitver. Standalone) . 36607 4,104 104 4250 42 639 .69 4,582 6,162 1.34
Subtotal -4.084 $75,580 '$18.51 4,376 $117,287 $26.80 4,738 367,763 $74.30
1142312015 Miliman Page 1
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‘FFuli Duals.

" Low incorme Children and Adults - $1,395,257 .5488.86 $956,628| $966,194 - $396.34
Foster Care /' Adoption 0 0 6.00 T 84,167 85,008 C 172804
Breast and Cérvical Cancer Program 1 o . .00 . 14 : azp1z 32,332 2,270.18
Severely Disatled Children 518 1,514,000 . 2.448.380 1,323 3,198,215 3,231,207 2,441.80
Pisabled Adults 45 8629 90,698,439 182,087 43822 90,398,674 91,303,569 | 2,078,786
. 0ld Age Assistance Program 44,7543, 25,271,8271 564,661 - 42,173 | 26,430,875 26,695,184 633,00
Aliens 0 ’ 0 #1151 o [+ 0 . 0.00
. Uninown 0 . R POt en v 14} BRI TRTL ' I Q .0 0,00
Subtotal 43,750 $118,879,5241 §1,268.05 TUBaB8T]  $121,102,470 $122,313,495 $1,360.84
Non Duals . i e : LE e -
Low Income Children and Adults 330,839 $181,252,827} - 547.86f . . .557,205]. 5190236745 $192,139,112 3537.76
Foster Care / Adoption 18,242 24,799,493(: 1,627.08 S 14892 24,026,342 24,266,606 1,618.61
Breast and Cervical Cancer Program 1,235 . 2,543 408 2,06841 1,064 1,814,708 1,929,815 1,819.44
Saverely Disabled Children 17,639 42 692,890 242043 - 18,451 46,411,214 46,875,326 2,540.49
Disabled Adults 98.260f - 178,731,495 181808 < 94,534 162,962,548 164,592,474 1,741.00
Cid Age Assistance Program 4,325 7,338,431 " 1696857 5069 6,948,021 7,017,501 1,384.42
Aliens o ¢ ool .” ol 0 o 0.00
Unknown -0 LB O:08] o i D) 0 B 0.00
Subtotal 467,540 $437,259,844 $935.45] . 491,403 $432,495,578 $436,820,534 $888.93
Partial Dual Eligibles . .
Partial Duals 36,073 34554 554 -$129.04] . 35,145 $5,116,484 $5,167,848 $147.04
" Partial Duals - Pius 19,818 115 594,835 S48 67,662 ‘93,568,070 94,503,750, 4,306.91
Sabtoial 115,582 $116,948,788 $1,011.83 L A02,797 $98,684,553 $99,671,309 $569.60
Grand Total 676,872 $673,188,957 $894.56 684,081 $662,282,601 $658,808,427 $963.08
2011 to 2012 . - 1.6%] - 7012 to 2013 _ 3.2%
1Average Annual Trend 2008 - 2013 0.4%]|
‘| Excluded from Base for 1115 Waiver . ) L
: Unknown T 78 $58,451 $745,50]. 0 $0 $0.00
. CHIP (Healthy Kids Silver Standaione} 7,438 10,730 344 [k ] 0,00
Subtotal 7,518 $69,191 8621 [} 50 $0.60
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l.ow income Children and Adults 1,058 3337628 . $319.12 1,058 3582 204} $558.21 1,069 $4685,285 $423.37
. Foster Care [ Adoplion [ 0 000 ] ] 000 0 ) o 0.00
... Breastand Cervical Cancer Program & 687 174.31 15 48,0021 . '€00.14 2 16 36.08
Severely Disabled Chiddren - o 0 £.00 3 15,681 5272693 3 2,091 895,89
Disabled Aduits - 8127 7,274,010 88504 8,939 747,718 1,000.47 8,756 10,324,879 1,179.30
Cld Age Assistance Program 16,314 6,576,552 340,51 19,878(. 8,092,429 407,10 18,657 B,008,074 42907
Aliens 0 o 8,00 ol 0 0.00 o 0 .00
Linknown b -0 ....800 s 2o : X ] L D00 [ 8] 0.00
Subtotal 28,504 $14,189,076 $497.70 i 29,894 -$18,457,034 881742 28,517 $18,798,504 $659,20
Non Duals - R L : . _ - B - .
{.ow Income Chidren and Adults 765,819 . $92;405,085 $129.80 792,676]. . $101725,554] $128.33 . 769,777 $105.661,102 $132.11
Faster Care / Adoption 9,869 U 3225120 “agerg|” ©.B820! 3413478 387.02 8,730 3,038,363 348.04
Breast and Cervical Cander Program 1,354 710,254} 52456 14,4201 4,118,830 788.6% 1,874 1322308 788.91
Severely Disabled Children 5,764 7,811,818 1,355.28 5,476] . B374257 152927 5318 TA77,032 1,387.18
Disabled Adults 27,596 21,639,258 772.94 29,059] 24,883,188) .. 854.30 30833 - 22,592,027 74097
Old Age Assistance Program 6,168 3,321,235{ - 538.45 6,126 3670427 | 80062 6,598 4,438,487 87270
Aliens o 0 000 ) 0 ©oponi o . 0 0.00
Linknown .0 i . 0,00 oA ; 0 £.00 N o 0.00
Subtotal 876,970 $136112,778 $166.61 843578 $143,195,735 $168.75 852,730 $144520,338 $169.49
Partial Dual Eligibles . : .
. Partial Duals 61,277 . $12278085 7$20.04 68,763] . $1206673) $17.55 78,662 $1,564,645 $19.84
Partial Duals - Plus 23,244]. - 10612452 456.57 22.884] .- 11,880606( - 502,56 23,987 11,264,472 468.61
Subtotal 84,521 $17,840,346 140,08 91,747 T §12,757,369 “$1358.05 102,849 $12,828,116 §124.74
Grand Total 929,995 £182,142,204 $174.35 965,219 $174,410,138 $186.69 984,096 $176,356,069 $179.00
2909 to 2010 3.6% [~ 2010 10 2014 0.9%,
Excluded from Base for 1115 Waiver . . g
Unknown . 58 $10,350 $178.45 .36 $8,394 323317 90 $8,205] 391.16
CHIP (Heaithy Kids Siver Standaicne) 8g.081] . 37,461 0Bl .2 165.263] 27,736/ 0.28] 99,674 47 859 0.48
Suptotal : . 90,038 $37,811 $0.42 95,289 $36,128 30.38 99,764 $66,063 %0.56
Ay
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ing Facility Se
SR

Full Duais
L.ow income Children and Adults 1,149 503,858 $438.76 661 $141,227 $142 638 $215.86
Foster Care { Adoption a O 0.00 G 0 it} a.oe
Breast and Cervical Cancer Program o 1,360 151.06 26 10,068 10,168 386,43
Severely Disabled Chiidren 202 110,808 648.55 407 383,057 388,887 851.50
Disabied Adults 10,287 11,846,738 1,180.20 9,181 10,163,623 10,266,259 1, 11840
Cid Age Assistance Program 20,586 9,849 271 478.44 17,082 8,750,067 8,837,568 517.38
Aliens 0 g 0.00 o ] g 0.00
Unknown O 4] 0.00 a 4 k] 0.0
Subtotal 32,243 $22,411,834 $695.10 27,356 $18,448,042 $19,642,522 §718.04
Non Duals
Low Income Children and Adults 833,285 $104,083,013 $125.98 741,698 B0, 067 681 $90,968 368 $122485
Foster Care / Adeption 8,966 2,746,898 306.37 6,981 4,623,025 1,640,164 235,83
Breast and Cervical Cancer Program 1,632 1,408,170 863,08 1411 1,358,581 1,373,187 97280
Severely Disabled Children 4,214 4,786,225 1,135.83 1,852 2,406,485 2,521,450 1,361.22
Disabled Adults 33,361 24,250,686 726.61 27777 22,167,268 22,388 931 806.04
Qid Age Assislance Program 8,742 4,274,348 633.95 7.003 4,278,388 4,321,182 817.02
Aliens ] G 0.0¢ 0 0 g 000
Linknown o 0 0.00 0 0 ] 0.00
Subtotal 388,200 $142,449,440 $160,38 788,702 $121,993,348 $123.213.282 $156.62
Partial Dual Eligiles
Partial Duals 60,363 $1,760,371 $29.15 31,448 $1,8249,683 $1,847,980 $56.76
Partial Duals - Plus 26,488 10,770 250 422.56 21,761 8,502,481 8,587,506 394,63
Subtotal 85,081 $12,5308621 $145.91 53,209 $18.332,164 $10,435,486 $198.12
Grand Total 1,006,324 $177,391,995 317628 867,267 $1514,773,554 $1563,291,290 $176.75
2011 to 20112 -1.5% - 2012 t0 2013 0.3%
Average Annual Trend 2008 - 2013 0.3%;
Excluded from Base for 1315 Waiver
Unknown 81 $14,895 $240.890 o it $0.00
CHIP {Healthy Kids Siver Standajana) 44 186 38,207 0,47 0 o .00
Subtotal 44,247 $50,902 §1.15 4] 30 $0.00
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L-ow income Children and Adults 3,850 $2.113,828 $549.07 "..4,452 .92,235,924 $5602.23 4,212 $2,011,832 $477.87
Foster Care { Adoption a 0 0.00 g 4 .00 1 1,804 1,803.92
Breast and Cérvical Cancer Program 23 28818 1,283.00 .30 59,429 1,980.98 41 19,318 47117
Severely Disabled Children 24 71,313 3,221.38 .1 33,078| 4,134.85 3 2,081 696,99
Disabled Adults 50,016 86,977,268 1,738.98 -53,987 89,742,941 1.847.54 53,507 68,045 866 1,849.96
Old Age Assistance Pragram 86,404 20254, 453 44025 65,635 32,938,093 501.8% 63,776 31,251,858 450.02
Aliens 3] g 0.00 0 - 1} 0.00 Q o 0.00
Uinknown 1 112 142.00 0f. a 0.00 0 3 0.00
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 i . o
- Low Incarrie Children and Adults - 1,068,207 3252 467,612 $239.08 4,115,427 $270,409,826 . $242.43 1,127,746 $278,912.210 $247.32
Foster Care / Adoption.. T 26,438 21,004,160 784.47 258,523 : 32,914,883 1,289.62 24,598 T 28,964,033 1,177.50
Breast and Cervical Cén_cer Program 2,280 2033768 B86.33 t2484 2,780,219 1,119.27 27181 3,122,475] . 1,149.66
Severely Disabled Chiidren 2'0,545 42,088,746 2,048:61 20,878 48,051,929 2301.56 20,8921 46,754,865 . 2.237.93
Disabled Adults 114,867 178,608,392 1,537.49 123,708 200,567,185 1,621.30 130,397 204,245,715 1.568.34
Old Age Assistance Program 9,401 8,865,319 a21.74 49,829 10,525,756 1.070.89 10493 11,303,789 1907727
Aliens 0 0 0:00 0 0 0.00 4] a 2.00
Unknown 0O o] 000 3 4 .0 Q.00 ¢ 2] 0.00
Subiotal 1,228,727 $502,885,996 $408.84 1,287,850 $565,249,550 $435.53 1,316,842 $573,303,110 $435.36
Bartial Dual Eligibles :
Partial Duals 87,054 . 84,892,201 . $53.35 101,235 5,781,502 |- $56.91 16,8101 $6,511,523 $56.18
Partial Dials - Plus- 100,780 - 114,016,624 : 113137} o 106,622 127,083,788 ¢ 1.191.91 142.824| .. .. 132 756 621]. 1,178.67
Subtotal 188,734 $118,711,825 $626.99 207 857 $132,845,290 $639.12 228,734 $138,268,144 3608.87
Grand Total 1,538,779 $740,029,714 548092 1,629;819 '$833,105,306 . $511.16 1,667,116 $844,843,624 $506.77
zo08to 2070 - - B30, 2010 to 2011 0.5
Extiuded from Base for 1115 Waiver T
Unknown 182 $81,826 - $448 60 162 $122,748 B757.11 236 $69 805 $295.78
CHIP {Mealthy Kids Silver Standalone} 93,841 A1 565] 034 EEEAEIR 35,868 . 0.31 104,266 54,021 0.52
Subtotal 841231 $113,391 JBH20 W ETH $153.418 $1.54 104,502 §123,826 $1.18
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Fudl Duals . i .- IR : i AT LR I L
Low income Children and Aduits 3,987 $1,899216 3,089 $1,067 854 $1,108,833 £357.85
Foster Care / Adoption 0 1 B 84,167 £5,008 '7,728.04
_ Breast and Cervical Cancer Prograin 10 1,360% 40 42,080 42,5a1 . 1,065.36
-Severely Disablad Children 820 1,624,805 . 1,730 3,582,271 3,518,084 209151
Disabled Aduits 85 827 102,645,178 1,838.64 53,103 100,563,197 101,568 829 1,912.67
Oid Age Assistance Program - 85,340 35,121,098 837.51 59,254 35,180,842 35632,752 598.67
Afiens ’ 0 0 0.00 0 o [ 0.0¢
Uniknown i ) Of - o .0 ._oo00]. 0 0 i 0.00
Subtota 125,983 $141,281,458 $1,121.42 117,237 140,550,511 $141,856,016 $1.210.85
Naon Duals T .
Low Income Children and Adults 1,164,123 $286,235,940 $245.88 .. 1,068.983 $2B0,304,436] $283,107.480 $257.61
Foster Care fAdopﬁon 24,208 27,546 491 143781 31,883 25,850,267 - 258067701 1,180.10
Breast and Cervical Cancer Program 2887 3,951,577 1,37847 2472 3,270,298 3,203,009 133611
- Severely Disabled Children 21,852 47479115 247211 20,304 48,807 638 49,396,776 243290
Disabled Adulis 131,622 202,982 180 1,562:16 122,311 185,129,806 186,681,104 152874
Old Age Assistance Program 11,068 11,613,779 1,048.33 12,072 11,226,418 11,338,683 a38.24
Aliens g 0 [eXvo] 0 3§ 0 .00
Linknown a G- 0.06]. - - L 0 [ 0 0.00
Subtotal 1,355,740 $572,808,083 342787 1,278,105 - $554,488,926 $560,033,815 $438.18
Partial Dual Eligibles | L R o .
Partial Duals 96,465 36,415,325 366.5G1 . - 66,643] - $6,946,167 37015629 $10535
Partial Duals - Plus . 104,898 123,065,085]. 1.472.07 Lo B8413 102,070,550 103 091,256 1,152.98
Subtotal 201,463 $126,480,411 $642.70 156,006 '$109,016,718 $110,106,885 $705.79
Grand Total 1,682,196 $850,580,952 $505.34 1,561,347 $804,056,155 $812,098,717 $523.48
7071 [0 2012 BI%] 2012 to 2013 . TG
-1Average Anpual Trend 2009 - 2013 - 21%
Excluded from Base for 1115 Waiver . - :
Unknown o 139 $73186 $526.30 4] 30 $0.00
CHIP {Healthy Kids Silver Standalona} 51624 46,938 0,81 - Q- 0 .00
Subtotal 51,763 $120,003|. . $2.32(° a 50 30.00
117230018
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